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DENTAL DISEASE
seriously impacting on health

VIABILITY SUPPLEMENT
a welcome boost for rural aged care

RURAL HEALTH STRATEGY  
what is it and what’s its future

9TH CONFERENCE
standing up for rural health (7-10 March)
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PEOPLE KEEP ASKING where rural health is on the political 
agenda.  We would very much like to know.  What is the 
political agenda?  How does one get issues on it?  And is 
rural health currently on it or not?

Perhaps the notion of a political agenda can best be 
considered as a list of things that are currently on the front 
pages and on the ABC TV news.  

The war in Iraq – or is it the war on terrorism? – and 
Australia’s consequent relationship with the US.  US politics 
– since theirs is the system that leads us and our agenda.  
Domestically: drought, fires, water, climate change, nuclear 
energy and Work Choices.  It’s pretty barren out there.  

For rural people, this might seem an encouraging list.  After 
all, drought, fire, water and climate change are all ‘rural’ 
things.  The trouble is, of course, they’re all things over 
which rural people have very little control.  We can manage, 
prepare, mitigate and respond - but do nothing about the 
incidence of these natural phenomena.  We therefore look 
to governments for compensation for their worst effects.  If 
there was any history in the matter, we might also look to 
governments for strategic planning on these:  for long-term 
investment in alternative water storages, water conservation 
and recycling; an economic system (incentives, penalties) 

to bring about a better mix of energy sources to limit our 
ecological impact on the globe.  Little chance of that, 
however, given three-year electoral cycles and the Blame 
Game being alive and well.  

So, agenda-wise, we are between a rock and a hard place:  
the industry which is The War on Terror on one side and, 
on the other, a range of economic and climatic realities 
that damage our lifestyles, limit our opportunities, and over 
which we have no personal control.  

Where are the old-fashioned or standard agenda items that 
used to concern those who are political, or who just want to 
get involved?  Are we content to be a society with growing 
inequality, a shortage of skills, increasing individualism, an 
undersupply of housing for low income people and first 
home-buyers, a twenty-year differential in life expectancy for 
Indigenous people, no decent public transport in rural areas, 
limited and costly access to the law and justice, many who 
are employed but on hopelessly low incomes, a decaying 
public infrastructure (rail, bridges, ports, irrigation), unequal 
access to IT and telecommunications – and worse health in 
the bush?  Why are all these things almost invisible as political 
issues, given their great impact on the ground?  Are they not 

All quiet on the [political] front
EDITORIAL

COUNTRY KIDS HAVING FUN:  The York Youth ‘Have A Go Day’ was held at York District High School. Year 8-10 students rotated through four sports that are 
not ordinarily offered in the town of York.  The favourite was Human Foosball - a life size, human version of table soccer or foosball. This event was a joint 
initiative of the Department of Sport and Recreation, Act-Belong-Commit and York District High School. 
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issues at all.  Perhaps it’s a numbers game: is the middle 
class (‘Middle Australia’) now so large, so independent and 
so busy that there is not the critical mass of affected people 
necessary to agitate for their issues to get up?

Let’s map out the next nine months of the political agenda.  
There’s a budget in May: spend on services or give away 
in tax cuts?  Then the government will be clearing the 
decks for APEC - the meetings of the Asia Pacific Economic 
Cooperation forum.  They’ll all be here: the US, Canada, 
Japan, China, Mexico, Indonesia, Russia.  Representing over 
2.6 billion people, 57 per cent of the world’s GDP, and 45.8 
per cent of the world’s trade.  In Sydney, 8-9 September.  
After the warm glow of APEC come the footy finals.  Then 
the heat of the Federal election. 

Who will determine whether this crystal ball is at all 

accurate?   Who will set the agenda?  Is the media 
responsible or responsive?  Does the government lead or 
follow?  Certainly the Howard Government has a proud 
record of identifying issues that need to be confronted - and 
confronting them.  This makes it a potentially fertile period 
for those of us who want to make an issue of things.  Will 
there be an ‘event’ that can dominate, distort, divide?

So here’s the challenge.  By the time it’s evident whether 
or not your footy team is in the finals, let’s make sure 
rural and remote health is an issue.  Let’s shake off any 
lethargy we feel and demand attention.  We are 30%.  
Let’s have our 30%’s worth.  We want equal health by 
2020, including for those of us who are Indigenous.

People in rural and remote areas need further instalments 
of special consideration for their special needs, packaged 
as parts of a longer-term National Rural Health Strategy 
and in the context of a vision for rural Australia.  

Let’s change things up!  Looking at the current agenda, it 
is hard to be confident of distant healthier horizons. ❖

IT IS MY PLEASURE to commend to you this special pre-
Conference edition of Partyline, timed to coincide with the 
9th National Rural Health Conference in Albury.  In this 
issue you will find Conference highlights and details about 
sessions of special interest, events and speakers not to miss.

The Australian climate, renowned for its harshness, has been 
relentlessly tough for a number of years now.  I have spent 
some time over the past few months driving across much 
of southern Australia and been struck at the dry, brown 
hand of drought that has laid itself across much of our 
prime agricultural land. This has exacerbated the economic 
hardship faced by many small, struggling rural and remote 
communities.  Fortunately, provision of services to maintain 
the health and well-being of rural and remote residents is 
within the realm of human decision and effort.  Government 
investment and community support can be directed towards 
people in need and areas facing hardship.

The Conference in Albury will be an opportunity for us 
to evaluate how well this is being done, to acknowledge 
the government’s provision of special programs, and also 
to refine our case for closing the health gap between 
metropolitan and rural Australia in a fashion that recognises 
the particular needs of rural and remote areas. The job is 
only half done and needs to be finished. The Albury meeting 
is an opportunity for us to reiterate the importance of such 
special rural programs, to share what we have learnt, to 
identify gaps in knowledge and practice, and to generate an 
optimistic spirit within this gathering of professionals and 
consumers with a common rural bond.  

There will be a focus at the Conference on producing 
recommendations that will guide all of us - individuals 
and organisations - to contribute to improved health and 
wellbeing in rural and remote areas.  As always, delegates  
to the Conference will be an integral part of that process.  
Interested people in the rural health sector who are 
unable to be at the Conference will be kept informed of 
the Conference outcomes and invited to share in their 
implementation.  As part of that communications process,  
the next edition of Partyline will contain an overview  
of key Conference presentations and events.

I look forward to seeing you in Albury.

John Wakerman ❖

Albury Convention and Performing Arts Centre

...CONTINUED FROM PAGE 2

All quiet on the [political] front

The Albury opportunity
WITH ALLIANCE CHAIRPERSON JOHN WAKERMAN 
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Meet Myra, an Aboriginal woman living in New South Wales.

HI, MY NAME IS MYRA.  I live in a small country town.  
We’ve got a local hospital and a local Aboriginal Medical 
Service (AMS).  The only dentist, when they come, is at the 
AMS.  They had a dentist before - I think he was there for four 
years - but he left.  Now the dentists seem to come and go.

I’m really scared of dentists.  I’m 40 and I’ve got diabetes. 
I smoke and my blood pressure isn’t too good. They tell me 
the diabetes and smokes are no good for my gums.  What’s 
no good for my gums is eating - I’ve only got a few teeth 
left and it can be pretty painful to chew.  I’ve got no hope 
of getting false teeth.  They tell me the waiting lists are too 
long.  I just smile when the diabetes educators talk about 
eating good foods.  I only go to the dentist when I’ve got 
pain, and if there is one in town.  The doctor gives me 
antibiotics and painkillers.  I can’t remember how many 
times I’ve had those.  They help, but the pain always 

seems to come back.  Sometimes my gums get swollen too, 
sometimes my face.

One time I went to one of the dentists who talked me out 
of having the tooth pulled - even though I knew it was 
pretty rotten and I’d already had antibiotics a couple of 
times - and talked me into having some sort of root canal 
treatment.  I only saw him that one time. The pain went 
and so did he.  But soon the pain started to come back, 
and the next dentist had to pull the tooth out.

That’s the trouble. Every dentist is different.  Some are 
bossy, some don’t listen, some don’t understand, and some 
are ok.  It makes me even more frightened to ring up for 
an appointment; I never know what the dentist will be like.

My kids go to the school dentist, when they come.  A couple 
of my kids have really bad teeth.  The school dentist tells 
me the teeth need to be pulled out in a hospital away 
from here, but I have to wait six months and the hospital 
is three hours drive.  Not sure if I’ll be able to make it 
when the time comes.  I’ll just keep seeing the doctor for 
antibiotics and pain tablets, and hope the teeth will fall out 
by themselves.  I think they’re baby teeth.

‘Myra’ is fictitious but the circumstances in her story are real.  
A decrease in dental services in rural and remote regions, 
both clinical care and oral health promotion, is impacting 
negatively on many aspects of life.  Chronic disease 
programs, in particular those targeted at Indigenous people, 
will have reduced impact unless oral health issues are also 
addressed.  Until we see greater incorporation of oral health 
into other health programs, and improved oral health care, 
Myra and her community will continue to suffer unnecessary 
pain and reduced quality of life. ❖

Sandra Meihubers
Public Dental Health Consultant, specialising in Indigenous 
Oral Health

Myra’s story 

COUNTRY KIDS HAVING FUN:  Playing with circus equipment at the 
Gascoyne Junction School Healthier Lifestyles Expo – a partnership with 
Gascoyne Junction School, Gascoyne Population Health, the Department of 
Sport and Recreation and the Shire of Carnarvon Healthy Lifestyles Officer. 
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For information about the Alliance’s 
Budget requests relating to oral and 
dental health, see the  insert in this 
Partyline.  The Alliance’s Position  
Paper Public Dental Services in  
Australia: Whose responsibility and the 
Alliance’s general paper on improving 
Indigenous health are available at  
www.ruralhealth.org.au  
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THE 30 PER CENT of Australians who live in rural areas have 
worse health than their urban peers and their lifespan is, on 
average, four years less.  The continued health differential 
shows that the resources being directed to special programs 
for rural and remote health are as yet insufficient.  To help 
compensate for the deficit – worse health status, more risk 
factors, fewer facilities, worse workforce shortages – the 
Government  funds a number of special health programs for 
rural and remote areas through its Rural Health Strategy. 

Spending on these special rural and remote programs, at 
$830 million over four years, is modest compared with the 
private health insurance rebate which costs around $3 billion 
every year.

The programs in the Rural Health Strategy are: 

• Regional Health Services; 

• More Allied Health Services (MAHS); 

• Rural Chronic Disease Initiative;  

• Rural Specialist Support (building on MSOAP); 

• some of the support to GPs through the rural 
Divisions of General Practice; 

• additional places for GP Registrars; 

• Rural Australia Medical Undergraduate 
Scholarships (RAMUS); 

• Medical Rural Bonded Scholarships (MRBS); 

• Rural Clinical Schools (RCS) and 
University Departments of Rural 
Health (UDRH); 

• HECS Reimbursement Scheme; 

• Increasing Access to Private Health 
Services (formerly Bush Nursing;  Small 
Community and Regional Private Hospitals Program);

• Adjustment Grants for Small Rural Aged Care Facilities; and 

• the Enhanced Rural and Remote Pharmacy Package.

Current funding for the Rural Health Strategy lapses at 
the end of June 2008 and the Department of Health and 
Ageing has indicated that the Strategy and its programs 
will be reviewed during 2007.  A review of the 
programs’ benefits is an important and welcome 
initiative.  It provides an opportunity to identify 
the costs and benefits of the various programs 
for their particular health targets, to align 
specific budget investment in rural health 
with the Healthy Horizons framework 
and reporting; and to look at addressing 
gaps in evidence for the future. Such a 

review should be rigorous and comprehensive, investigating 
inputs, processes, impacts and outcomes for each program, 
and evaluations should include attention to issues of safety, 
quality, efficiency and specificity. ❖

The Rural Health Strategy – 
what future beyond 2007?

COUNTRY KIDS HAVING FUN: “I spent a day at Pia Wadjarri Aboriginal Community near Mullewa, Western 
Australia, doing trachoma screening with the Public Health Unit. The screening took place at their school. 
These two cuties were very interested in the equipment and what we were doing there.”  Gillian Humbert 

Background 
The Regional Health Strategy announced in the 2000-01 
Budget provided $562 million over four years for a package 
of health services for Australians in rural, regional and 
remote areas.  In the 2004-2005 Budget the program was 
re-funded and re-badged as the ‘Rural Health Strategy’ 
(RHS), with funding of $830 million for the four years to June 
2008.  The investment in these initiatives, totalling $1,392.3 
million over eight years, is the centrepiece of the Australian 
Government’s special support for rural and remote health.  
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IF YOU ARE REGISTERED for the Conference in Albury, 
here’s a quick guided tour for you.  You might want to get 
to Albury on the Tuesday evening; on Wednesday, there 
are a number of pre-Conference events and then a strong 
Opening Session for the 9th Conference.  That first session 
includes addresses from Marie Bashir, the NSW Governor, 
who is both personally and professionally acquainted 
with the challenges of rural life, plus Tony Abbott, Tony 
McMichael (on climate change), and Jeff Kennett.  

It is certain that, despite the environmental challenges 
of the moment in rural Australia, it will be an energising 
and uplifting experience.  A special arts-in-health stream 
has been arranged by Chris Pidd of Murray Arts.  It will 
give you a wide range of opportunities: from learning 
about the festival for healthy living and a music workshop 
for community development, to Indigenous art and the 
opportunity to pick up some circus skills yourself from the 
Fruit Bats Older Persons’ Circus.  

More serious fare will be provided by the keynote speakers, 
132 concurrent session papers and seven special workshops.  
Several of the keynotes will focus on reform of the health 
sector or how we think of it, from people particularly well-
qualified to comment:  Rhonda Galbally, John Menadue, 
Phillip Davies, Andrew Podger and Kathy Alexander.  Some 
of the most innovative and successful rural programs will 
be described, including by Kristine Battye, originator of the 
North and West Queensland Primary Health Care Association; 
Brian Kelly, from the NSW Centre for Rural and Remote 
Mental Health; and Kerry Strauch, Manager of the Border 
Cancer Collaboration which crosses State Borders in the 
Albury-Wodonga region.  

There is a special stream of concurrent papers on cancer 
services in rural and remote areas, put together by the 
Clinical Oncological Society of Australia (COSA) and the 
NRHA. 

There will be the world premiere 
of the Rural Health Education 
Foundation’s documentary on foetal 
alcohol spectrum disorder (which was 
initiated by a session at the Alice Springs 
Conference).  Janie Smith will launch her 
book on Australia’s Rural, Remote and 
Indigenous Health and, for the first time, 
the Awards session will include the National 
Institute of Clinical Studies prize for the paper 
best demonstrating how to convert evidence 
into practice, GPET’s Rural Registrar Award,  
as well as the Des Murray Scholarship, the 
Louis Ariotti Award and the Toowoomba Hospital Foundation’s 
Rural Health Research Award.

Rick Osborn is presenting the Deafness Forum of Australia’s 
Libby Harricks Memorial Oration and will remind us of the 
importance of distinguishing loss of sensory perception from 
dementia.  Julie McCrossin is the Conference MC. 

There will be a networking event for health science students 
and friends of the Alliance.  Why not visit the Alliance booth 
and consider joining friends? 

All of this comes to the rural and remote health sector 
courtesy of the NRHA, which has core support from the 
Department of Health and Ageing, and specific conference 
support from the NHMRC, the NSW Departments of Health 
and State and Regional Development, and the Rural 
Industries Research and Development Corporation (RIRDC).  
The whole Conference is centred on the Albury Convention 
Centre, with concurrent sessions in locations on-site or 
within a block.  The exception is the Dinner which will be 
well worth being ‘bussed’ to, and which will have live music 
but absolutely no speeches.  

This is a major opportunity to celebrate successful 
approaches to rural health and encourage their replication 
in places where they do not currently exist, and to develop 
action steps which will help us overcome some of the 
deficits we still face.  

It’s a good time to be doing this, given the opportunities 
provided by a Government looking for renewal, an 
Opposition wanting to govern, and an election to decide 
their respective fates later in the year. ❖  

Balloon’s-eye view of 9th

ALBURY, 7-10 MARCH 2007

Visit the Conference website at www.ruralhealth.org.au
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THE AUSTRALIAN GOVERNMENT has responded to the 
urgent need for support for community aged care in rural 
communities by providing a financial supplement to services 
in more remote areas.

This was one of the key bids made jointly by the NRHA and 
Aged and Community Services Australia (ACSA) in the paper 
they published in July 2004.  The major thrust of that paper 
was that there are serious viability challenges for aged care 
services in rural and remote areas.  Not only are the older 
people there slightly sicker and less able to pay, but also 
the costs of service are higher.  Special measures are often 
required to recruit and retain staff for aged care in more 
remote areas, and all goods and services cost more in those 
areas.  (It’s worth reminding readers that the GST is levied 
on retail prices so that in country areas you’re paying the 
extra 10% on the transport component of the product as well 
as on the base cost.)

The government has had a viability supplement for 
Residential Aged Care for some time, and last year 
committed $19.4 million over four years for a new viability 
supplement for Community Aged Care.   It will be paid 
to providers of Community Aged Care Programs (CACP), 
Extended Aged Care at Home (EACH) and EACH Dementia 
(EACHD) programs, Multi Purpose Services (MPS) and 
Aboriginal and Torres Strait Islander Flexible Care programs 
in specific rural and remote areas.

To agree the model for distribution of the viability 
supplement, the Department worked with a reference group 
consisting of representatives from organisations that provide 
services to rural and remote areas, including ACSA, the NRHA, 
Frontier Services, Catholic Health Australia and Silver Chain.  
The formula is based on the location of the care recipient.  
Because this information is not yet available at Medicare 
Australia, through which payments will be made, the new 
system will not be operational until the second quarter of 
2007.  (Payments will be backdated to 1 January 2007.)

 Service providers will receive a daily supplement for each 
care recipient living in an eligible location.  The amount of 
supplement will increase with increasing remoteness (see 
table).  Some organisations in quite large centres care for 
people in more remote areas and to get the supplement for 
them, providers will have to give the location details of the 
care recipients to Medicare Australia.

Payments of the viability supplement for MPSs and for 
Aboriginal and Torres Strait Islander Flexible Care programs 
will be made according to where the service is based, rather 
than where the care recipients live.  Eligibility will again be 
determined by the ARIA score.  These programs will receive 
a daily supplement for each community care place they are 
funded to provide.  These payments are not dependent on 
the collection of care recipient data, so payments will start 
earlier than for the other programs.   

Places with an ARIA score above 3.51 are eligible for the new 
viability supplement (see table).  The Alliance is pleased that 
the formula recognises the greater needs of remote areas, based 
on the even higher costs and other challenges they face.

A list of locations around Australia and their ARIA score can 
be found at: www.health.gov.au/internet/wcms/publishing.
nsf/content/ageing-rescare-rescprov-aria.htm     

For more information about the viability supplement, contact 
Kate McCauley, Director, Community Programs Section at 
kate.mccauley@health.gov.au ❖ 

Rural and Remote Viability Supplement for Community Care Programs 

ARIA Score Examples Daily Supplement  
  per Care Recipient

> 3.51 to 4.66   Bombala 3.937, Atherton 3.956 $2.61 

> 4.66 to 5.8  Dalwallinu 5.642, Hay 5.643 $3.14 

> 5.8 to 7.44  Port Lincoln 6.085,  
 Alice Springs 6.00-6.242 $4.39 

> 7.44 to 9.08  Walgett 7.712, Esperance 8.454 $5.27 

> 9.08 to 10.54  Brewarrina 9.745, Kalgoorlie 9.832 $7.38 

> 10.54 to 12  Coober Pedy 10.98, Derby 11.820 $8.85

Help for rural aged care
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ALMOST SINCE ITS ESTABLISHMENT, the National Rural 
Health Alliance has been arguing for greater support 
for nursing and allied health, to go some way towards 
complementing the significant national investment in 
rural general practice.  Since it joined the Alliance in 
1996, Services for Australian Rural and Remote Allied 
Health (SARRAH) has been pleased to be part of this 
advocacy work: GPs and others working in teams is 
best for health professionals, consumers and indeed 
governments, given the efficiency and efficacy of 
teamwork in health.

One of the areas in which support has been most 
effective for general practice has been through the 
provision of special assistance for people from rural and 
remote areas with their undergraduate study.  Evidence 
shows that, all other things being equal, people who 
come from rural areas are the people most likely to 
work in rural areas.  It was therefore a short step for the 
Alliance to advocate for undergraduate scholarships for 
rural people to study allied health and dentistry.  These 
were the number one bids of the Alliance in 2004 and 
2005.  Its persistence was rewarded when, in November 
2005, there was the announcement of an exciting if 
modest start to be made with undergraduate allied 
health scholarships.

SARRAH was contracted in 2006 to administer the 
65 Rural Allied Health Undergraduate Scholarships 
(RAHUS), each worth $10,000 a year. The scholarships 
are available to students from defined rural areas 
taking any of sixteen ‘allied health’ degrees.  (Readers 
inquisitive about the sixteen should access the SARRAH 
website www.sarrah.org.au)

The first round in 2006 attracted 904 applicants from 
all parts of Australia for the 65 awards. This very large 
application intake is a sign of the need felt by rural 
allied health undergraduate students for some relief 
from the burden of expenses for an undergraduate 
degree. It is a sign of the financial difficulty for students 
to find their way from a rural area to an allied health 
undergraduate degree and back again to serve in 
a rural area.  The relatively small number of rural 

graduates is one of the barriers to 
recruiting sufficient allied health 
professionals to rural and remote 
areas.

Two successful candidates have 
spoken to Partyline about their 
rural life, education, and what 
receiving the scholarships will 
mean to their studies.

Flying through dental training
Yev Dudko migrated from Moldova to Australia with his 
parents in 1994.  His primary and early high schooling 
were conducted in Russian. His parents moved directly 
to the Kambalda region, near Kalgoorlie, WA, where he 
completed senior high school. Yev’s rural beginnings in 
Australia were very positive.  “Kambalda and the Goldfields 
have a great community spirit. Straightaway local people 
took me under their wing. My high school experience was 
enjoyable, even relaxed compared to Moldova, and it had 
a strong self-motivational focus.” Yev began training for his 
commercial pilot’s licence at Kalgoorlie while still at high 
school. On completion of high school he worked in the 
mines – underground and above ground. He also trained 
in computer systems, providing services for several non-
profit organisations in Kalgoorlie. With his commercial 
pilot’s licence he flew shift workers to and from mines and 
provided IT services to remote communities. However, 
Yev was still looking for “something more challenging and 
intellectually stimulating, something dynamic that would offer 
ongoing educational and training opportunity and would 
complement his existing manual skills.” Eventually one of his 
IT clients, a dentist, suggested he should consider dentistry 
as a career. Yev explains, “I always thought that it would 
be an exiting career because I felt it embraced everything I 
enjoyed, that is, precision, accuracy, manual dexterity and 
technology. Be it soldering of computer components onto 
an electronic circuit board or landing an aircraft in marginal 
weather, precision is paramount. I also began thinking that 
maybe one day I would be able to offer a flying dental 
service for remote communities.”

65 scholarships: 904 applicants 
BY OWEN ALLEN

Yev Dudko:  from Moldova to rural dentistry 
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Entry to dentistry at University Western Australia (UWA) 
required a bridging year of university science, so Yev 
commenced his Bachelor of Science in Aviation at Edith 
Cowan in 2005. His grade point average for that year 
provided entry into dentistry at UWA while still affording him 
advancement in his other passion – flying.  “As soon as I 
was enrolled, the WA College of Rural and Remote Medicine 
sent me information on the new Rural Allied Health 
Undergraduate Scholarships (RAHUS). The scholarship is 
and will continue to be a great help to my dental studies 
success. The workload is quite large and I would otherwise 
have had to hold a part-time job as well. Thanks also to the 
RAHUS, my marks have been quite good for first year and I 
am sure they would have suffered without the scholarship’s 
assistance. As an added benefit I am also able to spend 
some time with my mentor dentist in Kalgoorlie, rather than 
just doing other paid work. This will be very good for my 
understanding of rural practice as I continue with my studies. 
One of the highlights of my first year in dentistry was being 
able to introduce Kalgoorlie to a group of other medical and 
dental students on a compulsory faculty rural tour looking at 
rural lifestyle and health, including the special needs of the 
local Indigenous population.” 

A focus on research
Emma Smith spent her childhood in Nyngan, Dunedoo and 
Cowra, NSW, as her teacher parents transferred schools. She 
spent high school in Blayney, a town of some 3,000 near 
Bathurst. “There were some barriers to high achievement 
at Blayney high school, including the lack of ‘extension’ 
courses in mathematics and English,” said Emma, “and there 
are not as many high academic achievers as at larger schools 
so there was less motivation to do better.  I wasn’t sure 
what I wanted to do when I left school, except to acquire 
a bachelor degree, so I studied the courses on offer in 
Universities in NSW until I found the Occupational Therapy 
degree. I had no previous experience of Occupational 
Therapists but it felt like a good direction for me. Having 
lived in rural NSW all my life, I wasn’t sure how I would 
handle Sydney life, so I applied for the course at the 
University of Newcastle. I loved the course and Newcastle 
and the large number of young people.”

Emma was in her final year of her Occupational Therapy 
degree when she received a RAHUS scholarship. “I was 
working part-time and was doing my honours degree by 
research together with my final year. My research was in 
the area of interprofessional health teams and I had to do 
many interviews. The scholarship meant that I could leave 
my part-time job and make sure the research was done well. 
The scholarship also rekindled an interest in rural towns. I 

spent a thoroughly enjoyable placement in Tamworth with 
an inspiring mentor. I have since graduated and am now 
working in Maitland Hospital Mental Health Unit. I am still 
interested in research and may return to it after building my 
clinical experience and spending some time overseas.  I also 
know that rural work is interesting and enjoyable.” ❖

For information about the Alliance’s 

Budget requests relating to 

expansion of scholarship programs 

across all health disciplines, see 

the insert in this Partyline and at 

www.ruralhealth.org.au 

Emma Smith: “The scholarship meant that I could leave my part-time job 
and make sure the research was done well. The scholarship also rekindled 
an interest in rural towns.”
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FRIDAY, 8 DECEMBER 2006

WE HAVE BEEN WARNED that even Sale may experience 
ember attack over the next few days, as there may be 
spotting up to 20 km ahead of the fire front. (And there I 
was thinking we townies were exempt.)  The fires are on 
both sides of the Great Divide, but with expected northerly 
winds they may all join up and bear down on the redgum 
plains in the next few days.  We are expecting extreme 
weather over the weekend and no rain in sight.  

It is very dry.  Our lawn is crispy already and has been this 
last month. The cicadas are deafening, and the fruit trees 
are ripening their shrivelled offerings extra early....BUT my 
jacaranda tree is flowering for the first time since I planted it 
about ten years ago!!!

Schools north and east of Sale have been closed for the 
next week...but Alex still has to turn up.  Sport and various 
Christmas activities over the weekend have been cancelled.

The Princes Highway will probably be closed east of Sale, 
tomorrow.

I went to the Sale community meeting last night and spent 
the day on the roof clearing gutters and pruning trees near 
the house.  I have laid in some extra buckets and dragged 
out some unfashionably baggy cotton, long sleeved and long 
legged trousers for us both. (Alex will die a thousand deaths 
when he sees the colourful array of un-teenage gear I have 
in store for him.)  The ageing parents out at Longford are a 
bit of a concern but they are south of Lake Wellington and 
likely to be cooler due to sea breezes.  They are also well 
prepared.

They say to expect prolonged power outages so Alex 
suggested I stock up on batteries for electronic toys ... and 
torches.

In reality, apart from likely thick smoke and dull red 
sunshine, probably nothing will happen but I am inspired by 
how organised it all is, well in advance.  The local schools 
have been told they may get closed after Monday.  They 
must allow CFA members on staff to go and fight fires or 
protect their own homes, and there are Red Cross centres 
at which people should check in if they are leaving town.  
There are tent cities on footy ovals for those who do not 
want to stay at home.

THURSDAY, 14 DECEMBER 2006

We are having a remarkable day again.

It was smoky this morning but cleared about lunchtime.  I 
was in my office with a patient from 2.30 till about 3.40 and 
came out to pitch darkness...quite disorientating!  The last 
patient cancelled just as one of the local fireys dropped by 
and mentioned that the fire had crossed the road between 
Maffra and Heyfield.  I rang Alex and headed for home.

The radio says blackened leaves are falling at Longford, but 
in Sale it’s clearing in the west with daylight returning.  A 
caller has just rung in to ABC claiming there is black rain 
falling somewhere near Maffra.

I am sitting down with a neighbour to do the cryptic 
crossword over a coffee.

Alex has decided to have a nice bath...  We are keeping 
cool. ❖

Gippsland Bushfires

The Victorian bushfires have been news 

around Australia. This first-hand account 

from Jo McCubbin helps us to appreciate 

what it is like for those who have been in 

or near the fire’s path

COUNTRY KIDS HAVING FUN at the Shinju Matsuri Festival in Broome, WA.
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A FAIR SHARE 
OF NATIONAL 

WELLBEING FOR 
COUNTRY PEOPLE

At the end of 2006, the Alliance 
published its Federal Budget 
Submission, in which it sought 
allocation of funds for four 
priority areas:

• oral and dental health

• a Drought Research Initiative 
for health

• further investment in 
undergraduate scholarships

• a national rural 
undergraduate placement 
system through an enhanced 
network of University 
Departments of Rural Health

This document describes the 
Alliance’s proposals, which are 
high priorities for 2007 and into 
the foreseeable future.

The Member Bodies of the National 
Rural Health Alliance represent 
consumers and providers of health 
services in Australia’s rural areas.  The 
consumer groups are the Country 
Women’s Association of Australia, Health 
Consumers of Rural and Remote Australia 
and the Isolated Children’s Parents’ 
Association.  The other Member Bodies 
represent most of the health professions 
in rural areas, as well as Indigenous 
health organisations, the RFDS, Frontier 
Services, University Departments of Rural 
Health and public and Catholic hospitals.

Despite our booming national 
economy, many parts of rural Australia 
are severely stressed, with the drought 
affecting the land, its people, and their 
communities and businesses.  With 
this Submission the Alliance proposes 
measures to enable Government to 
assist rural communities to share in 

national prosperity by ensuring  
better health services.  

These proposals reflect priorities 
recommended by the NRHA’s user 
groups and they complement other 
Alliance concerns, such as investment 
in Indigenous health, services for 
maternity care and early childhood, 
rural health infrastructure and the 
impact of rural life on those with 
chronic illness.  Our proposals support 
other Government initiatives, such 
as $910 million in drought assistance 
to farmers, a proportion of the $1.9 
billion allocated for mental health,  
and the Rural Health Strategy.  They 
would cost $39.4 million, $33.5 million 
and $35 million per year in the next 
three years, compared with around 
$279 million a year for the Rural 
Health Strategy.

2007



PRIORITYone
Oral and dental health

The shortage of dentists in the country is a national issue, 
and the Australian Government should lead action on it in the 
first instance.  The Alliance, led by its consumer groups, has 
identified additional investment in oral and dental health as its 
highest priority.  It strongly supports proposals by the Australian 
Council of Social Service and the Australian Dental Association 
to encourage governments to improve the provision of services, 
including covering the minimum costs of basic dental care for 
adults who cannot afford the private fees.

The NRHA urges the Commonwealth to agree to targets, or 
benchmarks, with the States for their dental programs, including 
for school dental services, public dental care for aged people 
and fluoridation.  The possibility of funding support through an 
agency such as Medicare should be investigated.  The Alliance’s 
specific proposals relate to the rural and remote dental health 
workforce, but they would affect broader national perspectives, 
since they would build the capacity of the workforce to improve 
dental services in rural areas.

Relocation incentives for city dentists    
The Alliance suggests the provision of one-off incentives for 
dentists to relocate from urban to rural areas, in a scheme similar 
to that run by the Rural Workforce Agencies for rural general 
practitioners.  The NRHA recommends up to 100 relocation 
incentives of $20,000 (on average) be made available. The 
program would be targeted to areas of greatest need, on the 
basis of ‘the greater the need, the higher the incentive’.

Oral and dental scholarships   
The NRHA also proposes that special scholarships be made 
available to eligible students from rural and remote areas. This 

would increase the number of graduates likely to return to practise 
oral hygiene and dentistry in the country.  As with those currently 
available to nursing, medicine and allied health, these scholarships 
would increase the intake of rural people into undergraduate 
courses, where they are presently under-represented.

A rural emphasis in dental training   
There have been significant increases over the past 3-4 years in the 
number of university places in dentistry.  Griffith University has a 
new Dental School, La Trobe University in Victoria is in planning, 
and the five original Schools have increased their intakes.  Despite 
this there are still very few dentists and oral hygienists in rural, 
regional and (especially) remote areas.  

Why is this?  Part of the answer is that almost none of the 
student intake is from rural or remote areas.  So there are very 
few who relate to rural areas and are keen to work in them.  
A striking graph produced by the AIHW shows that the same 
was true for medical students - until the introduction of special 
scholarships for students from rural areas, and the Medical 
Schools being strongly encouraged to have a target for the 
proportion of rural students they admit.

The same is needed for dentistry and oral hygiene.  Dentistry is 
one of the eligible degrees for the new allied health scholarships 
- where there were 900 applications for 65 places.  Poor 
oral and dental health is too urgent, too preventable and too 
important to wait.  The nation needs rural students of dentistry, 
and dentistry and oral hygiene courses in regional universities.

The new (and existing) Schools of Dentistry should set high 
targets for their rural intake.  Significant numbers of the extra 
places in the traditional dental schools should be earmarked for 
rural students.  

Rural dental students hard at work at the Oral Health Centre 
of WA. L to R: Sally Porter, Sigourney Henneker, Louise Hynes, 
Kathryn Randall (third years) and Yev Dudko (second year).



PRIORITYtwo
A Drought Research Initiative for health
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Undergraduate scholarships are highly 
sought after by rural students of all 

health disciplines.
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Australia’s rural and remote regions are facing the most extended 
drought on record.  Major investments are needed to protect 
country communities and businesses from the worst effects of the 
present situation and to secure their future sustainability.

The Australian Government has already committed $910 million 
in drought assistance to farmers.  The NRHA proposes further 
investment in a Drought Research Initiative to explore the 
impact of drought on individuals, communities and regions 
in order to identify which regional and national wellbeing 
interventions will be most effective.

The Drought Research Initiative would cost $12.5 million and 
have three elements:

• $8 million for a Drought Research Initiative Fund for new 
research to be managed through the National Health and 
Medical Research Council (NHMRC). Funds will be allocated 
to work that demonstrates the impact of drought on health 
and wellbeing and recommends short and medium term 
programs to lessen this impact.

• $3 million in additional funds to the NHMRC itself, to be 
allocated through its normal processes, for drought-related work.

• $1.5 million in additional funds for the Australian Institute of 
Health and Welfare (AIHW) to augment its rural and remote 
research activity.

This additional work through the NHMRC and AIHW would 
enhance the capacity to design and evaluate programs for 

people in drought-affected rural and remote areas.  Data on 
rural health are now available by Australian Standard Geographic 
Classification areas (Major City, Inner Regional, Outer Regional, 
Remote and Very Remote).  This system does not provide easily 
accessible information on specific services or regional population 
groups.  Expert demographers and epidemiologists who are 
located in rural and remote areas, and who have the experience 
to focus on the drought and its effects, will be responsible for this 
new work.

The NRHA also recommends that the NHMRC be required to 
invest 20 per cent of its research funds in research directly 
related to rural and remote health.  This would entail no 
additional cost and would guarantee an appropriate national 
health research mix.

PRIORITYthree
Building on the success of undergraduate scholarships

Despite the fact that the most serious shortages of health 
professionals are in rural Australia, rural students are under-
represented in most of the health studies programs.  This is 
partly because there are not enough rural medical, nursing and 
allied health scholarships to meet existing demands.  Without 
such a scholarship many students cannot afford to gain a 
tertiary education, since the cost is higher for people from rural 
backgrounds, particularly because some tertiary training is only 
available in the major cities.

Expanding the number of available scholarships would both 
improve equity of access for rural students to university places 
and, in time, improve the distribution of the health workforce so 
that country people can get a fair go.  The existing scholarships 

have been so hugely popular that, in the opening round for the 
new Rural Allied Health Undergraduate Scholarship (RAHUS) 
in 2006, over 900 eligible applicants were received for the 
available 65 places.  

There is compelling evidence from the Rural Australia Medical 
Undergraduate Scholarship Scheme (RAMUS) to show that 
such schemes increase the number of rural students in medical 
schools.  It is also recognised that living in the country before 
entering university significantly increases the likelihood of 
working in rural areas after graduation.
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PRIORITYfour
A national rural undergraduate placement system through an enhanced  
network of University Departments of Rural Health

An enjoyable undergraduate rural placement is a key 
element in encouraging general practitioners to work in 
the country.  The NRHA proposes the development of a 
national system for quality rural placements for students 
in a wide range of health disciplines – including but not 
restricted to medicine.

The Alliance proposes augmentation of the network 
of University Departments of Rural Health (UDRHs), 
both by expanding the operations and reach of the 
existing centres and by evaluating the desirability of 
new institutions to service regions not currently covered.  
The UDRH program already makes a significant 
contribution to training and preparing students and 
people already in the workforce.  The extended scope 
would enable UDRHs to be involved in the roll-out of an 
integrated national rural placement system for all health 
undergraduates. 

Regions newly included might be the Kimberley, the 
Wheat Belt in WA, Katherine, the Torres Strait, Southern 
Queensland, the Murrumbidgee Irrigation Area, the 
NSW South Coast, the Riverland and Sunraysia. If there 
were new institutions they would be associated with 
Universities that have health science courses but no 
UDRH at present. Any new and extended services would 
build on existing infrastructure and seek local support.

Capital expenditure of $12.5 million, and an extra $10 
million a year in recurrent funds, are proposed, with 

the extra recurrent funding to cover additional support 
for extra student placements.  The required new capital 
investment would be more substantial for regions like 
the Torres Strait, and recurrent funding for any new 
institutions would need to be equivalent to that for 
the existing eleven UDRHs.  The extra funding for the 
expanded services of existing UDRHs would depend on 
the extent of the additional regions to be serviced

The integrated national rural placement system would 
provide supported rural placements for students of 
medicine, nursing, allied health, pharmacy and dentistry, 
providing them with unique placement experiences.  The 
system would include multidisciplinary group placements 
– an aspect of the inter-professional education that is 
becoming more popular and important.

Currently, students of the therapies have to undertake 
1000 hours of placement in their 3rd and 4th years, but 
many rural practitioners are too busy to take students. 
The proposed national system of rural placements 
would not only provide real incentives to students for 
rural practice.  It would also help to ease the pressure 
on nursing and allied health professionals to provide 
supervised placements by making it a recognised part 
of their function and paying them for it.  Where existing 
UDRH placements are approaching saturation, new 
placement sites, including infrastructure for student 
accommodation, would be developed through the 
national system proposed.

A multiple-patient trauma scenario involving 
ambulances, local SES and the Quorn hospital staff 
was part of a training weekend for medical students 
organised by Dr Tony Lian-Llyod in Quorn, SA.



WHAT DO YOU GET when an enthusiastic remote 
Aboriginal community, a national icon and the Australian 
Government work in partnership to develop a healthier 
lifestyle project? ... An Australia Day Council Local 
Government Award for Community Event of the Year. 

The prestigious national award has been won by an 
innovative project involving the Nauiyu community in the 
Northern Territory.  In the project, the community is working 
in partnership with the local swimming centre, the Royal Life 
Saving Society and the Department of Health and Ageing to 
bring healthier lifestyles to its people. 

The Nauiyu Aquatic Recreation Project – better known 
locally as ‘Swim for Life’ – won the 2007 Award in 
recognition of its innovative approach to building the 
capacities of its people by engaging community members in 
the planning of structured programs, recreational activities 
and community events in and around the local swimming 
pool.  The project, launched in mid-2006, is funded under 
the Australian Government’s Building Healthy Communities 
in Remote Australia initiative. 

‘Swim for Life’ has turned the community swimming pool 
into a venue where local children are taught about healthy 
lifestyles, adults are trained for real job opportunities, and 
those at risk of developing chronic disease are provided with 
regular physical activity. 

Local people are not only gaining health benefits from 
increased physical activity but the project has also increased 
employment, water survival skills and family oriented social 
activities within the community.  Locals are employed as 
pool lifeguards, managers, swimming instructors and health 
promoters.  Schools provide life saving medallion programs 
and teenagers use the pool for disco and movie nights.  

Young parents take part in water familiarisation classes with 
their children and elderly people undertake gentle exercise 
to increase movement. 

The Nauiyu based project officer, Betty Sullivan, has been 
encouraging locals to participate in the programs on offer.  
This is helping them to develop a healthier lifestyle. 

“‘Swim for Life’ is the project’s aim.  Already community 
members are showing signs of increased fitness and 
improved physical health” said Ms Sullivan.  “The community 
is excited to have won the award and are proud of what 
they have achieved already”. ❖

For further information on the Building Healthy 
Communities in Remote Australia initiative please contact 
the Department of Health and Ageing, Ph:  1800 020 787, 
email:  ruralhealth@health.gov.au 

Nauiyu ‘Swim for Life’ Project
NEWS FROM THE DEPARTMENT OF HEALTH AND AGEING

Children at Nauiyu.

The Alcohol Treatment Guidelines for Indigenous 
Australians and associated materials are being developed 
to provide an evidence-based, user-friendly resource 
to help health professionals manage alcohol problems 
experienced by their Indigenous clients.  The Guidelines 
will be available soon.  

For more information about the Guidelines, contact 
Michelle Ricketts (Department of Health and Ageing) at 
michelle.ricketts@health.gov.au or phone (02) 6289 7139. 
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HAVING TROUBLE attracting medical, nursing or allied 
health staff? Then this new marketing tool for rural health 
professionals: Opportunities as vast as the landscape, working 
in rural and remote health is for you. In this promotional 
book, 40 passionate, committed rural healthcare professionals 
tell their stories. From Alice Springs to Tassie, podiatrist to 
general practitioner, their career stories show the positive 
side of working in the bush.

In easily digested chunks of one story per page, the book 
provides insight into the lives of health professionals who live 
and work in rural and remote Australia. Drawn from the staff of 
Rural Clinical Schools (RCS) and University Departments of Rural 
Health (UDRH), the story tellers add the colour of their lived 
experience to the idea of working in the bush. What we end up 
with is a picture of diversity and reward. Above all, as the title 
suggests, the stories speak of the unique opportunities that come 
with living and working in rural Australia.

Produced by the Australian Rural Health Education Network 
(ARHEN) in collaboration with the Federation of Rural 
Australian Medical Educators (FRAME) with funds from the 
Australian Department of Health and Ageing, the aim of the 
book was to challenge and encourage students and health 
professionals to undertake rural careers. This aim has been well 
met, with the enthusiasm of the storytellers set in glossy full 
colour and a lush design. Quotes from the contributors include:

• Rural health...why would we want to leave it?

• Best of both worlds; I’d have to say it’s a great lifestyle.

• My present position combines all the elements I love: 
cultural diversity, gutsy people, teaching, creativity and 
endless possibilities.

• Remote area nursing: nothing, but nothing beats it!

The UDRH and RCS 
provide a valuable rural 
health infrastructure, 
allowing rural health 
professionals to 
have an academic 
career, and preparing 
undergraduate health 
professional for rural 
careers. This book 
reflects the difference 
UDRH and RCS make to rural health. 

A useful recruiting resource, the book sends a positive 
message about living and working in the bush. It also 
represents the diversity of rural health, making a rural health 
career a desirable option. ❖

This glossy, full colour book is available from ARHEN (contact 
Joy Burch 02 6282 2166) or in PDF format from the ARHEN 
website: http://www.arhen.org.au.

Promoting a rural career
BY JOY BURCH – AUSTRALIAN RURAL HEALTH EDUCATION NETWORK

Marisa Gilles (second from left) Senior Lecturer at Combined Universities 
Centre for Rural Health in Carnarvon WA, tells her story in Opportunities as 
vast as the landscape.

The idea for Opportunities: As Vast as the Landscape came from a 
photo exhibition called Single Handed - General Practitioners in Rural 
and Remote areas of Scotland. Rosy Donovan, the photographer, and 
John Bain, a Professor of General Practice in Dundee, produced a 
book where the left hand page gave a thumbnail sketch of the GP 
and the right hand page a picture in the setting of the practice. The 
photographs are black and white and complement the pen portrait by 
giving a good impression of the GP as a personality and the rewards 
of a rural and remote general practice. 

The photographs were displayed at the WONCA Conference in 
Santiago de Combostela where a number of Australian delegates 
saw them. Dennis Pashen, Paul Worley and I determined to produce 
an Australian equivalent book. The brightly coloured Opportunities 
as Vast as the Landscape contrasts dramatically with the black and 
white original - Single Handed. 

When Single Handed first appeared the then editor of the BMJ said 
that it would do more for the rural and remote workforce than all 
the Government policies. His words proved prophetic. I have the 
same hope in Australia for Opportunities as Vast as the Landscape. 

James A Dunbar 
Greater Green Triangle University Department of Rural Health
Flinders University and Deakin University

For information about the Alliance’s Budget 
requests relating to the expansion of UDRHs and 
student placements, see the insert in this Partyline 
or at www.ruralhealth.org.au 
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BOURKE IS IN ITS SIXTH YEAR OF DROUGHT and the 
town is facing severe hardships. Farmers are going to the 
wall, businesses are struggling to keep their doors open; 
once they shut they know it’s all over. Every job in the town 
is important; every job keeps a family in the community. 
Now, the Federal Government has told the parents of Bourke 
that they will no longer fund the Enrichment program at the 
local pre-school.  

The PEOC Preschool enrichment program is specifically 
designed to give young Aboriginal and non-Aboriginal 
children access to cognitive, language skills and Aboriginal 
culture. Educators and academics have been studying this 
program for 38 years and the achievements and benefits to 
the children of this isolated and disadvantaged community 
are widely recognised. 

Bourke has a population of less than 3,000 people, and 23% of 
them are Indigenous. The enrichment program was developed 

according to community understanding of the needs of the local 
children. School retention amongst young Indigenous people is 
recognised by educators across the country as being very low, 
much lower than the national average. 

After much deliberation the PEOC Committee has decided 
to cease operation unless funding and staffing issues can 
be resolved.  Recruitment has been difficult over the last 
three years.  If you are living in a long-term drought-affected 
town, you know there’s no money and you know there’s no 
local solution. You can’t raise funds in a town where people 
are struggling to keep food on the table. Education comes a 
very poor second when we are talking about survival. A lot 
of the families whose children receive so much benefit from 
the preschool are not able to afford to help out; they are 
flat out keeping their heads above water. They wonder what 
tomorrow will bring.

Well, now they know.  It is hard to understand how the Federal 
Government can make big noises about supporting little 
communities like ours and then pull the rug from under us. ❖

Note:  Since Partyline received this story, negotiations have 
begun between the local Bourke community and State 
and Federal governments in an endeavour to re-open the 
preschool which is so essential, not only for local children but 
also for recruitment of workforce to the town.

Bourke loses preschool
The town of Bourke in western New South Wales 
is ravaged by drought and now it faces another 
blow.  Partyline received this report from Patricia 
Canty, Chairperson of Project Enrichment of 
Childhood Preschool Bourke Incorporated.
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Country doctors having fun!  Lucie Walters from Mount Gambier tells her 
story in Opportunities as vast as the landscape.

Health Care Reform 
Summit in July
THE AUSTRALIAN HEALTH CARE REFORM ALLIANCE 
(AHCRA) is holding a Health Care Reform Summit in Old 
Parliament House, 30-31 July.  It will:

• develop concrete proposals for health care reform in 
Australia;

• refine AHCRA’s existing principles and proposals, and 
broaden the membership base of AHCRA; and

• contribute to the momentum for health policy improvement 
in political, community and professional circles.

The Summit will give people the chance to bring to the 
national debate their views on the best directions for health 
reform. There will be Keynote Speakers and presentations 
from AHCRA itself, focusing on the future structure, funding 
and focus of Australia’s health sector.

Governments want health systems that can give better value 
for money and they will be represented at the Summit. ❖

For more information go to www.healthreform.org.au



Walking for health
Patsy Nagas was diagnosed last year with end-stage kidney 
disease and will soon start dialysis treatment.  Her younger 
sister Michelle Torrens has just had a large ovarian cancer 
tumor removed.  

But for these two Bundjalung women from northern NSW, 
the diagnosis led to a joint decision to “speak up loud” about 
the four main chronic disease killers of Aboriginal people 
across Australia: cancer, kidney disease, heart disease and 
diabetes. Despite a history of chronic disease in their family 
(their parents had diabetes and heart disease while Michelle’s 
husband is a dialysis patient), the women said that it took 
their own illnesses to really strike home the appalling rates 
of chronic diseases amongst Aboriginal people.  They were 
surprised and shocked at how many people in the hospital 
wards were Aboriginal.

On December 9, the sisters walked from Kyogle to Casino 
in northern NSW in a 40 kilometre “Walk for Life” that has 
been described as a “declaration of hope for all Aboriginal 
people”.   Patsy and Michelle hope their walk will highlight 
the importance of good diet and exercise, and encourage 
Aboriginal people to better utilise health services, while 
also raising awareness of the barriers to Aboriginal people 
accessing health services.  

The women’s efforts were supported by the Cooperative 
Research Centre for Aboriginal Health. The CRC’s head, Mick 
Gooda, said the walk was another example of Aboriginal 
initiative in promoting good health and should be supported 
by all who were concerned about the disparities between 
Aboriginal and mainstream Australian health.

Aboriginal health statistics: http://www.healthinfonet.ecu.edu.
au/ouroverview 

(CRCAH media)

Health equality for Aboriginal and Torres 
Strait Islander peoples 
About 70 per cent of Indigenous people live outside the 
metropolitan areas and in remote areas up to 30 per cent 
of the population is Indigenous.  It is time Aboriginal and 
Torres Strait Islander peoples were able to share in the 
health gains enjoyed by other Australians.

Getting on top of the Indigenous health crisis has to be a 
national priority.  It will include recognising the connection 
between land and health, and respect for traditional cultures, 
customs, rites, art, and leisure pursuits. Attention is also 
needed to nutrition, physical activity, fresh food including 
traditional foods and food harvesting, healthy lifestyles, 
adequate infrastructure such as housing, and the other social 
determinants of health. 

(NRHA media)

Health care reform – a political risk
You don’t have to be a brain surgeon to understand a 
politician’s fear of health-care reform. Touch health in 
any major way and you risk being branded an enemy of 
Medicare. It’s the political equivalent of euthanasia. 

The problem is that States fund public hospitals whereas the 
Commonwealth runs Medicare, the Pharmaceutical Benefits 
Scheme, and Indigenous, aged care and mental health 
services.  Both State and Federal Health Departments have 
been guilty of shunting patients across funding boundaries 
- not to improve patient care, but to minimise their own 
costs. At any one time, between 800 and 2000 elderly 
Australians are in public hospital beds because of insufficient 
Commonwealth funding of aged-care facilities.  By contrast, 
the States have been guilty of closing State-funded hospital 
outpatient clinics, transferring the cost of specialist follow-up 
to Medicare.

(The Canberra Times Fri 05 Jan 2007) 

AMA urges Budget support for rural and 
remote medicine
“Rural and remote areas have suffered falls of up to 26 per 
cent in the number of full-time equivalent doctors between 
2000 and 2004, highlighting an urgent need to increase 
resources for rural and remote areas,” said AMA Vice 
President, Dr Choong-Siew Yong.  

“Clearly there’s an immediate need for the Federal 
Government to put more resources into general practice,  

In the news

Walkers supporting Patsy and Michelle on their way from Kyogle to Casino.
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and to increase support for doctors in rural and remote 
areas,” Dr Yong said.

“Patients in some areas are already finding it difficult to 
access GPs when and where they need them, and with more 
GPs approaching retirement age, the situation is becoming 
more critical.”

The AMA also is calling for greater support for existing 
GPs, incentives for graduates to choose a career in general 
practice, and a funding boost to the rural retention program 
and the medical specialist outreach program, all of which are 
critical to maintaining vital medical services for patients in 
rural and remote Australia.  

(AMA media)

Co-operative federalism
Newly elected Federal Opposition Leader, Kevin Rudd, has 
confronted the Prime Minister about what he calls “the blame 
game”.  He was referring to the relationship between the 
Federal and State Governments on the question of who’s 
responsible for what when it comes to health care, hospital 
care, dental care and “the whole spectrum of health policy”.

He said, “What I have found on the ground is that the blame 
game is something which Australian working families are 
concerned about because it affects them.  What they want 
is solutions.  They don’t want Federal Government simply 
blaming the States for everything that’s going wrong.  It’s not 
the right way to do co-operative federalism.”

(Doorstop interview at the Nepean Hospital,  
19 December 2006)

Medicare, PBS – only useful where there is 
access to doctors and phamracists
Medicare and the Pharmaceutical Benefits Scheme are 
undoubtedly most virtuous and valuable programs.  But they 
suffer the impact of the tyranny of distance and scattered 
populations on such schemes and their supposed universality.

Places too small to have a doctor - and many that are big 
enough to know better - cannot provide access to Medicare.  
No doctor: no Medicare.  The ‘Medicare deficit’ is an estimate 
of the dollar value of services that people in more remote 
areas miss out on, calculated by comparing the Medicare 
benefits outlays per capita in rural and remote areas with 
those paid in urban and metropolitan areas.  It is $400-$500 
million a year.

Similarly, people who live in towns or settlements with no 
community pharmacy have no local access to subsidised 
medicines (section 100 normally notwithstanding).  No 
pharmacy: no PBS.

It would be good to expand the rhetoric to acknowledge the 
fact that many people are not covered by the munificence 
of the MBS and PBS.  Over 330,000 people live in RRMA 7 
(2002) or 179,000 in areas classified as ‘Very Remote’ (in 2004).   

(NRHA media)

In the news

COUNTRY KIDS HAVING FUN: Tara in Cairns with Captain Starlight.  The 
Starlight Foundation’s distractive therapy program ensures fun and laughter 
for children in rural hospitals around Australia.

The Alliance made a submission to 

the House of Representatives Standing 

Committee on Health and  Ageing’s Inquiry 

into Health Funding.  See ‘publications’ at 

www.ruralhealth.org.au
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Obstacles to accessing Medicare
Hear! Hear! to the comments in the NRHA’s media release on 
the best friend people with no access to Medicare ever had*.

Can I remind NRHA of some of the issues which apply 
particularly to men, especially in rural and remote areas, 
where a combination of factors serve to isolate them 
from medical care. These factors include socialisation and 
masculinity (bulletproof-ness, waiting till symptoms prevent 
or threaten their capacity to work), the cost of time off-
work to get to medical care, GPs’ opening hours and poor 
remuneration (and higher staff wages) for GPs to provide 
routine care during “after-hours”, limited capacity in the 
health care system to take GPs and other health care 
providers to rural men (even harder to provide workplace-
based health checks for men who work solo and near-solo 
vs office- and factory-based men in cities and towns). There 
is good evidence that men will access health care if the 
system flexes and men can do it on their very reasonable but 
different (cf women and children) terms.

There’s lots more but this is for starters!! 

Greg Malcher 

National Convenor, GPs4Men, the Australian General 
Practitioners’ Network for Men’s Health 

*Full text of the Alliance’s media release is available at  
www.ruralhealth.org.au

Nursing remote communities through 
workforce shortages
In my town, Mt Magnet (population approx 700), a pastoral 
and key resource/mining community with 80% Indigenous 
students in the local school, the nurse is all we have!  The 
doctor visits once a month; otherwise the doctor is 400km 
away. Because the nurse is responding to the primary health 
care of patients as they walk in the door, the usual role 
of the nurse in providing community nursing, particularly 
preventative health care through education, is compromised, 
diminishing further the health of the community.  The 
doctor would come to Mt Magnet a second visit per month, 
however, there don’t appear to be easily accessible federal 
funds to enable this.  The local Shire Council, which is 
presently involved with negotiations for a doctor, has the not 
unreasonable view that it is not for them to use limited Local 
Government income on providing Primary Health Care – 
which is a Federal Government responsibility (so I believe.)  

Karen Morrissey

A personal plea
Dear friends, colleagues and countrymen,

I am most concerned about the recent decision by the 
Director of Public Prosecutions not to press charges against 
the Police officer who was named by the Deputy Coroner as 
the person causing the death of Mulrunji Doomadgee. As an 
Aboriginal Queenslander, this decision only confirms some 
of the worst fears I have for my people.

Can anybody explain to me how it can be reconciled that 
the Deputy Coroner (a Magistrate) can find that the police 
officer in question caused the death of Mulrunji, and yet the 
DPP can assert there is insufficient evidence to lay a charge, 
thereby apparently dismissing the Coroner’s findings.

I am asking people to respond now to the situation where, 
in 2006, an Aboriginal man may die in custody and there is 
no call to account.

Louis Peachey

Medical Educator, Mount Isa Centre for Rural and  
Remote Health

Note:  The Deputy Coroner’s findings are at www.justice.qld.
gov.au/courts/coroner/findings/mulrunji270906.doc 

Later note:  Since our receipt of Dr Peachey’s letter, the 
Queensland Government has received advice to pursue the 
prosecution of the police officer involved.  Ed.

e-feedback
LETTERS TO THE EDITOR

PH
OT

O:
 A

RT
HU

R 
M

O
ST

EA
D

16   Partyline, Number 29, March 2007



Welcome to APA (RMN)
In late 2006 the Rural Members Network of the Australian 
Physiotherapy Association APA (RMN) was admitted to 
membership of the National Rural Health Alliance.  APA 
(RMN) consists of some 2,770 APA members and is made up 
of a number of regional groups. Its representative body is 
the National Rural Issues Committee (NRIC) comprised of a 
rural or remote member from each State and the Northern 
Territory.

NRIC’s roles include advocating on behalf of rural and 
remote physiotherapists and communicating relevant 
information to the APA’s rural members, both of which 
tasks will be assisted by its membership of the Alliance. The 
Alliance welcomes the inclusion of this substantial and vital 
group of rural health professionals. 

APA (RMN) is the third organisation to be accepted into the 
Alliance in the past three months, following the Australian 
Indigenous Doctors’ Association and the Australian Rural and 
Remote Workforce Agencies Group. 

Federal Budget Submission calls for a 
Drought Research Initiative 
The Alliance has proposed a Drought Research Initiative 
to focus on human wellbeing aspects of the extended dry, 
and modest new investment in a rural placement system for 
health undergraduates, extra scholarships for health students 
from rural areas, and a three-part plan to improve the rural 
supply of dentists and oral hygienists. 

“Despite the drought, the economy is booming and now is 
an opportune time to help protect country communities,” 
according to John Wakerman, Chairperson of the Alliance. 
“The four measures proposed were identified as priorities 
by consumer groups, and received strong support from our 
health provider groups.” 

The Drought Research Initiative, costed at $12.5 million 
a year, will clarify the human impacts of the drought on 
individuals, communities and regions, to identify the regional 
and national interventions which will be most effective in the 
medium term. 

The Alliance’s package would cost $39.4 million in 2007-08 
– a modest amount in the context of the national Budget 
and the severity of the current rural difficulties. It will 
complement other government initiatives, such as drought 
assistance to farmers, the substantial allocation to mental 
health, and the Rural Health Strategy. 

Rural health team short a few players
The latest report from the AIHW on changes in the medical 
workforce between 2000 and 2004 makes very gloomy 
reading, especially for country people. The supply of 
medical practitioners rose in metropolitan areas but fell in 
non-metropolitan areas. 

Between 2000 and 2004 the absolute number of medical 
clinicians increased but the available supply of primary care 
practitioners or GPs decreased in most regions. Based on 
clinical hours worked, the overall national supply of GPs fell 
between 2000 and 2004 from 97 to 92 full time equivalents 
per 100,000 people. In Very Remote areas the number of GPs 
fell by 33 per cent: from 100 per 100,000 people in 2000, to 
67 per 100,000 in 2004. This is alarming.

At the same time, an AIHW report on nursing numbers 
showed a much more even distribution of nurses across 
metropolitan, rural and remote areas than is the case for 
other health professionals. Nurses make up the largest 
element of the health workforce. 

The Alliance is urging extra scholarships for rural students 
to study the health sciences, an increased number of rural 
placements to be supported by an augmented network of 
new and existing University Departments of Rural Health, 
and increased national investment in the oral and dental 
health workforce in particular. 

Alliance news

In this quarter the Alliance has published:

• Position Papers book 2006

• Budget Submission

• A brief guide for nurses and nursing employers 
in rural and remote settings

All Alliance publications are available on request 
and at www.ruralhealth.org.au 
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PEOPLE LIVING IN six regional communities in Western 
Australia are participating in an innovative campaign to 
promote positive mental health and reduce problems like 
depression, anxiety and related issues such as social isolation.

Albany, Esperance, Geraldton, Kalgoorlie, Karratha, and 
Northam/York/Toodyay are participating in a three year 
community-based mental health promotion campaign 
implemented by a research team from Curtin University.  
The project has been funded by Healthway for $1.2 million 
over three years and is also being supported by WA Country 
Health Services, Lotterywest, the WA Division of Mental 
Health and Pilbara Iron.

The Mentally Healthy WA Campaign is the first of its kind in 
the world.  It works by influencing attitudes, intentions and 
behaviour of the whole community, using social marketing 
and community engagement strategies to promote the 
simple message: Act-Belong-Commit.  Project Officers in the 
six demonstration towns work with community groups to 

help organise activities that enable community members to 
be more active, join in and support local clubs, and make 
civic commitments to help build stronger communities. The 
results should provide a potential blueprint for statewide and 
national mental health promotion campaigns.

Campaign director, Professor Rob Donovan, said “the burden 
of mental health problems is rapidly becoming a global and 
local disaster and Western Australia is not immune to the 
problem. The burden of health costs due to mental health 
problems will soon overtake the burden of cardiovascular 
disease and cancer.”

“If we do nothing there will be more domestic violence, 
people will make more mistakes at work and endanger their 
workmates or simply be less efficient. More people will be 
unhappy which means more smoking and drinking, and less 
exercise and healthy eating which will, in turn, increase the 
pressure on the health system.”

The campaign started in September 2005 by measuring the 
level of mental health and wellbeing in the six regional 
centres. This is now being followed by a 24 month 
intervention to determine which approaches have the most 
impact on a person’s understanding of mental health issues 
and are most effective for increasing people’s participation 
in activities that are good for their mental health. The 
campaign works closely with existing organisations at the 
local level and is testing a range of different approaches - 
including providing more opportunities for people to actively 
participate in their communities.

Process data indicate that all six towns have responded 
positively to the campaign: many people have become more 
active and each town has increased the number of people 
offering to volunteer for a range of activities.

Healthway’s Director of Health Promotion, Dr Jo Clarkson, 
said the $1.2 million grant was one of the biggest of its 
kind awarded by Healthway.  “It is an indication of the 
importance Healthway places on preventing mental ill-
health,” Dr Clarkson said. “At any one time, one in every five 
West Australians is affected by mental ill-health.”

 “One unique feature of this project is that it will focus on 
prevention, instead of waiting until people are in crisis to 
try to fix the problem. Healthway is very pleased with the 
positive response and the unique way that each town has 
developed its own campaign themes.” ❖

For more information check the website:  
www.actbelongcommit.org.au or contact  
Ray James, Associate Professor, Mentally Healthy  
WA Campaign, on 08 9266 4648.

Act-Belong-Commit improves 
mental health in regional WA
BY RAY JAMES

Northam BMX Club hosted a demonstration night at the Northam BMX track 
in celebration of Bike Week 2006. Races and stunts entertained the crowd 
and a free sausage sizzle was provided for all participants and spectators.  
The aim of the event was to promote the club and attract new members.
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AT THE GASCOYNE JUNCTION SCHOOL HEALTHIER 
LIFESTYLES EXPO, Deanna coordinated all the healthy cooking 
and health talks, including muffin baking for the Mums and 
girls.  The little ones were kept busy painting by Claire and 
Sarah. The boys prepared lunch which consisted of lovely fresh 
salad ingredients and ham provided by the school.  All the kids 

and parents enjoyed the refreshing healthy meal in 42° heat. 
Deanna and volunteers then made a tuna and pasta bake and 
prepared steak, chicken and vegetable kebabs for the night’s 
BBQ while Keno put on a boys vs girls quiz. After this, the girls 
retreated to the air-conditioned classroom to do some creative 
dance and learn a sports-aerobics routine. That night Keno put 
on a community disco and everyone enjoyed the healthy BBQ.  
Thursday saw the kids doing bike skills and jump rope for 
heart and skipping skills.

The Gascoyne Junction Remote Community School were 
assisted to celebrate healthier living by Deanna Eades, 
Healthy Lifestyle Officer, Claire O’Neill, Senior Speech 
Therapist and Sarah Buchanan, Occupational Therapist  
from Gascoyne Primary Health, with Salvatore Siciliano and 
Keno Phillips from the Department of Sport and Recreation, 
and Stella Johnson, Healthy Lifestyles Officer for the Shire  
of Carnarvon. ❖

For more information on the Gascoyne Junction School 
Healthier Lifestyle Expo please contact: 

Deanna Eades, Healthy Lifestyles Officer, Gascoyne  
Population Health Unit, Phone: (08) 9941 0567 or Email: 
deanna.eades@halth.wa.gov.au

Stella Johnson, Healthy Lifestyles Engagement Officer, Shire of 
Carnarvon

Phone: (08) 9941 0039 or email: sjohnson@carnarvon.wa.gov.au

Celebrating healthier living

Deanna Eades, Gascoyne Healthy Lifestyle Officer, with Carlee Starr, 
Jacquinn Whitby and Sharnitta Starr cooking healthy muffins.

Partyline is the Newsletter of the National Rural Health Alliance, the peak body 
working to improve health and wellbeing in rural and remote Australia.  The Editorial 
Group for this Partyline was Lexia Smallwood (Editor), Gordon Gregory, Leanne 
Coleman and the friends Advisory Committee.  
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welcome.  Please email these to: partyline@ruralhealth.org.au or send to: Lexia 
Smallwood, Editor, Partyline, PO Box 280, Deakin West, ACT 2600; Phone (02) 
6285 4660; Fax (02) 6285 4670.

The opinions expressed in Partyline are those of contributors and not necessarily 
of the National Rural Health Alliance or its individual Member Bodies.  The 
Commonwealth Department of Health and Ageing provides the Alliance with core 
operational support.  Partyline is distributed free.  To subscribe, email your contact 
details to partyline@ruralhealth.org.au  Partyline is also available online at  
www.ruralhealth.org.au 
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THIS PRACTICAL HANDBOOK for health care providers 
managing people with HIV, viral hepatitis, other sexually 
transmissible infections (STIs) and HIV-related tuberculosis has 
been recently updated. Recent court decisions have confirmed 
that every health care provider involved in the management of 
people with sexually transmissible and blood-borne infections 
bears some responsibility for the health and well-being of 
the sexual partners and other contacts of their patients. This 
responsibility has to be weighed against the index patient’s 
right to care and confidentiality, time restraints, various laws 
and community sensitivities that are also important to public 

health. As well there have been dramatic 
advances in the prognosis of people with 
HIV infection and improvements in the 
diagnosis of other STIs. ❖

The manual is available free from 
ASHM on 02 8204 0700 or email 
resources@ashm.org.au  It can also be 
downloaded from the ASHM website  
www.ashm.org.au/contact-tracing

Note:  ASHM is running a post-Conference training day in Albury.

Australasian Contact Tracing Manual
EDITION 3, 2006
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The grass is green.
Red birds sit in the tree, waiting.
The ocean is blue.

The grass is yellow.
Red bird sits in the tree sulking.
The ocean is green.

The grass is sullen.
Yellow birds sit in the tree sad.
The ocean is mellow.

The grass is hurt.
Yellow birds sit in the tree being blue.
The ocean is dreary.

Bluebirds sit on dying grass.
The ocean bores into the tree.

Twisting tales.
Whispers moving.
The world is changing.

Mitchell is 15 years old.  He has lived  
in Seymour, Puckapunyal, Armidale  
and Darwin, and is now in Canberra.   

Birds, Grass and Warped Things
BY MITCHELL AKHURST
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