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HEALTH REFORM
The story so far...
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OPTOMETRY
a new vision for rural workforce
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EDITORIAL

Health Reform: the story so far...

There are also obvious concerns relating to the health 
outcomes experienced by Aboriginal and Torres Strait 
Islander people, as well as the metropolitan-rural differences 
which are well known to readers of this newsletter. 

Added to this are the concerns in some quarters that the 
universality of the health care system is being eroded, 
meaning that more and more responsibility is falling back on 
individuals to pay - including on some who cannot afford it.

At the launch earlier this year of the AIHW’s Australia’s 
Health 2008, the point was made that it was not until 1987 
that the Health Minister in Canberra 
was in Cabinet. Similar significance 
may be attached to the time when 
central agencies like the Department 
of Prime Minister and Cabinet and the 
Productivity Commission took a stronger 
interest in health policy matters. (The 
PC’s paper on the health workforce 
came out in 2005.) Further impetus to 
the national interest in health policy was 
given by the House of Representatives 
report into health funding (The Blame 
Game) in November 2006. 

The fact that the Council of Australian 
Governments (COAG) now has a significant health agenda is, 
if you like, proof that health policy issues and change are now 
central matters for the Australian Government and indeed, 
through the involvement of their Premiers, for the States and 
Territories. COAG met again in July.

However this relatively longstanding and high level interest 
in improving the health system has not yet resulted in a clear 

national consensus about what a better system would look like. 
Agreement that there should be a greater emphasis on illness 
prevention and health promotion, and that continuity of care 
is a good idea, and that a universal health insurance system 
paid for from taxation is also a good idea, does not add up 
to a prescription for a better health system.

The task of describing what a better system might look like 
and how we should bring it about has fallen to the National 
Health and Hospitals Reform Commission. Hopefully many 
of you have been able to take part in the Commission’s round 

of consultations and so had your say 
about where we’re at and where we’re 
going. The Commission is not working 
in a vacuum, especially when account is 
taken of the COAG health agenda, plus 
current work on a preventative health 
strategy (relating to obesity, alcohol and 
smoking), on a national primary care 
strategy, on a new Australian Health 
Care Agreement for 12 months and 
then a National Healthcare Agreement 
to begin on 1 July 2009, plus a review of 
Medicare item numbers, and evaluation 
and review of most of the special rural 
health programs.

A large part of Australia’s success on the life expectancy front 
is of course not due to the health system itself but rather to all 
of the social, economic, cultural and community determinants 
of the way we live. But we should not stint on efforts to 
improve the icing on the cake if, as seems likely, it can be 
thickened and made available to some of those who currently 
have little sweetness in their life. 

‘A large part of Australia’s success 

on the life expectancy front is 

not due to the health system 

itself but rather to all of the 

social, economic, cultural and 

community determinants of the 

way we live.’ 

Despite Australians now having the second longest life expectancy in the world, there has for some time been the belief 
in many quarters that the nation’s health system could be improved. The deficiencies normally quoted relate to confusion 
between the Commonwealth and State/Territory jurisdictions and between the acute care and aged care sectors, and a 
perceived lack of continuity of care for some patients in the system due to its complexity and its ‘siloed’ nature.

PHOTO: ARTHUR MOSTEAD
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Without vision, people perish

In my research into “Issues Pertaining 
to Rural and Remote Optometry in 
Australia”, I am discovering some 
amazing individuals. 

Bringing primary eye care to rural 
people is a great calling. Optometry is 
at the forefront of testing, diagnosing 
and arresting blindness. I have found 
optometrists who are heroes because 
they are serving under difficult 
conditions and with sacrifice. Here are 
some of their stories.

There is one who travels over 40,000km 
a year to provide optometry services 
to rural South Australia. Part of this 
extensive travel is due to his choice 
of moving to a city for his children’s 
secondary educational opportunities, 
while still wanting to provide eye care 
for his country patients. He has done 
this for 14 years now.

Another ‘star’ started a bush circuit in 
outer New South Wales in 1969 in a 
home-made slide-on campervan clinic. 
He has seen over 12,000 patients and 
is only just retiring now at 79 years of 
age because of family pressure. What an 
awesome feat!

Finally, a heroine whose practice covers 
perhaps the largest client catchment 
in the world: 1,000,000 sq km of the 
Kimberley and Pilbara region, who 
started with nothing and has had 
to fight for funding from successive 
governments. She has had to deal with 
mammoth issues on all fronts. She 
perseveres because she has seen the 
huge need relating to blindness in the 

Indigenous communities (which is 10 
times the rate of blindness observed in 
the rest of the Australian population) 
and is prepared to go out and be part 
of the solution.

There are problems of maldistribution 
for a profession whose workforce ratio 
to population is 1:75001, but this ratio 
is rarely met outside metropolitan 
and large regional centres. Recently, a 
township of 14,000 in Western Australia 
had no optometrist for six months. At 
present, the three eastern-seaboard 
universities in Australia that run the 

optometry courses (from four to seven 
years in duration) are not selective in 
their candidature, except on aggregate 
TER (98%). There needs to be some 
strategic method for pre-selecting 
undergraduates likely to practise in 
rural areas, as long-term movement 
upon graduation to rural and remote 
areas or to States without schools 
of optometry is not occurring. 
Consequently these areas are missing 
out on eye care professionals who are 
prepared to give service for more than 
a year.

Optometry should take the lead from 
other health professions that offer 

incentives for people from rural areas 
or for commitment to rural practice. 
It is excellent that optometry has been 
included as an eligible profession for 
the Rural Allied Health Undergraduate 
Scholarship (RAHUS) Scheme 
administered by Services for Australian 
Rural and Remote Allied Health 
(SARRAH).

I hope, in future, that the States without 
optometry schools will contribute 
financially to providing scholarships. 
In Western Australia, I see a 
government flush with funding and 
very few students (one or two per year) 
doing the great trek East to be admitted 
into the optometry courses. There are 
so many barriers to a student choosing 
to take this path. Cost is just one. We 
need to bring these walls down if we are 
to have an equitable workforce.

We need to look with the ‘hyperopic’ 
eye to the future and make some 
decisions that will combat blindness 
for all Australians, because… “without 
vision, people perish”. 

Robyn Main
Masters (Research) student Optometry and 
Vision Science (UNSW), Perth. WA.

1 Chakman J, “Enough is enough” guest editorial. 
Clinical and Experimental Optometry Journal 
2008;331-332.

‘Blindness in the Indigenous 

communities is 10 times the rate 

of blindness observed in the rest 

of the Australian population.’

‘There needs to be some strategic 

method for pre-selecting 

undergraduates likely to 

practise in rural areas…’

On World Sight Day, October 2007, Robyn tests tsunami and street kid orphans in a Thailand orphanage. “Optometry: a 
sight-giving, life-saving, portable profession.”

PHOTO: RICHARD MAIN

OPTOMETRY
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INDIGENOUS HEALTH

One of the real challenges in 
Indigenous health – a sleeper at the 
moment – is how to manage the 
impacts of climate change. Those 
impacts are going to be significant 
for people in rural and remote areas 
and therefore to Indigenous people 
because that is where many of us live. 

Climate change will be significant 
because of both its positive and 
negative impacts. In the Torres Strait, 
if there is a rise in water levels or 
weather turbulence, the result could 
be loss of islands. In arid inland 
parts of Australia, the impact on river 
water levels and water quality will be 
significant for remote Indigenous 
people. There will be a physical effect 
because of reduced capacity to hunt 
and gather food. People’s mental health 
is already being affected by the high 
level of trauma they are experiencing. 
People already experience the 
consequences of climate change 
(drought) and fear that in future they 
may well have to move 
from their homes to new places. 

Twenty per cent of Australia is under 
the control or shared control of 
Indigenous Australians. Indigenous 
people can therefore contribute to a 
positive impact on the environment. 
There is much unmet potential for land 
management, harnessing solar energy 
and wind energy and regenerating 
forests, for example. 

By the year 2050 it is estimated that 
half the population of northern 
Australia will be of Aboriginal and 
Torres Strait Islander descent. And 
much sooner than that the young 
Indigenous population we now have 
will place enormous pressure on the 
housing stock in the north and on 
services for education, health and 
employment. Policy makers need to 
be conscious of this and start 
planning for it now.

It is not possible for discrete Aboriginal 
and Torres Strait Islander communities 
in rural areas to build up the same 
economies of size and scale that 
exist in larger urban areas. So there 
will continue to be a special need to 
look at ways to generate income and 
meaningful activity in those smaller 
communities. 

What is under-recognised is the mental 
health impact of disempowerment, 
loss of control over one’s life, loss of 
language, loss of culture and racism. 
This needs to be a key consideration 
for policy makers and health 
professionals. Skilled professionals 
need to be found to serve in these 
communities. And people from within 
the communities need to be empowered 

to gain education qualifications and 
employment – including in the health 
professions. For our communities in 
particular it is a very good thing to 
have local people delivering the bulk 
of the health services.

‘What is under-recognised is 

the mental health impact of 

disempowerment, loss of control 

over one’s life, loss of language, 

loss of culture and racism.’
‘There is need for free, prior and 

informed consent in decisions 

over land…’

PHOTO: ARTHUR MOSTEAD

On 28 July this year, the Close the Gap coalition presented the Government with a set of National 
Health Equity Targets. Here, especially for Partyline, Tom Calma, Aboriginal and Torres Strait 
Islander Social Justice Commissioner, reflects on the ongoing challenges for Indigenous health.

Partyline, Number 33, August 2008
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INDIGENOUS HEALTH

In the immediate term suicide is a 
real issue. People are still feeling the 
impacts of being members of the 
Stolen Generation. There is a place 
for reasonable and effective healing 
programs to be established around the 
country. They should not necessarily 
be provided by health professionals but 
should be supported by them.

Other immediate matters include human 
rights issues. There is need for free, 
prior and informed consent in decisions 
over land and the opportunity for 
people and communities to participate 
in development of policies that impact 
on them. There needs to be an ongoing 
partnership between governments and 
Indigenous people. Indigenous people 
should be part of the solution and not 
just seen as the problem.

This will mean governments have to 
spend a lot more time listening and 
hearing and ensuring there is contact 
with small communities and the 
people who live in them. This concept 
is the same for both Indigenous and 
non-Indigenous Australians. None 
of us like to be told what to do while 
being excluded from decision making 
processes.

The Government has made a number 
of announcements about small 
interventions. They may be reasonable 
things to do, but the more important 
question is whether they are strategic 
or not. We need to think about whether 
they are part of a master plan. The 
Government has accepted the Close 
the Gap National Indigenous Health 
Equality Targets and we hope they will 
focus in a strategic way on these targets.

The challenge for all the health 
professional groups is how to articulate 
what needs to be achieved right down 
to the delivery level. How do we ensure 
that GPs know what is expected of them 
to achieve Indigenous health equality? 
Access to GPs for Indigenous people is 
much poorer than for non-Indigenous 
people. If an Indigenous person walks 
into a GP clinic they should be offered 
the full range of services that are 
available from the government, and 
not just be treated for the particular 

condition they are presenting with. The 
health professional peak bodies need 
to bring their members on board with 
such an approach. 

Through signing the Statement of 
Intent the Government and the 
Opposition have committed to meeting 
infrastructure and primary care targets 
within a decade and to closing the life 
expectancy gap within a generation. 
The Council of Australian Governments 

(COAG) has also committed to 
halving the infant mortality gap 
within five years. These are key issues. 
These commitments will lead to the 
implementation of comprehensive 
programs for mothers and babies. 

Delivering health belongs to all of us. 
It is not just the responsibility of the 
Aboriginal Medical Services. If we all 
work together we can certainly close the 
gap within a generation. 

Tom Calma

Further reading: www.humanrights.gov.au/
social_justice/health/index.html 

‘If we all work together we can 

certainly close the gap within 

a generation.’ 
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Rowan Nicks Russell Drysdale Fellowship 
in Australian Indigenous Health and 

Welfare 2009
Do you have a project, plan or research undertaking in 
Indigenous Health and Welfare that needs funding? The 
Rowan Nicks / Russell Drysdale Fellowship awards up to 
$60,000 for one year to improve the lives of Indigenous 
Australians. The Fellowship will allow people to undertake 
approved programs and activities, to undertake further 
education or to undertake a research project. 

Closing date 8 September 2008.

For information and application forms: www.medfac.usyd.edu.
au/nicksdrysdale/ or contact Louise Lawler on 0418 251 864 or 
llawler@med.usyd.edu.au

Partyline, Number 33, August 2008
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Australia’s dental generations

Over the period 2004-06, a National Survey of Adult 
Oral Health was carried out across all Australian 
States and Territories. 

In 2007 the results of the Survey were published by the 
Dental Statistics and Research Unit (DSRU) of the Australian 
Institute of Health and Welfare1 in a comprehensive report 
entitled Australia’s dental generations. It describes the oral 
health status and related perceptions and behaviours of four 
‘dental generations’ of adult Australians. 

The three most significant findings in the report are these.

1. Dental decay, and to a lesser extent periodontal diseases, 
though largely preventable, continue to impact on an 
overwhelming majority of people’s lives irrespective of 
their socio-economic position.

2. The oral health of our society is divided roughly into 
two unequal halves. The orally healthier half of our 
population, the ‘haves’, mostly have private dental 
insurance and make regular annual visits to the same 
private dentist for checkups and preventive care that 
maintain aesthetics and function. In stark contrast, the 
more broadly disadvantaged other half of Australians, the 
‘have nots’, suffer far more dental pain, dysfunction, poor 
appearance and reduced general health and wellbeing 
largely because their dental visits are irregular, usually 
only for dental problems, more often to different dentists 
and frequently resulting in tooth loss. 

3. Most Australians are keen to retain their teeth. This 
increases the need for dental services from the currently 
inadequate and very unevenly distributed labour force, 
most evident in rural and remote Australia.

Conditions assessed
% Non-

metropolitan people
% Capital 

City people

Usually visited dentist at least 
once a year 46.4 56.7

Usually attended for a check up 
rather than a problem 48.1 60.5

Would have lot of difficulty paying 
a $100 dental bill 19.9 17.3

Had untreated coronal tooth decay 32.8 21.5

Had untreated root decay 8.1 6.0

Had at least 1 tooth but fewer 
than 21 teeth 14.0 10.0

Had complete tooth loss (no teeth) 9.0 5.0

Those who assessed their oral 
health as fair or poor 17.5 15.8

1 Slade GD, Spencer AJ, Roberts Thomson KF (Editors). Australia’s dental 
generations: the National Survey of Adult Oral Health 2004–06. AIHW cat. 
no. DEN 165. Canberra: Australian Institute of Health and Welfare (Dental 
Statistics and Research Series [DSRU] No. 34). 2007.

In non-metropolitan areas, the clear trend over time has been 
towards less access to care and poorer oral health. Lower 
levels of water fluoridation also contribute to poorer oral 
health.

The Survey sampling method excluded many Indigenous 
people living in poverty and remote areas. Even so, there was 
sufficient evidence to show that Indigenous people have much 
poorer access to care, particularly private practitioners, and 
poorer oral health outcomes. 

The report includes the oral health life histories of 15 
representative Australians interviewed in depth. Most 
reported struggling to stay in control of their oral health, 
often feeling out of control and generally accepting most 
of the responsibility for their situation. This is in marked 
contrast to the Survey’s findings that most of the gap between 
the ‘haves’ and ‘have nots’ was attributable to structural 
barriers to accessing regular preventive care rather than to 
behavioral differences. 

The following excerpt from one of the 15 oral histories 
clearly demonstrates the difficulty in accessing care outside 
capital cities.

We don’t have a dentist out here any more. We haven’t had a 
community dentist, as in a Health Card dentist type one. Used to go 
to the one at the local school but due to budget cuts and whatever, it’s 
no longer required. And the local dentist, he bloody retired some years 
ago. You have to travel an hour or so now. Or travel to Adelaide, 
which is a two-hour drive..... Like now, I’m actually waiting for an 
appointment about this tooth of mine on the upper left that needs 
something done about it. So when I get confirmation of what I can 
do, how I can do it and where, I’ll get it fixed—well, get it remedied. 
The appointment, that’d be the main thing. I’m on a waiting list.

–Excerpt taken directly from the report

In summary, the national challenges are to reduce serious 
inequities in oral health care and to improve oral health 
generally. For the National Rural Health Alliance there is the 
further challenge of closing the oral health gap for people 
living in rural and remote areas, especially those from the 
most economically disadvantaged groups. 

Bruce Simmons

AustraAustraAususA

DENTAL HEALTH

Remote area dentist, Bruce Simmons, on the road with his dental truck.
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Strong Spirit Strong Body Workshop

Nauiyu is a community with a 
population of approximately 450 
nestled on the banks of the mighty 
Daly River in the Northern Territory.

Many meetings were being held with 
government departments and other 
parties about youth problems in the 
community.

The Nauiyu Health Centre decided to 
conduct a needs analysis of local youth.

A questionnaire was developed and all 
available people aged 15-25 (n=57) 
participated. Questions ranged from 

mental health to social determinants 
of health and education. The resulting 
information has been reported back to 
the youth in the form of graphs.

High rates of depression, anxiety 
and suicide prompted the Nauiyu 

community to apply for a National 
Youth Week grant through the 
Northern Territory Government and 
beyondblue.

A workshop on depression was 
organised for Nauiyu youth and Sam 
Lloyd, a Headspace psychologist, was 
invited to deliver the workshop.

Young people gathered in the Sports 
and Rec Hall in the evening and 
participated in an interactive innovative 
workshop. This included breaking into 
small groups and drawing the “things 
that keep you strong” and the things 
that do not provide wellbeing. A group 
painting was started depicting the 

things that keep you strong. This will be 
hung in the Nauiyu Health Centre to 
remind people to keep strong.

Printed conference satchels were given 
to participants with information on 
many options for assistance. Printed 
T-shirts were also available.

Many young people told us they didn’t 
feel listened to and valued. Reflection 
about listening and hearing with our 
hearts may help to reduce this feeling.

Feedback from the workshop was 
encouraging. We hope to build further 
partnerships to allow the work to 
continue with some small group work 
and some healing camps. 

Janet Fletcher

High rates of depression, 

anxiety and suicide prompted 

the Nauiyu community to apply 

for a National Youth Week 

grant through the Northern 

Territory Government and 

beyondblue.

PHOTO: JANET FLETCHER

PHOTO: JANET FLETCHER

INDIGENOUS HEALTH
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Rural Australia faces the effects of both workforce shortages and workforce maldistribution. To combat the first, the 
number of health professionals in training is continuing to rise. The best answer to the second is for graduates to be 
informed and enthused about rural and remote practice. A positive rural experience will help with both the information 
and the enthusiasm. Health students report for Partyline on their close encounters of the rural kind…
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STUDENT VIEWS

A true Australian 
pharmacy experience
What follows is a brief reflection on 
my three-week clinical placement at 
Gove District Hospital in Nhulunbuy, 
Northern Territory. 

I have called my clinical placement 
in Arnhem Land a ‘true Australian 
pharmacy experience’ because, before 
I arrived there, I thought I knew what 
pharmacy in Australia was all about. 

After my experience, I have realised 
that Australia and its people are richer 
in culture and more diverse that I had 
thought. In particular, I came to realise 
how naive I have been when it comes to 
understanding who Indigenous people 
are and how they see themselves. This 
more than anything opened my eyes 
to the real barriers faced by health 
professionals in this setting.

The most confronting challenge was 
language. Either through my own 
naivety or common misconception, 
I was very surprised when I found 
that the English spoken among many 
Indigenous people was quite limited. 

As a student, I found it difficult trying 
to gauge if Indigenous patients were 
on board with the treatment they 
were prescribed and understood how 
and when to take their medicine. It 
comes back to the communication 

barrier. When I was counselling on a 
medication, there were a lot of nods of 
the head but it was not at all reassuring. 
We are taught at university to ask our 
patients for clarification so that we 
can assess whether or not they have 
taken in what has been said about 
their prescription. I found that doing 
this with Indigenous people was more 
uncomfortable than usual as it felt 
an unnatural thing to ask them and 
was met with a fair bit of confusion. 
I am sure that being a student, my 
counselling skills are still in the 
developmental stage; however I got the 

feeling that assessing concordance and 
compliance in Indigenous people is 
challenging regardless of your level of 
experience.

I have had some time to think about 
how to meet the numerous challenges 
presented to the remote area health 
professional. I think what helps those 
working in these areas to meet these 
challenges is firstly the ability to be 
resourceful and positive. There is plenty 
of room for smart innovation and 
self-directed initiative. It also seems 
important to be pro-active in setting 
your goals and doing what needs to 
be done to achieve them. Finally, it 
became clear to me that a key attribute 

to succeeding in remote Australia is the 
ability to develop positive rapport with 
the community in which you are living 
and working. 

In terms of what might attract me to 
work in a remote area, I think facing 
the many challenges that are presented 
and succeeding in dealing with them 
autonomously would be extremely 
rewarding. Also, on a professional level, 
it would be the opportunity to work 
closely in a multi-disciplinary team and 
the wide variety of interesting cases that 
you might come across. 

Then of course there is the lifestyle 
and adventure. I could easily enjoy a 
peaceful lifestyle and be surrounded 
by beautiful beaches just waiting to be 
explored. How about you? 

Nick Knowles 
Master of Pharmacy student, 
University of Canberra

‘The most confronting 

challenge was language.’

‘There is plenty of room for 

smart innovation and self-

directed initiative.’

Fishing at Bawaka, Port Bradshaw.

At East Woody Beach, Gove Peninsula.
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STUDENT VIEWS

The rural rotation in central Queensland - 
a Herculian experience
The moment we arrived at Theodore, 
our fears vanished into thin air. Vijay 
and I had heard about our preceptor 
from many people - students and 
doctors alike. It was said that he was 
a living treasure of the district. 

His myth had grown to celestial 
proportions. What would he think of 
us? How would he have time for us? 
Would he be disappointed with our 
generally shabby medical skills? Dr 
Bruce Chater greeted us with a firm 
handshake and a wide Aussie grin. We 
knew we were in for a treat.

Theodore is a charming little farming 
and mining town of 600 in central 
Queensland, a pleasant two hour drive 
from Rockhampton. Its townfolk are 
friendly and kind, with a fiercely proud 
sense of identity. They just love their 
town, and they just love their only 
doctor.

We learned to appreciate that a country 
GP is on call 24 hours a day, seven days 
a week. You could even be carving a 
Christmas turkey when you get The 
Call. Someone’s stuck their arm in an 
auger…or someone’s got the sniffles. 

It is the role of a country GP to be 
emergency physician, anaesthetist, 
counsellor to the desperate family 
members, contact with the major 
hospital and RFDS call centre, and in 
some cases the one who performs the 
autopsies. Sometimes even for those 
that one has personally known.

The role of a country GP is one that 
cradles life from the moment a baby 
springs into this world to the moment 
they leave it. It is a most privileged and 
sobering profession. And we as students 
had the fantastic opportunity to see a 
glimpse of ‘real’ life, warts and all, on 
our short stint in Theodore. We had a 

unique perspective on the people of the 
town. You may have a beer with a bunch 
of locals at the pub and be the only one 
that knows all their vulnerable secrets, 
medical and family alike. As tough 
Aussie farmers, ‘the mates’ never talk 
about home life, let alone their bodily 
ailments to each other, no matter how 
close they are after a few beers. But as 
a medical student, a trusted sidekick of 
the ‘Doc’, you may learn intimate details 
of each and every bloke at the bar. This 
is a cause for utmost tact and vigilance: 
people will drop hints and try to pry 
into others’ lives by asking us questions. 
Some subtle, and others not so!

I believe that I have come out of the 
rural rotation a much more competent 
and rounded student. We learned about 
a myriad of diseases, procedures and 
presentations. We were able to see and 
to do so much medicine. We were able 
to actively participate in a way that 
would have never been possible in 

the city. We assisted in a cardiac arrest 
and other emergency cases, assisted 
in surgery, had our own patients and 
produced real management plans with 
them, for them.

The rural rotation was a gruelling 
experience, with some days extending 
well into a sixteen hour shift. We 
learned so much, and we enjoyed it 
immensely. We had the best teacher we 
could imagine – an example of the high 
standard to which we will always aspire. 

Francisco Rodriguez-Letters
MBBS III

‘You could even be carving a 

Christmas turkey when you 

get The Call.’

‘We were able to see and to do so 

much medicine. We were able 

to actively participate in a way 

that would never have been 

possible in the city.’

Vijay Paul, Anne Chater, Francisco Rodriguez-Letters, Bruce Chater.

Partyline, Number 33, August 2008
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STUDENT VIEWS

A new view of rural practice

To be honest, when I started Medicine at ANU this year 
I couldn’t think of anything worse than working in a rural 
town. Rural medicine for me conjured up images 
of isolation, boredom and solitude. 

I imagined finding myself in situations where I lacked the 
training or resources to adequately treat my patients due 
to the shortage of medical personnel in rural areas. I could 
see myself stuck out in the country; missing out on all the 
entertainment, social life and other exciting activities I am 
used to in the city. As a person who loves to spend time with 
others, I found the idea of being forced to work in a rural 
location after graduation almost unthinkable. 

Given my feelings regarding rural medicine, I was very 
relieved to get a medical place which did not require four 
years working in the country once I graduated. In our course 
however, we all need to spend some time in a rural location. 
For me this year it meant spending a week in Cooma, a few 
hours south of Canberra in rural New South Wales. I wasn’t 
overly impressed. However to my utter amazement, my 
experience in Cooma shattered my preconceived ideas of 
rural medicine. 

I found the community in Cooma to be incredibly welcoming. 
In Cooma everyone knows everyone and the locals are very 
involved in their community. We met many of the local 
emergency and community organisations throughout the 
week and observed an incredibly strong community spirit. 
Everywhere we went people asked us how we were enjoying 
our rural week and our course in general. They seemed 
genuinely interested. We all felt very welcomed and at home. 
It was really refreshing. 

The locals were also very willing to teach us and keen for us 
to learn. As medical students, we are faced with a very steep 
learning curve as we approach the ever increasing mountain 
of medical knowledge. To have our learning encouraged by 
the local community was very uplifting. I think I learned more 
in my week in Cooma then I did in any other week during 
the semester. The locals were even brave enough for me to 

give them some flu shots. My first time giving injections! (and 
I really do pity my first victim... it must have hurt!) Among 
other things, the local people even went to great lengths to 
create a realistic simulation of a motor vehicle accident scene 
and walked us through how to respond to such a tragedy. 
Such an educational experience is just priceless. 

My change in opinion was further strengthened by observing 
the contrast between city and rural GPs’ work-life balance. 
The GPs in Cooma engage in many activities in their free 
time including skiing, flying planes, breeding rare goat 
varieties and undertaking extensive travel. Imagine spending 
one day a week skiing or living on a farm! I would certainly 
have no objections! 

So far from being the terrible experience I envisioned, I 
found my rural experience in Cooma very rich and valuable. 
I feel I have a greater understanding of the rural lifestyle and 
in particular the people in the country. I look back on my 
rural week in Cooma with great fondness and really hope to 
return sometime. 

Deborah Moran

‘… my experience in Cooma shattered my 

preconceived ideas of rural medicine.’

‘We observed an incredibly strong community spirit.’
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“Prepping a line” at a mock accident scene in Cooma.
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STUDENT NEWS

RAMUS Mentor Awards 2007

Dr Mark Henschke of Armidale, 
NSW, and Dr John Kramer of 
Woogoolga, NSW, are the winners 
of the 2007 Rural Australia Medical 
Undergraduate Scholarship (RAMUS) 
Mentor Award.

As part of their scholarship, all 
RAMUS scholars are mentored by 
a rural medical practitioner. The 
annual RAMUS Mentor Award 
recognises and celebrates the 
outstanding contribution of 
inspirational mentors to the RAMUS 
Scheme. Mentors are nominated for 
the Award by the scholars they mentor.

Dr Henschke and Dr Kramer each 
mentor several RAMUS scholars and 
have both been RAMUS mentors 
since the early days of the Scheme. 
Dr Henschke was nominated by 
Damien Turner, third year student 
at the University of Notre Dame, 
Fremantle, and Francisco Letters, 
third year student at the University of 
Queensland. 

In their nominations, Damien and 
Francisco describe Dr Henschke 
as setting a shining example of 
successfully balancing medicine, 

family, mentoring, and social life. A 
pillar of the community, Dr Henschke 
works hard to maintain the high 
standard of service which his patients 
appreciate. “As he is not only a General 
Practitioner, but operates in the fields 
of obstetrics and gynaecology and 
neonatal medicine as well, he is called 
on at the most inconvenient times 
to attend to a very demanding and 
vulnerable clientele. He always does 
this with a grace and kindness.”

Dr Kramer was nominated by Catherine 
Crane, third year, University of Sydney; 
Shernarz Salindera, third year, Flinders 
University; Adam Parr, fifth year, James 
Cook University; and Katie Nay, third 
year, University of Newcastle. The 
nomination was also on behalf of Ashlea 
Rincheval, third year, University of 
NSW; and Joe Wilbers and Tanya Dean, 
who graduated in 2007.

In their nomination they wrote, 
“Collectively, we have all been under the 
care and education of Dr Kramer for 
varied amounts of time and have shared 
the privilege of being taught by a doctor 
who is so passionate about his practice, 
community and profession.” They 
described Dr Kramer as “the essence of 
what a RAMUS mentor is meant to be: 
he is inspirational, supportive, talented 
and a great educator.”

Dr Kramer provides his RAMUS 
scholars with varied experiences 
including general practice, Indigenous 
health care, palliative and geriatric 
care as well as refugee clinics and 
an opportunity to practise an array 
of procedural and clinical skills. In 
addition, Dr. Kramer daily demonstrates 
the importance of having a life beyond 
medicine and balancing this with being 
a great community leader. 

Susan Magnay
Dr Henschke.

Carl Leong (USYD), Chris Kiely (USYD), Dr Janet McLachlan, Catherine Crane (RAMUS scholar, USYD) 
with Dr John Kramer.



Partyline, Number 33, August 2008
HEALTH CONSUMERS

Network of rural health consumers

HCRRA has been a member of the 
National Rural Health Alliance since it 
began, and our governing committee is 
comprised of consumer representatives 
from every State and Territory in 
Australia. HCRRA derives credence 
from an extremely diverse membership 
which includes researchers, professional 
bodies and individuals interested in 
rural health.

This is an exciting and challenging 
time for our organisation. The new 
Labor government has stormed the 
corridors of power in Canberra with 
the clear intention of giving the place 
a good ‘clean out’ and getting rid of 
any unnecessary stuff left behind by 
the previous tenants. Over the coming 
year the newly established Office of 
Rural Health will examine many of 
the programs currently operating in 
the field of rural health to determine 
whether or not they deserve continued 
federal funding. Although HCRRA 

operates on a very modest budget, 
our contribution will be assessed along 
with everyone else’s. We welcome this 
scrutiny. It behoves us to re-examine 
both our role and performance to 
ensure we are still a relevant and truly 
representative organisation which can 
deliver on our obligations, both to 
consumers and to government. 

With this in mind, the HCRRA 
Committee has, as a first step, decided to 
push forward with a plan to implement 
a major upgrade of our website. The 
proposed modifications will give rural 
and remote health consumers and 
others access to a much more up to 
date and interactive site where they 
can easily document their experiences, 
request information, provide feedback on 
policy initiatives and so on. Additionally, 
relevant articles, news stories and 
government policy announcements will 
be regularly posted on the site in the 
hope that all our members will come 
to regard it as a valuable and reliable 
source of information.

HCRRA is funded through the 
Commonwealth Department of Health 
and Ageing and by charging members 
a small annual fee - $11 for individuals 
and $22 for organisations. We would 
encourage all Partyline readers, 
especially those with an interest in 
rural and remote health, to join our 

organisation for this financial year. 
A membership form can be downloaded 
from our current website at www.
ruralhealth.org.au/hcrra/index.html

Apart from showing support for 
HCRRA and, through it, for rural and 
remote health consumers, members 
will also gain access to the wide 
network of contacts established by 
the organisation over many years. 
Through this network we can often 
provide a forum representative or give 
a realistic consumer perspective on 
health issues facing those living in the 
bush. In addition, members receive a 
monthly newsletter which addresses the 
emerging issues of the day and offers 
practical advice for those in rural and 
remote communities. 

Jeff Wearne
Project Officer, Health Consumers 
of Rural and Remote Australia

‘The proposed modifications will 

give rural and remote health 

consumers and others access to 

a much more up to date and 

interactive site…’

Health Consumers of Rural and Remote Australia (HCRRA) is a national 
representative body incorporated in 1994 with the aim of improving the 
delivery of health services to the 32 per cent of people in Australia who 
live outside the major metropolitan areas. 

The 10th Conference will feature a special Community Day 
which will be directed at community delegates, particularly 
from the North Queensland region. The day will provide 
a service to community members in relation to their 
involvement with the health sector and also help ensure 

community delegates for the conference. Sessions are still in 
planning but might include a briefing on the structure of the 
health industry and its major challenges and skills workshops 
- for example to support communities in their advocacy or on 
technical skills such as CPR. 

Community Day at 10th Conference
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10TH CONFERENCE

 Call for abstracts now open: DEADLINE 3 OCTOBER 2008

 Exhibition bookings open

 Sponsorship opportunities available

www.ruralhealth.org.au

Where will rural and remote health be in two and 
five years’ time? Given political and environmental 
change, what are the emerging opportunities for 
achieving equal health for the bush?

The Conference will have five themes:

Conquering Indigenous disadvantage and bringing • 
health equity to the people of rural and remote areas. 

Constructing a resilient response to political and • 
environmental climates. 

Consulting our communities on health. • 

Collaborating in health care teams and on • 
service models that work. 

Celebrating the sector.  • 

All information on the website www.ruralhealth.org.au
Please contact us if you are unable to access the 
internet.

10th National Rural Health Conference

PO Box 280, DEAKIN WEST  ACT  2600

Phone: 02 6285 4660

Fax: 02 6285 4670

Email: conference@ruralhealth.org.au

Website:  www.ruralhealth.org.au



One in five reasons to walk 

READERS’ STORIES

Mental illness affects one in five 
Australians. Despite this large 
proportion, people with a mental illness 
lack support and are often stigmatised.

The National Rural Health Alliance 
(NRHA) is a member of the Mental 
Health Council of Australia (MHCA) 
and continues to work on mental health 
issues in rural and remote Australia as 
one of its key priorities.

Raised in rural New South Wales, 
Catherine Bennett has experienced 
the isolation of living with a mental 
illness in a rural area. Catherine will be 
walking the 1,000km from Newcastle 
to Melbourne to raise awareness and 
acceptance of mental illness in the 
community. This walk is another step 
on the road to recovery for Catherine.

The Association of Relatives and 
Friends of the Mentally Ill (ARAFMI) 
in Hunter is one of the organisations 
helping to support Catherine on her 
journey. ARAFMI Hunter, a branch of 
NSW ARAFMI, offers support to carers 

and families of people with a mental 
illness through telephone support, 
counselling, educational workshops and 
programs. Catherine says, “Having an 
informed, happy, healthy carer keeps 
people like me safe.” ARAFMI also 
organises an annual ‘Walk of Pride’ 
which is an event to de-stigmatise 
mental disorders. 

Catherine will be supported on her 
‘Walk for Awareness’ by ARAFMI, 
the National Rural Health Alliance 
and X Press studios (Charlestown). 
ARAFMI Hunter will be the beneficiary 
of her ‘Walk for Awareness’. To make 
a donation contact the ARAFMI 
Hunter office on (02) 4961 2842 or 
visit any Westpac bank and donate to 
walkawareness.

For more information about Catherine’s 
journey during her ‘Walk for 
Awareness’, including a diary and some 
of her stories, go to the National Rural 
Health Alliance website and follow the 
links: www.ruralhealth.org.au 

Carol Paice
Catherine Bennett, walking for awareness, 
2 November - 7 December 2008.

Bonnie Faull from Murtoa Neighbourhood House is one of 60 
Wimmera Mallee workers who are replacing the car with a 
bicycle for short trips around their community with the help of the 
Wimmera PCP’s Active Transport Project.

When it comes to health promotion 
Wimmera Mallee workers are getting 
on their bikes to spread the message.

From Horsham’s regional city, to the 
small Wimmera town of Murtoa, riders 
are pedalling hard to help get active 
transport, such as walking and riding, 
into health promotion plans.

Our Primary Care Partnership (PCP) 
saw the importance of enabling our 
health workers (who advocate regular 
exercise as part of their jobs) to actually 
practise what they preach during the 
busy work day.

Having riders in the street is an ideal 
way to encourage the conversation of 
how we can develop active transport in 
regional Australia.

To coast this discussion along, Wimmera 
PCP’s Active Transport project has 
helped fund 17 bicycles for use by 
up to 60 health and community 
workers across the region. The project 

encourages staff to ride a bicycle on 
local trips, rather than using work 
vehicles and private cars. Workers are 
climbing onto the saddle to head to 
meetings, to run errands and to call at 
other offices in the community.

Some staff already need to drive for 
up to an hour from outlying areas into 
town for employment. This reduces 
their available time for exercise. The 
daily activity requirement does not have 
to be carried in one block and short 
bike rides help workers to find their 
prescribed 30 minutes of daily exercise. 

The project is also an exercise in 
environmental responsibility with every 
litre of petrol saved helping to reduce 
greenhouse gas emissions.

We would like all workplaces and all 
employers to encourage staff to get on 
their bikes and get active. 

Donna Bridge
Wimmera Primary Care Partnership Health 
Promotion Officer

Workers get wheelie active
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A lasting impact

READERS’ STORIES

Health professionals from Australian 
cities, regional centres, country 
towns and remote communities 
are making a lasting impact on 
health systems around the globe 
through their work with Ministries of 
Health, hospitals, non-government 
organisations and health providers. 

On 9 August, Australian Volunteers 
International started its next recruitment 
drive for 20 volunteer roles overseas. 
According to AVI Recruitment 
Consultant Sean Lynch, the majority 
of health positions becoming available 
are moving beyond frontline roles, 
with volunteers now more likely to 
be working with governments and 
health providers in strategic, planning, 
educational or mentoring roles.

For instance in Papua New Guinea there 
is an opportunity to work as the Head of 
Health at the Anglican National Health 
Office or Senior Project Manager at the 
PNG Institute of Medical Research. We 

are also recruiting for a Coordinator at 
the Community Based Rehabilitation 
Unit in the Solomon Islands. There are 
also several roles for community health 
educators, project managers and capacity 
builders for HIV/AIDS programs.

Sean Lynch said that many Australian 
health professionals recognise the 
personal and professional development 
opportunities associated with international 
volunteering which brings return benefits 
to their patients and the communities in 
which they work in Australia.

“While the number one motivation for 
AVI volunteers going overseas is to make 
a difference, many health professionals 
also realise that international 
volunteering does offer them new 
career challenges, different working 
environments and the chance to take on 
higher levels of responsibility,” he said. 

For more information on AVI’s 
August recruitment drive visit 
www.australianvolunteers.com/work 
or contact Sean Lynch on 03 9279 1832 
or slynch@australianvolunteers.com
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The images required include those showing where and how 
people spend their time in rural and urban locations, as well 
as in domestic and work spaces.

Picture Australia offers access to more than one million 
digitised documentary images including historic and 
contemporary photographs, paintings, prints, drawings, 
artefacts, costumes and sculptures. 

The aim of the Ourtown project is to add to the more than 
15,000 contemporary images lodged since early 2006 and 
made available in Picture Australia. 

The Ourtown project complements the People, Places and 
Events project launched by Picture Australia early 
in 2006. Together these projects will add significant value to 
the nation’s visual record and be of great interest to future 
researchers, social historians and people overseas seeking 
information on Australia. 

To add your images to Ourtown, see Picture Australia at 
www.pictureaustralia.org 

Fiona Hooton
Picture Australia
P 02 6262 1641  F 02 6273 1180  
E fhooton@nla.gov.au

Rural images

AVI volunteer critical care nurse Emily Holbrook at Port Vila Central Hospital.
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Perren family in front of their pit-sawn house on Rosemount Road, Nambour, ca 1887.

Hi there! Can you assist us with our project? 
Picture Australia, an online pictorial resource, hosted 
by the National Library of Australia, is calling on digital 
photography enthusiasts to lodge their rural pictures 
on the newly created Ourtown project. 

PHOTO: COURTESY SUNSHINE COAST REGIONAL LIBRARY SERVICE
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Hospital Chaplaincy

Congratulations on the informative March edition 
of Partyline. I particularly liked the article entitled 
“Thank you” by Dr Bruce Harris. 

I have been a very strong advocate for Aboriginal 
Reconciliation but, in our enthusiasm, we can easily overlook 
the heroic people who have done so much to help Aborigines 
over the years. I would like to say “Thank you” to Bruce 
Harris and to all the others like him.

I have been involved as a volunteer at the Mt. Pleasant 
and Gumeracha Hospitals and the Glenview Hostel taking 
books from the library over 19 years, doing Prayer Services 
and Sing Alongs, taking Communion to Catholic patients 
and the housebound, doing Meals on Wheels, serving on 

the committee for the Day Care Centre for the Frail Aged, 
hanging paintings in the public spaces of the Hospital, and 
writing articles about the Hospitals for the local papers etc.

I first became involved through my Catholic Church, as I 
represent our Parish Priest on the Torrens Valley Inter Church 
Council. Our parish is very large and the priest finds it 
impossible to attend to all the Hospitals etc. in his area.  My 
husband has also been very involved on the Hospital Board as 
Chairman for several years and also as State Chairman of the 
now defunct State Hospitals Association, so you can imagine 
that I have a great interest in rural health issues.

When I first began ministering to the Catholic patients in the 
hospitals there were many more Pastors available to minister 
to their sick flock but all Christian Churches are suffering 
from a lack of ministers. Also I have noticed a huge change 
in the movements of patients from one district to another 
resulting in loss of continuity of ministering. 

For thousands of years many human beings have believed in 
a Creator with whom they hope to spend an everlasting life 
after death. The privilege of helping these people to have 
confidence in their dying months, weeks or hours that they 
will be going straight to the loving arms of their God is one 
of the most rewarding experiences I have ever had. Hospitals 
take wonderful care of patients for the life they are living now 
but I have the feeling that preparation for the next life can be 
sadly lacking in some of our hospitals.

I am now in my 70th year and do not have the strength to 
continue to minister as I would like but I can still sit at my 
computer and tap away. I would be interested to know if 
there are any people out there who share my concerns. 
I have found that the staff at the hospitals has been very 
grateful for my ministry and that of the other ministers 
in our Inter Church Council.

Wouldn’t it be wonderful if the Government decided to give a 
similar type of funding for Hospital Chaplaincy as they have 
given for School Chaplaincy? I believe that it was the lobbying 
of one person which persuaded the Government to take such 
an action.

Maybe the one person we need is a reader of Partyline. 
I would be pleased to get any comments from your readers to 
leon.leonie@bigpond.com or RSD 578 Mt. Pleasant SA 5235. 

Leonie Holmes 

‘The privilege of helping these people to have 

confidence in their dying months, weeks or hours 

that they will be going straight to the loving 

arms of their God is one of the most rewarding 

experiences I have ever had.’

PHOTO: GRAHAM STEPHINSON
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Research should inform health policy and practice

Seventy of Australia’s top rural and 
remote health researchers, as well as 
a small number from overseas, met 
in Brisbane in early July to consider 
progress in their field. 

The key question considered was what 
clues rural health research provides 
about how service delivery systems 
should be configured and about how 
practitioners might improve the way 
they do their work. 

Behind this question lie more 
threatening ones: how well attuned 
is the rural and remote health 
research agenda to the real needs of 
policy makers and opinion leaders, and 
how well do researchers communicate 
with those who settle policy and 
program issues?

It was agreed at the Symposium that 
communication between academic 
researchers and policy-makers needs to 
be better, so that research can be sure 
to provide a relevant evidence base for 
changes in the way that health services 
are provided.

But before the research sector can 
reach out to policy-makers, it needs 
to communicate well internally. The 
Inaugural Rural and Remote Health 
Scientific Symposium was a good 
chance for networking within the rural 
research community. As one way of 
enhancing internal communications 
it was suggested that the time might 
now be right for a rural and remote 
health research institute of some 
sort in Australia.

The current research agenda was 
judged to be in pretty good shape, 
with considerable achievements in 
biomedical health issues and on 
the diversity of social and physical 
characteristics of rural and remote 
Australia. However, more needs to 
be known about how various (rural) 
social and contextual factors interact 
to produce health outcomes and about 
the service configurations that work: 
what professional mix is needed, where 
particular models work and why.

Papers at the Symposium (available 
at www.ruralhealth.org.au) reported 
examples of effective practice and 
service delivery, and made it clear that 
investment in primary health care 
(education, housing, employment, 
recreation) has better returns than 
investment in tertiary care.

It was suggested that there need to 
be more and better mechanisms for 
sharing the knowledge from rural and 
remote health research, and that the 
status of qualitative and evaluation 
research needs to be raised. Systematic 
reviews are useful.

As far as unresolved challenges are 
concerned, there needs to be greater 
effort to engage policy-makers and 
practitioners with the research effort: 
setting the agenda, having input, 
targeting results. And the researchers 
present also reminded each other of 
the importance of involving the subject 
communities and individuals at all 
stages of the research.

The Symposium came at a very good 
time, given the opportunity for rural 
health researchers to contribute views 
to the Government’s new Excellence in 
Research for Australia (ERA) initiative, 
which provides an evaluative framework 
for judging the quality of research in 
Australia’s higher education institutions 
and of the journals in which researchers 
publish. As if this is not important 
enough, there is also a review of 
the very way in which ‘rurality’ and 
‘remoteness’ are defined. 

In early 2009 a thematic issue of the 
Australian Journal of Rural Health will 
be devoted to rural and remote health 
research. 

‘…how well attuned is the rural 

and remote health research 

agenda to the real needs of 

policy makers and opinion 

leaders…?’
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Bob Wells, John Wakerman and Craig Veitch at the Inaugural Rural and Remote Health Scientific Symposium.

PHOTO: ELLEN MCINTYRE
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Passionate, experienced 
and proud new friends committee
It was with great passion and 
vigour that the new friends 
Advisory Committee held their first 
teleconference on 30 July 2008.

The new Committee (pictured below) is 
an impressive and diverse pool of rural 
and remote advocates with experience 
gained across the breadth of Australia.

Members joined the teleconference 
promptly and briefly introduced 
themselves, where they were located 
(those from the warmer climes met 
with a certain amount of jealousy from 
their chilly southern members!), and 
what they felt they could contribute. It 
was an inspiring display of the talent 
working in rural and remote Australia 
and the potential knowledge they can 
offer to friends. Excitement was felt by 
all that every member had made time 
in their busy schedules to join the new 
committee’s inaugural meeting.

The newly appointed members are 
thrilled to be given the opportunity 
to use their far-reaching experience 
to help spread the word about the 
Alliance’s activities and have a say in 
how rural and remote health might be 
improved. Consequently, the infectious 
enthusiasm of the Committee was 
felt by the Alliance staff who were 
impressed with the diversity of the 
committee members, and the depth of 
knowledge of rural and remote health 
issues they will be able to draw from. It 
was also very clear how passionate the 
committee members are about health 
and wellbeing issues affecting people in 
rural and remote areas. 

Exciting times lie ahead for the new 
friends committee. There will be an 
election soon and the new Chairperson 
will be announced in the next edition 
of Partyline. 

James Easterbrook

Pauline Glover (SA) Marie Lally (SA) Jane Fisher (ACT) David Templeman (ACT) Jon Ferguson (QLD)

Suzanne Little (QLD) Alicia Eaton (VIC) David Thompson (VIC) Janie Smith (NSW) Robin Toohey (NSW)

Beth Smith (TAS) Janet Fletcher (NT) Janet Struber (NT) Nigel Jefford (WA) Irene Mills (WA)
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friends Advisory Committee

friends of the 
Alliance is a 
network of people 
and organisations 
working to improve 
health and 
wellbeing in rural 

and remote Australia by supporting the 
National Rural Health Alliance. The 
primary aim of friends is to support the 
work of the Alliance and to facilitate 
communication among people and 
organisations interested in health issues 
in rural and remote Australia. 

The friends Advisory Committee 
decides the direction for friends 
initiatives and one member is 
elected to chair the Committee. 
The Chair represents friends of the 
Alliance on the NRHA Council and 
has the same responsibilities and 
influence as the representatives from 
the 28 Member Bodies. 
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friends’ NEWS

Goodnight Irene – but not goodbye

Irene Mills is something of an unsung hero - despite being 
awarded an Order of Australia in 1996 for services to 
health in rural communities. 

In 2001 she won further acclaim by being named Western 
Australian Volunteer of the Year by the National Health 
and Medical Research Council. Voluntary work in health is 
something Irene has been doing all her life.

Born in Perth, but long a resident of Pithara some 250 km from 
Perth on the Great Northern Highway, Irene has represented 
WA’s rural health interests with more than usual vigour.

For more than 40 years while operating a successful wheat 
and sheep farm with husband Malcolm, Irene has been 
involved in local community organisations seeking to improve 
the lifestyles and health services available to rural people. 
Irene chaired the local Hospital Auxiliary for more than 10 
years, raising funds for what she quaintly calls ‘extras’ for 
patients and staff. For 27 years she was involved with the local 
St John Ambulance Association as an ambulance officer and 
as Secretary/Treasurer.

Irene was made a life member of the WA branch of the St 
John Ambulance Association and in 1998 was awarded a 
Serving Sister Medal. In 2002 she became an Officer Serving 
Sister of the St John Ambulance Association (OSSj) for 
services to humanity.

But wait, there’s more:

for the past two years she has been a • 
member of the Alliance Board;

for the past three years she has • 
represented the Alliance as a judge 
for the National Local Government 
Awards;

in 2007 she was chair of the • 
National Rural Women’s Coalition 
(NRWC) and chairs the committee 
for the 2008 consultations;

in 2002 she was appointed a • 
member of the WA Active Ageing 
Task Force, a government-appointed 
committee to review and write a 
10-year plan for the aged; 

in 2004 she presented a paper at the International • 
Federation on Ageing 7th Annual Conference in Singapore, 
titled Aged Care in Small Rural Communities; and

in 2007 she mentored a leadership program to train and • 
develop young women to become community leaders.

For the past six years Irene Mills has been Chair of friends of 
the Alliance. Now that is about to end as she steps down from 
her post to spend more time on the farm. 

“I can clearly remember my first face-to-face meeting of the 
Alliance Council,” Irene told Partyline. “It was a complete 
drama, coinciding, as it did, with the collapse of Ansett and 
the September 11 disaster in the United States.”

Irene says she has found her six years as Chair of friends 
“most rewarding”, mainly because she was able to meet 

people whose motivation was to 
improve and retain health services in 
rural Australia. What will she miss? “I 
will miss the Alliance family who are 
a wonderful group of people – not 
just the Council but the staff who go 
out of their way to make us all feel 
welcome.” She fondly remembers 
Michele Foley, the former Editor of 
Partyline, and office manager Leanne 
Coleman who devised a member 
database to keep friends informed 
about events in rural health.

“There is always plenty to do in a 
rural community for anyone who 

is prepared to volunteer their time for the good of the 
community,” she said with no hesitation. 

“I have a veggie patch in the winter for home consumption 
and give away. I love my garden and the animals and have 
hand-reared several orphaned kangaroos that have later gone 
on to have families of their own.”

The rural and remote health family won’t forget Irene or let 
her out of its warm embrace. 

Marshall Wilson

For more than 40 years while 

operating a successful wheat 

and sheep farm with husband 

Malcolm, Irene has been involved 

in local community organisations 

seeking to improve the lifestyles 

and health services available to 

rural people. 

PHOTO: DYANNE PHOTOGRAPHY



Partyline, Number 33, August 2008

20

NURSING

Rural nurse capacity 
is an asset for the bush
Some of the health workforce 
reforms currently being considered 
by governments will depend for their 
success on the undoubted capacity 
of nurses to provide safe and 
effective care in a range of settings.  

For people in rural and remote areas 
this is of particular importance, since in 
many areas the nurse is either the most 
highly-skilled or indeed the only health 
professional on the ground. 

Tracey Osmond, Chief Executive of The 
College of Nursing, confirms that the 
College will continue its support for an 
expanded role for nurses, particularly 
where such a role will mean better 
patient outcomes, and will also continue 
to lobby on behalf of rural nurses and 
midwives.

“It is hardly news that there is a greater 
demand placed on health services in 
the bush than in metropolitan areas,” 
said Ms Osmond. “But it’s important 
not to underestimate the capacity 
of nurses and allied health workers 
in those areas who are enormously 
resourceful despite the constraints 
imposed by their social, geographical 
and professional isolation.”

“Minister Roxon has 
looked at the resources 
available to her in the 
health workforce and 
recognises the fact 
that there are highly 
qualified, untapped 
resources and she 
intends to use them 
appropriately,” said 
Ms Osmond. The new 
Office of Rural Health 
and the National 
Indigenous Health 
Equity Council both have 
some responsibility for 
ensuring that health in 
rural and remote areas 
is given the attention 
it needs, with the 
Government aiming to 
close not only the 17-year gap between 
Indigenous and non-Indigenous life 
expectancy rates, but also the 3-5-
year gap between rural and urban life 
expectancy.

The College, through a range of 
partnerships, is delivering education 
that is in demand from nurses across 
the country. Currently the College, 
in partnership with the Tasmanian 
Department of Health and Human 
Services (DHHS), is conducting a 
program for endorsed enrolled nurses 
wishing to gain advanced skills in the 
area of perioperative nursing. 

“The DHHS has collaborated closely 
with The College of Nursing to present 
a program that increases the scope of 
practice for Tasmanian enrolled nurses 
and contributes to meeting workforce 

shortages within perioperative services,” 
Tasmania’s Chief Nurse, Fiona Stoker, 
said. “The Clinical Nurse Educators 
from the operating room suites at 
the three major acute hospitals are 
contributing to the program.” 

Another program attracting interest is 
Principles of Emergency Care, which is for 
both enrolled and registered nurses. 
In August the College is returning to 

Western Australia to 
deliver the course to 
enrolled nurses, where 
the course serves as the 
theoretical component 
of the WA Department 
of Health’s enrolled 
nurse post-registration 
program. A number 
of the participants are 
enrolled nurses from 
rural and remote areas of 
Western Australia.

“The course running 
in WA is designed for 
enrolled nurses working 
in any clinical situation 
who are required to 
assist in emergency 
situations,” said Jill de 
Leon, coordinator for the 

program at The College of Nursing. 
“It provides students with a principles-
based approach to patient assessment, 
nursing intervention and problem 
solving in the emergency situation.”

“Our courses are designed to be as 
flexible as possible,” said Julienne 
Onley, Director, Education Services. 
“We realise that rural nurses have great 
need for flexibility, so the bulk of our 
Graduate Certificates are offered in 
distance mode. And our online learning 
platform, CNnect, currently being 
piloted, will add greater flexibility.”

For more information on courses: 
www.nursing.edu.au 

‘It’s important not 

to underestimate the 

capacity of nurses 

and allied health 

workers in the bush 

who are enormously 

resourceful despite 

the constraints 

imposed by their 

social, geographical 

and professional 

isolation…’

Tracey Osmond.
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Ronald McDonald Learning Program

Damon (pictured) has cystic fibrosis and is a student in the Ronald McDonald Learning Program. His mother sought help from the 
program when she noticed Damon was starting to freeze up when it came to mathematics. Damon now confidently attacks his 
maths homework and loves doing maths activities on the computer.

The Ronald McDonald Learning Program is the leading 
education program in Australia helping seriously ill 
children catch up on their education. It is a unique 
educational ‘catch up’ program offered by Ronald 
McDonald House Charities and is available for children 
who have had extended absences from school due to 
serious illness and or medical treatment.

Many rural families are familiar with Ronald McDonald 
Houses which provide a home away from home for families 
with a seriously ill child. The Houses are located next to 
major paediatric hospitals and provide accommodation so 
that families from country regions can stay close to their child 
while he/she is receiving treatment in hospital.

Once the illness is under control education becomes the 
number one priority for children recovering from a serious 
illness. With improved medical treatment and early diagnosis 
more and more children are now long term survivors of 
serious illness. Twenty years ago approximately 30 per cent of 
children survived childhood cancer whereas today more than 
70 per cent of children will be long term survivors. 

The Ronald McDonald Learning Program was created ten 
years ago in response to the many rural families who would 
return to a Ronald McDonald House while their child 

received follow up treatment. The 
families all reported the same issue: 
now their child was well, the missed 
education was having a huge 
effect on their day to day life and 
ultimately their child’s future.

The Ronald McDonald Learning 
Program minimises the risk 
of school failure by providing 
individualised tuition from a 
qualified teacher for one school 
year to children returning to 
school after an acute or chronic 
health issues. Children with serious 
illness will often suffer more than 
most people in a life time and in 
addition face the risk of school 
failure, social isolation and long 
term unemployment without 
appropriate education support.

The Learning Program provides 
a range of services to best 
suit each child’s needs. On 
entry to the program children 
are offered a comprehensive 
range of assessments so that 
teaching interventions can target 
the individual strengths and 
weaknesses. Assessments available 

to students include psychometric, academic, speech pathology 
and occupational therapy. From the assessment an individual 
education plan is developed and carried out by a qualified 
teacher and / or therapist depending on the student’s needs.

The program has been operating in Australia since 1998. 
More than 500 children are helped annually with more than 
2,000 children assisted to date.

Apart from the improved academic gains one of the best 
things families report about the program is the improved self 
esteem and confidence their child exhibits in the learning 
environment. 

For more information about 
the Ronald McDonald Learning 
Program or Ronald McDonald 
House Charities® please go to 
www.rmhc.org.au or call the 
toll free number 1300 307 642 
(1300 30 RMHC).
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Anti-Poverty Week 
12-18 October 2008

Anti-Poverty Week 
focuses on poverty 
around the 
world, including 
Australia. Its main 
aims are to:

strengthen public understanding • 
of the causes and consequences of 
poverty and hardship; and

encourage research, discussion and • 
action to address these problems. 

Participation has grown rapidly in 
recent years, with activities such as 
public lectures, workshops, conferences, 
debates, concerts, displays, sports days 
and media briefings being organised. 

For more info or to list an activity on the 
website, contact 1300-797-290 or 
apw@antipovertyweek.org.au

…because I care
National Carers Week 
19-25 October 2008

Anyone, anytime could be a carer. What 
does this mean? How does caring affect 
people: the carers, their families, their 
communities?

Carers Week is held during October 
each year to promote and raise 
awareness of the valuable role that 
carers play in our community and 
to generate discussion about carer 
issues. Events will be held nationally 
throughout the week to celebrate 
and bring awareness of Australia’s 
2.6 million carers. Carers Week also 
provides an opportunity for carers to 
come together, support one another 
and share ideas and information. 

The Carers Week website, 
www.carersweek.com.au, will be the 
interactive hub of the Week. Carers 
Day is 21 October. To promote 
your Carers Day send the details to 
carersweek@carersaustralia.com.au. 
Carers Week 2008 is an initiative of 
Carers Australia and funded by the 
Australian Government.

Country Care 
Country Care Link is a service that assists 
rural families in NSW by providing 
support and hospitality to country 
people visiting the city. 

Assistance provided includes:

• a volunteer to provide transport in 
Sydney where appropriate

• assistance with finding short-term 
accommodation for country people 
in the city

• legal assistance

• confidential personal counselling

• referral and information

• visiting country people in hospital 
(on request)

Contact Details for Country Care Link:

438 Victoria Street, Darlinghurst 2010

Free Call: 1800 806 160 
Tel: (02) 8382 6430 
Dir: (02) 8382 6434 
Fax: (02) 8382 6432

Rotary funding for rural research

The Australian 
Rotary Health 
Research Fund 
(ARHRF) invites 
applications from 
teams of researchers/

service providers/clinicians/consumers 
and carers, for funding to evaluate 
new or existing interventions/services 
designed to restore or promote the 
mental or rural medical health of 
Australians.

Closing date for applications is Friday, 
3rd October 2008. 

Application forms from: www.arhrf.org.au 
or: Australian Rotary Health Research Fund, 
PO Box 3455, Parramatta, NSW, 2124. 

P (02) 8837 1900 E arhrf@arhrf.org.au

Younger onset dementia 

Lack of awareness of younger onset 
dementia among doctors and other 
health professionals is a major problem 
and greatly contributes to diagnosis 
in younger people often being even 
longer and more protracted than for 
older people. Diagnosis can take several 
years, causing individuals, their families 
and carers a great deal of anxiety. 
There are over 10,000 people in 
Australia with younger onset dementia.

A new publication Understanding 
Younger Onset Dementia aims to improve 
awareness of younger onset dementia 
among doctors and other health 
professionals. 

Delays in diagnosis may delay 
treatment, affect disease progression 
and reduce time available for legal, 
financial and care planning. 

The publication is available for free download 
from www.alzheimers.org.au or for purchase 
in hard copy at $7.50 each.

P (02) 6254 4233 E admin@alzheimers.org.au 
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Mental health in rural and 
remote areas

For the past 22 years, independent 
national charity SANE Australia has 
been committed to working for a better 
life for people affected by mental 
illness. This includes providing a range 
of resources and initiatives to support 
people living and working in country 
Australia. 

For those dealing with the challenges of 
distance, the SANE Helpline is an ideal 
way to access information. The helpline 
began in 1998, and is Australia’s only 
national freecall helpline providing 
information on symptoms, treatments 
and referrals to support services for 
people affected by mental illness. 
Trained advisors are available 9am to 
5pm EST and there is also an online 
service, where people can email queries 
to helpline@sane.org About 18 per 
cent of inquiries to the Helpline are 
from regional Australia. 

SANE promotes greater understanding 
of mental illness through a range 
of resources – booklets, factsheets, 
DVDs and quarterly magazine SANE 
News – which have been developed 
in consultation with people who have 
firsthand experience of mental illness. 
All of SANE’s resources can be accessed 
through the website or mail order.

The web-based StigmaWatch program 
promotes accurate and balanced 
depictions of mental illness and suicide 
in the media; highlighting examples 
of stories that either stigmatise or 
accurately portray these issues. People 
who send in reports include those with 
firsthand experience of mental illness, 
family members, health workers and 
others who care about how these issues 
are represented in local and national 
media. Since the program began in 
1999, about 1,000 people have signed 
up as StigmaWatchers, which can be 
done via the SANE website. 

To find out more about SANE Australia, visit 
www.sane.org or phone the SANE Helpline 
on 1800 18 SANE (7263). 

Prostate Cancer

The Prostate Cancer Foundation of 
Australia is holding a series of Men’s 
Health Promotion Forums around 
Australia. Topics focus on prostate 
health, heart health, preventing 
and reversing type 2 diabetes, stress 
management, erectile health, bladder 
and bowel health, and exercise as 
medicine for cancer.

For information on the forums or joining a 
Support Group or to borrow the “big Undies” 
for a men’s health event in rural Australia 
1800 22 00 99 www.prostate.org.au

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), Leanne Coleman, James 
Easterbrook and Gordon Gregory. 

Articles, letters to the editor, 
photographs and any other 
contributions are always 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 Australian 
Government 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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Love your farmer
The smell of cow pads in a fresh lucerne paddock Butterfl ies landing with silken grace on pretty yellow fl owers (even if they are weeds) Strong weathered man’s hands to hold yours when the world is scary Small children to ride on the ag bike to round up the cows - stopping to touch, in wonder, the waving tree leaves 

Children carrying polypipe bigger than themselves to round up cows Cute armfuls of kelpie puppies, chocolate brown and fl uffy Earthy solutions by your man like blowing up the toilet when he couldn’t be bothered emptying it 
Knowing your man is also your best friend and confi dant Big warm hugs snuggling into a shirt full of bulldust and sprays Walking verandahs in an endless search for a cloud and ... rain Running out of the bank manager’s offi ce, seven months pregnant and crying Finding joy in searching for a tractor instead of a luxury car Bearing the searing pain together as you gather your children ... and walk away from your dreams.

Janet Fletcher
Winnellie NT
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