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GOOD HEALTH AND WELLBEING IN 
RURAL AND REMOTE AUSTRALIA

Ollie G from Mount Magnet is a respected speaker of Badimaya, the traditional 
language and name of the people from around Lake Moore, Ninghan Station and 
Paynes Find in WA.  Badimaya is an endangered language, with only a handful 
of speakers remaining.  Together with the Irra Wangga Language Centre in 
Geraldton, Ollie produces children’s books to preserve the Badimaya language. 
Johanna Wagner’s photo of Ollie won 1st prize in the Friends Photographic 
Competition held in conjunction with the 12th National Rural Health Conference.
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“WHEN ALL 
 IS SAID 
AND DONE

C heap shots - and even political 
mileage - can be obtained from 

running down the public service. It has 
been seriously suggested that all public 
servants should be required to spend a 
year or two in rural or remote areas so 
that they ‘better understand’ the real 
issues.

Certainly there is much to be said 
for the unique insights of lived 
experience. It can provide emotional 
as well as factual understanding of a 
place or situation in which a person 
finds themself, which is valuable to 
researchers and policy makers.

The term ‘bureaucratic’ is often used 
pejoratively, connoting an entity 
which is hierarchical, slow moving 
and internally riven, whatever its size. 
Because of this, the kinder and more 
positive name for those who work for 

the government in, say, Canberra, is 
‘public servants’. The vast majority of 
those in such work are indeed servants 
of the public. They feel responsible for 
their area of activity, they have pride 
in their work and they are industrious 
and untiring.

The reason why their work is so often 
under-valued is the dissonance or 
distance between their industrious 
endeavour and the real lives of 
Australia’s citizens. The system in 
which they work is necessarily large 
and complex. For our government to 
work at all its executive and its officers 
specialise, resulting in silos: housing 
policies and programs are separated 
from health policies and programs; 
employment separated from education.

One of the consequences of this 
functional separation is that it 

there’s a lot more 
said than done.”
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becomes very hard for government 
to operationalise good ideas of a 
cross-cutting nature. Considerable 
attention has been given recently to 
the desirability of a social determinants 
approach to health. (A useful piece 
on it is at http://www.aljazeera.com/
indepth/opinion/2013/06/20136201
0361141718.html)

The challenge in this for governments - 
and so for public servants who want to 
contribute to a cross-cutting approach 

- is that a social determinants approach 
requires investments in healthy 
mothers, parenting, early childhood 
education, schooling, job creation 
and public transport - to name a few 

- to be evaluated or justified against 
future savings or postponements in 
health expenditure. This is an almost 
impossible cost-benefit analysis to 
complete and agree upon.   

Public servants are also limited in 
their immediate effectiveness by 
the competition for scarce financial 
resources. Early childhood education 
is in competition with public transport. 

In the health sector there are a million 
good ideas but fiscal constraints limit 
the number on which there can be real 
action.

Instead, sets of good ideas are often 
built into National Strategies and 
Strategic Frameworks that can be 
signed off by government without the 
need for resources. This signing off 
puts these good ideas into the public 
domain and political credit can result: 
the government indicates its intention 
to do good things on those issues when 
resources become available. Public 
servants cannot be held responsible for 
such delays.

In the health sector today there are 
numerous agreed national strategies, 
most of them to be undertaken “within 
existing resources”: they include those 
for mental health, for health workforce 
innovation and reform, for Aboriginal 
and Torres Strait Islander health, for 
food, for an ageing Australia, for eye 
health, chronic disease, needle and 
syringe programs, drug issues and, 
of particular interest to the readers 
of Partyline, there is the National 
Strategic Framework for Rural and 
Remote Health. 

One of which there are great 
expectations is the National Primary 
Health Care Strategic Framework. It is 
described as being “the mechanism for 
co-ordinated action by Commonwealth 
and State Governments in primary 
health care”. It is to enable “for the first 
time, harmonised policy directions and 
action at the national, state and local 
levels”. 

EDITORIAL
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In August 2012 the Communiqué 
from the Standing Council on Health 
reported that “State and Territory 
Ministers agreed to work with the 
Commonwealth on the Primary 
Healthcare Framework particularly 
addressing the challenges of delivery 
of primary health care in rural and 
remote regions”. This Framework 
therefore seems likely to be important 
for people in rural and remote areas, 
with aspirations such as the following: 

“the Commonwealth and States will 
work together to identify ways to target 
assistance to high risk groups”, and

“the Commonwealth and States will 
utilise existing and emerging health 
system intelligence as a key input to 
national service planning”.

It remains to be seen how these words 
translate into action that will be 
effective on the ground.

In the meantime, let’s support the good 
public servants at Commonwealth and 
State/Territory level who are working 
with us and for us on these and other 
matters.

NRHA

THE ALLIANCE
HAS AN ALL-NEW

WEBSITE

www.ruralhealth.org.au

•	 Easy-to-use	navigation	gives	you	quick	access	
to	 our	 latest	 news,	 publications,	 policy	
documents,	 current	 advocacy	 work	
and	upcoming	events.

•	 A	dedicated	section	highlights	
our	current	policy	and	advocacy	
focus	areas.	

•	 Powerful	search	capacity	puts	21	years	of	rural	and	
remote	health	information	at	your	fingertips!

•	 Share	what	you	like	on	Facebook	and	Twitter.



7Partyline July 2013

I n a major national initiative, doctors, 
nurses, police and teachers have 

joined together to combat violence 
against rural and remote professionals 
through the development of a new 
online hub, workingsafe.com.au

The project was born from a growing 
concern for the safety, health and 
wellbeing of professionals living 
and working in rural and remote 
communities.

The Chair of the project, Dr Jenny May, 
said that local health professionals, 
teachers and police are invaluable to 
rural and remote Australia.

“These people do so much for the 
wellbeing, stability and sustainability 
of our rural and remote communities. 
They teach our children, prevent crime, 
help us to stay healthy and care for us 
when we are sick.

“There are various factors that can put 
these rural professionals at increased 
risk of occupational violence, including 

isolation, cultural issues and a lack of 
anonymity,” Jenny said.

“More than a few of us have experienced 
the anxiety that comes from being 
verbally abused by a client or a patient 
at work, or bumping into a patient 
or a client’s angry relatives while 
grabbing the frozen peas at the local 
supermarket.”

The new online hub allows rural 
professionals from all sectors to pool 
their experiences and resources in order 
to help themselves and each other to 
minimise the risk of violence in their 
workplace.  It provides professionals 
and their communities with a 
practical, step-by-step guide on how 
to get started on their own working 
safe strategies to improve workplace 
safety and prevent or reduce workplace 
violence. This includes access to up-to-
date information on the latest research, 
case studies, steps other employers 
are taking to make professionals feel 
valued and safe, and cross sector and 
community approaches to workplace 
safety.

Carolyn Marsden

ONLINE HUB FOR SAFER 
RURAL WORKPLACES

The project was undertaken by 
the Rural Doctors Association of 
Australia, Australian College of Rural 
and Remote Medicine, Australian 
Nursing Federation, Pol ice 
Federation of Australia, Queensland 
Teachers’ Union and CRANAplus, 
and funded by the Australian 
Government through the Australian 
Department of Health and Ageing.
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T im Burfitt enjoys five-day treks, 
long cycling trips and horse riding 

as part of an active lifestyle and an 
individual mission to stay fit.

But the Orange resident is making an 
even bigger contribution to healthy 
ageing; he has joined 140,000 other 
residents of rural and regional NSW to 
help determine who in the population 
is ageing well, who is not, and how they 
are using health services.

Mr Burfitt is a participant in Australia’s 
largest ever ongoing study of healthy 
ageing, the Sax Institute’s 45 and Up 
Study.

More than 140,000 of the Study’s 
250,000 participants from around 
NSW live in rural and regional areas. 
Over the past few months, more than 
40,000 of these people have received 
the first wave of follow-up surveys so 
their health can continue to be tracked 
over time. The remaining 210,000 
participants will be resurveyed over the 
next three years.

Participants provide details about their 
health, lifestyles and health services 
used, and allow the Sax Institute to link 
this to their hospital, general practice, 
pharmaceutical and other records.

The Study has oversampled rural 
residents like Mr Burfitt by a factor of 
two to gain a sharp statistical picture 
of the health of older people in rural 
and remote areas. This means the 45 
and Up Study has by far the most rural 
participants of any health study of its 
kind ever conducted in Australia.

The Study is a world-class resource 
that researchers and policy makers can 
apply to use. About 450 researchers are 
using data from the Study in their work, 
in areas ranging from cancer, heart 
disease, mental health and diabetes, to 
how people are using the health system.

Its wealth of data will provide 
unprecedented opportunities for 
understanding the population’s health 
and will produce reliable evidence 
to inform policies to support healthy 
ageing.

Recruitment to the Study began in 
2006. By the end of 2008, more than 
250,000 NSW men and women had 
agreed to take part. But 45 and Up 
Study Scientific Director Professor 
Emily Banks said ongoing information 
about the health of participants was 
still needed and urged those taking part 
to keep contributing.

“The more we know, the more we can 
manage and prevent illness,” Professor 
Banks said.

HEALtHy AgEINg StUdy tAKES tHE

OF RURAL ANd REgIONAL NSW
PULSE
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“We are asking our participants to tell 
us how they’re faring five years on so 
we can unlock the secrets of healthy 
ageing by better understanding the 
causes of conditions such as cancer, 
heart disease, arthritis, depression and 
obesity. We are in this for the long 
haul and committed to recording this 
developing picture of the nation’s 
health.”

For Mr Burfitt, participation is about 
giving back to the community through 
research. 

“There are long-term benefits,” he 
said. “Hopefully it will develop data 
and reveal trends that can be useful 
for others. We have pretty good hearts 
in our family and there is no obesity, 
but we are a high risk for cancer and 
that’s something I’d like to know more 
about.”

The Sax Institute manages the 45 
and Up Study in collaboration with 
major partner Cancer Council NSW, 
and partners: the National Heart 
Foundation of Australia (NSW 
Division); beyondblue: the national 
depression and anxiety initiative; NSW 
Ministry of Health; Ageing, Disability 
and Home Care in the NSW 
Department of Family and Community 
Services; the Australian Red Cross 
Blood Service; and UnitingCare 
Ageing.

For more information, including a 
full list of published research using 
the Study, visit the Sax Institute at 
www.saxinstitute.org.au

Tim Burfitt, participant in 
the 45 and Up Study
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F or many rural and remote people 
the travel involved in keeping good 

health can be extensive and expensive – 
if you live in Adavale, Queensland, you 
will drive 11 hours to see your nearest 
cardiologist!  And when you get there, 
you may have to explain your whole 
health story again - and hope you are 
telling the most relevant details.  

Although nothing can replace the 
facility and humanity of face-to-
face contact, recent telehealth 
developments provide new and 
useful ways for patients and health 
professionals in rural areas to 

communicate with specialists. The 
personally controlled eHealth record is 
set to change the way we manage and 
access vital health information. 

The National Rural Faculty of the 
RACGP is working hard to maximise 
the capacity of rural general practice 
to successfully adopt and use e-health 
technology. Together with the 
Commonwealth and other specialist 
colleges and professional bodies, it is 
working to ensure that all components 
of the e-health system are clinically 
safe, and suitable for general practice 
and its patients

WHAt yOU SEE IS WHAt yOU gEt

tELEHEALtH

New Guidelines for inter-
professional collaboration 
between general practitioners 
and other medical specialists 
providing video consultations 
take effect from 1 July 2013.  

See www.racgp.org.au/
your-practice/e-health/
telehealth/gettingstarted/
guidelines/

Other RACGP telehealth activities include:
•	 implementation guidelines for video 

consultations in general practice; 
•	 adding telehealth services to the National 

Health Services Directory (NHSD); 
•	 developing education on video consultations; 
•	 a sponsored telehealth stream at the GP12 

conference; 
•	 a telehealth awareness campaign; and 
•	 engagement of telehealth support officers to 

assist practices implement telehealth.
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EHEALtH RECORdS

Are you a patient who is tired of 
explaining your health story to a number 
of different GPs, visiting specialists, far 
away doctors or hospital departments? 
Or are you a GP who would like to 
feel ready for tomorrow’s clinical 
consultation when a patient asks you 
about their personally controlled 
eHealth record?

The RACGP is rolling out seminars 
across Australia, as well as webinars and 
teleconferences for those in rural and 
remote areas, to help GPs effectively 
use this system and encourage patients 
to register so that their key patient 
health information is recorded and, 
with patient consent, shared with other 
healthcare providers

Seminars cover the purpose, benefits 
and opportunities of the eHealth record 
system. Also covered are practical ways 
to include the electronic health record 

in your clinical workflow, when and 
what to upload, and how to create and 
maintain a high quality shared health 
summary. 

Seminars are free and aimed at 
GPs, registrars, practice nurses, 
practice managers and staff. See 
www.racgp.org.au/your-practice/e-
health/ehealthrecords/pcehr/seminars/

The RACGP has also developed and 
released a range of policy templates, 
which general practices can adapt to 
their individual practice needs when 
registering for the eHealth Practice 
Incentive Program (ePIP). The 
practice policy templates are available 
for download from the RACGP 
website, and cover secure messaging 
delivery, clinical coding terminologies, 
electronic transfer of prescriptions and 
the PCEHR.

The National Rural Faculty is 
optimistic about the impact these 
new developments will have on rural 
communities and their health outcomes, 
and on the capabilities of general 
practitioners to provide safe, high 
quality health care in these challenging 
settings.
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T he view from my office window is 
a microcosm of life here in Timor-

Leste. Chickens are perched in the 
large tree outside the building; goats, 
pigs and water buffalo amble along the 
road; palm wine is for sale in recycled 
plastic bottles, and the basic homes 
across the road have thatched palm 
roofs and walls of rusty tin or thin 
strips of wood. The irregular traffic 
consists of motorbikes, microlets (tiny 
mini-buses) and yellow dumpsters 
which are often full of people. In the 
late afternoon a fisherman drives 
up and down with his fresh catch 
from the nearby lagoon strung over 
a pole across the motorbike. A large 
banner warning about the symptoms 
of tuberculosis moves slightly in the 
breeze, underneath the Timorese flag 
partly obstructed by the chickens’ tree.

I have been in Timor-Leste for five 
months now, volunteering at Klibur 
Domin, a Timorese NGO which has 
three main programs: 1) inpatient 
care for low dependency patients from 
Dili hospital; 2) tuberculosis (TB) 
detection and treatment including 
a community-based TB program 
and Timor’s only facility for the 

treatment of multi-drug-resistant TB 
patients; and 3) a community-based 
rehabilitation (CBR) program which 
provides therapy, assistive devices 
and social assistance for those with 
disabilities, particularly children. I 
work to support the programs, which 
involves writing reports, conducting 
research, compiling data, developing a 
website, translating and so on. I have 
been enriched by my time here and it is 
inspiring to witness the difference that 
Klibur Domin makes in people’s lives, 
despite its limited resources. 

Klibur Domin was founded in 2000 by 
Ryder-Cheshire Australia (RCA), a 
small independent charity run entirely 
by volunteers. Apart from Klibur 
Domin in East Timor, RCA operates 
three homes in Australia and supports 
a large (300 bed) home in northern 
India, Raphael, which cares for 
people with tuberculosis, leprosy and 
intellectual and physical disabilities. 
RCA continues the humanitarian 
works of Baroness Susan Ryder of 
Warsaw (1924-2000) and Group 
Captain Leonard Cheshire, VC (1917-
1992), both incredible individuals 
who after their distinguished careers 
during World War II were committed 
to relieving the suffering of others 
worldwide. Due to their efforts there 
are more than 400 homes in over 50 
countries today.

In Australia RCA supports two homes 
for persons with disabilities – in Mt 
Gambier (SA) and Singleton (NSW) 

– as well as a 93-bed home for rural 
patients in Ivanhoe, Melbourne, 
opened in 1981. The president of Ryder-

ASSIStINg 
REMOtE 
COMMUNItIES 
IN AUStRALIA 
ANd ABROAd
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Cheshire Australia, Air Commodore 
Peter Newton, AO RAAF (Retd) 
notes that Ivanhoe is RCA’s largest 
Australian home “providing excellent 
accommodation for up to 93 people from 
rural Victoria and interstate who are 
attending as outpatients at Melbourne 
hospitals.  We also welcome the families 
of inpatients and outpatients at the home.  
When people are suffering from illnesses 
or injuries and cannot afford the costs of 
lengthy stays in Melbourne, the Ivanhoe 
home offers a ‘home away from home’ in a 
friendly, caring and restful environment”. 

Past patients have come from every 
state including Tasmania and also from 
the Northern Territory. The Home has 
three buildings, often has more than 
a 95 per cent nightly occupancy, and 

has accommodated more than 15,000 
residents since its inception.  It caters 
for residents with a wide range of serious 
medical conditions, including cancer, 
those needing kidney dialysis, and 
epilepsy and acquired brain injury. No 
applicant is refused residence provided 
that she or he can walk unaided and 
is not in need of nursing care within 
the home. Patients are referred through 
their local doctor or hospital. For more 
information please call (03) 9254 2400. 

I am proud to be a small part of 
this organisation committed to 
providing for the healthcare needs of 
disadvantaged communities both in 
Australia and further afield. 

Village life in Timor-Leste.
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P angula Mannamurna Inc is 
a Community Controlled 

Aboriginal Health Service with 700 
registered Aboriginal and Torres 
Strait Islander clients. We deliver 
rural outreach clinics once a month to 
Naracoorte, Millicent, Kingston and 
Bordertown – spread over a 250 km 
radius. We are committed to delivering 
a professional service that addresses 
social, emotional and physical health 
and wellbeing. One of our main 
objectives is to increase and improve 
health literacy in the community 
and we work in partnership with our 
clients to improve their overall health 
and wellbeing. Personally controlled 
electronic health records (PCEHR) 
enable clients to have access to and 
more control over their health records.

Pangula Mannamurna Inc. began the 
laborious climb up the paper mountain 
to eHealth back in October 2012 and 
finally went live at the end of February 
2013. This whole process was made 
much easier with the knowledge and 
support provided by the Aboriginal 
Health Council of South Australia. 

My role as Medicare Officer is to assist 
clients to register for PCEHR. This was 
very difficult until recently.

SOME OF tHE ISSUES WERE:

Online registration: Firstly the 
website crashed often. It had issues 
functioning through different browsers 
and repeatedly displayed error codes at 
critical points during the registration 
process. The information required to 
identify yourself was very complicated.

PANgULA MANNAMURNA’S 
EHEALtH SUCCESS

Stefanie Birkholz on 
Close the Gap Day.
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Expense: Expenses to our organisation 
include administration costs to 
complete the copious amounts of 
paperwork required and technical 
support to install the National 
Authentication Services for Health 
(NASH) certificate. These expenses 
are not reimbursed.

Trust: No-one had heard about 
eHealth and viewed it as a ‘fad’ thing. 
Some clients are very wary about the 
inappropriate use of their personal 
information which is accessible on 
the net, as well as about government 
departments using the data for 
purposes other than those the patient 
was initially informed of, eg funding 
decisions on Aboriginal health, 
research, etc.

Education: It can be a time consuming 
task to gain enough information and 
then educate clients about the benefits 
and use of personal records. There 
are very few resources available and 
we have spent considerable time and 
expense developing our own. 

The new Assisted Registration Tool 
makes the process of registering 
clients for PCEHR much simpler. 
Clients known to Pangula with a valid 
Medicare card now take just a few 
minutes to register. To date Pangula 
has 100 clients registered and it is 
hoped that this number will increase 
as those already registered begin to use 
their PCEHR and become comfortable 
with how doctors use PCEHRs to 
improve clients’ health.

As we move forward with eHealth, 
Pangula is working in collaboration 
with Country South SA Medicare 
Local to build partnerships and 
encourage mainstream health services 
to register for eHealth. The difficulties 
we first experienced are becoming a 
distant memory. Pangula will continue 
to educate more Aboriginal and 
Torres Strait Islander people to obtain 
their own PCEHR with the aim of 
better managing their health more 
independently and effectively.

Stefanie Birkholz

NEW RESOURCE FROM MENtAL HEALtH 
PROFESSIONALS NEtWORK

“Supporting Adult Survivors of Childhood Abuse” - free webinar now available.

A collaborative approach to 
supporting adult survivors of 

childhood abuse has proven to be one 
of MHPN’s most popular webinars. 
The recording is available now for 
view or download. With various 
inquiries and Royal Commissions 

into this subject currently underway, 
the webinar provides a timely 
opportunity to hear the perspectives of 
a psychiatrist, psychologist, consumer 
advocate and GP as they discuss a 
contemporary case study based on an 
adult survivor of childhood abuse.
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F or those concerned with rural 
health and wellbeing, the Budget 

in May this year was largely a matter 
of the government keeping faith 
with major and important long-term 
initiatives. There is no doubt that, over 
time, the four policies concerned will 
have a greater impact on the health 
of people in rural areas than the more 
modest programs that are specifically 
targeted at rural health.

The four major initiatives are the Gonski 
education reforms, DisabilityCare 
Australia, improvements to public 
dental health services, and the 
National Broadband Network. In all 
four, foundations have been laid for 
very considerable impact. 

No variable is more closely related 
to health status than educational 
attainment. Funding rural schools on 
the basis of educational need should 
make it possible to equalise educational 
outcomes between city and rural areas, 
thus making a major contribution 
to greater city-country equity in 
employment, income and health.

Of these four initiatives, as yet it is 
only DisabilityCare Australia that 
has bipartisan political support in 
Canberra. This is a matter of great 
concern, particularly as, in preparing 
for next year’s budget, the government 
will have the perception of adverse 
fiscal circumstances - and possibly the 
reality as well. It is to be hoped that 
this will not be used as a portmanteau 
rationale for postponement of critical 
programs.

Considerable additional resources have 
been committed in the budget cycle for 
public dental services and the Grow 
Up Smiling program starts providing 
dental care for eligible 2 to 17 year-olds 
on 1 January 2014. The Federal 
Government will have every support 
from a wide range of interest groups to 
encourage the states and territories to 

NExT yEAR’s 
FEdERAl BUdgET

dENTAl

gONsKI dIsABIlITy
CARE
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fulfil their part of the bargain on improved oral 
and dental health services

The Alliance has passionately and consistently 
argued for high-speed broadband to be available 
at equal cost to all families and businesses, 
including in particular those in more remote areas. 
The technical means by which this is achieved 
is irrelevant as long as there are no differences 
in cost or speed. And any scheme which repeats 

some of the errors of the past, by focusing on the 
93 per cent it is easiest to reach while effectively 
writing off the 7 per cent, will be stoutly resisted.

Whatever the fiscal circumstances between 
the federal election and next year’s budget, 
Commonwealth, state and territory governments 
will closely scrutinise health expenditures. The 
situation in which health costs are driven ever 
higher by a combination of increasing public 
expectations, technical possibilities and the 

absence of productivity 
improvement is  quite 
unsustainable. As health 
advocates we will have to 
get used to the reality that 
our advice will be sought on 
which current expenditures 
can, with little adverse impact 
on health status, be reduced.

When these things happen, 
as they most certainly will, 
it should be attributed not 
to the existence of a new 
government but to the 
existence of a new reality.

dIsABIlITy
CARE

NBN
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T he Australian Government’s 
current focus on dental care 

provides an opportunity for all 
Australians and health practitioners to 
suggest ideas for real and lasting reform 
in the area. Debate about how dental 
care can be equitably and efficiently 
provided to all Australians is well 
overdue. 

The Government’s August 2012 Dental 
Health Reform (DHR) package is a 
$4.1 billion commitment to dental care 
over the next five years. Negotiated by 
the Australian Government and the 
crossbenches, it is on top of the $515.3 
million announced in the 2012-13 
Federal Budget. 

The DHR package ended the 
administratively problematic Chronic 
Disease Dental Scheme (CDDS), and 
from 1 January 2014 one part of the 
new package will replace the Medicare 
Teen Dental Plan. There will also be 
additional resources provided to state 
governments to reduce adult public 
dental waiting lists.

The establishment of a Child Dental 
Benefits Scheme (Grow Up Smiling or 
GUS) will provide children from two 
years of age up to 17 access to basic 
dental treatment such as check-ups, 
x-rays, fillings and extractions. Rather 
than providing primarily emergency 
treatment, it aims to enable children’s 
access to some basic preventive and 
routine treatment, building a strong 

foundation for their future dental 
health. This is a good start, but the 
Australian Dental Association Inc 
(ADA) is urging the government to 
frame GUS to support the provision 
of the complete range of treatment.  
Children with complex needs should 
not miss out due to the limited range of 
treatment options supported by GUS.

Studies show that 30-35 per cent 
of Australians do not access oral 
healthcare for reasons mostly related 
to disadvantage. The ADA therefore 
supports the focus on children and 
the targeting of funding to enable 
disadvantaged Australians to access 
dental care.

The Australian Government’s DHR 
package is, in effect, its response 
to the National Advisory Council 
on Dental Health’s February 2012 
report. The package will start to put 
in place the foundations for a dental 
scheme that will assist all members of 

ORAL HEALtH: gUS IS A gOOd StARt - BUt 
WHERE SHOULd tHE JOURNEy ENd?
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the community who face financial or 
similar disadvantage.

The crucial policy question that needs 
to be addressed in any dental scheme is 
this: With limited resources available 
to government, how can they be 
appropriately allocated to ensure those 
Australians in need receive quality 
dental care?

Any health scheme funded by taxpayers 
must give equity of access and be 
effective. A scheme based on these 
principles will not only best provide 
dental care to the disadvantaged, but 
will also instil further public confidence 
in it. 

Due to insufficient funding across 
the whole population base, universal 
dental schemes proposed by some 
groups will be able to offer only basic 
dental care. They will not deliver 
quality dental care to those most in 
need but will lead to poor dentistry for 
poor people and good dentistry for the 

more fortunate. Significantly limiting 
treatment options under such schemes 
is not an effective solution and shows 
little appreciation of the real problems 
facing dental care delivery in Australia. 
Under such schemes, the disadvantaged 
will still miss out on appropriate care 
while those that can afford access 
will ‘top-up’ their own treatment to 
a level that should be available to all 
Australians. 

The ADA’s proposal, DentalAccess, is 
designed to direct government funding 
to those people most in need of dental 
care. DentalAccess is specifically 
designed to provide equitable access 
to care so that all Australians will 
have the ability to receive the dental 
treatment they deserve. 

The Australian Government’s DHR 
package represents progress towards 
these goals. 

What the Australian Government 
needs to further develop and support 
is DentalAccess’ requirement for 
proactive oral health promotion and 
prevention activities. If oral health 
is to be improved and costs are to be 
kept at an affordable level, investment 
in prevention of oral disease has to be 
at the forefront of oral health policy in 
Australia. Oral health promotion, in all 
of its forms - including education and 
fluoridation of water supplies - needs to 
be an integral part of Australia’s health 
plans.

Karin Alexander 
President, ADA
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I went with Maternal Child Health on 
a walk to Risewa today. Not many 

people from Kirakira have been there. 
This is the most magical unspoilt, 
untouched, unpolluted place and is 
exactly what I expected the Solomons 
to be.  

After a twenty minute drive to the new 
bridge we walked off the side of the 
road down into the wilderness, all of us 
carrying our gear for the clinic.  These 
people are tough, very sure footed and 
walk like mountain goats.  

Our ‘two hour walk’ with knee high 
river crossings took three and a half 
hours to complete, through thigh-deep 
water and strong rapids. It included 
rock climbing and, in the rain, trekking 
through slushy ankle deep, viscous mud.  

The river we were following was just 
magnificent. It is clear and flows rapidly. 
It reminded me of the Tully or Barron 
in North Queensland - but wider.  The 
water was crisp, clear and strong.  We 
crossed the river 18 times.  The thing 

I loved about this is that there are no 
flying biting insects, no snakes, crocs or 
mozzies. It’s really incredible. There are 
however red ants: almost microscopic 
red dot ants that bite and sting like fire.

This area was severely affected by 
cyclone Freda and there are absolutely 
massive trees knocked down (so big 
they are 4-6 metres high on their sides). 
Needless to say the path was blocked 
(several times). I’m sure we were lost 
many times on the way there because 
the journey back only took two and a 
half hours. There are massive cliff faces 
that were eroded by the cyclone and 
part of the walking track was along 
this edge and it was obvious parts of 
it had fallen in. I had to watch every 
single step of this journey and stumbled 
several times, as did the others. You 
would be lucky to get out alive if you 
fell. 

We walked through banana plantation, 
taro plantation, cocoa plantation, teak, 
sweet potato, pineapple ... there would 

Walk to RiseWa

RURAL HEALtH LEgENd, BRUCE HARRIS, NOW LIvINg ON QUEENSLANd’S gOLd COASt, 

REPORtEd tO Partyline tHAt HE HAd tAKEN FOUR BONd UNIvERSIty StUdENtS 

(ALL BUshFIRE* MEMBERS) tO tHE SOLOMON ISLANdS WHERE tHEy SPENt A MONtH 

WORKINg IN REMOtE COMMUNItIES. At HIS SUggEStION, WE INvItEd ONE OF 

tHOSE StUdENtS, FIONA MCKINNON, tO SHARE HER StORy.  HERE IS ONE dAy ...

The Bond University Society of Health for Indigenous and Rural 
Experience (BUSHFIRE) is a student-run club founded by Bond University 
medical students.  The club aims to create a strong interest in rural 
and Indigenous health within the Bond University health community. 
www.gobushfire.org

*
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be no hunger if you got lost. Fortunately it was mostly overcast and the extreme 
humidity meant we were not thirsty. I was glad to be in my scrubs as the path 
was very overgrown and plant matter was constantly on your skin.

The purpose of our journey was to see five-year-olds for eye check, height, 
weight, immunisation and polio drops.  I did the needle and polio drops. Not 
one sound or one wince did these children make.  

The school is absolutely pristine.  They don’t have grass; the ground is covered 
with this non-flowering clover instead of grass. It is lush and soft and green. 
The place is exceptionally tidy and the huts and classrooms beautiful. All made 
of bamboo with banana palm roofs and minimal timber trussing. The floors 
are dirt and there is one bench down each side with books and toys on them, 
and coconut palm woven mats on the floor to sit on.  The 
main board had posters the same as our kindy children 
have with numbers, letters and pictures.  There was one 
very large proper building for an older grade. There were 
solar-powered torches plotted around the school yard, 
an amazing innovation. One hut had a small solar 
panel on its roof!  The teachers live in this part 
of the village, while the main part of the village 
is on the other side of the river. Inside, the 
classrooms were very dark. 

There are 65 children in the school. 
The older kids were peeping through 
the top of the wall and giggling, so I 
took their photos. 

On the way back, we were walked 
to the edge of the village by the two 
teachers. The walk continued and we 
had some nice heavy rainfall and some 
amazing sun showers as well.  Here it 
can rain at my back door but not at my 
side windows; pretty incredible.  My 
umbrella was most useful for both sun 
and rain. I used it to keep my bag, which 
had the clinic paperwork, dry.  

We eventually arrived back after nine 
hours of adventuring.  

Fiona McKinnon
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P eople in rural and remote communities are 
among those who stand to benefit most from 

eHealth records and telehealth.  

For online registrations for the Australian 
Government’s personally controlled electronic 
health (eHealth) record, visit www.ehealth.gov.au.  
Registration numbers were at 250,000 by early June, 
with GP software recently coming online and new 
functions available, such as the national prescribing 
repository and child eHealth record book. 

Medicare supports telehealth consultations for 
patients living in rural and remote areas with medical 
specialists through eligible local health professionals 
and aged care providers. 

Some Alliance member bodies have special programs 
to support their members to adopt and use eHealth 
and telehealth – see, for instance, the following 
websites:

•	 ehealth.acrrm.org.au - further funding for 
ACRRM to help integrate telehealth services 
into outreach areas was announced by Minister 
Plibersek on 31 May 2013.  (See the article 
about the multidisciplinary ACRRM telehealth 
advisory group in the previous issue of Partyline.)  

•	 www.racgp.org.au/your-practice/e-health/ 
(See article this issue of Partyline.)

•	 www.crana.org.au/education/telehealth/ and 
www.anf.org.au/pages/telehealth - both of these 
are part of the Nursing and Midwifery Telehealth 
Consortia for online learning about telehealth.  

The Alliance always emphasises the point that 
telehealth must be used appropriately to complement, 
not replace, local health services and professionals.

RURAL 
BENEFITS
from
EHEALTH 
RECORDS
and
TELEHEALTH



23Partyline July 2013

W hen friends of Chris Braithwaite 
learned that he had opted 

to do his 12-month post-graduate 
pharmacy internship in Mount 
Isa, remote Queensland, there was 
consternation and disbelief.  Why 
would the Adelaide-bred President 
of the National Australian Pharmacy 
Students Association (NAPSA) 
choose to go bush to further his career?  
The barriers were clear – distance, costs, 
and fear of the unknown. 

Fortunately for Chris, his fourth year 
undergraduate placements provided 
the opportunity to trial remote 
pharmacy practice in Mount Isa and 
Katherine (NT). It gave him a taste of 
rural pharmacy, and he liked it. This 
experience was critical to his decision 
to relocate and work as an intern at 
Pharmacy First in Mount Isa.  

For Chris, the highlights so far have 
been witnessing the commitment of 
health professionals and the obvious 
trust the community has in them.  
There was also inter-professional 
collaboration of a kind he had not 

witnessed during his three years 
working part-time as a student in a 
metropolitan community pharmacy. 
He emphasises the great relationships 
staff have with consumers, and while 
he still feels like the ‘new kid’, he 
is confident that he will establish 
similar relationships himself, as his 
interactions with consumers have so 
far been incredibly challenging and 
interesting. 

He still misses family and friends 
down south, but the challenge and 
excitement overcome this, as meeting 
new people and integrating into a 
community is something he enjoys. 
Some of the costs of relocation were 
offset by funding from the Rural 
Health Professionals Program (RHPP) 
and Intern Incentive Allowance for 
Rural Pharmacies. And as for moving 
into the unknown – he now regards 
this challenge as an incentive rather 
than a barrier!

Chris’s experience highlights the 
benefits and importance of pharmacy 
students going out to rural areas 
on their clinical placements.  He 
believes that students are more likely 
to go rural after graduation if they 
have experienced it before, and he 
encourages others to “Give it a go and 
see what happens”.

Chris Braithwaite

“Where the hell is that,
 and Why  Would you
   do that?”

an intern pharmacist’s 
experience
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D isabilityCare Australia (formerly 
the National Disability Insurance 

Scheme) began operations in four 
launch sites on 1 July 2013.  Thanks 
to a project funded by the Department 
of Families, Housing, Community 
Services and Indigenous Affairs 
(FaHCSIA) the Alliance has become 
closely involved in finding practical 
solutions to allow new disability care 
services to work well in rural and 
remote areas.

Our project focused on the need to 
develop a specific understanding of 
the needs of people with a disability in 
rural and remote areas, and the needs 
of their families, carers and service 
providers.  The legislative commitment 
to equity for all Australians under 
the scheme brings a requirement 
for rural and remote service 
models to be innovative, creative 
and flexible. 

A discussion paper was sent to over 
11,000 rural contacts, including Friends 
of the Alliance. Milestones during the 
project included:
•	 producing a submission to the Senate 

Inquiry on the National Disability 
Insurance Scheme (NDIS) Bill 2012 
which included recommendations 
aimed at ensuring equity for people 
living with disability in rural and 
remote areas;

•	 a submission to the Public Hearing 
of the Senate’s Inquiry into the 
National Disability Insurance 
Scheme Bill (2012);

•	 submitting recommendations 
to FaHCSIA on the proposed 
NDIS Rules;

•	 a special lunchtime workshop at 
the 12th National Rural Health 
Conference where delegates were 
able to put their views on living 
with disability in rural areas and 
service challenges; and

rural disability services 
need flexible delivery and 
adequate funding
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•	 a Roundtable in Parliament House 
on 29 April 2013 organised jointly 
by the NRHA and the National 
Disability and Carers Alliance.

A Project Reference Group comprised 
of people with direct experience of 
disability in rural and remote Australia 
supported the project and provided 
valuable insights and advice.

A final report on the Project has been 
prepared. Its main themes include: 
•	 the need for DisabilityCare Australia 

to engage with local people and 
services from rural and remote areas 
when developing support packages 
for people in those areas;

•	 the need for cultural respect when 
delivering services and support 
and through all communications, 
publications, and consultations 
about the scheme.  This was 
particularly emphasised in relation 
to Aboriginal and Torres Strait 
Islander people who make up a 
significant part of the rural and 
remote population;

•	 the need for DisabilityCare 
Australia to explicitly acknowledge 
the greater costs associated with 
providing disability support in rural 
and remote areas; and

•	 the need for a flexible approach to 
delivering DisabilityCare - especially 
important in rural and remote areas 
due to the scarcity of resources.

As the DisabilityCare Australia 
scheme unfolds the Alliance intends 
to continue to work on behalf of 
people living with disability in rural 
and remote areas.  We have gathered a 
strong ‘interest group’ of people, which 
includes the delegates who attended 
the Roundtable and our Project 
Reference Group, and we intend to 
continue to call upon these people, and 
others, for their expertise as we seek to 
advocate on behalf of people living 
with a disability. 

Readers are invited to send 
their own experiences to 
nrha@ruralhealth.org.au

F ollowing the 12th National Rural Health 
Conference (Adelaide, 7-10 April 2013) and 

based on the work undertaken at it, the NRHA has 
endorsed a set of fourteen recommendations which 
reflect many of the Alliance’s current priorities. 
These are available on the Alliance’s website 
www.ruralhealth.org.au

The NRHA itself will work to secure action 
on these proposals and encourages other 
organisations that support them to do likewise.

Priority 
recommendations 
for rural health
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I n 2011 we performed the play, My 
Dog has Stripes, for the National 

Rural Health Conference in Perth. At 
that Conference were members of the 
Royal Flying Doctor Service (RFDS) 
Central Operations. As a result, in 
2012 we were invited to tour the play, 
Six Degrees of Diabetes, about diabetes 
in males, to several locations and 
mines in South Australia. This was 
both a thrill and a challenge for me 
and the other cast members, Matthew 
King and Hamish Hughes, along with 
the Production Manager, Erin Prater. 
First, we faced flying in the small but 
luxurious Pilatus PC-12 plane, in 
which we travelled some two thousand 
kilometres over five days. Then, we 
faced the challenge of performing 

the 40-minute play in whatever space 
was available. Fortunately, the play 
consists of three men standing around 
a bar table talking, so we can perform 
it virtually anywhere.

We travelled to Ceduna for the first 
performance in a hospital reception 
area, then Prominent Hill mine, where 
we gave two performances, the first at 
7pm, the second, next day, incredibly at 
7.30am! The venue was the wet mess 
where, understandably, the miners 
were more intent on slaking their 
thirst. However, we were told on good 
authority that their ears were still open 
to the message. On to Tennant Creek 
to perform in a school hall and then 
finally to Coober Pedy where, again, 
we performed in a bar, this time at the 
local hotel. Next day I was interviewed 
by a dog for its column in the local 
paper! I mention these varied venues 
as an illustration of taking the play to 
the people, which to me is a unique 
method of health education. 

The evaluations suggested that the 
plays were “clear, identifiable and 
reinforced, and reminded people about 
the broader issues of diabetes”.  They 
also “increased people’s awareness of, 
and started the conversation about, 
mental illness”.

Later in 2012 we toured again with the 
RFDS Central Operations to the Eyre 
Peninsula, once again commencing 
with Ceduna, then to Wudinna, Cleve 
and Port Lincoln. This time it was with 
the depression play, My Dog has Stripes, 
with Margot Knight, Marcella Russo, 

HealtHPlay, 
men’s HealtH 
and tHe RFds

My Dog has Stripes being performed at the 
11th National Rural Health Conference.
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Brett Swain, and, again, myself with 
Erin. What struck me was the number 
of people who wanted to talk about 
suicide in the face of its prevalence in 
their community.

So we took the health message using 
live theatre, which many in the 
audience had never seen before, to 
a wide cross section of people in the 
outback. Not a great number in total. 
But that is surely the function of the 
Royal Flying Doctor Service. You  
measure the value of their service not 
by the number of people they treat or 

transport, but by the fact that they are 
there for those who need them. So, too, 
I like to feel that was the function of 
HealthPlay. It took a health message 
to a number of people who needed 
to hear it. And it seemed to me they 
appreciated it along with the medical 
aid delivered by the doctors.

On behalf of my cast I would to thank 
the RFDS Central Operations CEO 
John Lynch, Dr John Setchell, our 
pilots, especially Gary “Hollywood” 
Williams and the indefatigable 
Mary-Jane Honner – and of course, all 
the wonderful support teams in the 
various communities we visited.

And it all started at the National Rural 
Health Conference in Perth.

Alan Hopgood AM 
alanhopgood@
baystreetproductions.com.au

Below: The cast of Six Degrees of Diabetes: Alan 
Hopgood, Hamish Hughes and Matthew King.

PHOTO: ROYAL FLYING DOCTOR SERVICE
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T he new Associate Degree in 
Dementia Care (ADDC), offered 

through the University of Tasmania 
(UTAS), provides an opportunity for 
the aged care industry to prepare for 
the expected increases in dementia 
in the near future and offers career 
enhancement and professional 
development for employees in the 
sector across Australia, including in 
rural areas.

With the first of the baby boomers 
reaching retirement age next year, 
Australia is set to experience an 
explosion in demand for residential 
aged care facilities.  In 2010, it was 
estimated there were approximately 
180,000 people in residential care, of 
which 49 per cent had dementia. In 
addition there are approximately 
52,000 people with dementia in receipt 
of formal care in the community.  
These figures are expected to escalate 
in the coming years with an estimated 
1.1 million suffering from dementia by 
2050.  

The residential and community aged 
care sector faces a critical shortage 
of skilled Personal Care Workers and 
Community Care Workers able to 
provide quality care for people with 
dementia. This crisis is set to worsen 
without affirmative action. 

The new Associate Degree course, 
which is less than 12 months old, has 
begun to contribute to filling this gap. 
It will provide significant opportunities 
to facilitate qualification upgrading 
for an existing workforce, as well as 
training of the future workforce. 

A DEMENTIA 

COURSE FOR 

AGED CARE 

WORKERS
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In recognition of the terminal nature 
of the dementias, the Associate Degree 
will also have an explicit agenda to 
increase student understanding of 
the applicability of palliative care to 
dementia – a relationship that is poorly 
recognised in the current workforce.  

The designers of the course regard 
feedback from the students as a priority, 
and have adopted a continuous 
improvement approach. Professor 
James Vickers, Head of the School of 
Medicine at UTAS and Co-Director 
of the Wicking Dementia Research 
and Education Centre, explains.  “It 
is imperative that we develop the 
course in response to our students’ 
learning experience, to ensure that it 
meets their personal learning needs 
as well as the needs of their clients 
and workplaces, whilst maintaining 
academic credibility and the possibility 
to articulate to higher degree programs.”

The course has been designed to be 
accessible to rural students. There is a 
small amount of face-to-face delivery; 
however the majority of the course is 
delivered online, so students are able to 
participate in the course, irrespective 
of the remoteness of their location. 

“We have students studying from rural 
parts of Tasmania, such as Deloraine, 
Railton and Woodbridge and in NSW, 
such as Scone, Broken Hill and Cowra,” 
Prof Vickers said.

There are no entry requirements or 
exams and there is a full-time student 
support officer who provides a range of 
assistance.

This degree is offered part-time (50 per 
cent load) and over three semesters 
per year, taking 2.5 years to complete. 
Applications are open for intake 
into semester 2, 2013 and Aged and 
Community Services Association 
(ACSA) members may be eligible for 
a HECS waiver in 2013. There are four 
foundation subjects, followed by two 
study streams:

•	 Models of Healthcare – models 
of care, palliation and dementia 
care, communicating with people 
with dementia, and managing 
challenging behaviours; and

•	 Understanding Dementia – an 
introduction to the ageing process, 
the biology of the brain, pathology 
of dementia and the changes in 
cognition and behaviour in people 
with dementia.

“The course has been structured to 
accommodate the diverse backgrounds 
of potential students, particularly those 
more familiar with competency-based 
learning. It is also designed to cater for 
the lifestyles of many of our students 
who are working, which often involves 
juggling shifts and family commitments 
as well as their desire to study,” said 
Prof Vickers.

For more information: 
www.utas.edu.au/medicine 
Aaron Smith
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T he 
Department of 

Families, Housing, Community 
Services and Indigenous Affairs 
(FaHCSIA) has committed over 
$4 million in funding to a pilot 
program called VidKids™, to assist 
with improved delivery of Telehealth 
services to children with hearing and 
vision impairment in rural and remote 
Australia. 

The VidKids ™ program brings 
together an expert consortium of 
health service providers passionate 
about improving outreach service 
delivery to children with hearing 
and vision impairment. The VidKids 
Alliance is made up of Deaf Children 
Australia, Vision Australia and the 
First Voice national service network, 
which includes the Hear and Say 

Centre, Taralye, Telethon Speech and 
Hearing, the Cora Barclay Centre and 
the Shepherd Centre. 

Experienced health professionals from 
these organisations are connecting 
with children and families via video 
conference sessions that cater to the 
diverse needs of each child. Services 
may include language development, 
daily living skills, transition to school 
strategies, technology assistance and 
emotional support.

Telehealth 
hearing 
services 

for country 
children
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Natalie Kaine, an Occupational 
Therapist based in Vision Australia’s 
Sydney office, has recently started 
using video conferencing to connect 
with her clients in rural and remote 
NSW. “I felt a huge relief knowing I 
could provide clients living in remote 
areas with more regular support. Rather 
than travelling to my clients once or 
twice a year I am now able to make 
frequent appointments. The impact 
of regular sessions makes it easier to 
assist with their development and 
help children overcome the day-to-day 
challenges,” said Natalie.

Melanie McGown of Port Lincoln, 
South Australia, says, “We were flying 
650km fortnightly to Adelaide from 
Port Lincoln for three years to access 
specialised support for my daughter 
who has a cochlear hearing implant. 

Now she and her School 
Support 

Officer link in at the Port Lincoln 
Primary School for sessions provided 
by the Cora Barclay Centre team in 
Adelaide.”Some children undertake 
sessions in the comfort of their home 
while others like Melanie’s daughter 
link in for sessions at school. Brian 
Gabb, Principal of Port Lincoln 
Primary School, said, “The program is 
providing a vital learning opportunity 
for the student. Our support staff are 
also learning more about the needs of 
children with cochlear implants. As a 
regional school we really appreciate 
the program’s use of technology and 
assistive programs to provide our 
students with the same opportunities 
available in metropolitan areas.”

If you know a child who would benefit 
from VidKids™ visit www.vidkids.org, 
contact VidKidsInfo@visionaustralia.
org or phone 1300 365 492 for further 
information. 

Cora Barclay Centre
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I n a recent survey of 550 health 
professionals, significant numbers 

were unaware of the National Relay 
Service (NRS). Some 30 per cent of 
general practitioners were not aware 
of what the service does; a similar 
figure was reported for occupational 
therapists, with an even higher figure 
for social workers. These figures are 
troubling because an informed health 
professional may be the key for clients 
or patients who may be losing their 
hearing to learn how the NRS could 
help them. 

The National Relay Service 
helps those who are deaf  
or have a hearing or speech 
impairment to communicate 
with anyone via the telephone.

The 
service is 
also available to enable hearing people 
to ring those who are deaf or who have 
a hearing or speech impairment. NRS 

users generally make their calls on a 
teletypewriter (TTY) or through the 
internet. Conversations are translated 
between speech and text by relay 
officers who are available 24 hours a 
day, seven days a week.  

More than two million Australians 
have a significant hearing impairment 
and many others have a speech 
impairment. One in sixteen Australians 
report hearing loss at a level where 
it is an ongoing health condition or 
disability. Over half the population 
aged between 60 and 70 report hearing 
loss, and this proportion increases with 
age – to more than 70 per cent of those 
over the age of 70 years and to 80 per 
cent of those over the age of 80. In 
Australia, noise-induced hearing loss 
is also a major issue among farmers.

As people lose their hearing they 
often have to rely on others to make 

phone calls for them – losing privacy, 
independence and 

control over what 
is said. They may start to lose 
contact with friends and family 

and feel isolated. It could be 
hard for them to get help in an 

emergency. The National Relay 
Service (NRS) can play a crucial 

role in supporting people with hearing 
and/or speech impairments by helping 
them to stay independent in their own 
homes. 

For health and aged care professionals 
who want to know more about the 

HealTH 
pRofeSSioNalS

NRSaNd
THe
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service the NRS is excited to announce 
the launch of its new e-learning 
module – Understanding the NRS. 

The module is targeted to individual 
health professions – nurse audiometry, 
audiology, speech pathology, nursing, 
social work and occupational therapy 

– and there is also a general module for 
other health professions. The module 
includes true stories of NRS customers 
and video animations showing how 
the different relay call options work. 

Our survey tells us that health 
professionals are willing to promote 
the NRS, and wish to access support to 
do so. GPs and occupational therapists 
were especially enthusiastic. 

The module is a great option for health 
professionals located in rural or 
remote areas.  As 

it is online, the module can be accessed 
from anywhere at any time, and if you 
register you can stop and start the 
module according to your own pace. 

This online learning program has been 
endorsed by a number of professional 
bodies, and may help health 
professionals gain CPD points. 

We invite you to try it, and please help 
us to spread the word. 

To try out the module, 
visit the NRS website at 
www.relayservice.com.au/ 
e-learningmodule

A new e-learning module to help 
health professionals to support clients 
to use the National Relay Service.
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B eing deaf 
or hard 

of hearing 
presents many 
challenges to 
communication 
on a daily basis.  
For deaf people 
living in rural areas 
this includes the ongoing 
issue of access to health care.  The 
National Auslan Interpreter Booking 
Service (NABS) was established to 
provide free sign language interpreters 
at private medical appointments for all 
users of sign language. 

Having an interpreter present at a 
medical appointment is about access 
and equity for the deaf patient.  When 
an Auslan Interpreter cannot be present 
for a medical appointment, the deaf 
person is unable to receive adequate 
health care. The precise meaning of 
information may be lost or instructions 
for medical treatment misinterpreted. 
Deaf patients may be forced to wait for 
an Interpreter to be available, or they 
may have to resort to writing notes to 
their doctor. In cases where English 
is the deaf patient’s second language, 
much can be lost in translation and 

sometimes 
they might 
not get all 

the correct 
information.

These challenges may 
be further exacerbated 

for rural deaf people by the 
lack of interpreters living in rural and 
remote areas and the long distances 
that interpreters have to travel.

NABS is overcoming some of the 
barriers associated with shortage 
of interpreters in regional areas by 
utilising Video Remote Interpreting 
(VRI) services. VRI allows an 
interpreter service to be provided when 
an interpreter cannot be physically 
present in the room with the doctor 
and the deaf patient. 

VRI is simple. The deaf patient goes 
to the health care provider for a 
regular appointment and the health 
care provider Skypes an Auslan 
interpreter at NABS. The interpreter 
can sign via video to help the deaf 
person communicate all the correct 
information during the appointment. 

eQUal 
aCCeSS 

GoeS 
ReMoTe
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All the health care provider needs is 
a computer with internet connection 
and the appropriate devices that 
support video calls.  

VRI is a vital service. VRI should not 
replace a face-to-face interpreting 
service but it can be used in situations 
where a deaf patient requires an 
interpreter at short notice or in 
situations where providing an 

interpreter is problematic.  

NABS 
has been successfully using VRI 
for the past four years.  The medical 
practitioners who have used the VRI 
service report positive outcomes 
for the deaf patient, while the deaf 
patients comment about the increased 
accessibility – particularly at short 
notice.  

Booking a NABS interpreter either via 
VRI or face-to-face is a free service for 
private medical appointments.  Deaf 
Aboriginal and Torres Strait Islander 
people can book a free sign language 
interpreter for both public and private 
medical appointments.

To find out more about the 
NABS VRI service contact 
communications@nabs.org.au or 
phone 1800 246 945 to discuss with 
our friendly contact centre staff.

Deborah Howcroft-Miles

THE ALLIANCE
HAS AN ALL-NEW

WEBSITE

www.ruralhealth.org.au

•	 Easy-to-use	 navigation	 gives	
you	quick	access	to	latest	news,	
publications,	policy	documents,	
current	 advocacy	 work	 and	
upcoming	events.

•	 A	 dedicated	 section	 highlights	
our	current	policy	and	advocacy	
focus	areas.	

•	 Powerful	search	capacity	puts	21	
years	of	rural	and	remote	health	
information	at	your	fingertips!

•	 Share	what	you	like	on	Facebook	
and	Twitter.
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T he Jean Hailes For Women’s 
Health website (www.jeanhailes.

org.au) is dedicated to providing 
relevant women’s health education, 
information and resources for women 
and health professionals across 
Australia.  Jean Hailes makes a point 
of reaching out to women in rural and 
more remote areas in collaboration 
with local community organisations.  
Its strategy of connecting with more 
geographically isolated communities 
often involves visiting to provide 
face-to-face education programs.  

In 2012 Jean Hailes asked Australian 
women to nominate their town 
or locality as a host site for a free 
community health seminar.  Theresa 
Peady’s contribution firmly placed 
Lightning Ridge, NSW, in the lead: “I 
live at Lightning Ridge in north-west NSW.  
Our nearest large town for major medical 
services and shopping is about 350km 
away.  We have a very mixed community 
with a large component of migrant and 
Indigenous people.  Your program would 
be so beneficial to the women in our town.”

In March Jean Hailes joined with the 
Western NSW Local Health District 
and Far West NSW Medicare Local to 
present ‘Sex, health and your life: what 
outback women need to know’, a seminar 
to give women in the area the latest 
information to help them manage 
and plan for their future health.  The 
Jean Hailes team arrived in Lightning 
Ridge to a rousing reception of over 
150 women from Lightning Ridge 
and surrounds, including Walgett, 
Collarenebri, Mungindi, Brewarrina, 
Bourke and Weilmoringle.

The seminar featured leading women’s 
health experts talking about a 
variety of health topics. Elizabeth 
Farrell, a gynaecologist and founding 
member of Jean Hailes, spoke about 
menopause, followed by Jacqueline 
Boyle, obstetrician and gynaecologist, 
who spoke about the importance of 
sexual health for women of all ages. 
Jenny Geraghty, a GP for the Royal 
Flying Doctor Service, also shared 
some tips on maintaining good health. 
Gale Collins, from the Black Queen 
Theatre, provided entertainment and 

Women’s health 
in ‘the Ridge’
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MC for the event was Joan Treweeke, a 
longstanding and active member of the 
Lightning Ridge community.  Women 
also participated enthusiastically in the 
Q&A session.

A number of local community 
businesses were engaged to support 
the community seminar, which was 
evaluated as being effective on a number 
of levels – calibre of speakers, quality 
and salience of health information 
presented, and opportunity for social 
interaction.  

The Jean Hailes model of partnering 
to develop tailored health promotion 
opportunities for women in the 
local community is pivotal: together, 
partners set a shared agenda and 
goal after identifying the gaps in 
local health care knowledge.  Key 
community leaders are also engaged as 
community champions, to consolidate 
broader community buy-in for the 
event or action.  Jean Hailes also 
works closely with partners to develop 
a strong level of trust.  Conceptually, 
this means valuing partner priorities 
and individual worker skill-sets; at a 

practical level, this means ensuring 
open channels of communication and 
sharing of information with all project 
stakeholders in a timely manner.   

Importantly, the seminar approach 
serves as a catalyst for sustained and 
effective community action in the 
area of women’s health, connecting 
women and health professionals for 
a renewed focus and commitment on 
women’s health in a rural setting. This 
reinforces the edict: “The greater the 
level of local community involvement 
in setting agendas for action and in 
the practice of health promotion, the 
larger the impact.” 

For further images and videos of 
the event at Lightning Ridge, see 
www.jeanhailes.org.au/jh-in-your-
community/postcard-from

Victoria Kalapac and Louise Browne

Attendees enjoying some warm-up 
stretching exercises.

www.jeanhailes.org.au
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A llied Health Professions 
Australia (AHPA) is the peak 

body representing and advocating 
for allied health professions in 
Australia. Collectively, the 19 
national organisations within AHPA 
represent almost 65,000 health 
professionals – with over 11,000 of 
them working in rural and remote 
areas. Each of the 19 organisations 
has internal systems and networks 
for liaising with its members, 
ensuring that AHPA communicates 
with allied health professionals 
right across Australia. Current 

AHPA membership represents the 
following professions: Audiologists, 
Chiropractors, Dietitians, Exercise 
Physiologists, Music Therapists, 
Occupational Therapists, Orthoptists, 
Orthotist/Prosthetists, Osteopaths, 
Pharmacists, Podiatrists, Perfusionists, 
Psychologists, Social Workers, 
Sonographers, Speech Pathologists, 
Audiometrists, Diabetes Educators 
and Practice Managers.

There are around 120,000 practising 
al l ied health professionals 
providing direct consumer care, 
including diagnosis, treatment and 
rehabilitation, often autonomously 
and across a variety of public, private 
and not-for-profit settings. It is 
estimated that they deliver over 200 
million health services annually.

The AHPA Board has recently 
met with Ministers and Shadow 
Ministers in Canberra advocating 
for appropriate valuing of the 
contribution al l ied health 
professionals make in health and 
related services for Australians – 
wherever they live. The following 
specific points were made.

•	 In planning how to meet 
consumers’ future needs, Australia 
needs better data on the demand 
for allied health services and on 
the existing workforce.

•	 Aged care services would be 
enhanced through greater and 
more widespread utilisation of 

AdvocAting for
rUrAL HEALtH

Exercise physiologist and client.

PHOTO: AHPA AAESS



39Partyline July 2013

allied health professionals in both 
assessment and service delivery 
underpinned by a policy of ageing 
in place.

•	 The Pricing Framework for 
Australian public hospital services 
needs to appropriately factor in 
allied health services – and the 
impact of remoteness.

•	 Australians living with a disability 
need improved whole-of-life 
opportunities – with allied health 
professionals as key contributors.

•	 To provide a better quality and 
more efficient health system, allied 
health must be fully integrated 
into eHealth strategies as they are 
implemented across the country.

•	 Health outcomes for people with 
a mental illness can be improved 
through allied health contributing 
to multidisciplinary services.

•	 Accessible and affordable allied 
health services are essential parts  
of quality primary care for all 
Australians. 

Recent initiatives by the Government 
to allow consumer access to medical 
specialists via telehealth on the MBS 
have been successful. The next logical 
step in this reform is to give consumers 
equivalent access to allied health 
providers through the same means.  
This initiative would significantly 
benefit consumers with complex and 
chronic conditions living in areas of 
workforce shortage or mal-distribution.

With ageing in place at the core 
of aged care policy, it follows that 
services provided in the community 
must be accessible and equitable 
for older Australians, to maximise 

their opportunities to participate 
in community life. Rural and 
remote communities require special 
consideration where issues such as 
social isolation and depression among 
older Australians are concerned.  
Allied health professionals have the 
prerequisite skills in diagnosis and 
assessment of care needs for older 
Australians, particularly in psychosocial 
domains.  Their services could be 
affordably offered to older rural and 
remote Australians if telehealth 
services by allied health professionals 
were covered by MBS.

AHPA sees the benefits to rural and 
remote health consumers of an efficient 
eHealth system.  In the early stage 
of the national eHealth rollout the 
focus has centred on general practices 

- with significant levels of funding to 
provide incentives to GPs to help them 
participate with the necessary hardware, 
software and professional education.  
Allied health professionals have the 
capability to positively influence the 
outcomes of the national eHealth 
system and  a web based Provider Portal 
is essential for participation by allied 
health professionals while ‘on the road’, 
visiting a client at their workplace or 
residence, or in the clinic. It is essential 
that there be one universal software 
product suitable for the many different 
allied health professions.

Lin Oke 
Executive Officer, Allied Health 
Professions Australia
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R ed dust, unsealed roads, camels, 
wide open space and long drives 

were part of the journey for Australian 
Podiatry Association member and rural 
podiatrist Sara Coombes, who recently 
returned to the Northern Territory to 
provide foot care and education to 
Indigenous communities around Alice 
Springs.  

Foot health in the Territory is a 
major issue and nine out of 10 people 
with diabetes and foot problems are 
Aboriginal and Torres Strait Islander 
people. 

Sara took the long trip north to support 
the NT Health Development Team of 
the Department of Health and travel 
to communities to work with other 
primary care providers.

“The Indigenous Diabetic Foot Program 
is vital for Indigenous Australians 
and I’m pleased to say there’s been a 
growing improvement in outcomes and 
education since it began, which is very 
encouraging,” said Sara, who travelled 
with her assistant Tim to Haasts Bluff, 
Papunya, Mt Liebig, Kintore, Nyirripi, 
Yuendumu, Yuelamu and Laramba.

Aboriginal people living in the 
Northern Territory are nearly four times 
more likely to get Type 2 Diabetes than 
the rest of the population, with the 
main cause of death for those affected 
being kidney disease, followed closely 
by infection.

“We have had several instances of  
people walking about with a bottle 
top or piece of glass stuck in their foot 
for days before noticing it’s there and 
usually only because infection has set 
in.”  

The trip gave Sara and Tim many 
adventures and Sara even got to help a 
local football team.

“I had a fabulous time as always and 
the highlight of my trip was giving the 
Yuendemu football team strengthening 
and proprioception work for their 
lower limb power. The following 
night we provided first aid tips for 
footy feet, talking about quick fixes 

OUtBACK POdIAtRy - 
NO MEAN FEAt

Sara sets out on the road.
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for torn toenails, broken toes, cuts and 
puncture wounds and the importance 
of good boots to play in when possible,” 
she said.

“The coach was also very happy to 
receive information on strapping 
and taping for sore ankles and knees 
and the players all enjoyed practising 
bandaging and strapping each other!”

The program was very popular and Sara 
was happy to see many a dusty foot seek 
attention.

“Key highlights were the steady stream 
of feet coming in to see us as soon as 
people knew we had arrived.  We even 
had two men waiting for us at the clinic 
door on the Monday morning when we 
got to Nyirripi!” she said.

“I noticed that more people are wearing 
shoes and there has been a definite 

improvement in foot care in the time 
I have been coming to the Territory.”

The NT Department of Health 
currently contracts podiatry services 
from external providers for remote 
communities throughout the Territory. 
These services aim to supply specialist 
podiatry to remote areas of the NT and 
support the ongoing education and 

training of primary care staff within 
remote health centres.  Providing 
a comprehensive chronic disease 
approach to services provides clients 
with comprehensive screening, 
management and early detection of 
foot conditions, in particular annual 
screening of diabetic clients. 

Sharon Kelly

Adove: Katherine 
Napaltjarri at 
Kintore enjoys a foot 
massage and check
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T he Australian Longitudinal Study 
on Women’s Health (ALSWH) 

is one of the most comprehensive 
health studies in Australia. It has 
helped improve health services for 
Australian women located in rural 
and remote areas for 17 years. 
The health and health care needs 
of women living in these areas is 
a priority of ALSWH. The study 
provides a lot of information 
regarding the health of women 
located in rural and remote 
Australia and has been represented 
at all the National Rural Health 
Alliance Conferences over the past 
decade. 

In 1996, three cohorts of women 
enrolled in ALSWH.  Then they 
were aged 18-23, 45-50 and 70-75. 
These women represented 2-3 
per cent of their age groups living 
across Australia at that time. These 
women have provided valuable health 
information through the completion of 
surveys over the past 17 years. 

In 2011, ALSWH was provided extra 
funding by the Department of Health 
and Ageing to establish a new cohort of 

yOUNg RURAL WOMEN FOR 
WOMEN’S HEALtH StUdy

Wanted: 
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18-23 year old women from all parts 
of Australia. The aim of the study is 
to develop and evaluate health policy 
and practice relevant to women in this 
age group. Also, information collected 
from women in the original 18-23 year 
old cohort in 1996 can be compared 
with information provided by the 
current 18-23 year old cohort. For 
example, it will be possible to compare 
the incidence of depression reported by 
18-23 year old women located in rural 

and remote areas in 1996 with that 
reported by the current 18-23 year 

old cohort. Work such as this will 
highlight generational changes 
in health and health service use, 
in addition to areas in need of 
health policy change.

The big question is how to 
recruit a representative 
national sample of 18-23 
year old women for 
a longitudinal study, 
particularly those 
located in rural and 
remote areas. To 
answer this, focus 
g r o u p s  w e r e 
conducted in 2011 
and 2012, with 
women in the 
targeted age 
range l iving 
in urban and 
rural areas of 
New South 
Wa l e s  a n d 
Queensland. 
Attendees 
favoured an 
online survey 

available via a link through social 
media, particularly Facebook. They 
were open to any question being asked, 
provided the reason behind it was clear. 

Each generation faces unique 
health issues so some of the health 
issues young women face today are 
unknown. ALSWH are keen for young 
women to participate in this survey, as 
their input is likely to affect health 
policy for young Australian women 
now and in the future. For example, 
the study was used extensively in the 
2010 National Women’s Health Policy 
(health.gov.au/womenshealthpolicy). 
ALSWH’s data has also been utilised 
for an upcoming report on the health 
of women located in rural and remote 
areas across Australia.

Young women are invited to go to the 
website (www.alswh.org.au/survey) 
and complete the first health survey. By 
completing the first survey, you become 
a participant. It takes approximately 20 
minutes to complete. Participants go in 
the draw to win one of fifty $50 Eftpos 
vouchers. We encourage all 18-23 year 
old women who have a Medicare card 
to participate.

For enquiries please contact ALSWH 
via email info@alswh.org.au or call 
1800 068 081.
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Summary of health status

The Summary of Australian Indigenous 
Health Status 2012 has been released 
and is now freely available from the 
Australian Indigenous HealthInfoNet 
web resource. It is a plain language 
summary of the most recent indicators 
of the health of Indigenous people. 
www.healthinfonet.ecu.edu.au/
uploads/docs/summary-2012.pdf

Kidney health review 

A new comprehensive review of 
Australian Indigenous kidney disease is 
also available. www.healthinfonet.ecu.
edu.au/chronic-conditions/kidney/
reviews/our-review

Indigenous CPD resources 
for health practitioners

www.healthinfonet.ecu.edu.au/cpd 
is a new portal on the Australian 
Indigenous HealthInfoNet website 
that leads to research and other 
contemporary health knowledge 
in forms that have immediate, 
practical utility for practitioners and 
policy-makers.  Life-long learning 
is required for all people working in 
the health system to stay abreast of 
recent developments and emerging 
knowledge and practice. This is 
essential in order to be responsive to 
scientific and other developments and 
changing societal expectations. The 
downloadable list of publications also 
shows the estimated number of hours 
required to work through each resource.
www.healthinfonet.ecu.edu.au

NEW INdIgENOUS 
HEALtH RESOURCES

OPPORtUNIty FOR LEAdERSHIP tRAININg

A re you passionate about 
the future of rural 

health? Are you a leader 
committed to a healthy and 
resilient rural Australia? 
Why not take the next step 
and further your leadership 
skills through the Australian 
Rural Leadership Program. 
The ARLP is a 59-day residential 
program. Course 21 will be delivered 
in six sessions over 17 months between 
May 2014 and September 2015. 

Participants develop their 
knowledge and skills within 
a cohort of like-minded 
i n d i v i d u a l s  t h r o u g h 
experiential learning in 
real-life contexts.  Several 
well-known leaders from the 
health sector have done the 
program and are making a big 

difference.  James Fitzpatrick, Sabina 
Knight, Sue Brumby and Christopher 
Cliff are all graduates of the ARLP.

Applications close 31 July 2013. For 
information and application form visit 
www.rural-leaders.com.au
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O lder people in South Australia 
needing community and home 

care services are benefiting from the 
expansion of the telephone service 
Access2HomeCare. 

Country people can call 1300 130 551 
to discuss what support they may need 
to help them to continue living at 
home if they are over 65, or over 50 if 
of Aboriginal or Torres Strait Islander 
descent.  The phone-based screening 
service provides information and 
referral to local services or referral to 
the Aged Care Assessment Team.  

Previously the services were limited to 
metropolitan Adelaide and a number 
of regional towns, and there was no one 
place to get information on home and 
community care services in country 
South Australia.  As a result people 
accessed various sources, including 
GPs, local health services, hospitals 
and community organisations.  

Nino DiSisto, Executive Director for 
Ambulatory, Community and Aged 
Care with Country Health SA, said 
that Access2HomeCare was first 
introduced in limited areas across 
Adelaide, Gawler and the Barossa 
in 2008 and its success among older 
people means it is now rolled out across 
the rest of country South Australia.

“The expanded service means all older 
people across South Australia can 
now experience a more consistent and 
coordinated service with one referral 
point that aims to make it easier to link 
them with a wider range of services,” 
he said.

Services can range from assistance with 
cleaning their home through to an 
aged care assessment for a residential 
care placement.  

Operationally the Access2HomeCare 
services are administered by the 
Country Referral Unit at the Country 
Health SA Local Health Network, 
which is responsible for overseeing the 
rural public health system in South 
Australia.  

Country Health SA Local 
Health Network, SA Health

Email: health.chsaaccess2homecare@
health.sa.gov.au 

www.sa.gov.au/access2homecare

PHONE SERvICE SUPPORtS 
AgEINg At HOME

Older people from the country can 
now access Access2HomeCare in SA.

SA HEALtH WAS tHE PRINCIPAL 
SPONSOR OF tHE 12tH NAtIONAL 
RURAL HEALtH CONFERENCE.
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T he appointment of Australia’s first 
Chief Allied Health Officer will 

boost the profile of Australia’s most 
under-recognised professionals in the 
health field, and add weight to growing 
calls for a fairer distribution of allied 
health services across Australia.

Rod Wellington, CEO of Services for 
Australian Rural and Remote Allied 
Health (SARRAH), said the new Chief 
Allied Health Officer role, announced 
in March, was long overdue.

“For too long, allied health professionals 
have been overlooked by governments 
when it comes to setting health policies 
and funding initiatives,” he said.

“But try to imagine a rural hospital 
without x-rays, a regional town without 
psychologists or paramedics, or no 
speech pathologists for children with 
disabilities in farming communities. 
These are just a few of the services that 
allied health professionals provide – 
before we even consider the growing 
need for the services that many of them 
provide to the population as it ages.”

Mr Wellington said SARRAH had 
been actively lobbying for the creation 
of a position similar to the Chief 
Medical Officer and Chief Nurse, who 
have high-level access to policy makers 
in Canberra.

CHIEF ALLIEd HEALtH 
OFFICER: A FAIRER 
gO FOR RURAL ANd 
REMOtE PAtIENtS

David Butt, Chief Allied Health Officer
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“The appointment of a Chief Allied 
Health Officer will give allied health 
professionals – and their patients – a 
voice at the highest level of government 
for the first time,” he said.

Tony Windsor, the Member for New 
England, welcomed the government’s 
pledge to improve allied health services 
in rural and remote Australia.

“Allied health professionals face their 
own set of challenges in practising 
in rural and remote areas, which is 
why it’s so important to have a Chief 
Allied Health Officer focused on ways 
to overcome these challenges,” Mr 
Windsor said.

The new Allied Health Officer will 
be able to contribute to policies and 
programs to attract and retain more 
allied health professionals in rural 
and remote settings. One solution to 
this is training rural students who are 
committed to their local communities. 
SARRAH plays a strong role in 
this through its management of the 
Commonwealth Nursing and Allied 
Health Scholarship and Support 
Scheme, which last year provided 
$11 million to rural students and 
practitioners to complete or continue 
their education in allied health 
professions.

However, every year demand for allied 
health scholarships outstrips supply. 

“This year, we also had a significant jump 
in students citing financial hardship 
when applying for scholarships,” Mr 
Wellington said.

“This prompted SARRAH to request 
an additional $7.5 million from the 

Federal Government to offer more 
scholarships in 2014.”

“The need for government to fund a 
national data base on the rural allied 
health workforce within geographical 
areas, compared with the demand for 
services in those areas, is an urgent 
priority,” Mr Wellington said.

While it would not be feasible to have a 
full range of allied health professionals 
located in every rural community, 
a ‘hub and spoke’ approach can be 
effective for a country the size of 
Australia.

“Once you determine the services that 
are most in demand in each catchment 
area, you then attract the appropriate 
allied health providers to locate in 
this hub, with ‘spokes’ travelling out 
to rural and remote areas on a daily, 
weekly or fortnightly basis, as required 
by patients.”

Provision of remote clinics to more 
isolated areas is a model that many 
rural allied health providers already 
work under, in order to meet demand.

However, service provision is patchy, 
with some areas missing out. This 
leaves many patients with no option 
but to go without health care, or to 
travel for many hours, if not days, for 
treatment.

A national focus is needed – and can 
now be expected under the watch of 
the new Chief Allied Health Officer.

Louise Pemble 
SARRAH Communications Officer
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T he power of social media and the 
internet to connect people, share 

ideas, news and generate momentum 
is increasingly evident. News often 
breaks first on Twitter. If Facebook 
were a country, it would be the world’s 
third largest. 

At the same time, there is wide 
recognition that one of the best ways 
to improve healthcare is to listen 
and learn from the experiences of 
consumers – the everyday Australians 
who use and pay for our health system. 

Put these two ideas together and you 
have OurHealth, an initiative by the 
Consumers Health Forum of Australia 
(CHF) to help bring the consumer 
voice clearly and constructively to 
health policy and planning.

T h e  O u r H e a l t h  w e b s i t e , 
www.ourhealth.org.au, was purpose-
built by CHF as a social media ‘home’ 
to use the online environment to 
support consumer engagement and 
involvement in health reform.  It helps 
consumers ‘find their way’ to useful 
links and information, and encourages 
consumers to have a say: to share their 
ideas, issues and healthcare experiences 
to help improve Australian healthcare.  

Consumers know what works and 
what doesn’t in healthcare in their 
local community. Now they can 
share that knowledge, easily and at a 
time that suits them.  Consumer and 

community representatives working 
to bring the consumer perspective to 
health planning and decision-making 
can use that knowledge to inform and 
support their work on health-related 
committees all around Australia.  They 
can also access online training and a 
range of useful resources.

OurHealth is part of CHF’s  Our Health, 
Our Community Project, funded by the 
Australian Government to support a key 
lever identified by the National Health 
and Hospitals Reform Commission 
for achieving system change and 
better health care for all Australians: 
‘strengthened consumer engagement 
and voice’. The Project has two key 
elements: leadership development 
and support for the consumer and 

OurHealtH – strengthening the 
consumer voice for better health
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community members contributing at 
the governance and strategic level of 
health reform (eg as Board/Governing 
Council members of Medicare Locals 
and Local Hospital Networks); and the 
OurHealth website to involve health 
consumers and support consumer 
advocacy.

OurHealth allows safe, moderated, 
constructive consumer conversations. 
Consumers can start a conversation on 
a local issue or specific topic and share 
it with their friends and networks, 
resulting in a community conversation. 
Placing this conversation on a national 
platform allows others to learn from 
it, join it and take those issues, ideas 
and experiences across jurisdictions. 
And it allows a clearer national 
understanding to develop about the 

challenges faced by people living in 
the bush.  Local information can then 
be used to influence health policy and 
planning at a local, state/territory and 
national level.

OurHealth allows consumers with like 
interests, needs and issues to connect. 
Experiences and solutions can be 
shared. The isolation and alienation 

commonly experienced by rural 
and remote health consumers 

and consumer advocates 
can be replaced with 

connection, alliance 
and momentum. 

Of course good 
access to the 
i n t e r n e t  i n 
not something 

enjoyed by all 
Australians.  That’s 

why Ourhealth is also 
supported by a 1300 number 

(1300 700 214) to help bring the 
voices of ‘disconnected’ consumers 

to this stage.

Every voice matters and many voices 
can make a difference.

Visit OurHealth at 
www.ourhealth.org.au or contact 
CHF Consumer Relationships 
Manager, Deborah Smith, on 
02 6273 5444 or email 
d.smith@chf.org.au for 
more information.
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G eraldton played host to a Pain 
Symposium which was designed 

to provide an update on a contemporary 
approach to managing pain from a 
multidimensional perspective, and to 
facilitate the uptake of this knowledge 
into practice within the Midwest 
Region of Western Australia. Ivan 
Lin, an Assistant Professor with 
the Combined Universities Centre 
for Rural Health, was the driving 
force behind the Pain Symposium 
and, along with the combined 
organising committee, was pleased 
with the attendance on the day, which 
consisted of doctors, physiotherapists, 
physiologists, other allied health 
professionals and a pharmacist from 
the Midwest Region.

Perth-based presenters Dr Roger 
Goucke, a pain specialist, Professor 
Peter O’Sullivan, a specialist 
musculoskeletal physiotherapist and 
Mr Rob Schütze, a clinical physiologist, 
explained to the group how, by working 

together, they can best approach pain 
management for their patients. Each 
presenter discussed delineating the 
problem and gave an overview of 
pain as a health issue. The philosophy, 
approach and evidence within their 
specialist field in addressing pain were 
explained.

The group listened to a case study of a 
local person living with chronic pain 
on a daily basis. His story reinforced 
the need to work together within 
the professions to ensure the patient 
receives the correct chronic pain care 
from the onset, especially where there 
is limited access to health services.

Each of the Perth presenters gave 
their views on interventions and 
evidence, and discussions were held 
on the indications for potential 
negative impacts of radiology, 
medicalisation, medication reliance 
and the dependence and consistency 
of prescribing.

WORKINg 
tOgEtHER 
tO EASE 
PAIN

Ivan Lin, Roger Goucke, Peter 
O’Sullivan and Rob Schütze.
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T he Conference proceedings are 
available on the 12th Conference 

website: http://nrha.org.au/12nrhc  
You can watch the presentations of 
all the keynote speakers and a range 
of other presentations from selected 
streams.  Presentations include video, 
audio, PowerPoint and captioning.  
To turn on the captioning just click 
on the cc button. The site also has 
all speaker bios and abstracts, and 
links to Conference sponsors’ and 
exhibitors’ websites.

CONFERENCE 
PROCEEDINGS

TH

You can see - or see again - the 
unlikely keynote from James 

Fitzpatrick and Tanya Lehmann.

An interactive panel discussion was 
held to conclude the day. The panel 
consisted of the Perth presenters, and 
local professionals, Dr Mick Gibberd, 
Dr Ian Taylor, Amanda Burley a 
clinical psychologist with Goldfields-
Midwest Medicare Local, Ivan Lin and 
Ross McKay, a local Pharmacist. This 
was an opportunity for attendees to 
discuss how to work together better 
locally with a multi-disciplinary 
approach to pain management, to 
help ensure optimal access to pain care 

within rural and remote areas.  The 
group heard what is currently available 
in the region from local health care 
professionals.

This valuable event was sponsored by 
the Midwest GP Network, Goldfields-
Midwest Medicare Local, Australian 
Physiotherapy Association and Rural 
Health Continuing Education Stream 
2, an Australian Government Initiative.

Goldfields-Midwest 
Medicare Local
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T he National Rural Health Students’ 
Network (NRHSN) has been 

busy over the last few months, with 
club activities all across the country, 
members going on placement and 
the network launching its Optimising 
Rural Placement Guidelines.  

ANU Rural Medical Society (ARMS) 
close the gap day 

One of our recent club events was 
the ARMS Annual Close the Gap 
Ceremony, run by the Australian 
National University Rural Health 
Club during April in Canberra. The 
event aims to raise awareness about 
the gap in health outcomes between 
Indigenous and non-Indigenous 
Australians.

Delegates were encouraged to sign the 
Oxfam Close the Gap pledge, be part 
of a smoking ceremony and participate 
in a roundtable discussion about 
Aboriginal and Torres Strait Islander 
health with speakers including the 
ACT’s Minister for Education and 
Training and Aboriginal and Torres 
Strait Islander Affairs, Dr Chris Bourke.

ARMS hopes that students will take 
the lessons learned during the day and 
apply them in their own careers so they 
can do their own bit to close the gap.

Optimising Rural Placements

As the key body representing students 
interested in rural, remote and 
Indigenous health, the NRHSN 
recognises the importance of 
well-supported and positive rural 
placement experiences to attract and 
support a future rural and remote health 
workforce. The Network’s Optimising 
Rural Placement Guidelines document 
was developed to offer a student 
perspective to placement providers in 
an effort to provide a consistently high 
standard of placement. 

These guidelines were launched 
recently and provide information for 
organisations involved in providing or 
supporting health student placements 
in rural and remote Australia.

More information can be found at 
www.nrhsn.org.au/positionpapers 
and a copy of the guidelines 
can be requested by emailing 
exec@nrhsn.org.au

NEWS 
FROM tHE 
StUdENt 
HEALtH 
CLUBS

PHOTO: FRANCESCA GARNETT
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The importance of placements

An NRHSN member and NRHSN 
Community and Advocacy Portfolio 
holder, Francesca Garnett, talks about 
her John Flynn Placement Program 
(JFPP) time with Katherine West 
Health Board earlier this year:

“Getting off the bus I was greeted by my 
new mentor, Tanya Davies. Those first 
few moments in a new place, or with a 
new mentor, are always a little nerve-
wracking, but Tanya was immediately 
welcoming, offering to show me around 
town and asking if I’d like to join her 
and a few friends for dinner that night. 
I’m very glad I said yes, as I met some 
wonderful people and got a glimpse 
into life in Katherine. 

Tanya continued to support me 
throughout the placement, both 
clinically and in the community. It’s 
amazing how quickly a mentor can 
turn into a friend.

In remote clinics it’s the nurses and 
especially the Aboriginal Health 
Workers who are there 24/7 and who 
know the community intimately. I 
was very much looked after in both 

the communities I went to, and knew 
that I always had someone to call 
on for help if I needed it. This was 
particularly important when working 
cross-culturally, and there were many 
moments when I was very grateful for 
the help and knowledge of Aboriginal 
Health Workers who guided me when 
talking to patients. 

Even though I was a newcomer to 
the communities I was placed in, I 
felt welcomed despite my short stay. I 
was amazed at the friendliness of the 
community, and the amount of trust 
put in me when dealing with sometimes 
delicate clinical situations. Even just 
walking to the shops, I would always be 
greeted with a smile, and would often 
end up with an escort of kids who just 
wanted to walk me to the clinic and ask 
about my life.  

Thank you to JFPP for again funding 
my placement, it’s definitely a highlight 
of my year and I now have friends and 
colleagues in the bush who I know I’ll 
be working with in the future.”

The National Rural Health Students’ 
Network is auspiced and managed by 
Rural Health Workforce Australia.

ARMS members at the Annual 
Close the Gap Day.

Daily walk – Timber Creek, NT.

PHOTO: FRANCESCA GARNETT
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M any Aboriginal and Torres Strait 
Islander people live in remote 

communities on their traditional lands.  
Among other things this allows them 
to care for country, maintain culture 
and escape the problems that exist in 
larger towns. 

The isolation of living in remote 
communities can be reduced with 
good access to telecommunications 
services. Programs specifically targeting 
the telecommunications needs of 
Australia’s first peoples living in remote 
areas include the Telecommunications 
Action Plan for Remote Indigenous 
Communities (TAPRIC), Networking 
the Nation, and the Indigenous 
Communications Program. However, 
many remote Aboriginal and Torres 
Strait Islander people continue to 
struggle with digital literacy and have 
only limited engagement with the 
digital economy.1

The Indigenous Communications 
Program (ICP) was introduced in 2009 
and the installation phase is scheduled 
to terminate in June 2013. The ICP 
consisted of two elements, telephone 
and internet. Some 270 community 
phones were installed across Australia, 
almost 100 communities received 
public internet facilities, and over 

1 Home Internet for Remote Indigenous 
Communities: A consumer research report by the 
ARC Centre of Excellence for Creative Industries 
and Innovation, the Centre for Appropriate 
Technology and the Central Land Council, 2011.

4,000 Aboriginal people were trained 
in basic computer use.2

While the ICP made some 
important contributions to improved 
communications in remote Australia, 
there are a number of improvements 
that could be made to the design 
and delivery of future programs. For 
instance, more attention could be 
given to mobile communications. For 
a highly mobile population whose 
needs are only partly met by fixed-line 
services, the mobile phone is a most 
appropriate form of communication. 
Furthermore, smartphones offer access 
to the internet, which effectively 
provides two services in one.

There would be benefit in a new, 
innovative and flexible program that 
considers the diversity of the remote 
Australian population, takes account 
of the need for culturally relevant 
and engaging training programs, and 
recognises the importance of mobile 
communications. Where there is 
good access to communications 
infrastructure and sufficient training 
in its use, ICT can contribute to better 
outcomes in employment, health and 
education.

Michael Charlton 
Indigenous Policy Officer, 
Australian Communications 
Consumer Action Network

2 http://www.dbcde.gov.au/__data/
assets/pdf_file/0009/108684/
Indigenous_Communications_
Program_-_Fact_sheet_Final.pdf

gEttINg WISE tO SMARt PHONES
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T he Australian Journal of Rural 
Health (AJRH) is Australia’s 

premier multidisciplinary academic 
journal on rural and remote health.  
It is listed in global bibliographic 
databases including ISI Web of Science, 
Medline, and other major abstracting 
and indexing services and now has 
an impact factor of 1.545 (ISI Web of 
Science). 

AJRH publishes high quality original 
research articles and short reports 
focused on rural and remote health.  
AJRH is owned and managed by the 
National Rural Health Alliance and 
its editorial policies recognise and 
support the multi-disciplinary realities 
of health practice in non-metropolitan 
areas.  

AJRH welcomes original manuscripts 
and is focused on attracting the best 
authors to the journal and giving 
those authors an exemplary publishing 
experience. All peer review is managed 
online to assist timely turnaround to 
final decision, and to allow authors to 
track the progress of their manuscript 
through the process.

The AJRH is currently seeking 
reviewers in the disciplines of nursing, 
medicine and allied health for the 
journal’s peer review process. 

A reviewer for the AJRH should support 
the journal’s commitment to multi-
disciplinary rural and remote health 
research, practice and service systems 
and would normally be a published 
author in peer reviewed journals. As 
the reviewer, you will also need to be 
able to judge the scientific merit of 
submitted articles and their relevance 
to rural and remote health. All papers 
are sent to a minimum of two reviewers. 
Reviewers are acknowledged in the 
AJRH each calendar year. 

People interested in being a reviewer 
are asked to provide their Curriculum 
Vitae, which should include a summary 
of the research fields, topics and 
methodologies with which they have 
most experience.

For further information or to nominate 
as a reviewer please contact the Editor, 
Associate Professor David Perkins at: 
David.Perkins@gwahs.health.nsw.
gov.au

REvIEWERS SOUgHt FOR AUStRALIAN 
JOURNAL OF RURAL HEALtH
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D r Aniello Iannuzzi and Dr Peter 
Vine are the 2012 RAMUS 

Mentors of the Year. Their awards were 
announced at the 12th National Rural 
Health Conference in April.

Dr Aniello Iannuzzi is a General 
Practitioner from Coonabarabran 
NSW and has been a mentor with the 
RAMUS Scheme since 2008. He was 
nominated by RAMUS scholar Zoe 
Stephenson (5th year, University of 
New South Wales). Zoe has known 
Dr Iannuzzi and his family since she 
was a child. She describes him as a 

“respected and valued member of the 
Coonabarabran community [who] 
is instrumental to the health and 
wellbeing of its residents.

He is an inspiring mentor who, through 
his practice, highlights just how much 
you can achieve as a high quality rural 
GP, and the importance of that role.”

Zoe also said, “Dr Iannuzzi’s influence 
has been critical to my enthusiasm 
for studying medicine. He was also 
a marvellous support to my family 
and the wider community during 
the recent bushfires which have 
devastated farms, sheds and houses 
close to Coonabarabran, by providing 
support and counselling to the many 
victims. Dr Iannuzzi deserves to be 

recognised for being an inspiring 
RAMUS mentor and an excellent 
rural GP.”

Dr Peter Vine, who is Head of Campus 
at the Albury Wodonga Rural Clinical 
School of the University of New South 
Wales, has mentored several RAMUS 
scholarship holders since 2005. Dr 
Vine practised as a paediatrician in 
Albury for 22 years. He was nominated 
by former scholar, Olivia Leahy, who 
graduated from Monash University in 
2012.

In her nomination Olivia said, “In 
my five years as Dr Peter Vine’s 
RAMUS scholar, he has always been 
a passionate advocate of rural medical 
practice, quality medical teaching 
in a rural setting and optimising the 
health of our local community. Part 
of my admiration for Dr Vine is for 
the way he models how rural medical 
practitioners contribute meaningfully 
to their community.”

Dr Aniello Iannuzzi.

MENtORS OF tHE yEAR

Dr Olivia Leahy and Dr Peter Vine.
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T he fourth annual NSW Regional 
Dentistry Scholarship has been 

awarded to Amelia Judson of Bogan 
Gate in the central west of the State. 
Amelia began a Bachelor of Dental 
Science degree at Charles Sturt 
University in Orange this year.

The scholarship is sponsored by the 
Nationals Senator for New South 
Wales, John Williams, who will provide 
$4,800 of his own funds to assist 
Amelia in her studies. The scholarship 
is provided to a student with strong 

links to regional communities to train 
for a professional dental career in rural 
New South Wales.

In congratulating Amelia, Senator 
Williams said he looks forward to her 
one day providing a much-needed 
dental service in a rural and/or regional 
area.

The NSW Regional Dentistry Scholarship 
is administered by the National Rural 
Health Alliance.

NSW REgIONAL dENtIStRy SCHOLARSHIP 2013

Olivia also said, “Overall, Dr Vine has 
been a very dedicated RAMUS mentor 
and was especially generous with his 
time and availability in this, my final 
year. He has been an invaluable part 
of my medical student years and I have 
been grateful for his continued support 
and mentorship.”

The annual RAMUS Mentor Awards 
recognise and celebrate all of the 
rural doctors who make outstanding 

contributions as mentors in the 
RAMUS Scheme. The winners are 
based on nominations by RAMUS 
scholars.

The Rural Austral ia Medical 
Undergraduate Scholarship (RAMUS) 
Scheme is administered for the Australian 
Government by the National Rural 
Health Alliance.

NSW Regional Dentistry Scholarship 
holders Amelia Judson (2013), Alayne 
White (2012), Jessica Powell (2011) with 
Senator John Williams during his recent 
visit to Charles Sturt University, Orange.
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RURAL HEALtH ACROSS tHE tASMAN

I recently returned from a very exciting 
four days in New Zealand. I attended 

the first Rural Health Alliance 
Aotearoa New Zealand (RHAANZ) 
conference and annual general meeting. 
I also attended the New Zealand Rural 
General Practice Network conference, 
speaking again about the Australian 
experience in setting up our own rural 
health alliance and offering some 
‘hints’ based on what had been shared 
with me during the time with my New 
Zealand colleagues. The New Zealand 
Rural General Practice Network has 
provided considerable support to 
the development of RHANZ. The 
RHANZ conference was a half day 
that preceded the New Zealand Rural 
General Practice Network conference.

The RHANZ meeting was particularly 
exciting and rewarding. There was 
acknowledgement of the fact that 
some of those associated with NRHA 
have shared experience and resources 
with New Zealand colleagues over 
some years. The RHANZ meeting had 
outstanding speakers from the Dairy 
Women’s Alliance and the Farmers’ 
Federation. Both organisations are 
doing excellent work in health 

assessment and promotion and have 
been invited to be members of the 
RHAANZ Council. There are a 
number of significant features. First is 
the strong role of local government and 
Mayors in the new association.  This 
could be something we could think 
about in Australia and possibly emulate. 
The other was the role of primary 
health care organisations, comparable 
to our Medicare Locals, again as strong 
players in their new, energetic and 
committed RHANZ. We discussed the 
potential of sharing an international 
conference where we could learn from 
each other. 

There are many similarities between us, 
not the least a directness and sense of 
humour that makes working together 
most enjoyable. I look forward to this 
relationship continuing to our mutual 
benefit. 

Lesley Barclay  
University Centre for Rural 
Health, North Coast

Letter to the
Editor @
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UPCOMINGCONFERENCES

Extend your thinking, network, collaborate and enjoy. Whether 

you are a healthcare researcher, reviewer, guideline developer, 

clinician, educator, policy maker, administrator or consumer, this 

convention will let you explore perspectives on the evidence-based 

healthcare movement, and on getting evidence into policy.

Exchange ideas with those who are like-minded. Hear from JBI 

members, subscribers and collaborators about their experiences 

in the science and application of evidence in policy. Contribute 

to discussions on how to improve healthcare globally. 

For further details and to register visit 2013convention.joannabriggs.org

Suicide Prevention Australia 
is excited to announce the 

2013 Annual National Suicide 
Prevention Conference.

With the theme Collective Impact: 
Partners in Prevention, the conference 

will be held on 24– 26 July at the 
Sofitel Melbourne on Collins.

This conference will share information on successful Indigenous health programs existing and being implemented all over Australia and encouraging inter-agency networking at local, state and national levels.
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WINNERS ARE gRINNERS

T hank you to everyone who 
completed the 12th National Rural 

Health Conference online evaluation.  
We had a very pleasing response 
with almost 50 per cent of delegates 
completing the survey.  It has provided 
us with valuable feedback to help us 
deliver another excellent conference 
in Darwin in May 2015.

The names of those delegates who 
completed the evaluation went into a 
draw and the lucky winner of an iPad 
mini was Melanie Bish from Bendigo, 
Victoria.  Melanie doesn’t currently 
own an iPad but has been thinking 

about getting one.  We hope you enjoy 
it Melanie!

The Exhibition prize has also been 
drawn with Randstad Care winning a 
free booth at the 13th National Rural 
Health Conference.  We look forward 
to seeing Randstad again in 2015.

Thank you to all our exhibitors – they 
will remain listed on the Conference 
website so if you didn’t get the chance 
to visit them at the Conference in 
Adelaide visit their website now:  
http://nrha.org.au/12nrhc/home/
exhibitor-list/

TH

NEWS

PHOTO: RONSTAD

Christine Curphey and Ashley Steel at the Randstad exhibition 
booth at the 12th National Rural Health Conference.
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THANK yOU TO ALL OUR 
CONFERENCE SPONSORS

Find out more about our Conference sponsors 
at www.nrha.org.au/12nrhc
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F riends of the Alliance hosted a 
knitters’ space at the 12th National 

Rural Health Conference in Adelaide 
in April 2013.

Delegates of all knitting ability were 
encouraged to come along, relax and 
have a chat while knitting a small 
square or two or even a row or two. 
The squares were stitched into a large 
blanket and donated to the Nauiyu 
Health Centre in the Daly River, 
Northern Territory.

Non-knitters were also invited to drop 
in and have a yarn anyway – Friends are 
always interested to hear your rural and 
remote story!

A HAMPER FROM 
AROUNd AUStRALIA

M embers of Friends who attended 
the Conference in Adelaide 

brought with them ‘a modest 
something’ from their local community 
to contribute to the Friends Hamper. It 
was a great collection of goodies that 
served as a reminder of the diverse 
locations from which Friends had 
come to attend this Conference and 
their love for their rural or remote 
community. The winner of the hamper 
was Daryl Smeaton, outgoing CEO of 
Parkinson’s Australia.

FRIENdS 
CONtRIbUtE 
tO a GOOd 
CaUSE
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Editorial details

Partyline is the magazine 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), Millie 
Brewer (Graphic design), Gordon Gregory, Leanne Coleman, John Franze, Susan Magnay, Kellie Sydlarczuk and the 
Friends Advisory Committee.

Articles, letters to the editor, photographs, poetry 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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“This is a step up from my previous digs.”  Peter May from Tamworth won 2nd prize 
in the Friends of the Alliance Photographic Competition with this photo.
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BURN

During the quiet heat of the afternoon 
As the shadows fall like broken frames 
And the glassy sky its balm withholds 
A solitary hay bale is in flames.

Through summer’s days and summer’s nights 
Its warm heart has simmered discontent 
At last, alone, it leaves the dead; 
The burning of the penitent.

The sweet smoke pulses in the air, 
And ashes fall upon my face 
Mine another heart which yearns 
To burn there in its resting place.

For in my mind I cannot trust 
It turns against my hopes and dreams; 
Nights spent tearing at my soul 
And days restitching endless seams.

I will not go, I will not yield 
To a dark mind’s tempting lie; 
But hold fast to earth, wait for dawn, 
And watch flames dance against the sky.

Siobhan Reeves

Burn was the prize winning entry in the Friends of the Alliance Poetry Competition announced 
at the 12th National Rural Health Conference.  Siobhan Reeves has also written about the year 
she worked as a volunteer with a healthcare NGO in Timor-Leste in this Partyline (see page 12).

The photograph, by Caroline Cattle, was shortlisted in the Friends of the 
Alliance Photographic Competition.


