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Listen and learn
He came quietly amongst them, listened and went on his way.
He took with him a simple message –
”Listen. Just listen, and learn.”

Listen to the voices of those who know what can be done
if only there is flexibility and opportunity. 
Listen to the confusion of those who should have been consulted,
but have been overlooked.
Listen to the issues of geography and climate;
the price of fuel and the distances to be covered.
Listen to the frustrations of those who have to manipulate a system
designed for highly resourced, urban communities.

Then,
Listen to the excitement in the conversation 
around new services and new opportunities.
Listen to the ideas of those who can see the possibilities
for sharing a new future
and are prepared to do the work to make it happen.

Listen to the happy laughter as people gather together.
Listen to the thoughtful delivery of the stories shared. 
Listen to the voices raised in song –
Listen to the hope in a new day.

And learn!
That there are age-old needs for respect and reassurance.
That family ties are the most important.
That arrogance will lead to failure.
That no one system works everywhere.
That challenges provide the impetus for change.
And that nowhere are the skills and gifts more available
than right where they are needed most.

Rosemary Young
FRIEND
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How important is a medicare 
co-payment in tHe context of tHe 
nation’s financial circumstance?

It’s not many years ago that health 
reform was an important part of the 

contemporary policy debate. The 
‘national conversation on health’ - as it 
would now be fashionably described - 
was wide-ranging and involved many 
interest groups.

It was informed by a number of key 
inquiries and reports. A Healthier 
Future for All Australians was the 
report from the National Health and 
Hospitals Reform Commission, chaired 
by Christine Bennett. Tony Hobbs led 
on the development and publication of 
Australia’s first National Primary Health 
Care Strategy. And Rob Moodie helped 
lay the path for Australia to be the 
healthiest country by 2020.

One weekend back then the 
Commonwealth decided it was going 
to take over public hospitals from the 
states. For a slightly longer period 
Medicare Locals were going to ensure 
that coordination in primary care involved 
all health professions, not just doctors. 
Apart from anything else, this would 
give the primary care sector an adult 
relationship with the hospital sector. 

What exciting times they were! There 
were disappointments on many fronts, 
but the debate was broad, inclusive 
and ambitious.

Since last May’s Budget there has been 
one issue, and one only, in health policy 
discussions: whether or not there should 
be a co-payment in Medicare. The debate 

has pitched two fundamental principles 
in direct, winner-take-all opposition. 

The first is that a universal health 
insurance system, funded through 
progressive taxation, should give people 
access to no cost or low-cost medical 
care and public hospital services 
irrespective of their income, place of 
residence, ethnicity, health status or 
age. This is the “It’s ok for millionaires to 
be bulk billed” argument. (An important 
assumption is that they pay their full 
share of tax.)

The second is that people who are able to 
contribute to the cost of a public service 
should do so directly as well as through 
the progressive income tax system. This 
is the “People who can afford to pay 
should do so” argument.

They can’t both apply. One of these 
principles must be ‘wrong’, the other ‘right’.

Notwithstanding the importance of the 
battle between these principles, is it 
appropriate to have focused only on it?  
The short answer is no. By considering 
a hierarchy of questions one can see 
the Medicare co-payment in its proper 
perspective.

Question 1: Do we have a national 
budget emergency? No we do not. 
Rumours of the death of Commonwealth, 
state and territory financial capacity have 
been greatly exaggerated.

Q2: Do we have a medium-term 
structural budget challenge? Yes we do. 

EDITORIAL

Continued...
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We always have had. It’s the need for 
economic structural change.

It is needed because of changes in the 
relative prices of various goods and 
services around the world. Because of 
bilateral and multilateral trade deals, 
weather events in Canada and Siberia, 
and boardroom decisions everywhere.

The composition of Australia’s earnings 
is altered by events beyond our control. 
They include the rate of growth in 
China, international exchange rates, 
and the effect of changes in Australia’s 
international competitiveness (think 
motorcars and, more deeply, submarines).

Q3: Bearing in mind fairness and the 
composition and status of vulnerable 
groups, to what extent should this 
medium-term structural budget challenge 
be met through cuts in essential services 
as distinct from changes in taxation 
arrangements (eg. for superannuation, 
negative gearing, trusts), and/or 
economic growth and/or bracket creep? 

To a very limited extent, surely. 
(Relying on those last two requires 
governments to hold their nerve beyond 
one electoral cycle.)

Q4: To the extent that service cuts 
should contribute to meeting the budget 
challenge, to what extent should they 
be in essential services such as health, 
education, public housing and transport? 

Surely: to a limited extent.

Q5: Is the proportion of public spending 
going to the health sector increasing at a 
rate which is (to use another fashionable 
term) ‘unsustainable’? 

No it is not. National health spending as 
a proportion of GDP has increased from 
around eight per cent to around 9.5 per 
cent of GDP over the past 20 years and 
is forecast not to rise dramatically. The 
2015 Inter-Generational Report projects 
a decline in Commonwealth health 
expenditure but this is largely due to 
reductions in payments for health care 
to the States. These cuts are already 
affecting things like public dental health 
services - as well as hospitals. The States 
and Territories are in trouble on this front.

Q6: If the proportion of public spending 
going to health were to increase, would 
the public object? (When an economy 
is growing, a lower proportion of public 
spending  does not equate to fewer 
dollars. But an increased proportion 
for health means a lower proportion for 
some other area(s) of spending.) 

The Abbott Government’s Commission 
of Audit reported that “a rise in the share 
of the nation’s income devoted to health 
care is not necessarily a matter of policy 
concern as long as the expenditure is 
cost effective, used efficiently, and the 
benefits outweigh its opportunity cost “.

Q7: If additional resources are required 
for health and health-related expenditure, 
would the public be willing to pay more 
in taxation specifically for health (i.e. the 
Medicare levy)? Answer: not sure - but 
let’s have the discussion with them.

Q8:  In these circumstances, 
would the public be willing to pay 
more in (progressive) income tax? 
Again, we can’t be sure; but there is a 
strong case to be made for the fact that, 

…EDITORIAL
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compared with other OECD countries, 
Australia is a relatively low taxing nation 
overall when all taxes and transfer 
payments are considered. 

Q9: If all else fails and the proportion of 
public expenditure going to health has 
to fall, what proportion of the savings 
should come from:
• cutting less effective or ineffective 

MBS items (using the MSAC 
mechanism);

• reducing ‘futile care’;
• price control (through international 

comparisons) for medicines, 
prostheses and interventions;

• changing attitudes of patients and 
clinicians to health tests;

• reducing over-doctoring (maybe 
through the introduction of 
Geographic Provider Numbers); and

• workforce efficiency gains from 
changes in scopes of practice?

The first of these options provides the 
Government with a robust process for 
making sure Medicare is as efficient and 
effective as possible. Before any new 
service can be funded under Medicare 
it must be assessed by the Medical 
Services Advisory Committee (MSAC), 
an independent expert committee that 
provides advice to the Minister on evidence 
relating to the comparative safety, clinical 
effectiveness and cost-effectiveness 
of any medical service or technology 
considered for listing under Medicare. 

For several years, MSAC has been 
reviewing items that were listed on 
Medicare years ago - because some of 
them may no longer be effective or cost 
effective. So far MSAC has reviewed only 
a handful of the thousands of items listed.

Q10: What proportion of health expenditure 
goes to general practice services? In 
2013-14 it was about six per cent - one 
third of the total cost of medical services. 
This can be compared with 40 per cent to 
hospitals and 14 per cent for medicines.  

Q11: What other things could be done 
in the health sector to reduce health 
spending in the medium term? These are 
the more radical health reforms we were 
all interested in some five years ago:
• increased spending on illness 

prevention;
• finding out why some social 

determinants (eg smoking rates) are 
hard to improve - especially in rural 
and remote areas;

• integrating health, aged and 
disability care more closely; and

• having the Commonwealth and 
a single State/Territory strike an 
agreement for an integrated, unitary 
health system.

Q12: So how important is a Medicare 
co-payment in the context of the nation’s 
overall financial circumstance? 

In and of itself, it is negligible. However 
it has been of significance because it 
has chrystallised questions about the 
principles of our health system and 
has led to discussions about them. A 
Medicare co-payment is a touchstone 
issue that reveals how governments, 
bureaucracies and various interest 
groups think about the longstanding 
challenge of equitable and sustainable 
financing of health care. 

The broader health debate has been 
bankrupted - mainly because we are 
asked to believe that our governments 
are as well.
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road warriors: emergency 
medicine training in tHe 
wide Bay-Burnett region

D r Greg Treston drives over a 
thousand kilometres a month. 

That’s a lot for the director of an 
emergency department, a job that 
usually involves long hours in the 
workplace organising staff and seeing 
patients.

What makes Greg’s job different is that 
he works in Bundaberg, in the Wide 
Bay-Burnett region of Queensland’s 
central coast. Like many rural areas 
in Australia, Wide Bay-Burnett 
doesn’t have enough emergency 
medicine physicians or Fellows of the 
Australasian College for Emergency 
Medicine (FACEMs). Greg and his 
five FACEM colleagues in Bundaberg 
Hospital’s emergency department 
are the main source of emergency 
medicine expertise - not just for 
Bundaberg’s 70,000 residents, but 
also for the 180,000 plus people living 
in surrounding communities.

“We real ised there was a 
disproportionate amount of emergency 
medicine expertise centred here in 
Bundaberg and that we needed to 
distribute our knowledge more evenly 
across the district,” Greg says. “So about 
five years ago we created a District 
Director role with the aim of assisting 
with the education and upskilling of 
emergency medicine doctors in the 
area, to help build up a critical mass of 
ACEM-trained Emergency Department 
(ED) specialists who would be able to 
provide training and knowledge sharing 
at the coal face of the ED.”

The District Director – an unpaid role 
filled initially by the FACEM group from 
Bundaberg Hospital – drove down to 
the emergency departments at Hervey 
Bay and Maryborough once a week, a 
round trip of over two hundred and fifty 
kilometres.

Dr Bob Butler and the Chest Tube Simulation

PHOTOS: AuSTRALASIAn COLLEgE fOR EMERgEnCY MEdICInE
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“We were able to create some real 
benefit for Hervey Bay, in terms of 
recruiting experienced emergency 
physicians, but we all felt that 
Maryborough got left out of the loop a 
bit,” Greg recalls.

Then EMET came along.

Emergency Medicine Education and 
Training - or EMET - is a joint initiative 
between ACEM and the Federal 
Government that provides resources 
for education, training and supervision 
to the large number of doctors and 
nurses in Australia – particularly in 
rural and regional areas – who are 
not specifically trained in emergency 
medical care.

Since EMET was launched in 2011 
ACEM has worked in concert with 
doctors and other stakeholders to 
coordinate the funding of different 
initiatives. The program has carried out 
over 3,185 training sessions and more 
than 25,000 medical staff and nurses 
have attended training.

For Greg and the Bundaberg team, 
EMET came at the right time.

“With EMET we’ve been able to develop 
a wide variety of educational programs 
that could be applied to Maryborough, 
including staff succession planning, 
observation medicine, paediatrics and 
trauma team contact,” he says, “A 
regular newsletter was also created 
by one of our very talented and 
experienced FACEMs, Dr Bob Butler, 
to help communications between 
Maryborough and Bundaberg.”

These measures have helped build 
relationships and improve the level 
of interaction between the Bundaberg 
emergency department and the local 
community. The end result is better 
patient care.

“The reality is that we are very privileged 
to do this job and to work with the great 
staff here in Wide Bay,” says Greg, “We 
need to be aware that this privilege 
comes with a responsibility to give 
back to the communities in our district 
and support our rural colleagues who 
do the toughest job of all.  EMET has 
really enabled us to ‘put boots on the 
ground’ in this respect.” 

Greg also credits his team - Doctors 
Butler, Marginean, Croton, Nwufoh, 
Yousif and Johnson – for making the 
project happen. 

“Without them and our project officer 
Matt Vanderberg, there would 
be no EMET in Wide Bay.”

Nat Tunbridge
Australasian College 
for Emergency Medicine 

A passion for teaching – Dr Greg Treston

Dr Mihaela Marginean explains ultrasound

FRIEND
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tHe Hard work 
pays off for dr Jessica king

D r Jessica King is one of the 
Australian Indigenous Doctors’ 

Association’s (AIDA) most recent 
medical graduates and the Australian 
National University’s (ANU) first 
Aboriginal medical graduate. Spending 
much of her childhood growing up in 
Elliot, a small community half way 
between Darwin and Alice Springs, 
Jessica completed all her early 
education in Darwin before moving to 
Canberra when she was eighteen. 

“I started medicine when I was 30. I 
always wanted to be a doctor,” Jessica 
said. “I was in the public service for 
eight and a half years before finally 
getting the opportunity to study 
medicine at ANU.”

In January, Jessica commenced work 
as an intern at Canberra Hospital and 
will spend the second half of the year 
at Bega hospital.

“My dream is to become a rural doctor,” 
Jessica said. “My heart is in the country 
and I’m so glad I’ve got the opportunity 
to go rural as a new intern.”

As part of ANU’s training program, 
Jessica was able to spend a five-week 
rotation in Yuendumu, about 300 
kilometres northwest of Alice Springs.

“I was able to learn a lot in Yuendumu,” 
Jessica said. “I wanted the opportunity 
to experience health in rural 
communities because I grew up in one 
as a kid.”

“I was kept quite busy! A lot of people 
came in for their medications because 
about half of the houses had no fridge. 

Because diabetes is very common, 
people regularly came in to have their 
sugar levels checked and have their 
foot ulcer dressings changed.

Jessica at her graduation

PHOTO: JESSICA KIng 
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“The resources are limited in 
communities like Yuendumu. There was 
an x-ray room but there wasn’t anyone 
there at the time who was trained to 
do x-rays. There’s a visiting physician, 
remote area nurses, Aboriginal health 
workers and medical students running 
the centre.

“When you’re rural everything takes 
time, and no one is in a huge rush,” 
Jessica said. “Mind you, when 
emergencies come up, I learnt very 
quickly to trust what I was doing, to 
trust what I was hearing through my 
stethoscope. What I was seeing, what 

I was feeling. We only had a doctor out 
there every second week.

“I linked in through the kinship system. 
The people there are neighbours to 
my grandmother’s people so I have 
kinship links and family. When I got 
there, I gave them my skin name and 
that was it! When it started to spread 
through the community that I was there 
they started to come to the medical 
service to see me. I had to say ‘I’m still 
a student’. People started coming in to 
see me and I was suddenly being given 
babies! I took that as an opportunity to 

teach mothers about what sort of foods 
they should be feeding their babies.”

“All the hard work pays off. You have 
these awesome moments; you’ve 
helped a patient get through something, 
you’ve delivered a baby, you walk out 
of there and you feel amazing, you 
think ‘this is why’ and you live for those 
moments.”

Jessica is a long-time AIDA member 
and urges fellow first year medical 
graduates and medical students to take 
advantage of free AIDA membership. 

“AIDA provides amazing support for 

Indigenous students and doctors,” 
Jessica said.  “It’s important for 
Indigenous doctors and medical 
students to feel connected and AIDA 
enables this.”

“I’m hoping to go into general practice 
and aiming to go rural. But you have to 
be close to a big city to undertake your 
specialist training. I’ll just be patient 
and I’ll get there eventually.”

Australian Indigenous 
Doctors’ Association  

When you’re rural everything takes time, 
and no one is in a huge rush…Mind you, when 
emergencies come up, I learnt very quickly 
to trust what I was doing, to trust what I was 
hearing through my stethoscope. What I 
was seeing, what I was feeling.
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Albury osteopath Thanuja Vanderhoek and her family

 
a country practice

A grant from the NSW Rural Doctors 
Network made the transition 

from metro to rural a positive and 
seamless experience for osteopath 
Thanuja Vanderhoek.

Thanuja is principal osteopath at 
Complete Health Osteopathy in Albury. 
She graduated with Bachelor and 
research Masters degrees in Sydney 
and has undertaken postgraduate 
studies in osteopathy in the cranial 
field. She has completed a graduate 
certificate in manual therapy for 
neonatal and infant paediatrics at 
Victorian University.

“The decision to move to regional New 
South Wales emerged from a passing 
conversation with my husband,” says 
Thanuja.“We spoke about the stresses 
of city living and the benefits of moving 
away from the ‘big smoke’. When I did 
some further research and saw the 
real estate prices in Albury, I couldn’t 
believe my eyes. We could buy a 
house for less than a third of Sydney 
prices – I was sold!”

Thanuja has combined her 
comprehensive postgraduate study 
of cranial osteopathy and manual 
therapy for neonates and infants 
with substantial hands-on clinical 
experience. Her clinical interests are 
paediatrics, pregnancy, migraines, 
headaches, anxiety disorders and 
women’s conditions.  

“After deciding to take the plunge we 
were faced with the daunting reality 
of what it would take for my husband 
and me to relocate our businesses. 

Determined to make it work I set 
out to find help for our new venture. 
I researched our options for grants 
and while there were many rejections, 
I came across a grant from the NSW 
Rural Doctors Network.”

The transition from city to country was 
easy. Thanuja set up rooms in the 
heart of Albury and was able to get her 
client base up and running quickly. She 
soon formed great networks with fellow 
medical and allied health professionals.

“I must admit I was a little worried that 
I would miss Sydney – the harbour, 
restaurants, shopping and city culture. 
However the decrease in stress levels, 
lack of traffic, more time at home with 
the kids, no parking meters and no road 
tolls have made a very positive impact 
on our lives. We have found that living 
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kimBerley pHarmacy  
receives national award

K imberley Pharmacy Services of Broome WA, co-owned by Hannah Mann 
and Terry Battalis, has received the 2015 Pharmacy of the Year award 

from the  Quality Care Pharmacy Program and the Pharmacy Guild of Australia. 
The awards recognise achievement in community pharmacy

The remote area pharmacy was named the Excellence in 
Community Engagement category winner, before being 
judged to be the best pharmacy of the 2015 competition.  

in a rural area makes for a refreshing 
change. We have met easy-going 
people, found very good schools for 
the kids and have already had many 
amazing experiences.”

It has always been Thanuja’s dream 
to give back to her homeland of Sri 
Lanka. She has a long term ambition 
to set up a clinic there to allow children 

to enjoy the benefits of osteopathic 
treatment for free.

Meanwhile, her practice in Albury is 
flourishing and is now requiring more 
associates to meet the demand.

Irina Aristova
Osteopathy Australia  

PHOTO: THE PHARMACY guILd Of AuSTRALIA

Hannah Mann, Kimberley Pharmacy Services

We have found that living in a rural area 
makes for a refreshing change. We have met 
easy-going people, found very good schools 
for the kids and have already had many 
amazing experiences.
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Dr Ian Thong

travelling gp Brings  
pain services to  
central west nsw

R ather in the way that travelling 
salesmen used to carry around 

unusual and exotic items in their 
suitcases, Dr Ian Thong brings his 
expertise in pain management to a 
population of almost one million across 
the broad expanse of Central West 
New South Wales.

A GP in the final stages of becoming 
a pain specialist through the Faculty 
of Pain Medicine, for the past year Ian 
has been bringing specialised pain 
services to Dubbo, Mudgee, Orange, 
Lithgow, Katoomba, Parkes, Forbes 
and Cowra. Most clinics are offered 
one day a month, and a three-day clinic 
is offered in the hub of Dubbo.

With his permanent practice in Orange, 
and his home in Bathurst, Ian drives 
1,000 kilometres every week to deliver 
his unique pain service.

Absorbing the cost of travel and 
accommodation, as well as keeping 

fees affordable, he is filling an important 
role.

“Helping people who would otherwise 
not be able to access help is something 
I’m passionate about,” said Ian. 

“As most of my patients are pensioners 
or have disabilities, if I charged the 
standard fee they would never be able 
to access treatment.”

Ian’s idea to reach out to outlying towns 
was inspired while based at Sydney’s 
Royal North Shore Hospital, where he 
undertook his pain medicine studies.

“I would watch patients who had 
travelled hundreds of kilometres, and 
see all the extra pain and suffering it 
caused them, and I wanted to help,” 
he said.

“For a person with chronic pain even a 
one-hour drive can be difficult.”

With training in neuroscience, 
musculoskeletal medicine, psychology, 
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pharmacology and addiction medicine, 
Ian is a one-stop-shop. 

However, recognising the value of a 
multidisciplinary approach, he refers 
patients to local health professionals 
when necessary.

The problem, he says, is that the 
Enhanced Primary Care package 
offers subsidies for only five visits to 
primary health professionals during 
a 12-month period, while the Mental 
Health Treatment Plan offers a 
maximum of 10 subsidised visits to 
a psychologist. Therefore, he takes 
on board a lot of the work himself, to 
allow his patients to use the subsidies 
for other purposes.

The majority of his patients 
have complex chronic pain and 
comorbidities, such as chronic 
musculoskeletal disorders, migraine, 
and pain associated with cancer and 
spinal cord injury.

Rather than offer them brief visits 
with recommendations for follow 
up elsewhere, Ian sees his patients 
recurrently in order to optimise pain 
management, reduce dependence on 
medications, and improve wellbeing.

Once a patient is stabilised, he passes 
them back to the care of their GP. 
He says the challenge is to provide 

appropriate training for GPs to give 
them a better understanding of the 
multiple factors that influence chronic 
pain and the need for a multidisciplinary 
approach.

“As a GP without training in pain 
medicine, I believe I knew only 20 per 
cent of what I needed to know to help 
my patients with chronic pain.”

Next on his radar is a plan to share 
his knowledge with GPs in the region, 
so they have their own set of skills to 
provide effective care for people with 
chronic pain, leaving him to deal with 
the more complex cases.

“Delivering an effective and timely pain 
service to rural New South Wales is my 
mission,” said Ian.

“And I never have a boring day.”

Linda Baraciolli, 
Painaustralia  

I would watch patients who had travelled 
hundreds of kilometres, and see all the extra 
pain and suffering it caused them, and I 
wanted to help…For a person with chronic 
pain even a one-hour drive can be difficult.
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LEFT: Rural Health Club members with a local high school student during a visit to Wilcannia NSW 
RIGHT: NRHSN Chair David Khoo (centre) with Vice Chair Rebecca Irwin (left) and Secretary Natalie Kew

PHOTOS: RuRAL HEALTH WORKfORCE AuSTRALIA

young  
advocates for rural HealtH

T he National Rural Health Students’ 
Network (NRHSN) provides a 

voice for university health students 
interested in improving health outcomes 
for rural and remote Australians. It 
also promotes rural health careers 
to students both at university and 
secondary school.

Leading the NRHSN this year is a new 
executive committee headed up by Chair, 
David Khoo, a medical student from 
Deakin University in regional Victoria.

“One of our main priorities in 2015 
will be to advocate for better rural and 
remote pathway support for medical, 
nursing and allied health trainees,” 
says David, who is also a qualified 
nurse. “This is critical if Australia is to 
create a home-grown, multi-disciplinary 
rural workforce.”

The student network will also focus on 
Aboriginal and Torres Strait Islander 
health, including greater engagement 
with Indigenous communities. This 
will build on 2014 when 145 NRHSN 
members attended 15 Indigenous 
community events across Australia.

Another top priority will be to promote 
rural health careers to country students 
through rural high school visits. This is a 

popular program; in 2014, 300 NRHSN 
members visited 120 country high 
schools, running health activities and 
giving career talks to more than 5,000 
country students.

Joining David on the 2015 NRHSN 
executive committee are Vice Chair, 
Rebecca Irwin (ANU); Secretary, 
Natalie Kew (University of Melbourne); 
Jessica Leon (University of Notre 
Dame, Sydney); Ankur Verma (James 
Cook University); Felix Ho (Flinders 
University, Darwin); Danielle Dries 
(ANU); and Joshua Mortimer 
(University of New South Wales).

The NRHSN has more than 9,000 
members who belong to 28 Rural 
Health Clubs at universities throughout 
the nation. They include students from 
medical, nursing and allied health courses. 

The NRHSN Program is funded 
by the Australian Government and 
managed and supported by Rural Health 
Workforce Australia. Find out more at  
www.nrhsn.org.au

Tony Wells
Rural Health Workforce 
Australia  
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scHolarsHip  
supports a future rural dentist 

J arrod Brice from Euston in NSW, 
who received the 2014 NSW 

Regional Dentistry Scholarship 
(NSW-RDS), has completed first year 
of the Bachelor of Dental Surgery at 
the University of Adelaide. 

“The scholarship has made completing 
my first year of dental school possible. 
Moving away from home to start 
the new chapter in my life proved 
surprisingly expensive,” Jarrod said.

“I wasn’t even one week into the course 
before the money I had earned over 
the summer for university was gone.  
I still hadn’t bought my textbooks. When 
we were told we had three days to put 
our order in for our dental instruments 
worth $1,300 I felt overwhelmed. Two 
weeks later I received the call saying 
I was offered the scholarship. I was 
over the moon! The scholarship gave 
me the financial stability to focus on my 
studies, enabling me to complete my 
first year of university.”

Through the scholarship Jarrod also 
received mentoring support from 
dentist Dr Chris Cole, who is based 
in Armidale. “Chris supported me 
throughout the year and provided 
connections near my home town of 
Euston, were I was lucky enough to 
shadow a dentist,” Jarrod said.

The NSW-RDS is funded by John 
Williams, Nationals Senator for NSW. 
Jarrod expressed his thanks to Senator 
Williams.

“The support I have received through 
the scholarship has inspired me to do 

all that I can to give back to the rural 
community and hopefully one day start 
my own rural practice. I hope that one 
day I can pay it back with interest and 
help out someone in a similar situation.”

Applications for the 2015 NSW 
Regional Dentistry Scholarship 
closed in February and this year’s 
recipient wi l l  be announced 
soon. For more information visit  
http://ruralhealth.org.au/nsw-rds

Janine Snowie
National Rural Health Alliance   

2014 NSW Regional Dentistry 
Scholarship holder, Jarrod Brice

PHOTO: JARROd BRICE
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driving down inJuries 
and deatHs on country roads

P eople in rural and remote areas 
are significantly over-represented 

in the numbers of deaths and serious 
injuries on our roads. 

Research by the Australian Institute 
of Health and Welfare shows that 
people living outside the major cities 
have nearly twice the rate of serious 
road-related injury as those living in 
metropolitan areas. And according to 
the Australian Bureau of Statistics, 
country people are more than three 
times as likely to die as a result of a 
transport-related accident as their city 
cousins. The difference in outcomes for 
city and country people is particularly 
marked among young men; the death 
rate in transport-related accidents for 
young men aged 20-24 years living in 
the country is nearly four times as high 
as for those in the city.

These startling statistics can be 
attributed to a combination of 
factors, including vehicle and 
road characterist ics, transport 
habits, perceptions of risk and law 
enforcement rates. In country areas, 

for example, there are more dirt 
roads, more hazardous roadsides, and 
generally poorer road geometry. There 
is a greater likelihood of colliding with 
livestock and wildlife, and more heavy 
agricultural and mining vehicles on  
the road. 

Data from Austroads and the Bureau of 
Infrastructure, Transport and Regional 
Economics confirms that people in 
rural and remote areas tend to travel 
longer distances than city people, 
and this places them at higher risk 
of fatigue-related accidents. They 
generally travel at higher speeds and, 
as a consequence, have a greater 
risk of serious injury or fatality in 
the event of a crash. They also tend 
to travel in vehicles that are not as 
safe as those used by city people; 
the lower socio-economic status of 
people in rural and remote areas may 
mean that they own older vehicles, 
and give vehicle maintenance a lower 
priority. The poorer condition of country 
roads contributes to faster rates of 
deterioration of vehicles.

“country people are more than three times 
as likely to die as a result of a  
transport-related accident ”



Country people engage in risky driving 
behaviour in greater proportion than 
those in the cities. A higher percentage 
of crashes in rural and remote areas 
is attributable to fatigue, not wearing 
a seatbelt, speed, alcohol and driving 
without a license.

Much can be done to improve road safety 
in rural and remote areas. Improvements 
to the physical features of country roads, 
such as removing roadside hazards and 
having clearer road markings, have been 
shown to reduce the frequency and 
severity of rural road crashes. Expanding 
public and community transport options 
can provide a safe alternative to drink-
driving, driving without a license and 
driving while fatigued, and prevent 
vehicle overcrowding - all factors that 
contribute to road accidents. Ensuring 
that education programs are tailored to 
the specific needs of rural and remote 
people, and delivered through channels 
by which they normally receive their 
messages, is another important way of 
reducing risky behaviours, particularly 
among young men.

Better roads will enable people to get to 
primary care and rehabilitation services 
more easily, and this may lead to 
better chronic disease prevention and 
management for people in the bush. 
Patient retrievals and patient transfers 
between facilities and the supply of 
essential medicines and equipment will 
all be quicker, and this may contribute 
to better health outcomes for acutely 
unwell people. It will also be easier 
for health professionals to get to 
more isolated areas, which will help to 
address chronic workforce shortages.

The National Rural Health Alliance 
recently made a submission to the 
Senate Standing Committee on Rural 
and Regional Affairs and Transport’s 
Inquiry into Aspects of Road Safety in 
Australia, and will be interested in the 
Committee’s report.

Dane Morling
National Rural Health Alliance

PHOTO: STEvE LOvEgROvE
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mental HealtH cHallenges in 
rural and remote australia 

M ental health challenges in 
rural and remote Australia are 

widespread and serious. Although the 
prevalence of mental illness is about 
the same across the country – about 
one in five people report having had 
a mental health problem in the last 
12 months – a higher proportion of 
people in rural and remote areas pay 
the ultimate price of mental illness and 
related concerns; suicide rates in rural 
and remote Australia are 66 per cent 
higher than they are in major cities. 

There are many positive aspects to 
rural and remote living: people in rural 
areas, for example, report higher levels 
of civic participation, social cohesion 
and social capital. However, there 
are also many particular challenges 
associated with rural life. Some people 
have a sense of pessimism about 
future prospects; others experience 
financial uncertainty and pressure, 
socio-economic disadvantage, or 

struggle living with chronic conditions. 
Such challenges may well prejudice 
the mental health and wellbeing of 
people in rural areas. 

Also, people in rural Australia often 
have trouble getting to see a mental 
health professional when they need to. 
Medicare data bears testimony to this. 
They show that Medicare expenditure 
per person on mental health services 
in the bush is only 60 per cent of 
what it is in the city. This is likely to 
be because there are far fewer GPs, 
psychiatrists and psychologists per 
person practising in rural and remote 
Australia than in the cities. 

Some rural people appear to be 
suffering more than others. Farmers, 
for example, are twice as likely to die 
by suicide than the general employed 
public. The rate of suicide among 
young men living outside major cities 
is twice as high as it is in major cities. 
And the suicide rate among young 
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Aboriginal and Torres Strait Islander 
people is five times higher than that for 
young non-Indigenous Australians. 

In response to these startling statistics, 
the National Rural Health Alliance has 
developed three modest proposals that 
will help make it a little easier for people 
in rural areas to access the mental 
health care they need. The proposals 
are as follows.

 Introduce Medicare rebates for 
telehealth services delivered by 
psychologists and others through 
existing programs, such as Access 
to Allied Psychological Services 
(ATAPS),  and Better Access to 
Psychiatrists, Psychologists and 
General Practitioners.

 Continue mental health first 
aid training for Rural Financial 
Counsellors. Funding for the 
program is due to cease on June 
30, 2015.

 In consultation with Indigenous 
experts, speed up the availability of 
culturally-appropriate online mental 
health resources specifically for 
Aboriginal and Torres Strait Islander 
people, perhaps using Aboriginal 
Health Workers with special training 
in e-mental health.

The Alliance has taken these proposals 
to Parliamentarians, suggesting that 
they should be considered for funding in 
the upcoming Budget. We will continue 
to advocate for these proposals in 
the coming months because they are 
cost-effective and practical measures 
that would make a real difference to the 
health and wellbeing of people living in 
rural and remote Australia. 

The Alliance has recently published 
a Fact Sheet highlighting some of the 
issues relating to mental health in rural 

Australia. It has also published a Rural 
Mental Health Help Sheet with valuable 
information on where to find advice 
and support. Both are available at 
http://ruralhealth.org.au/factsheets/
thumbs

Anne-marie Boxall
National Rural Health Alliance  

Mental Health
In RuRal & Remote austRalIa

20%

About 20% of Australians had 
a mental health problem in the 
past 12 months. Rates do not 
vary much across the country

60%

BUT
Rural  
per capita Medicare 
expenditure  
on mental health is

of what it is in 
major cities

SUicide RATeS: RURAl & ReMoTe vS MAjoR ciTieS

66% higher
The rate of suicide is

in the country than 
in major cities

The rate of suicide among  
men aged 15-29 who live 
outside

is twice as high
major citiesto die by suicide than the 

general employed public

Farmers 2x
more likely

The rate of suicide among 
young Aboriginal and 
Torres Strait islander  

people (aged 15-24)

5x than that for  
non-indigenous 
people

higher

Get all the facts at
www.ruralhealth.org.au/factsheets
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“Here’s a cHallenge for you: 
descriBe tHe australian 
HealtH system”

A nyone who submits for an 
Australian Department of Health 

tender is supposed to demonstrate 
their understanding of the Australian 
health system. That’s a pretty tricky 
thing to do. Many people say that 
Australia has a large number of health 
agencies, policies, interest groups and 
professions - but no ‘system’ as such.

GeNeRAl pRACTiCe

Take general practice training and 
education as an example. Over the 
last decade there has been a huge 
investment in: doubling medical 
training places; establishment of 
Rural Clinical Schools; increasing 
exposure of junior doctors to general 
practice and rural practice before 
they choose their vocational training 
pathway through the Prevocational 
General  Pract ice Placements 
Program (PGPPP); increasing general 
practice training places; developing a 
national framework for Rural Medical 
Generalists; and training opportunities 
for GPs in regional hospitals to develop 
advanced specialised skills to mitigate 
the problems of mal-distribution of 
medical specialists. 

All these strategies were starting 
to have traction to improve access 
to medical care in rural and remote 
Australia. Then the rug gets pulled! 
The PGPPP is defunded and 
management of the Australian General 
Practice Training Program is shifted 
from General Practice Education and 

Training (GPET) - which has been 
decommissioned. The number of 
Regional Training Providers will be 
reduced, and current providers (and 
others) will be required to tender for a 
smaller number of provider contracts. 
While this has largely been done to 
reduce administrative costs it creates 
huge uncertainty for those doctors 
choosing their vocational pathway and 
acts as a disincentive for junior doctors 
to choose to train as a GP. 

AfTeR HoURs pRiMARy 
CARe seRviCes

GPs used to do it, could bill for it and 
receive a Practice Incentive Payment 
for providing the service. With the 
establishment of the Medicare Locals 
(MLs), they got the after-hours 
services money. Some MLs set up 
elaborate processes (which sometimes 
disengaged the GPs) while others just 
split the money up and gave it back to 
the GPs to continue to do what they 
did before. Now there is a review (a 
good idea), but while we wait for the 
outcome, uncertainty in the system 
continues.

pRiMARy HeAlTH 
NeTWoRks

Divisions of General Practice were 
re-birthed as Medicare Locals which 
are soon to be re-birthed as Primary 
Health Networks (PHNs). PHNs will 
be commissioners of services and 
programs but not service providers. 
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Except for providing practice support 
services for GPs! 

The confusion reigns not only in the 
Medicare Local space, but with the 
Local Health Networks/Districts. Who 
do they negotiate with if trying to get 
integrated care programs happening? 
What’s happening to the services MLs 
currently provide? How will this all play 
out in the transition process? How 
do you maintain continuity of service 
when clinical and program staff start 
jumping ship because they don’t know 
whether the current ML will become a 
PHN (and not a service provider) or 
stay as a service provider (but may not 
be a preferred provider) under the new 
commissioning framework?

iNdiGeNoUs AdvANCeMeNT 
sTRATeGy

A number of MLs and non-government 
organisations receive funding under 
the Indigenous Advancement Strategy. 
Applications under the last round 
closed in October 2014. However, 
the announcement of which services 
and programs will be funded has 
been delayed by six months. Given 
such uncertainty, it is very difficult to 
keep staff. How do you maintain the 
motivation of community members 
to develop or back new programs in 
this environment? How do you plan 
ahead when funding contracts are for 
12 months? 

Such examples as these suggest that 
the main theoretical underpinning of the 
Australian health sector is chaos theory.

Name withheld at author’s request  

Such examples as these suggest that the 
main theoretical underpinning of the 
Australian health sector is chaos theory.
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Icebergs In DarwIn?

T he National Rural Health 
Conference is a mighty event. 

Every second year it becomes a 
temporary high-energy community 
focused on determined efforts to 
secure better health, wellbeing and 
health-related services for the people 
of remote and rural areas.

People from all around Australia have 
it in their diaries well ahead of the date 
and look forward to sharing information 
and views with others from similar 
communities and health care settings.

This time around, on 24-27 May 
2015, it’s Darwin’s turn. A significant 
proportion of the discussions at the 
Conference will deal with issues 
experienced in more remote areas. 
People in the Top End tend not to see 
themselves as ‘rural’: they are proud 
to be in ‘remote or regional Australia’!

The four days are organised in such 
a way as to enable the temporary 
community created at the Conference 
to agree on a set of priority 

recommendations. This builds a bridge 
from the many discussions - formal and 
informal - in the Convention Centre to 
actions expected of governments and 
others in a position to respond. It is, if 
you like, knowledge transfer effected 
through the Conference’s Sharing Shed.

Because of the Conference’s location 
in Darwin, for the first time it will include 
a significant focus on the international 
region to Australia’s North. Special 
guests from Papua New Guinea, Timor 
Leste, Tuvalu and Palau will discuss 
issues relating to infectious diseases 
in the region; under- and over-nutrition; 
and frontline primary care.

There will be five concurrent (or 
‘breakout’)  sessions, with 10 
streams. In total there are over 200 
presentations in these sessions, 
ranging from Building recruitment and 
retention for the remote allied health 
workforce, by Narelle Campbell, at 
11:00am in stream A1 on Monday; to 
Engaging and empowering clinicians 

Darwin Convention Centre
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to provide a sustainable telehealth 
service, by Lisa Deeth, at 12:15pm 
on Wednesday. Narelle is Director, 
Cl in ical  and Interprofessional 
Education with the Northern Territory 
Medical Program, while Lisa works at 
the Mt Lofty Heights Nursing Home 
in the Darling Downs Hospital and 
Health Service.

Competition for concurrent session 
spots on the program was strong, with 
all abstracts submitted being ranked 
according to agreed criteria. The titles 
of the streams, such as Mental health 
care, Rural youth and rural practice, 
Self-care and harm reduction, and 
Smarter, safer homes were built on the 
mix of abstracts received.

The top-ranked abstract was entitled 
Lessons from the best to better the 
rest: quality improvement in Indigenous 
primary health care, from Annette 
Panzera and Sarah Larkins at James 
Cook University in Cairns.

There will be special colloquiums, 
carefully managed to result in 
strong recommendations for action, 
on Men’s health, Broadband 
for the bush, and Planning and 
managing rural health services.

Arts and health activities will again 
infuse and enthuse the Conference. 
There wi l l  be photographic 
exhibitions, a weaving workshop, and 
performances and displays from the 
Alliance’s friends at Barkly Regional 
Arts. Local arts producer and manager 
Kieren Sanderson is pulling together 
this ambitious arts program. See the 
article overleaf for more details.

The Northern Territory Government 
has come to the party with some 
support, as have the Alliance’s close 
friends from HESTA, Carers Australia 
and the Royal Flying Doctor Service. 
The supporters list also includes the 
Fred Hollows Foundation, Larrakia 
Nation, the Australian National 
University, Indigenous HealthInfoNet, 
the Regional Arts Fund, beyondblue, 
Somerville and Barkly Regional Arts.

These are only a few of the program 
highlights - just the Top End of the 
iceberg, as it were.

Come and see it for yourself before 
it all melts away.



The Grey Panthers
Ella Watson-Russell and 

Lynette Lewis Hubbard 
rehearsing Gift of Life

CemeNTstars  
(DCA drama workshops for young 

people with disabilities)

PHOTO: CEMEnTSTARS gROuP PHOTO: JESS dEvEREuxPHOTO: TOnY RIvE

being well:  
arts and health @ 13nrHc 

N orthern Territory artists and 
arts organisations are set to 

play a prominent part in the Darwin 
Conference. The spirit, talent and 
cultural diversity of arts and health 
practice in remote, rural and regional 
Australia will be reflected in the 
presentations of local NT groups. 
Strong Indigenous involvement will be 
led by the NRHA’s partner organisations 
Larrakia Nation and Barkly Regional 
Arts. There will be plenty to see and do.

In addition to a welcome ceremony, 
Larrakia Nation, representing 
Indigenous owners of Darwin, will 
present key cultural and health activities. 
They will include a participatory 
workshop on pandanus weaving from 
the Gunga weavers - originally from 
Arnhem Land - in which participants 
will make a mat, basket, dilly bag or 
fish trap using pandanus leaves, which 
have been dried, stripped and died 
using local plants. Larrakia’s award 
winning health service programs – 

including Arts in the grass and Care 
co-ordination - will be featured in 
concurrent presentations during the 
Conference. There will also be a (men 
only) didgeridoo workshop led by Tony 
Lee, in which participants will learn 
more about the cultural significance 
of the didgeridoo and master the art 
of circular breathing to create different 
tones.

Barkly Regional Arts, based in Tennant 
Creek, will present a ‘Pop Up Gallery’ 
illustrating the wide range of arts 
services it supports across the 320,000 
square kilometre region it covers.  
The Pop Up Gallery is an interactive 
space to see, hear and explore the 
vibrant art ecology of the Barkly. 
There will be short films; Indigenous 
musicians singing songs from home; 
and two exhibitions - Digital Mapping, 
an interactive online map of Canteen 
Creek created by Dion Beasley 
(Cheeky Dog artist) and photographic 
display; and Conversation Plates, a 
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ceramic exhibition telling the story 
of the Barkly. There will be a rotating 
display of visual arts works: ceramics, 
weaving, fabric printing, scarves and 
canvas works.

Gift of Life is a 30 minute performance 
which explores issues around organ 
donation. Written by Darwin playwright 
Ben Graetz, the play was commissioned 
and is produced by Artback NT in 
collaboration with Donate Life NT.  
Following the performance there will be 
a Q&A session to explore the issues 
that this sensitive topic raises.

Delegates will be able to take a bus ride 
across town to visit Darwin’s oldest town 
camp, Bagot Indigenous Community. 
They will visit the Child Australia Out of 
School Hours Care (OSHC) service at 
Bagot Community. The service caters 
to children and families and works 
holistically to improve outcomes across 

the community. You will meet the OSHC 
team and some of the children who live 
at Bagot Community and discover how 
creative activities are part of daily life.

My Sisters’ Kitchen Feast of Stories will 
let you follow the remarkable journeys 
of women from refugee and migrant 
backgrounds, discover a new Darwin, 
and marvel at how food and the arts 
can support and inspire.

More details are available on the 
Conference website (http://ruralhealth.
org.au/13nrhc) – register now so you 
don’t miss out.

Peter Brown
National Rural Health Alliance  

My Sisters’ Kitchen Imagine Me
Jellyfish installation - Beautiful Monster,  

Aly de Groot, monofilament (fishing line) 2013

PHOTO: BRETT HEnMAn PHOTO: MY SISTERS’ KITCHEn PHOTO: dARREn CLARK
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Pre-conference events

If you can be in Darwin on Sunday 
24 May, there is a smorgasbord of 

pre-conference events before the main 
Conference starts officially at four o’clock.

Details of what’s on the menu are 
at http://www.ruralhealth.org.
au/13nrhc/preconference. There you 
can find the details about and register 
for any of the pre-Conference events.

Highlights will include a joint AHHA/
NHPA workshop on how performance 
of the new Primary Health Networks will 
be measured. The workshop will help 
service managers, clinicians, consumers 
and researchers to make better use of 
data for improving patient outcomes.

Four of Australia’s peak Indigenous 
health bodies are combining to present 
a workshop on Cultural responsiveness: 
an action based approach to cultural 
safety. Participants will have the 
opportunity, in a safe environment, 
to engage in practical activities to 
enhance their ability to take culturally 
responsive action.

If you have been frustrated by the task 
of writing up your research reports 
for publication, the Australian Journal 

of Rural Health is again running its 
instructive and popular Writing for 
publication workshop.

The Pharmaceutical Society of 
Australia is running a multidisciplinary 
workshop on Medicines in the Bush. 

If social media is your thing - or if you 
think it ought to be - Dave Townsend is 
leading The rural health guide to social 
media: learn how to survive and thrive 
online.

For small organisations faced with the 
challenge of fundraising - and which is 
not! - close friends of the NRHA David 
Zerman and Sarah Barzel are leading 
on Fundraising possibilities through 
storytelling about the people and 
places of your organisation.

There are two ACRRM professional 
GP training workshops, a CareFlight 
MediSim Trauma Care workshop, and, 
if you’re lucky, there may still be a seat 
left the bus tour to Nauiyu Nambiyu 
Community.

Hurry now before the tables are all 
cleared away. 

PHOTO: LuKE ARKAPAW 

from ‘Window Seat: (the) way to work’, a photographic exhibition at the 13th Conference
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The sharing shed: helping move 
from ‘talkfest’ to planning meeting

Th e  N R H A’ s 
Sharing Shed is 

an online site allowing 
a l l  C o n f e r e n c e 
d e l e g a t e s  t o 
contribute to the 
writing and ranking 
of recommendations 
for action. These are 

sent to governments and other bodies in 
a position to make changes to policies 
and programs that will improve health 
services in remote and rural areas.

The work done through the Sharing 
Shed plays a key part in setting the 
agenda for the rural and remote health 
sector for subsequent years.

Delegates can access the Sharing Shed 
via personal laptops, tablets and smart 
phones – or on a number of computers 
in the Convention Centre. They can 
submit their own recommendations and 
comment on those already posted.

Concurrent session chairs and scribes 
will enter recommendations generated 
in their sessions. A Conference 
Recommendations Group reviews 
the recommendations received, takes 
account of the level of support indicated 
by delegates, and presents priority 
recommendations to a plenary session for 
the comments and approval of delegates.

A good recommendation is an evidence-
based proposal for action directed at a 
person or agency in a position to act on 

it, with some indication of how the costs 
will be met and what the timeline should 
be. It might ask a particular government 
for a new health-related program to be 
established or an existing one changed. 
It might be directed at schools, 
universities, TAFE or an RTO to create 
a new curriculum or course. It might 
ask the NRHA or other organisations 
to lobby on a particular issue. It should 
accurately reflect responsibility for the 
issue of concern: there’s no sense 
in asking ‘Canberra’ to do something 
that falls within the responsibilities of 
local government. When implemented, 
a good recommendation will lead to 
improved health outcomes.

A recommendations roundtable is 
held during the Conference to further 
refine the priority recommendations. 
The process culminates in the plenary 
session on Wednesday when delegates 
will be asked to agree formally to a set 
of priority recommendations before they 
are presented to Governments and 
other agencies.

After the Conference, all organisations 
concerned with rural and remote health 
and wellbeing will be encouraged to act 
on and promote those recommendations 
that interest them. This can help assure 
the future for health and health services 
in rural and remote areas in five and ten 
years’ time.
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W ith a tweet, photo, selfie or short 
video…tell the world why you 

love rural and remote Australia.

Share your thoughts through your 
favourite form of social media, or email 
them to conference@ruralhealth.org.
au and we will post and tweet them  
for you.

The #loverural campaign is one way 
you can celebrate and promote the 
things that make rural Australia a great 
place in which to live and work.

Some of the best #loverural 
contributions will be displayed at the 
13th National Rural Health Conference 
in Darwin. And if you’ve supported this 
campaign by following us on Twitter and 
liking our Facebook page you can pick 
up your free #loveruraltshirt, courtesy 
of Carers Australia, from the Alliance 
booth in the Conference Exhibition!  

why do you #loverural?

want to  
win an ipad?

Enter the #loverural Facebook selfie 
competition.

Go to http://www.ruralhealth.org.au/
loveruralcomp to find out how.

Leanne Coleman
National Rural Health Alliance       
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Friends at the conference

F riends of the Alliance is a network 
of people and organisations that 

come together to support the work 
of the National Rural Health Alliance 
and provide additional grassroots 
connections for its work. Friends will be 
involved in a variety of events at the 
Darwin Conference.

FriendS HAMPer
If you are already a Friend, please 
bring a small item from your region for 
inclusion in the Friends hamper. The 
hamper will displayed throughout the 
Conference at the Alliance booth in the 
Exhibition and one lucky Friend at the 
Conference will be able to take it home.

GettinG Friendly SeSSIoN
Hosted by Friends of the Alliance. 
If this is your first time at a National 
Rural Health Conference, you are 
encouraged to attend this session. 
This is a special opportunity to find out 
how to get the most out of attending 
the Conference and to meet new and 
old Friends!

Don’t forget to bring some business 
cards for swapping!

PHoTo AND PoeTry 
CoMPeTITIoNS
Amateur photographic and poetry 
competitions will highlight life in rural 
and remote Australia. The top 20 
entries will be displayed in the foyer of 
the Darwin Convention Centre and the 
winners will be chosen by Conference 
delegates.

UNSUNg Hero AWArD
The Unsung Hero Award recognises 
those who make a significant but 
largely unrecognised contribution to 
the health and wellbeing of Indigenous, 
remote or small rural communities. 
They are the quiet achievers who 
work tirelessly with little recognition or 
reward. The winner will be announced 
at the Conference dinner.

Join Friends to be part of the 
Conference fun. Membership is open 
to individuals and organisations. You 
can join at the Conference at the 
Alliance booth in the Exhibition, or by 
downloading an application form from 
www.ruralhealth.org.au/friends

For more information, contact me on  
(02) 6285 4660.

Kellie Sydlarczuk
Friends Manager,
National Rural Health Alliance  
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Northern Territory
Why aren’t you here?

Supported career pathways and great 
professional development opportunities

Coordinated and integrated health care

Flexible working arrangements

A focus on health promotion 
and preventative care

Yes, this 
could be 

‘you’

Remote practice in Aboriginal 
communities

Working as part of  multi-professional team

Experience cultural richness and diversity

Unique opportunities for skilled professionals to make a difference 
to the health of remote and Aboriginal people

See you again in Darwin in October 2015 at the National Medical Education 
and Training Conference Registrations are now Open!

www.prevocationalforum2015.com

Contact
Medical - (08) 8985 8132
Nursing and Midwifery - 1800 000 648

Visit
www.theterritory.com.au

www.health.nt.gov.au
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Opportunities for health 
professionals in the nT

T he Northern Territory offers a 
unique experience for health 

professionals in health and community 
care: from remote Aboriginal health to 
tropical health and urban tertiary care. 

Opportunities for health professionals 
who want to make a difference, 
particularly in Indigenous health, 
include:
• posit ions based in remote 

communities; 
• urban/regional based positions 

providing visiting services to remote 
communities; 

• telehealth medical services providing 
telephone and/or videoconferencing 
advice remotely from anywhere in 
Australia; 

• working in a col laborat ive 
multidisciplinary team approach; 

• primary health care in Aboriginal 
health, remote health, acute care 
and community services; and 

• flexible work arrangements.

The Department of Health, the largest 
Government department in the 
Northern Territory, works in partnership 
with a wide range of non-government 
health care providers and provides 
direct primary health care services 

to over 50 remote communities. 
Comprehensive health care services 
are provided across more than 1.3 
million square kilometres, with over 
22 per cent of the total population 
living in very remote areas. Services 
include but are not limited to: primary 
health care; public health and tropical 
medicine; hospital services; community 
health; prison health; emergency 
care; medical evacuations; care 
and treatment for chronic disease; 
maternal and child health programs; 
and preventive services for sexual 
health, oral health, hearing health, and 
women’s and men’s health. 

In the challenging context of cultural, 
remote, geographical and climatic 
diversity the Northern Territory has 
a high burden of chronic disease. 
It provides unique opportunities for 
research and health care related 
tertiary sector partnerships locally, 
nationally and internationally. 

Act now to join the NT Health workforce 
and make the best move of your health 
career.

Northern Territory Department  
of Health  

Northern Territory
Why aren’t you here?

Supported career pathways and great 
professional development opportunities

Coordinated and integrated health care

Flexible working arrangements

A focus on health promotion 
and preventative care

Yes, this 
could be 

‘you’

Remote practice in Aboriginal 
communities

Working as part of  multi-professional team

Experience cultural richness and diversity

Unique opportunities for skilled professionals to make a difference 
to the health of remote and Aboriginal people
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royal Flying Doctor service 
western and central Operations

I n the past year the Royal Flying 
Doctor Service of Australia has 

touched the lives of more than 280,000 
Australians through its emergency 
rescue and essential primary health 
care services.

The RFDS operates the most 
comprehensive aeromedical service in 
the world with, nationally, five primary 
health facilities and 
63 aircraft located 
at 21 bases. Behind 
the aircraft, we also 
have passionate and 
dedicated people and 
valuable relationships with partners 
in business and the community.

In Western Australia, services are 
delivered from five bases - Jandakot, 
Kalgoorlie, Port Hedland, Derby and 
Meekatharra. With 14 turbo prop aircraft 
and one jet which are fitted out as flying 
intensive care units, the RFDS provides 
24-hour aeromedical services to people 
living in the most rural and remote 
locations across the state. The first new 
RFDS base in 50 years will be built in 
Broome to assist with the high demand 
for services in the Kimberley region.

The RFDS in WA also provides inter-
hospital patient transport, telehealth 
medical services (with more than 
30,000 phone calls with medical advice 
and assistance per year), GP clinics, 
oral health services and RFDS Medical 

Chests which contain pharmaceutical 
items for emergency treatment, pain 
relief and preparedness for evacuation. 
The RFDS Life Flight Jet can carry 
up to three stretchered patients and 
three medical staff at once, and reach 
anywhere in the state within three hours.

Demand for services is at record 
levels, with over 35,000 patients in WA 

receiving aeromedical 
transport and attending 
GP clinics last year. 

In the past year the 
RFDS in WA developed 
the bariatric stretcher 

for transporting larger patients, who 
are either too heavy or too tall for 
regular stretchers.

Western Operations also signed an 
agreement with its long-term aviation 
partner Pilatus Limited for the purchase 
of four new aero medical jets scheduled 
for delivery from 2017. These new 
aircraft will be able to transport three 
stretchered patients, can travel at twice 
the speed of the current Pilatus PC12 
aircraft, and have the capability to land 
on short and dirt airstrips. 

The RFDS sections work together to 
provide a unified service across the 
country. 

Every day in South Australia and the 
lower half of the Northern Territory 
RFDS Central Operations conducts an 

Outback retrieval
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average of 43 aeromedical transfers, 
with services ranging from emergency 
primary evacuations to inter-hospital 
patient transfers and fly-in primary 
health care clinics.

RFDS Central Operations also delivers 
oral health, mental health and healthy 
living and wellbeing programs and a 
Rural Women’s GP Service. 

It administers Medical Chests to 
remote communities and homesteads; 
delivers telehealth services; and runs 
a Rural Emergency Skills Program for 
rural and remote health professionals.

Central Operations operates 14 aircraft 
from bases in Adelaide, Port Augusta 
and Alice Springs. It also operates the 
Marree Health Service overseen by a 
resident Community Health Nurse and 
the Alice Springs Tourist Facility in the NT.

Typical fly-in Primary Health Care 
Clinics include visits to families and 
workers at station homesteads along 
the Birdsville Track, to the North-

West Pastoral district and Gawler 
Ranges and to health clinics in Yalata, 
Ceduna and to communities in the 
NT. It also regularly flies allied health 
professionals to remote clinics and 
communities.

Mental health clinicians employed 
by the RFDS conducted 4,090 
consultations last year as part of the 
Mental Health Outreach Program, 
mainly to communities in the lower half 
of the NT. 

With the support of the Li Ka Shing 
Foundation, Central Operations delivers 
the RFDS Healthy Living Program which 
targets chronic illness by providing 
education on fitness and diet to people 
living in remote communities.

To find out more about the RFDS visit 
www.flyingdoctor.org.au. 

royal Flying  
Doctor Service 

FRIEND
CONTRIBUTED BY A

Central Operations Primary Health Team on  
Deep Well Station in remote South AustraliaOutback retrieval
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carers australia

C arers Australia is the 
national peak body 

representing Australia’s 
2.7 million carers. Carers 
are people who provide 
unpaid care and support to 

family members and friends who have 
a disability, mental illness, chronic 
condition, terminal illness, an alcohol 
or other drugs issue or who are frail 
aged. Carers Australia’s vision is for 
an Australia that values and supports 
the contribution that carers make to 
the people they care for and to the 
community as a whole. 

Caring in a rural and remote community 
can be a different experience to 
providing care for someone in a 
major city. According to the Australian 
Institute of Health and Welfare’s 2013 
report on Australia’s welfare, the 
proportion of family and friend carers 
to the general population is fairly 
constant across Australia. However, 
those in rural and remote areas have 
relatively poor access to services and 
supports including doctors (particularly 
specialists), employment services, 
telecommunication services, disability 
services, and government offices such 
as Centrelink, Medicare and the Family 
Assistance Office. Other challenges 
identified by carers from rural and 
remote areas include high levels of 
social isolation, significant mark-ups on 
the cost of aids and appliances, lack of 
wheelchair-friendly options, high rates 

of mental illness in some communities 
and a lack of trained mental health staff.

Carers Australia welcomes discussion 
at the 13th National Rural Health 
Conference around improving access 
to the services and supports that people 
in rural and remote communities need.

If you would like to know more about 
Carers Australia or if you are an 
unpaid carer and would like to know 
more about available services and 
supports, contact 1800 242 636 or 
visit carersaustralia.com.au. You can 
also follow us on Facebook or Twitter.

Carers Australia is a proud sponsor of 
the 13th National Rural Health 
Conference 2015.

Carers Australia  

FRIEND
CONTRIBUTED BY A

Young carer Jauhari Wright 
and his mother, Noor Wright
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toowoomBa:  
tHe spiritual Home of ‘rural HealtH’

T he 1st National Rural Health 
Conference was held in 

Toowoomba in 1991, and the city has 
retained a special place in the hearts 
and minds of people in the rural and 
remote health sector. At the centre of 
this special relationship have been 
the Toowoomba Hospital and the 
Cunningham Centre which, much to 
their credit, have sponsored the Infront 
Outback Research Grants and the 
Louis Ariotti Memorial Award at every 
National Rural Health Conference.

Staff from the Cunningham Centre 
and the Toowoomba Hospital are 
keen to continue to promote and 
develop the sector, particularly 
through rural and remote health 
research. The Toowoomba Hospital 
Foundation (THF), in partnership with 
the Cunningham Centre, developed 
the Infront Outback Research Grants 
and the Louis Ariotti Memorial Award. 
These initiatives are offered with the 
generous support of the Foundation, 
under the leadership of the CEO, Peter 
Rookas and the Chair of the Board, 
Ray Taylor.

Two Infront Outback Research 
Grants, to the value of $10,000 each, 
are awarded at each Conference to 
promote and support health research 
relevant to practice and policy in 
Australian rural or remote health. 
The grants enable researchers to:
• undertake preliminary 

developmental work;
• develop further knowledge; and

• undertake relevant fieldwork related 
to a rural or remote research project. 

Previous recipients include Merrin 
Brown, Ruth Barker, Linda Taylor, 
Rachel Payne, the Health Issues 
Centre and the Australian Health Care 
Reform Alliance, Gillian Gould, Jane 
Gately, Priya Martin, Sue Charlton and 
the 2013 winners Leanne Craigie and 
Ben Ryan.

Ben Ryan, a recipient in 2013, used 
the Infront Outback Research Grant 
to support research into the impact 
of cyclone, flood and storm disasters 
on public health infrastructure, and 
non-communicable diseases in rural 
and remote areas of Queensland.

The prestigious Louis Ariotti Memorial 
Award is also sponsored by the 
Toowoomba Hospital Foundation. 
It is to recognise and encourage 
excellence and innovation in rural and 
remote health. The Award is named in 

Ben Ryan, 2013 Infront Outback 
Research Grant recipient

PHOTO: BEn RYAn
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honour of Dr Louis Ariotti, a legendary 
bush practitioner who contributed 
significantly to improving health in rural 
and remote areas of Queensland.

Recipients of the Award are judged to 
have made a contribution to the rural 
and remote health sector that:
• represents excel lence and 

innovation in the rural or remote 
health field in Australia;

• changed, improved promoted or 
advanced rural and remote health 
in Australia; and

• d e m o n s t r a t e d  s i g n i f i c a n t 
professional achievement which has 
given impetus and knowledge to the 
rural and remote health sector.

Those recognised through the 
conferment of this award include Lyn 
Fragar, John Humphreys, Max Kamien, 
Sabina Knight, Gordon Gregory, Roger 
Strasser, Sharon Davis, Peter Macneill, 
Nancy Piercy, Geraldine Duncan, Vicki 
Sheedy, Brenda Massuti and the 2013 
winner, Lucie Walters.

Lucie Walters, 2013 recipient, said: 
“There is no doubt that the Louis 
Ariotti Memorial Award has supported 
my passion for rural medicine…I 
feel a responsibility to live up to the 
reputations of these good people 
and have fire in my belly to continue 
to contribute to collective efforts to 
improve health outcomes for rural and 
remote Australians.”

The Infront Outback Research Grants 
and the Louis Ariotti Memorial Award will 
again be presented at the 13th National 
Rural Health Conference in Darwin. 

The long-standing collaboration 
between the Cunningham Centre, the 
Toowoomba Hospital Foundation and the 
National Rural Health Alliance embodies 

the theme of the 13th National Rural 
Health Conference ‘People, Places, 
Possibilities’. Through the grants we 
acknowledge ‘people’ for their creativity, 
who work in widespread ‘places’ 
(rural and remote), creating endless 
‘possibilities’. We aim to continue to do 
this for many years to come. 

For more information, please visit 
the Cunningham Centre website - 
http://www.health.qld.gov.au/
cunninghamcentre/

Ansmarie Van erp
Cunningham Centre, Darling 
Downs Hospital and Health 
Service,Queensland Health  

“The Louis Ariotti Memorial Award  has  
supported my passion for rural medicine”  

Lucie Walters, 2013 Award recipient

PHOTO: LuCIE WALTERS
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sea cHange of a different 
kind: country gp lends a 
Hand in remote png

F or Dr Bruce Slonim, a typical day in 
2014 began with a bumpy banana 

boat ride to treat villagers in one of 
Papua New Guinea’s most isolated 
areas. 

Bruce and his wife Gayle, from Corowa 
NSW, spent the best part of the year 
volunteering in PNG’s remote New 
Ireland Province with the non-profit 
organisation Australian Doctors 
International (ADI).  

“There are very few doctors in New 
Ireland and the health facilities are in 
dire need,”  said Bruce. 

For two weeks of each month, the 
Slonims would set out from the 
provincial capital with a team of 
local health workers - including two 
dentists, a physiotherapist, HIV nurse, 
eye nurse, maternal child nurse and 
logistics officer - to treat patients who 
would otherwise never see a doctor or 
a hospital. The Integrated Rural Health 
Patrol teams, made possible by a 
partnership between ADI and the New 
Ireland provincial government, spend 
three days at each of the Province’s 

27 remote health centres - their arrival 
announced to villagers across the local 
radio. 

“It was difficult to get to some of these 
places,” said Gayle, a teacher by 
profession and logistics extraordinaire 
on patrol.  “We’d boat-hop along the 
coast from village to village, taking all 
our fuel, dry food, medical equipment 
and even our mattress with us. If we 
were lucky, we’d catch a fish for dinner 
on the way.”

In a country with an estimated one 
doctor per 17,068 people, and where 
85 per cent of the population live in 
rural and remote areas, the patrol 
teams are desperately needed.  
PNG ranks lower than Bangladesh 
and Myanmar on the UN’s Human 
Development Index, and according to 
the World Health Organisation, has the 
worst health outcomes in the Pacific. 
Maternal mortality rates are among the 
highest in the world and diseases like 
tuberculosis, malaria and pneumonia 
are commonplace. 

Bruce and Gayle Slonim in New Ireland, PNG On a banana boat in New Ireland, PNG
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“We would see six to ten people a 
day with acute malaria when we were 
on patrol,” said Bruce. “The really 
hard part is that you get treatable, 
preventable diseases that are almost 
never seen elsewhere.”

The poor infrastructure and health 
facilities mean the ADI doctors and 
local health workers have to make do 
with very little. 

“Things like pain relief in childbirth 
are unheard of,” Bruce said. “Night 
deliveries are done with torches or 
kerosene lamps and most of the health 
centres don’t even have water.” 

Despite the challenges, the Slonims 
say they’ve seen their work is making 
a difference.

“On our first trip in 2012, we did mainly 
primary care because we were treating 
people who had never seen a doctor 
before,” said Bruce. “It’s encouraging 
to see we’ve been able to do a lot more 
preventative health work in the villages 
this time around. We’re now getting 

people coming along for regular wellness 
checks to test things like blood sugar 
before they get really sick; and we’ve 
gone from just doing tooth extractions to 
talking about oral health and the risks of 
chewing betel nut, for example.”

“Island work is hard and can be 
very frustrating but there is always 
something that happens out of the 
blue, or in the most remote corner of 
the jungle, that makes it a fulfilling 
day,” Bruce said. “We feel incredibly 
privileged to have been able to work 
in New Ireland like this and we hope to 
go back again.”

ADI is currently looking for volunteer 
doctors and health managers to work 
in PNG on 6-12 month assignments. 
Visit the ADI website, www.adi.org.au 
for information about the terms and 
conditions.

May Slater
Australian Doctors International    

Bruce and Gayle Slonim with the local 
health team in New Ireland, PNG
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Dr Bruce Slonim in New Ireland, PNG
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tHe apunipima way

A punipima Cape York Health 
Council is an Aboriginal and 

Torres Strait Islander community 
controlled health organisation that 
delivers comprehensive primary 
health care to 11 remote Cape York 
communities. Apunipima emerged 
from a health conference held in 1994 
attended by representatives of 17 Cape 
York communities and associated 
homelands who were concerned about 
the poor health status of Cape York 
Aboriginal and Torres Strait Islanders.

Apunipima’s approach is to ensure 
the social and cultural determinants 
of health are addressed to assure our 

ability to achieve wellness outcomes in 
Cape York. It was developed with and 
by community, recognising the unique 
cultural, gender and social issues of 
each individual community and the 
importance of incorporating cultural 
constructs in the way we develop and 
deliver services and programs.

The Apunipima way has five components:

Strong organisational foundations: 
the organisation demonstrates good 
corporate and clinical governance, 
good fiscal management, meets 
compl iance and legis lat ive 
obligations, has and works towards 



the right workforce and meets all 
industry standards.

The heart of Apunipima way: this 
looks at where health fits into 
establishing safe, healthy, smart, 
culturally secure, sustainable and 
employed communities.

An efficient financial accountability 
framework that enables funding to 
go to areas of agreed community 
need, minimises overheads and 
maximises frontline service funding, 
and has community oversight and 
accountability for outcomes. 

Apunipima’s model of care is an 
evidence-based model developed 
for the uniqueness of Cape 
York communities. 

A reciprocal accountability framework 
that holds us accountable to 
Government and community but 
also allows us to hold Government 
and community accountable for 
their actions.

“The Apunipima way requires 
commitment from all levels of 
government and community leaders 
(cultural, social and elected) to think 
differently and innovatively, use 
resources smarter and allow community 
to take leadership in the design, 
delivery, monitoring and evaluation of 
the Cape York health system,” says 
Apunipima’s CEO, Cleveland Fagan.

Apunipima Cape york 
Health Council  

Continued...

navigating tHe HealtH system

P eople living in the Wheatbelt and 
Great Southern regions of Western 

Australia who suffer from a chronic 
condition are able to access the health 
care they need, when and where they 
need it, thanks to Health Navigator, a 
collaboration between Silver Chain and 
Country Health WA.

Health Navigator provides an integrated 
and coordinated primary health service 
to regional communities. Through 
phone and telehealth, the program 
helps clients effectively manage their 
conditions, working in partnership with 
their GP and other health care providers.

Silver Chain Regional Manager for 
Primary Health, Lesley Pearson, said 
that people living in rural areas often 
don’t know what services are available 
and how to access them. Health 
Navigator helps people with chronic 
conditions to find their way to the 
services they need. 

“We assess the client, provide 
information and advice about available 
support and services and arrange any 
necessary referrals and appointments. 
We also support clients to develop a 
personalised plan with actions to help 
them to better manage their condition.” 
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“We work with the client to ensure 
they follow through on actions by 
linking them with appropriate services, 
assisting them in developing behaviour 
orientated goals and supporting them 
to achieve these goals.”

Since the program was launched as a 
pilot in October 2013, Health Navigator 
has continued to grow, with more than 
300 clients referred to the service since 
it started. 

One such client, Mr Black, was initially 
referred to his local hospital because 
he was unable to walk 20 metres 
without getting breathless. This led the 
nurses to query if his lung condition 
was being managed. 

An assessment with Health Navigator 
revealed that he had not had a recent 
medication review and he was referred 
to his GP, who sent him for respiratory 
testing. During the testing he was shown 
how to use his medication correctly and 
his breathlessness improved.  

Since then, he has also started an 
exercise program and his fitness has 
increased. He also intends to start 
losing weight. 

One of the best outcomes for Mr Black 
though was the change in his outlook 
and his attitude towards his wellbeing. 
Knowing there were people dedicated 
to helping him gave him increased 
confidence when dealing with health 
professionals, leading to better 
outcomes. 

Health Navigator provides a supportive 
environment in which clients can set 
and achieve their own personal goals. 
Mr Black’s experience is just one 
example of how a small intervention 
can have a great client outcome.

The Health Navigator program is funded 
by the Western Australian Government’s 
Royalties for Regions program.

Laura Wilson
Silver Chain Group  

Helping people with chronic conditions to 
access the health care they need

PHOTOS: SILvER CHAIn
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losing your Hearing doesn’t 
mean losing toucH

M urph Emond is a retired truck 
driver from Meredith in rural 

Victoria. After a bout of meningitis 
when he was two, he lost some of 
his hearing. As he aged, he became 
almost entirely deaf.

His wife Jen had to make all the phone 
calls on his behalf. That was until Murph 
and Jen discovered the National Relay 
Service (NRS), an Australian Government 
initiative enabling Australians who 
are deaf or have a hearing or speech 
impairment to make phone calls using a 
wide range of devices.

“Prior to having access to the relay 
service it was very hard and isolating 
not being able to use the phone to 
communicate,” says Murph.

Relay calls have opened up a whole 
new world for Murph. He can now 
talk to his kids and grandkids on the 
phone, contact the council if he needs 
to, organise a catch-up with friends and 
phone the solicitor if a letter comes.

“Having the relay service has taken 
much of the worry out of my life,” said 
Jen. “It gives me comfort to know that 
if there’s an emergency, Murph can still 
communicate.”

“He’s got a link with the family, the 
doctors, the ambulance – he’s not so 
isolated. This is a huge change in our 
life. It’s a shame that more doctors, 
audiologists and health professionals 
don’t give this information to people.”

In the last 12 months, the NRS has 
updated a number of its call options 
to ensure people in rural areas have 
opportunities to stay connected.

New services include SMS relay, video 
relay and captioned relay, an update to 
internet relay - and the launch of the 
new NRS app for smart phone and 
tablet. 

The NRS app offers a number of call 
options and includes features that 
hadn’t been available previously, 
like customised phrases for regular 
use and utilising the device’s GPS to 
provide location information.

Managing Director of NRS Outreach, 
Deb Fullwood, said the app was an 
important development for the NRS. 

Murph and Jen Emond

PHOTO: nATIOnAL RELAY SERvICE

…Continued
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NRS smartphone app

diagnostic practices for autism 
spectrum disorder in australia

T he Autism CRC is currently 
completing a study of diagnostic 

practices for Autism Spectrum Disorder 
(ASD) in Australia. The project will 
help to establish a baseline of current 
assessment processes for ASD, and 
is an essential first step on the path 
towards national standards for autism 
diagnosis in Australia. This project has 
HREC approval (RA6997). 

We are looking for clinicians to 
participate in this study who are 
currently involved in conducting 
diagnostic assessments for individuals 
with ASD. We are hoping to include 
clinicians from each state and 
territory, and hope to cover the range 
of professional disciplines, including 
general practitioners, paediatricians, 
psychiatrists, psychologists, speech 
pathologists and occupational 
therapists. We would also like to 
include participants from metropolitan, 
regional, rural and remote areas of 

Australia, and clinicians working in 
both public and private sectors.

Your participation wil l involve 
completing a survey which will ask 
about your experience of conducting 
diagnostic assessments for ASD. If 
you are interested in participating in 
this research, or for more information 
about the project, please go to www.
autismcrc.com.au/diagnostic-
practices

Autism CRC has a range of studies 
seeking research part ic ipants 
across the lifespan. Visit autismcrc.
com.au/participate-study to find 
out more or contact us today at  
info@autismcrc.com.au  

Tess Cosgrove
Autism CRC  

The NRHA is an Autism 
CRC Participant.

“Over the years the service has evolved 
with new technology. Originally callers 
needed a fixed line to make a call; 
from 2007 they could use an internet 
connection. With the introduction of the 
NRS app, people who have a hearing 
or speech impairment are now just as 

mobile in communicating and making 
phone calls as everyone else – all they 
need is their smart phone.”

The NRS will be at the 13th National 
Rural Health Conference in Darwin 
to talk about how people in rural and 
remote areas can use the service and 
how it plays a vital role in helping people 
access health and emergency services. 

For more information visit  
relayservice.gov.au

Moira Saunders
National Relay Service  
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caring in regional and 
remote communities 

K evin and Janet live 
on a dairy farm, 

have three school age 
children and ageing 
parents l iv ing 25 
kilometres away. Eddy 
is 16, lives in a remote 

Aboriginal community and helps to 
care for his Gran, who has dementia 
and diabetes and requires 24 hour 
care.

There are about 80,000 people like 
Kevin, Janet and Eddy living in regional 
Western Australia providing unpaid 
support and care to their ill, disabled 
or frail family members and friends. 
They often provide this care without 
training and support, without a thought 
for how it will impact on their own 
lives and without acknowledgement 
and appreciation of the work that they 
carry out. This can range from popping 
in once a week to make sure things are 
okay, through to 24-hour personal care.

These family members and friends are 
defined by law as ‘carers’. That is, they 
are providing ongoing care and support 
to a family member or friend who has 
a chronic or mental illness, a disability 
or who is frail aged. This is without 
payment, other than a Centrelink 
benefit or allowance.

Carers WA is the State affiliate of 
Carers Australia (see story on page 
39). It provides emotional and social 
support, information, training and 
education, and programs for the  
wellbeing of carers in the State. Its 
professional counsellors are dedicated 

to helping carers build resilience in 
their caring role, by creating a balance 
between caring responsibilities and 
self-care. Carers WA offers telephone 
counselling, low cost face-to-face 
counselling and free email or Skype 
counselling. 

Educational workshops are held in 
regional areas. Social support groups 
currently run in the Great Southern, 
Goldfields and South West regions 
and are expanding into other areas 
including the Kimberley and Wheatbelt.

You can contact Carers WA on 1300 
CARERS (1300 227 377) or email 
info@carerswa.asn.au. Membership 
is free for carers. Visit www.carerswa.
asn.au for more information. 

Clare Cullen
Carers WA  
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wHen Harry met glenys: 
tHe flow-on effect of 
talking aBout incontinence 

L ike a lot of men, Harry [not his 
real name] never talked about his 

problems. But after a quiet chat at his 
local Men’s Shed, Harry’s life and that 
of four other men changed dramatically.

Harry was a man of simple pleasures. 
He enjoyed camping, the odd fishing 
trip with his mates and the daily walk 
into town to buy the paper. A widower 
in his early 80s, Harry had moved in 
with his son after his wife’s death a few 
years earlier. 

Over the past few years, however, 
Harry had gradually abandoned many 
of his favourite pastimes, these days 
venturing out only to the Orbost Men’s 
Shed once a week.

Gary Green, the community health 
nurse who had been part of setting up 
the shed, remembers a conversation 
he had with Harry.

“He was telling me about his inability 
to get out and about anymore because 
of the ‘leakage’ worry, and that he only 
came to the Men’s Shed these days.”

“He said he could come along because 
he wrapped a towel around himself like 
a nappy and pulled his tracky daks on 
over the top.”

“He really enjoyed being with the other 
blokes, and said it was the only thing 
he was prepared to go to that much 
effort to get to,” Gary said.

Gary suggested that Glenys Quick, the 
district nurse, call around to his house 
for a home visit.

“I knew he knew Glenys because of 
some other health issues he’d had - he 
was diabetic - and he took me up on 
the offer.” 

The next week Harry surprised 
everyone by announcing to the 30-plus 
men at the Men’s Shed that he “no 
longer pissed himself”.

“And then he dropped his daks in front 
of everyone and proudly showed them 
what he had,” Gary said.

Gary Green,  
Community Engagement Manager, 

Australian Men’s Sheds Association
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Harry showed off his external catheter. 
“Now I can come along on the fishing 
trips, the Blokes’ Fridays, to the shops,” 
Harry told the men.

Over the next couple of weeks, four 
more blokes at the Men’s Shed quietly 
approached Gary. “They came up to 
me and asked if I could put them in 
touch with ‘that nurse’.”

Glenys Quick, who introduced the men 
to the condom drainage system, said 
their attitude towards incontinence 
had, until then, been a hindrance to 
their finding help.

“So many men become isolated 
because of their incontinence, and feel 
as though they’re not acceptable in the 
community. They don’t want to be seen 
as ‘dirty old men’,” Glenys said.

Harry’s very public disclosure had 
made it much easier for the others to 
seek help, she said. 

“Because of Harry, the men didn’t even 
have to acknowledge the problem with 
anyone. They just rang up and made 
the appointment.” 

The incident highlights the deeply held 
shame and embarrassment that many 
in the community, particularly older 
men, associate with incontinence, 
Glenys said.

“That’s why community links are so 
important. Because of community, 
there was a ‘flow-on’ effect in Orbost,” 
she laughed.

Gary Green, who is now the community 
engagement manager for the Australian 
Men’s Shed Association, said peer 
education was vital for reaching men, 
particularly older men.

“That was a great example of how 
blokes get their information from 
peers,” he said.

“They want information that’s blunt, to 
the point, and down to earth. We health 
professionals can learn a lot from these 
sorts of blokes.”

Health professionals and consumers 
can phone the free National Continence 
Helpline (1800 33 00 66) for advice, 
information and referrals. Go to  
www.continence.org.au

Maria Whitmore
Continence Foundation  
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They want information that’s blunt, to 
the point, and down to earth. We health 
professionals can learn a lot from these 
sorts of blokes.
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oncology massage 
tHerapy training 

Oncology massage is a specialised 
form of therapeutic massage 

involving light touch techniques which 
aims to improve the quality of life for 
people with a diagnosis or history of 
cancer by giving an improved sense 
of wellbeing and reduction in common 
symptoms of cancer treatment.  
(See story in Partyline  #49, p.32)

Oncology massage therapists can offer 
unique support to patients, carers and 
family members with valuable self-help 
ways to manage some of the common 
side effects of cancer treatment. They 
are trained to understand the physical 
and psychological effects of surgery, 
chemotherapy and radiotherapy and 
can adjust a massage to allow for 
the complexities of cancer treatment. 
Therapists can also help reduce 
the discomfort of scarring and offer 
education to clients on reducing the risks 
of developing lymphoedema following 
treatments for breast, prostate, bowel 
or reproductive organ cancers. 

Research by the US Memorial Sloane-
Kettering Cancer Center into the 
benefits of massage for cancer patients 
concluded that common side effects 
of cancer treatment such as pain, 
fatigue, nausea, depression, anxiety 
and a range of other discomforts were 

reduced by approximately 50 per cent. 
The study went on to state: 

“Massage therapy appears to be 
an uncommonly non-invasive and 
inexpensive means of symptom control 
for patients with serious chronic illness. It 
is … comforting, free of side effects and 
greatly appreciated by recipients.” 

Oncology Massage Ltd (OMLtd) is a 
not-for-profit training charity offering 
training in this specialised area to 
massage and Bowen therapists in rural, 
regional and remote areas. Massage 
therapists are already working in 
these communities with their cancer 
clients. With appropriate training these 
therapists can work more effectively 
and safely with these clients and can 
be an exceptionally valuable resource. 

To find the nearest oncology massage 
therapist and for more information 
about OMLtd’s training programs visit  
http://www.oncologymassagetraining.
com.au/

Deborah Hart
Oncology Massage Ltd 

PHOTOS: OnCOLOgY MASSAgE LTd
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empowering indigenous 
communities to reduce 
Harmful suBstance use

A boriginal and Torres Strait 
Islander people experience 

disproportionate levels of harm from 
alcohol and other drug use compared 
with other Australians. Minimising 
alcohol and drug related harm among 
Aboriginal and Torres Strait Islander 
people and using the Internet to 
provide evidence based information 
are identified as priorities in the 
National drug strategy 2010-2015.

A specifically designed resource 
providing culturally appropriate and 
evidence based information can 
strengthen drug and alcohol initiatives 
at a community level.

The Australian Indigenous Alcohol and 
other Drugs Knowledge Centre (www.
aodknowledgecentre.net.au) is a 
web resource which brings together a 
comprehensive collection of culturally 
appropriate alcohol and other drug 
(AOD) materials for individuals and 
practitioners working to reduce harms 
from AOD use in Aboriginal and Torres 
Strait Islander communities. The 
Knowledge Centre is managed by the 

Australian Indigenous HealthInfoNet, 
and funded by the Australian 
Department of Health. 

One significant feature of the Knowledge 
Centre is the Community portal, which 
is aimed at community members who 
are working to reduce the harms of AOD 
use in their communities.

Development of the Community 
portal began with the engagement 
of community members through 
collaborative partnerships. Data were 
collected from a national online survey 
and from focus groups in four states, 
to ascertain the information needs of 
Aboriginal and Torres Strait Islander 
community members about alcohol 
and other drugs. Participants provided 
information on: the main substance use 
issues in their community; where they 
accessed information about alcohol and 
other drugs; what issues were important; 
and what type of information and 
resources would be useful to them and 
their community for an online resource. 

Participants indicated that:
• all drugs were of concern, but the 

biggest problems were harms 
related to alcohol, tobacco, and 
cannabis use;

• the use of emerging drugs like 
ice (methamphetamine) and the 
misuse of prescription drugs 
(pharmaceuticals), and sniffing of 
volatile substances was an issue for 
some communities;
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• accessing appropriate and evidence 
based information about alcohol 
and other drugs was important; and

• young people and families impacted 
by alcohol and other drugs needed 
the most support.

Participants wanted information on: 
different drug types; where to go for 
help and treatment options; mental 
health and substance use; alcohol and 
pregnancy; and youth-specific issues.

They also wanted the Community portal 
to focus on successful stories and 
programs and the use of community 
role models. Information presented 
with clear messages using visual and 
audio mediums was also requested. 
There was strong support for providing 
factsheets in plain language, listings 
for services and organisations and the 
development of an app.

AODconnect is a national directory 
of alcohol and other drug treatment 
services for Aboriginal and Torres 
Strait Islander people and is an 
app for  iPhones, iPads and other 
Apple devices. It is primarily for the 
Aboriginal and Torres Strait Islander 
AOD workforce, but is a useful tool for 
any health professional working in the 
AOD sector or for those looking for a 
specific Aboriginal and/or Torres Strait 
Islander AOD service.

The app allows you to find a service 
by state, territory and/or region through 
an interactive map of Australia or by 
alphabetical listing. It has an option to 
filter by treatment categories. 

The Australian Indigenous Alcohol 
and Other Drugs Knowledge Centre 
is supported by a collaborative 
partnership with the three national 
AOD research centres (the National 
Drug Research Institute, the National 
Centre for Education and Training on 
Addiction and the National Drug and 
Alcohol Research Centre). 

For more information on the 
Knowledge Centre visit the website 
www.aodknowledgecentre.net.au 
or email: aodknowledgecentre@
healthinfonet.org.au

Avinna Trzesinski and Kathy ride
Australian Indigenous HealthInfoNet
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GRoWiNG Up iN AUsTRAliA: THe loNGiTUdiNAl 
sTUdy of AUsTRAliAN CHildReN (lsAC)

Growing up in Australia is the first comprehensive national 
birth cohort study. 

LSAC data includes pre- and peri-natal health, children’s physical 
health such as Body Mass Index, and social, cognitive and emotional development.

Two age cohorts have been followed since they were babies and four year olds. 
Over 7,000 families responded in Wave 6 (2014). 

The Australian Institute of Family Studies recently used LSAC data to produce: The 
tyrannies of distance and disadvantage: factors related to children’s development in 
regional and disadvantaged areas of Australia.

LSAC has more than 550 data users.

can you use longitudinal 
data for your researcH?

F our longitudinal data sets are now 
available through the National 

Centre for Longitudinal Data (NCLD) 
at the Department of Social Services 
(DSS). Data can play a key role in 
understanding and improving the 
lifetime wellbeing of people and families 
in Australia. A wealth of material about 
health and wellbeing is collected in 
each study which can be analysed at 
varying levels of geography. People 
across Australia contribute to these 
studies, from Dubbo to Galiwin’ku; 
Shepparton to Bamaga.

The studies provide valuable unit 
record data about changes over time 
in: parent and child physical and mental 
health, nutrition, child oral health, family 
demographics, relationships, childcare, 
schooling, finances, life stressors and 
life satisfaction. Both the Longitudinal 
Study of Australian Children (LSAC) 
and the Household Income and Labour 

Dynamics (HILDA) Survey are nationally 
representative studies and can be used 
cross-sectionally as well as longitudinally.

Researchers who want to find out what 
has been published using longitudinal 
data can look in FLoSse (http://flosse.
dss.gov.au/), a searchable repository 
of bibliographic details for research 
that has used one of the four datasets.

Can your research question be addressed 
by one or more of these studies? 
Visit www.dss.gov.au/ncld or email 
longitudinalsurveys@dss.gov.au

Visit www.dss.gov.au/ncld  for 
information about:
• each of the longitudinal studies;
• how to access the longitudinal data in 

STATA, SPSS or SAS;
• the latest news from NCLD; and
• research publ icat ions and 

presentations based on the data.
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fooTpRiNTs iN TiMe: THe loNGiTUdiNAl 
sTUdy of iNdiGeNoUs CHildReN (lsiC)

More than 1,700 families from remote, regional and urban Australia took 
part in Wave 1 of Footprints in Time in 2008. Since then most families have 
been interviewed annually with over 1,250 parents or carers responding 
in Wave 7 (2014). Indigenous interviewers collect quantitative data and 
verbatim answers about child health, wellbeing and development which researchers 
can analyse.

Footprints in Time has one of the largest samples of Indigenous children 
and adults followed over time worldwide. There are currently more than 160  
data users.

The International Journal of Epidemiology published a Footprints in Time cohort 
profile in 2014.

HoUseHold iNCoMe ANd lAboUR  
dyNAMiCs iN AUsTRAliA (HildA) sURvey

Collected annually since 2001, HILDA has information about 
more than 17,000 people in more than 9,000 households. 

HILDA has been used to research Australians’ health, working life, fertility and 
partnering patterns, smoking, neighbourhoods and mental health. For example: 
Using cohort studies to investigate rural and remote mental health (Australian Journal 
of Rural Health, August 2011, p 171–178)

HILDA has more than 2,000 data users.

bUildiNG A NeW life iN AUsTRAliA: THe loNGiTUdiNAl 
sTUdy of HUMANiTARiAN MiGRANTs (bNlA)

Findings from this new study will highlight what helps successful 
settlement of humanitarian migrants and will assist in improving 
program delivery and policies.

Data is collected annually from up to 2,399 respondents.

An introduction to the study can be found in Family Matters No.94, 2014.

Fiona Skelton
National Centre for Longitudinal Data, 
Department of Social Services  
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regional roundtaBles on cpd 
for remote HealtH workers

T he National Rural Health Alliance 
will be organising a number of 

regional roundtables between April 
and November 2015 to discuss some 
of the principles and practicalities of 
providing Continuing Professional 
Development (CPD) to health workers 
in more remote areas.

The meetings will bring together 
healthcare, education and training 
organisations with the new Primary 
Health Networks (PHNs), due to take 
over from Medicare Locals from 1 
July. It is expected that the provision 
of CPD to clinicians in their area of 
responsibility will be one of the things 
expected of the PHNs. The regional 
roundtables will be opportunities to 
consider:
• the principles relating to the effective 

provision of CPD to rural and remote 
health professionals; 

• the needs and the priorities for CPD 
for such people;

• some of the best examples from 
the Rural Health Continuing 
Education Stream Two (RHCE2) 

Program of the rural benefits of 
local inter-professional learning 
for multidisciplinary teams, online 
self-paced flexible training program 
and tools, and new models of CPD 
delivery; and

• how the experiences and products 
of  RHCE2 can be used by PHNs, 
other health care services and 
agencies, and tertiary institutions.

Information and case-studies from the 
roundtables will be published on the 
Alliance website so that they become 
publicly available, including to the rural 
and remote PHNs.

The Department of Health has 
allocated funding for this project as 
part of the RHCE2 Program activities 
during 2015.

The location and timing of the 
roundtables will be determined 
following consultations with peak 
bodies, professional organisations, 
universities, the private sector, 
non-government agencies, health 
professional bodies and Indigenous 
health organisations.  

If you would like to participate 
in these consul tat ions and/
or regional roundtables please 
contact me on 02 6162 3374, email  
wendy@ruralhealth.org.au or fax 
02 6285 4670.

Wendy Downs
RHCE2 Manager,
National Rural Health Alliance  

PHOTO: RHCE2
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education all at sea

Y ou can now find your way to 
professional development and 

expanded vocational skills and 
knowledge on a world class cruise 
ship. This provides you with expert 
education and training in a relaxed 
and friendly environment, with social 
networking at the end of the day.

I recently returned from a Midwives 
at Sea cruise organised by Education 
at Sea. Eighty one midwives eagerly 
boarded the Carnival Spirit on 8 February, 
along with 2,500 other passengers and 
a crew of 950. Four midwifery leaders 
led a conference in evidence based 
discussions about models of care, 
midwifery emergencies, preparing and 
supporting women for the challenge 
of birth, working across cultures, and 
midwifery in the global context.   

We left from Sydney for four island 
stops in the South Pacific. A visit to a 
village in Noumea and a hospital in Vila 
earned extra CPD points. We learnt 
from a New Zealand midwife in Vila 
about working side by side with local 
midwives to make a real difference for 
birthing women.  

This was my first cruise and I loved 
it. The conference program and 
networking were engaging. I even 
managed to talk some midwives into 
considering coming to Darwin for the 
National Rural Health Conference in 
May. My reflections and commentary 
are written and in my CPD folder along 
with the certificates of attendance 
to demonstrate my 20 points for my 
midwifery registration.

Education at Sea has more cruises 
planned. The Nurses for Nurses are going 
to the Caribbean, and Perioperative and 
Cardiac Nurses to the South Pacific. In 
consultation with Education at Sea you 
can even design your own professional 
development program. Anyone want 
to put together an interprofessional 
conference with me?  

Pauline glover
Chair, Friends of the Alliance  

PHOTO: PAuLInE gLOvER
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Kristen Graham, Liz McNeill, Pauline 
Glover and Trudi Mannix boarding for 

the Midwives at Sea conference
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rural cancer – disparities and 
innovation HigHligHted in tHe aJrH

A special issue of the Australian 
Journal of Rural Health (AJRH) 

brings together a comprehensive 
review of cancer services in the bush. 
Online access to all the articles in this 
issue (Volume 23, Issue 1, February 
2015) is free.

Guest Editors, David Currow and 
Sanchia Aranda of the Cancer Institute 
of NSW, have bought together articles 
that highlight the complex interaction of 
the many factors which affect cancer 
outcomes. It is not just the tyranny of 
distance. Articles in this special issue 
identify socio-economic disadvantage, 
lifestyle risk factors, Aboriginality and 
cultural background as factors that 
need to be considered alongside 
geographical remoteness, in order to 
properly unravel the disparity between 
metropolitan and non-metropolitan 
cancer outcomes.

The impact of the patterns of access 
and care outside metropolitan areas 
and the motivations that affect patients’ 
decisions on their treatment pathways 
are also very important.

The Editors acknowledge the great 
advances being made through the 
Australian Government’s investment 
in Regional Cancer Centres. They 
recognise the essential role of primary 
care in improving outcomes for rural 
and remote Australians and pinpoint 
the need for better interactions between 
specialists and primary care providers. 
They advocate decentralising services 
wherever possible, creating new 

models of care and ensuring the 
necessary contact between specialist, 
primary and community services, with 
a greater focus on enabling patient and 
family self-management. Importantly, 
they recognise that for rural and remote 
Australians this means services must 
be delivered closer to home.

This issue of AJRH is available at  
http://onlinelibrary.wiley.com/
doi/10.1111/ajr.2015.23.issue-1/
issuetoc

Peter Brown
National Rural Health Alliance  
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online courses for professionals 
on caring for incontinence

T he Certificate II course in 
Continence Promotion and Care 

is now available in distance-learning 
mode, making it easier for healthcare 
workers in remote areas to gain 
accreditation in those skills.

The course continues to be available 
face-to-face in metropolitan and 
regional centres in an intensive day, 
with 30 hours post-course study. The 
new distance learning course is over a 
study period of approximately 40 hours.

The nationally accredited course, 
available to practice nurses, disability 
care workers, community nurses, 
residential aged care workers and 
Indigenous health workers, assists 
in the identification, screening, 
management and referral of people 
affected by incontinence. 

It consists of a core learning module 
and three electives from which 
students can choose in the areas of 
disability care, primary health care and 
residential aged care.

More information is available at 
benchmarquegroup.com.au

A free, one-hour educational module to 
help GPs identify and manage pre- and 
postnatal women at risk of bladder and 
bowel dysfunction has been developed 
by the Continence Foundation of 
Australia in partnership with ThinkGP.

More than one third of women have 
urinary incontinence after childbirth. 
One in four will still experience anal 
incontinence one year after giving birth.

The impact of incontinence is 
far-reaching, with these women 
nearly twice as likely to experience 
post natal depression as other new 
mothers. Urinary incontinence also 
interferes with their sexual and social 
relationships  and has a detrimental 
effect on their quality of life.  

The RACGP (2 CPD) and ACRRM 
(1CME)-accredited course can be 
completed online. Go to www.thinkgp.
com.au for more information.

Maria Whitmore
Continence Foundation  
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online puBlic HealtH Journal 
focuses on policy and practice

A new online-only open access 
journal focussed on high-quality 

peer reviewed research has recently 
been launched by The Sax Institute. 
Public Health Research & Practice 
is targeted at public health decision 
makers and practitioners.

“Our journal aims to make a real-world 
impact on public health policy and practice,” 
said journal editor Anne Messenger.

The journal aims to publish high-quality 
papers with a special focus on 
innovation, data and perspectives from 
policy and practice. It represents a new 

direction for the NSW Public Health 
Bulletin, published for nearly a quarter of 
a century by the NSW Ministry of Health. 

The journal is guided by an expert 
editorial board, chaired by Sax Institute 
CEO Professor Sally Redman.

Visit http://www.phrp.com.au/ to 
make suggestions about themes or 
topics for future issues or submit 
manuscripts. Follow the journal on 
Twitter @phrpjournal. 

Sax Institute

The 2015 Annual Scientific Meeting 
of the Australian and New 

Zealand Society for Geriatric Medicine 
(ANZGSM) will be held in Perth on 
6-8 May. The theme is Deconstructing 
Delirium and Engaging Elders - with a 
specific focus on Indigenous health in 
rural and remote areas. 

Delirium is a prevalent scourge of older 
people. Alasdair MacLullichis, Professor 
of Geriatric Medicine at Edinburgh 
University and President of the European 
Delirium Association, will share his 
paradigm of delirium pathophysiology and 
detection, as well as of delirium services.

Providing relevant services to engage 
with older Aboriginal people has been a 
major endeavour of Associate Professor 
Dina Logiudice from Melbourne Health 
and the Victorian Aboriginal Medical 
Service. She will discuss managing 
geriatric syndromes in Aboriginal people, 
including dementia.

Other plenary topics concern better 
management of older people across the 
acute care interface; dialysis in older 
people; suicide prevention; epilepsy; and 
teaching nursing homes. 

The full program and conference 
information are available at:  
http://www.anzsgmconference.org

2015 ANZgSM Annual Scientific 
Meeting organising Committee 

geriatric medicine conference 
will focus on engaging elders 
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editorial details
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ISSN 1442-0848

do you want to reacH people wHo 
are passionate aBout rural HealtH?

Partyline is the premier publication of 
the National Rural Health Alliance. 

Issued three times a year, it holds a 
unique place as the national magazine 
for good health and wellbeing in rural 
and remote Australia. With policy 
pieces, personal stories, reviews, 
poems and pictures, Partyline is a 
comprehensive roundup of the latest 
information for those with an interest 
in rural health. If you want to promote 
your product or services to people and 
organisations of influence that care 
about health ‘in the bush’, Partyline is 
the place to be. 

Partyline has:
• three issues per year;
• over 13,000 hard copy subscribers, 

and is freely available online;

• a national readership that spans 
rural, remote and metropolitan 
Australia; and

• an influential readership that 
includes Commonwealth and State 
Ministers, Members of Parliament 
and leaders in the corporate and 
not-for-profit sectors.

For the technical specifications and 
advertising rates please see http://
ruralhealth.org.au/publications/
partyline/contributor-guidelines 
or contact the Editor, Susan Magnay 
(email: partyline@ruralhealth.org.au, 
or phone 02 6285 4660)

Issue sponsorship options are also 
available. To discuss how we can help 
you become Partyline sponsor contact 
the Partyline Editor, Susan Magnay.
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 to meet new and old friends with 
similar interests to yours;

 to hear government and opposition 
plans for rural and remote health;

 to do some yarning about remote 
Aboriginal communities;

 to talk with people who are vitally interested 
in things you’re doing for rural health; and

 to see the sun go down on Darwin Harbour?

where would you go:

#ruralhealthconf
#loverural

REGISTER NOW
www.ruralhealth.org.au/13nrhc
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