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NATIONAL RURAL HEALTH ALLIANCE YEARBOOK AND ANNUAL REPORT 2005–2006

The National Rural Health Alliance 
is Australia’s peak non-government 
organisation for rural and remote health. 
It is a source of information on rural and 
remote health issues, and brings together 
disparate voices for the common purpose 
of improving the health of people who live 
and work in country areas. 

In the period covered by this Yearbook the 
Alliance was comprised of 24 Member 
Bodies, each one a national organisation. 
They include consumer bodies (such as 
the Country Women’s Association of 
Australia), a range of doctors’ and nurses’ 
organisations and one or more from the 
allied health, dentistry, pharmacy, health 
student, public hospital, ambulance, health 
service manager and Indigenous sectors. 
Other Members are the Royal Flying 
Doctor Service, the Rural Hospitals Forum 
of Catholic Health Australia and Frontier 
Services of the Uniting Church in Australia. 
No other organisation can provide such a 
breadth of vision on issues affecting health 
and well-being in rural and remote areas 
as the Alliance. 

It manages the two-way fl ow of 
information between, on the one hand, 
communities and practitioners in the fi eld 
and, on the other, the central agencies 
of government and educational and 
research institutions.

The Alliance’s largest project is 
management of the biennial National 
Rural Health Conference. It also manages 
the Australian Journal of Rural Health. It 
produces Position Papers, submissions 
and media releases. It is also the 
national management agency for the 
Rural Australia Medical Undergraduate 
Scholarship Scheme (RAMUS). 

The Alliance’s Council of 26 live and work 
in towns and regional centres in all States 
and Territories. Its offi ce is in Canberra. 

The Alliance takes a broad view of health 
and a long-term view of the development 
of rural Australia. It recognises that the 
health of people in non-metropolitan areas 
depends on strong partnerships among 
individuals, groups, organisations and 
governments in metropolitan, rural and 
remote Australia.

The work of the NRHA is based on 
principles of social justice and the right 
of all Australians, wherever they live, to 
comprehensive, high quality, accessible 
and appropriate health services. The 
Alliance’s activities help the diverse 
communities of rural and remote Australia 
to be healthy and health-promoting places 
in which to live and work.

Core support for the Alliance is provided 
by the Department of Health and Ageing.

The National Rural Health Alliance Inc.
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Our Members
The 24 Member Bodies of the National Rural Health Alliance are: 

AARN Association for Australian Rural Nurses

ACHSE Australian College of Health Service Executives (rural members)

ACRRM Australian College of Rural and Remote Medicine

ADGP Rural Sub-committee of the Australian Divisions of General Practice

AHA (RPG) Rural Policy Group of the Australian Healthcare Association

ANF Australian Nursing Federation (rural members)

ARHEN Australian Rural Health Education Network

ARRAHT Australian Rural and Remote Allied Health Taskforce of the Health Professions 
Council of Australia 

CAA (RRG) Convention of Ambulance Authorities – Rural and Remote Group

CRANA Council of Remote Area Nurses of Australia Inc

CRHF Catholic Rural Hospitals Forum of Catholic Health Australia

CWAA Country Women’s Association of Australia

FS Frontier Services of the Uniting Church in Australia

HCRRA Health Consumers of Rural and Remote Australia 

ICPA Isolated Children’s Parents’ Association

NACCHO National Aboriginal Community Controlled Health Organisation

NRHN National Rural Health Network

RACGP (RF) Rural Faculty of the Royal Australian College of General Practitioners

RDAA Rural Doctors’ Association of Australia

RDN Rural Dentists’ Network of the Australian Dental Association 

RFDS Australian Council of the Royal Flying Doctor Service of Australia

RGPS Regional and General Paediatric Society

RPA
Rural Pharmacists Australia – Rural Interest Group of the Pharmacy Guild of 
Australia, the Pharmaceutical Society of Australia and the Society of Hospital 
Pharmacists of Australia

SARRAH Services for Australian Rural and Remote Allied Health

Our website
We spend considerable time and other 
resources on our website, which we hope 
some of you have as a favourite on your 
computer. You can fi nd there all of the 
Alliance’s published papers, submissions 
and media releases – including previous 
Yearbooks, abstracts from the Australian 
Journal of Rural Health and an archived 
set of our fortnightly electronic forum on 
rural health issues.

Through the website you can also fi nd 
links to numerous other agencies working 
in rural and remote health, and some key 
governmental reports (including strategies 
like Healthy Horizons, produced jointly by 
governments and the Alliance).

However it is a matter of principle for 
the Alliance, whenever it can, to make 
available in hard copy any piece of 
information it has to those who need it 
in that form. We are conscious of the 
limited access some of our constituents 
have to regular electricity, a modern 
computer and the time and skills to 
match – not to mention reliable and 
affordable broadband.

In relation to the dissemination of 
information, you should fi nd us as we 
are in other respects: respectful of 
your needs, responsive to individual 
requirements, and inclusive. 
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Chairperson 
(1 July – 30 October 2005)

It was with mixed feelings that I stood 
down as Chairperson of the National 
Rural Health Alliance in October 2005. 
Two years in the position enabled me to 
make some contribution to matters which, 
as a long-term resident of a New South 
Wales regional centre, have been 
of interest to me for the whole of my 
adult life.

The four months covered by the period 
of this Yearbook for which I was 
Chairperson were dominated internally by 
our negotiations with the Department of 
Health and Ageing for our new triennial 
contract. At the same time, we were able 
to maintain a focus on substantive policy 
issues. As usual, Council and staff were 
involved in an extraordinarily broad set 
of issues. The Alliance’s submissions to 
the House of Representatives Health 
Financing Inquiry and the Productivity 
Commission’s Inquiry into the Health 
Workforce concerned long-term issues 
impacting on the very structure and 
operation of the health sector. At the other 
end of the spectrum were the Alliance’s 
Position Papers calling for greater national 
uniformity in patients’ assisted transport 
schemes, and on aged care services 
in rural and remote areas. The latter 
was prepared jointly with Aged and 
Community Services Australia and was 
launched by Ian Sinclair.

As the delegate to the NRHA Council for 
the Australian College of Health Service 
Executives, it is pleasing that the Alliance 
has done something to raise the profi le of 
rural health service managers. In national 
considerations of health workforce 
issues, the vital role of managers is 
often forgotten. 

Just as my term as Chairperson came 
to an end, the Australian Government 
announced a new scholarship for 
undergraduate students of allied health 
from rural and remote areas. This was one 
of the two specifi c issues we had taken to 
the Government at the end of my fi rst year 
as Chairperson. It was therefore gratifying 
to see the Government’s initiative – and 
it was also a reminder to all of us of the 
patience and time it can take to have a 
new proposal implemented.

Obviously another highlight of my term 
was the 8th National Rural Health 
Conference in Alice Springs. Although it 
was not held during the period covered 
by this Yearbook, it certainly continued to 
have impact. It was exhilarating for us to 
be in Alice Springs and to have a major 
focus on Indigenous health and well-
being. The challenge for the Alliance of 
contributing on this urgent and contested 
issue will undoubtedly remain with the 
organisation for years to come. My 
special thanks to John Wakerman and his 
team from Central Australia for their roles 
with the Conference. 

Part 1: Reports

Sue McAlpin is Sub-Dean – Regional 
Engagement, Faculty of Health 

Studies, Charles Sturt University; 
Senior Lecturer and Course 

Co-ordinator in Nutrition & Dietetics. 
Prior to joining the university fi ve 

years ago, Sue had an extensive 
career in clinical and community 
dietetics, community health, and 

health service management in 
the public and private sectors of 

the NSW health system. Sue’s 
areas of research interest include 

public health nutrition, allied health 
practice, rural health and health 

service management.
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The Chairperson is only one of the 
members of Council and I need to 
acknowledge the substantial contributions 
of my colleagues. Two in particular 
were of great support to me during 
my term: Nigel Stewart, from whom 
I took over as Chairperson; and Jane 
Greacen, who served as Treasurer for 
three years. Special thanks also to my 
other colleagues on Council for their 
involvement and support. 

Thanks as well to our small band of staff 
members led by the Executive Director. 
The Alliance is well-served by their 
commitment and by their knowledge of 
both rural health and the wider social and 
political issues that infl uence it.

I look forward to my ongoing work as 
a member of Council and will continue 
to draw attention to the particular needs 
of rural health service managers and to 
the challenges in mental health, women’s 
health and the needs of allied health 
professionals. Finally, my thanks to the 
Minister and his Department for continuing 
to engage with and support the Alliance. 
I remain convinced that it is in the interests 
of people in rural and remote areas for the 
Alliance to continue to prosper. 

Sue McAlpin 

PART 1: REPORTS
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Chairperson 
(31 October – 30 June 2006)

It was a privilege to be elected 
Chairperson of the Alliance at the 14th 
Annual General Meeting in October 
2005. Having been involved in rural 
health since the fi rst national rural health 
meeting in Toowoomba, and observing 
the establishment and growth of the 
Alliance, it had always been a surprise 
to me that such a disparate group of 
organisations could work together, let 
alone work together so successfully. 
Being on Council for the last two years 
and Chairperson for the last eight months 
has given me a clearer understanding 
of why it does succeed. Firstly, it is the 
clear and common purpose of the 24 
different national organisations to improve 
the health and well-being of the one 
third of the population living in rural and 
remote Australia. The Alliance has built 
credibility with government and within the 
sector over the years. This is due to the 
contributions of passionate and committed 
Councillors, and of equally committed 
and talented staff who drive it on a 
day-to-day basis. The building of strong 
and trusting relationships takes time. The 
continuity of senior staff within the Alliance 
and of Councillors and ex-Councillors 
who maintain their links with the rural 
health movement have been critical to the 
Alliance’s success. These contributions all 
have their price, so it is appropriate for 
me here to thank all of those concerned 
on Council, on staff and within the 
Department of Health and Ageing.

My tenure began with a press conference 
in Parliament House at which we 
emphasised four issues: concerns about 
the availability of fresh food in remote 
Australia; the poor state of oral and dental 
health; the need for greater commitment 
to patient travel and accommodation 
schemes; and potential improvements 
to aged care services and facilities in 
rural areas. These same issues were in 
the spotlight at the public seminar on 
remote health held in conjunction with 
our Council meeting on 1 November. 
The seminar illustrated and confi rmed the 
need for the Alliance to draw on specialist 
expertise from beyond its membership. 
In this case that expert knowledge was 
provided by speakers such as Senator 
Barnaby Joyce, Roy Price, Peter Cahill and 
Andrew Phillips. 

It was a relief around Christmas time to 
have confi rmation of our new triennial 
contract with the Department of Health 
and Ageing. The security of this ongoing 
decision enabled Council and staff to 
confi dently contribute to the reinvigorated 
consideration of health workforce issues 
that was led by the Council of Australian 
Governments and the Productivity 
Commission. To have the Prime Minister 
and Premiers involved with health sector 
issues in such a substantial way is a matter 
of great encouragement, providing as it 
does the prospect for major improvements 
in the productivity of the health sector 
and matters relating to its workforce. In 
November we made a supplementary 
submission to the Productivity Commission 

Professor John Wakerman is a 
Public Health Medicine specialist 
and general practitioner who has 
lived and worked in Alice Springs 

for the past 16 years. He has 
a background in the provision 
of remote primary health care 

services, both as a practitioner 
and senior manager. He is the 

inaugural Director of the Centre for 
Remote Health, his current position. 

He is active in health services 
research, teaches management 
and is a general practitioner in 

Alice Springs.
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on the health workforce and, in the fi rst 
half of 2006, submissions on the number 
of health student places required and the 
relationship between Australia’s taxation 
system and well-being in remote areas. 
The Alliance will maintain an active 
involvement with these developments as 
they unfold. 

At the same time, we have sustained our 
core information and policy development 
work, to which Anita Phillips contributed 
during the fi rst months of the fi nancial year, 
and Andrew Waters since his appointment 
in May. Andrew was not alone as a new 
appointee. No fewer than fi ve new full-
time staff were appointed by the Alliance 
and SARRAH (which is co-located with 
the Alliance) in the fi rst quarter of 2006, 
and it is a pleasure to welcome them to 
the team.

Some issues with which the Alliance is 
concerned seem to be consistently with 
us. As a resident of Alice Springs for 
some sixteen years, I am well aware 
of the particular challenges of service 
delivery and improving health outcomes 
in remote areas. The seminar on Remote 
Health and the Alliance’s commitment to 
remote Australia are important for the three 
per cent of Australians living in the most 
remote parts of the country. In the Centre, 
we are also confronted daily with issues 
relating to Aboriginal health, and over the 
past year many of these have been in the 
headlines. The Alliance remains committed 
to working with Aboriginal and Torres 
Strait Islander organisations to improve 
the heath and well-being of Indigenous 

Australians. As a health researcher, I also 
have a strong interest in the evidence 
base that underpins our positions and 
government decision-making on rural and 
remote health issues. Such issues have 
always been on the Alliance’s agenda 
and it has been my duty and pleasure 
during the year to lead the Alliance in 
advancing them.

This work has included the development 
and promotion of positions on 
telecommunications and how Australia 
could better meet the challenge of 
having fresh food available at affordable 
prices and in good condition in remote 
Indigenous communities. We have also 
continued important work on retaining 
and improving maternity services in 
country areas.

One of the signifi cant changes when one 
moves from being a member of Council 
to Chairperson is the greater responsibility 
for governance issues. Thanks to a special 
consideration from the Rural Health 
Branch, we were able to hold a face-
to-face meeting of the new Executive in 
Albury in May. This led to a number of 
signifi cant refi nements in the Alliance’s 
internal processes. The most important 
is the decision to clarify the distinct roles 
of the full Council and our Executive 
(to become the Board). Other matters 
dealt with by the Executive were a risk 
analysis related to the Australian Journal 
of Rural Health, plans for internal and 
external evaluation, and the desirability 
of greater focus on a modest number of 
policy priorities. 

In my research I am very interested in the 
relationship between evidence, policy 
and practice. The Alliance is a key 
organisation in this translational process. 
Through well established processes, it 
deftly utilises, disseminates and amplifi es 
relevant research evidence in order 
to inform rural health policy and its 
implementation. It is a great pleasure and 
privilege to be in the Chair and, with 
Councillors, staff and policymakers, to be 
a part of this important process.

John Wakerman

PART 1: REPORTS
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Executive Director

The health sector in Australia had a high 
public profi le during the year thanks to the 
Productivity Commission’s reports on the 
health workforce (September and January). 
It became even higher when the Council 
of Australian Governments (COAG) 
became seriously involved, especially 
with issues relating to the health workforce 
and to mental health. The Alliance made 
substantial submissions to the Productivity 
Commission which, in terms of their 
timelines, were quite in contrast to the one 
made in response to the Senate’s hastily-
convened inquiry into Telstra. 

Notwithstanding the contested nature 
of issues surrounding Telstra, there is 
perhaps something that can be learned 
by health from telecommunications policy. 
In the latter there is a Universal Service 
Obligation which states categorically 
that all Australians, wherever they live, 
should have access at equivalent price 
to a reasonable fi xed telephone service 
and to payphones. If it were not for this 
USO, the communications situation in rural 
and remote areas would likely be even 
worse than it is. Along with many others, 
the Alliance has been grappling with the 
notion of a USO for health services: what 
are the services in the health area to which 
all people, irrespective of their location, 
are entitled? (While there may be some 
uncertainty about what to do in response 
to the unavoidable impact of location and 
distance on health services, there should 

be no such reservations about working 
to enhance a general situation in which 
access to health services is determined by 
need and not by ability to pay.)

During the course of the year, mental 
health moved from the situation in 
which it was a serious unresolved issue, 
through the stage where it was on the 
lips of leading politicians and media 
commentators and, fi nally, to the situation 
in which the Commonwealth and the 
States agreed on joint work to improve 
the situation and allocated substantial 
resources to it. 

This sequence of events may be seen 
as a case study in how such serious 
issues may be confronted. The necessary 
evidence base was provided by two 
detailed reports from the Mental Health 
Council of Australia. Next there was a 
series of high profi le cases illustrating the 
serious and sometimes tragic effects of 
mental illness, for people ranging from 
citizens inexpertly deported, to political 
leaders and prominent sports personalities. 
Added to the evidence and the personal 
anecdotes – or caused by them – were 
strong indications from the Back Bench 
and the Opposition that something 
needed to be done. All of these things 
led to exposure on talk-back radio and, 
at a time when the involvement in health 
of the Prime Minister and Premiers was at 
an unprecedented high, to commitments to 
action from all of them which should lead 
to an improved situation.

Grace Groom contributed substantially to 
these events and her untimely death will 
be keenly felt by many. 

The Alliance welcomed the re-appointment 
in January of Tony Abbott as Minister for 
Health in the fi fth Howard Ministry. In 
November the Minister had attended the 
two-day meeting organised in Adelaide 
by the Australian Health Care Reform 
Alliance to which the NRHA and several 
of its individual Member Bodies belong. 
The Minister was impressed by the 
number of organisations in the AHCRA but 
remained unreceptive to its proposals for 
a particular approach to health reform 
which would involve substantial citizens’ 
engagement.

AHCRA was by no means the only 
collaborative body with which the NRHA 
was involved. It was a pleasure during 
the year to produce joint work with 
Aged and Community Services Australia, 
beyondblue, and the Australian National 
University’s College of Medicine and 
Health Sciences. We also collaborated 
with Suicide Prevention Australia, 
the Remote Indigenous Stores and 
Takeaways (RIST) Project (work involving 
six governments) and the Public Health 
Association of Australia. 

In November, the Executive Director 
attended the fi rst of a number of meetings 
of Suicide Prevention Australia’s Advisory 
Group for its National Forum on Men & 
Suicide held very successfully in May.
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The collaboration with RIST moved from 
the situation in which a project on food 
security was fi rst endorsed by our Council 
in August to the situation, within a year, 
in which a substantial Forum had been 
held in Adelaide and useful follow-up 
work was in train in several remote 
regions. This represents a speed of project 
development which is very satisfying but 
not often achievable. (The work in which 
the Alliance is involved is concerned with 
transport and the cold chain, not with the 
same work that RIST itself is focusing on.)

As reported elsewhere, there were very 
signifi cant developments internally. My 
thanks to offi cers of the Rural Health 
Branch for the constructive negotiations 
over a new triennial contract. It was a 
pleasure to welcome new Councillors 
and a new Executive, which had the 
advantage of a face-to-face meeting in 
May. During the year we also welcomed 
several new staff and my thanks go to 
both them and our other colleagues for 
doing what needed to be done to settle 
into new routines while keeping the work 
fl owing. Anita Phillips left us in October to 
take up the position as Public Advocate in 
the ACT. In January we had troublesome 
contact with waters in the back room; in 
May, Andrew W. started in Anita’s place 
and so far he has not been troublesome 
at all. 

It has not, of course, been all moonlight 
nights. During the year the Alliance 
said farewell to some strong and 

delightful human beings who were all 
personal friends of mine: in addition 
to Grace Groom, particular mention 
should be made of Neil Anderson and 
Rick Farley. Brief tributes to them appear 
elsewhere; I will miss them. 

At a different emotional level we have 
been preparing for some grieving over 
the Australian Journal of Rural Health 
(AJRH) because, for calendar years 
2007 and 2008, it will be without the 
Australian College of Rural and Remote 
Medicine. This group of people, when 
in the guise of the RDAA, were founding 
members of the AJRH. We are continually 
encouraging other organisations to be 
associated with the AJRH but will be 
pleased if we can welcome ACRRM back 
to the fold one day.

Despite this loss, the future of the AJRH 
is assured thanks to the strong support 
of the other three Journal Associates and 
of Blackwell Publishing Asia, and to the 
commitment from Council that the Alliance 
will bear and manage the fi nancial risk. 
We were very pleased to welcome 
Professor James Dunbar as Editor and 
Prasuna Reddy as Deputy Editor. James 
and Prasuna are providing the critical 
leadership required for the Journal to 
continue its development as the pre-
eminent quality interdisciplinary journal for 
rural and remote health. 

My thanks to members of Council for their 
continued involvement with the Alliance: 
without the connections they provide to 

our Member Bodies and the information 
they deliver on developments in the real 
world, the Alliance would not be able 
to function effectively. Special thanks 
to Sue McAlpin and John Wakerman, 
Chairpersons during the year. It is a 
pleasure also to acknowledge the 
committed work of my colleagues on staff. 
During the year we farewelled Megan 
Cook, Kristin Ginnivan and Anita Phillips 
and welcomed Jan Izzard, Paulina Leko, 
Ann Short and Andrew Waters. 

On with the motley! 

Gordon Gregory
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Strategy 1: Collaboration 
and information 
dissemination

Council of the Alliance
Council of the Alliance is comprised 
of one delegate from each of the 
24 Member Bodies, the Chair of 
friends of the Alliance and up to three 
co-opted Members.

Council meetings

As usual, Council met by teleconference 
every second month and had one 
face-to-face meeting: CouncilFest.

CouncilFest is an annual highlight for the 
Alliance. Twenty-six or so people who are 
committed to improving health outcomes 
in rural areas, and who actually work 
there, meet face-to-face (often for the 
fi rst time) in Canberra and with Alliance 
staff. It is an opportunity for orientation, 
bonding and much work of a quality that 
is not practicable by teleconference. It 
is a lengthy meeting and represents the 
greatest commitment during the year of 
members of Council to their desire to see 
the Alliance ‘make a difference’. 

In 2005, CouncilFest was held from 
Friday 28 October to Wednesday 
2 November. Those Councillors who had 
not met before prepared a professional 
dinner for the rest on the fi rst night – and 
who will ever forget Michael Jonas’ careful 
scrutiny, not of his patient’s mouth, but of 
his colleagues’ risotto, which he hoped 
would meet his normal high standards. 

All members of Council gave inspiring 
reports of issues in their home area and 
Paul Martin facilitated a day’s work in 
which these experiences were brought 
together, with recognition of the Alliance’s 
capacities, to produce a set of priority 
issues. These included the parlous state 
of oral and dental health in rural and 
remote areas, coupled with the serious 
shortages in the dental health workforce. 
Other issues identifi ed for urgent attention 

included the need for more undergraduate 
places in health courses; the need to 
adopt interprofessional education in 
health sciences undergraduate training; 
the desirability of national uniformity in 
the patient transport and accommodation 
assistance schemes run by the States and 
Territories; and the need for a stronger 
evidence base relating to rural and 
remote health. 

These selected issues became the focus 
for Council’s day in Parliament House 
and some of them were given additional 
focus during the public seminar on remote 
health which was an opportunity for 
Councillors and invited guests to meet and 
exchange views. 

Council’s Day in Parliament

The agreed issues were raised with some 
40 Parliamentarians and with the Minister 
for Health, Tony Abbott, and the Shadow 
Minister, Julia Gillard. The Alliance put 
some practical proposals to the Minister 
and Shadow Minister that would allow 
these key issues to be addressed. 

One proposal was for an undergraduate 
dental scholarship scheme (similar to that 
operating successfully for medicine through 
RAMUS). Another was for additional 
university places for dentistry and for oral 
hygienists and dental therapists. 

The NRHA commended the adoption 
of interprofessional education in health 
sciences undergraduate training. The 
need for more undergraduate places in all 
health courses was stressed. To expand 

Part 2: Strategic Activity

NRHA’s Objectives
• Support communication between 

Member Bodies, especially among 
their delegates to Council. 

• Maintain a range of information 
dissemination mechanisms.

• Produce a peer-reviewed research 
publication.

• Host the biennial National Rural 
Health Conference.

• Make submissions to Inquiries, 
government departments and 
agencies, and undertake media 
activities, to convey and promote 
NRHA policy on matters affecting 
rural and remote health.

• Represent the Alliance on relevant 
committees.

• Liaise with governments, non-
government sector and others.
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the evidence base for rural and remote 
health, the Alliance sought the Minister’s 
support for increased funding for the rural 
work of the Australian Institute of Health 
and Welfare and some guarantee that 
rural interests would be appropriately 
represented in the reoriented structures 
and work of the National Health and 
Medical Research Council. 

These discussions at CouncilFest and 
with Parliamentarians informed much 
of the Alliance’s work in subsequent 
months, including the development of 
position papers on public dental services, 
transport and accommodation assistance, 
enhancement of rural and remote research 
opportunities, and additional student 
places. [See Policy Development under 
Strategy 2.]

Remote Health Seminar

The public CouncilFest seminar was held 
on Tuesday 1 November. It focused on 
the special health and well-being needs 
of the 500,000 people – 2.5 to 3 per 
cent of the population – who live in 
remote Australia. 

Matilda House welcomed participants 
to Ngunnawal country and Sue McAlpin 
welcomed people for the Alliance. 
Special guest Senator Barnaby Joyce 
discussed aspects of the politics of remote 
areas and John Wakerman, newly-elected 
Chair of the NRHA, highlighted some 
of the distinctions between remote and 
rural areas. Andrew Phillips, from the 
AIHW, talked about some of the niceties 
and challenges of statistical reporting on 
remote issues. 

Colleen Prideaux, CEO of the Ceduna-
Koonibba Health Service, and Henry 
Councillor, Chairperson of NACCHO, 
both Members of Council of the Alliance, 
led a session on Indigenous affairs in 
remote areas.

The seminar concluded with two case-
studies of issues currently affecting 
remote communities. Roy Price, Remote 
Community Nutritionist with Territory 
Health, spoke about some of the 

Council of the Alliance met with the Minister for Health, Hon Tony Abbott and Shadow Minister 
for Health, Julia Gillard.

Senator Barnaby Joyce speaking at the 
CouncilFest seminar.

Henry Councillor, Chairperson of NACCHO, 
speaking at the CouncilFest seminar.
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David Milligan 
HPCARRAC

Clinical Psychologist, 
Port Macquarie, NSW

Liz Mattock 
CRANA

Remote Area Nurse, 
Lobethal, SA

Stephen Gough
CAA

Assistant Commissioner, 
Queensland Ambulance 
Service

Myra Pincott 
CWAA

President, CWAA, 
Emu Park, Qld

Lynne Sheehan
CRHF

Chief Executive Offi cer, 
Mater Misericordiae 
Hospital, Rockhampton, 
Qld

Bernadette 
Devenish-Batzloff
ICPA

Grzier and nurse, 
Augathella, Qld

Fiona Armstrong
ANF

RN, journalist, Professional 
and Policy Team Leader, 
ANF National Offi ce.

Jenny May
RDAA

Rural GP and GP academic 
UDRH Tamworth, NSW

Jeff Fuller
AHA

Director of Education, 
Northern Rivers University 
Department of Rural Health

Bek Ledingham 
NRHN

Medical Student, NT

Elizabeth Dodd
ACRRM

Rural doctor, 
Griffi th, NSW.

Bev Cook
HCRRA

Consumer; farmer 
from Nandaly 
north west Victoria.

Victoria Gilmore ANF

RN, formerly Federal 
Professional Offi cer, ANF 
(until May 2006)

John Wakerman 
ARHEN

Director, Centre for 
Remote Health, and 
General Practitioner in 
Alice Springs, NT.

Sue McAlpin 
ACHSE

Course Co-ordinator, 
Nutrition and Dietetics, 
CSU, Wagga Wagga

Brenda Tait 
ADGP

Chief Executive Offi cer, 
Southern Queensland Rural 
Division of General Practice 
Toowoomba, Qld

Jane Greacen 
ACRRM

Practising rural GP; 
Head of the Rural 
Workforce Agency, 
Victoria

Liz Drew
AARN

Rural Nurse, 
Ipswich, Qld

Council of the Alliance
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Pauline Wardle
FS

Assistant Regional 
Manager, 
Frontier Services, NT

Irene Mills
friends Chair

Farmer, Dalwallinu, 
WA

Henry Councillor 
NACCHO 

Chair, NACCHO

Bruce Harris 
RACGP (NRF)

Program Co-ordinator, 
School of Rural Health, 
Dubbo, NSW

Sophie Heathcote 
CRANA

Remote Area Nurse, 
Dubbo, NSW

Robyn Adams 
SARRAH

Physiotherapist, 
Private practitioner, 
Atherton, Queensland

Michael Jonas
RDN

Dentist, Gunnedah, 
NSW

Nigel Stewart
RGPS 

Regional paediatrician, 
Port Augusta, SA

Dave Janmaat 
NRHN

Medical Student, NT

Jackie Stephenson 
RFDS

Health Manager, RFDS 
National Offi ce, Sydney

Colleen Prideaux 
Co-opted individual

Chief Executive offi cer, 
Ceduna/Kooniba 
Aboriginal Health 
Service, SA

Owen Allen 
SARRAH

Physiotherapist, 
Atherton, Qld

Alison Aylott
RPA

Rural Locum 
Pharmacist, 
Dorrigo, NSW
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successes and challenges relating to 
having fresh food available at affordable 
prices to consumers in remote areas. Peter 
Cahill, Area Director of the Queensland 
Ambulance Service for the Tablelands, 
Cape York and the Torres Strait, described 
some of the wide variety of work regularly 
facing ambulance offi cers and their 
service in far north Queensland.

The Seminar led to further work in the 
Alliance on remote health issues, including 
development of a position paper on food 
security in remote areas and collaborative 
work with the Remote Indigenous Stores 
and Takeaway Project. [See Policy 
Development under Strategy 2 and Other 
Business/Managed Projects at Part 4.]

Meeting attendance: Council

The table to the right lists Council members 
during the period of this report, the 
organisation they represent and their 
(or their proxy’s) attendance at meetings 
during 2005–2006.

Member Body Delegate to Council Period on Council Number 
of Council 
Meetings 
attended

Meetings 
eligible to 

attend 

AARN Liz Drew Aug 05 – Jun 06 5 7

ACHSE Sue McAlpin Full year 6 7

ACRRM Jane Greacen Jul 05 – Oct 05 3 3

Elizabeth Dodd Oct 05 – Jun 06 1 4

ADGP Brenda Tait Full year 4 7

AHA Jeff Fuller Full year 6 7

ANF Victoria Gilmore
Fiona Armstrong

Jul 05 – Oct 05
Oct 05 – Jun 06

2
4

3
4

ARHEN John Wakerman Full year 6 7

HPCARRAC David Milligan Full year 4 7

CAA Stephen Gough Full year 5 7

CRANA Liz Mattock
Sophie Heathcote

Jul 05 – Apr 06
Apr 06 – Jun 06

4
1

5
2

CRHF Lynne Sheehan Full year 3 7

CWAA Myra Pincott Full year 5 7

FS Pauline Wardle Full Year 6 7

HCRRA Bev Cook Full year 4 7

ICPA Bernadette Devenish-Batzloff Full year 2 7

NACCHO Henry Councillor Oct 05 – Jun 06 0 7

NRHN Bek Ledingham
Dave Janmaat

Jul 05 – Apr 06
Ap r06 – Jun 06

4
1

6
1

RACGP (NRF) Bruce Harris Full Year 2 7

RDAA Jenny May Full year 7 7

RDN Michael Jonas Full Year 5 7

RFDS Annette Udovisi
Without a delegate
Jackie Stephenson

Aug 05 – Oct 05
Oct 05 – Apr 06
Apr 06 – Jun 06

1
0
2

1
4
2

RGPS Nigel Stewart
Without a delegate

Jul 05 – Nov 05
Dec 05 – Jun 06

2
0

3
4

RPA Alison Aylott Full year 3 7

SARRAH Robyn Adams
Owen Allen

Jul 05 – Aug 05
Aug 05 – Jun 06

1
6

1
6

friends Chair Irene Mills Full year 5 7

Co-opted individual Colleen Prideaux Full year 1 7

Roy Price, Remote Community Nutritionist 
with Territory Health, speaking at the 
CouncilFest seminar.
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8th National Rural Health 
Conference – follow-up
Follow-up from the 8th Conference in 
Alice Springs continued on several fronts. 
Discussions were held with the Rural 
Health Branch on evaluation of the event 
and the views of AHMAC’s Rural Sub-
committee were incorporated into a full 
evaluation against both quantitative and 
qualitative indicators. This overall picture 
was important background for early 
planning of the 9th. 

9th National Rural Health 
Conference – planning
The biennial National Rural Health 
Conference belongs to the rural and 
remote health community. Looking after 
it and managing its success is the most 
important project of the National Rural 
Health Alliance. The conference is a key 
element of the Alliance’s core business.
It is an important part of the agenda-
forming process for the rural and remote 
health sector as a whole, including the 
Alliance’s work for each succeeding 
two-year period.

The Conference potentially involves all 
sectors that can contribute to the health 
of people in country Australia. It aims 
to widen the rural and remote health 
community to include people involved 
in education, the environment, transport, 
housing, natural resource policy, economic 
development and community services. 
The Conference reminds us that the rural 
health community includes many people 

who live and work in the major cities and 
who care about the health of people from 
country areas. 

For the rural and remote health sector itself 
the Conference aims to:

• showcase developments from the fi eld; 

• engage health consumers with others in 
the sector; 

• provide an opportunity for research 
reports to be delivered by both 
experienced and beginning 
researchers; 

• encourage information dissemination 
and the building of networks in the 
pursuit of better health; 

• anticipate developments and help set 
the sector’s agenda; and 

• promote public awareness and 
support. 

The Conference Advisory Committee for 
the 9th was formed in January 2006. Sue 
Mcalpin, Lecturer in the School of Clinical 
Sciences at Charles Sturt University in 
Wagga Wagga, and delegate to Council 

of the Alliance for the rural members 
of the Australian College of Health 
Service Executives, is the Conference 
Convenor. The Offi ce of Rural Health has 
representatives on the Committee, which 
held its fi rst meeting on 16 February.

The theme for the 9th National Rural 
Health Conference is Standing up for Rural 
Health: Learning from the past, action for 
the future. The sub-themes are:

• Health across borders: Reform, 
consumers and quality

• Effective services in the Bush

• The politics and economics of early 
intervention

• Evidence, access and equity: how do 
we measure up?

• Chronic disease and rural and remote 
Australia 

• Natural disasters: preparation, 
response, community recovery 

The Call for Abstracts opened in 
April 2006.
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Australian Journal of 
Rural Health (AJRH)
Following John Marley’s retirement from the 
position, the appointment of James Dunbar 
as Editor of the Australian Journal of Rural 
Health in September 2005 heralded 
a new era for the Journal. James has a 
vision for its future that strongly supports 
the three principles for the AJRH agreed 
by the Journal Associates and supported 
by Blackwell Publishing Asia. These 
principles are: 

• High quality will remain the most 
important criterion in editorial policy 
and the selection of manuscripts for 
publication.

• In both its management and content, 
the AJRH will remain interdisciplinary.

• The AJRH will continue to be available 
in hard copy to any Journal Associate(s) 
that requests it in this form.

During the course of the year, preliminary 
notice was provided by ACRRM, and 
then confi rmation, of its decision not to 
renew its status as a Journal Associate for 
calendar years 2007 and 2008. This 
is potentially a signifi cant set-back, but 
Council of the Alliance agreed to commit 
the NRHA to the future of the AJRH for 
those two calendar years, giving time for 
the risks to be managed and for other 
bodies in the Alliance to support the 
Journal by one means or another.

Signifi cant improvements continued to 
be made in editorial content and, in 
particular, in processes for submission and 
refereeing of manuscripts. These tasks can 

now be handled on-line, speeding up the 
time from submission of articles to their 
acceptance. Blackwell Publishing Asia 
has remained a staunch supporter of the 
AJRH and the company combines great 
professionalism with due attention to both 
the social justice and ecological facets of 
the work involved in publishing the Journal. 
It was a great pleasure to meet again 
with Mark Robertson, President (Asia) of 
Blackwell Publishing, in November. 

The AJRH is widely distributed. More 
than 5000 libraries worldwide have full 
access to its most recent content, including 
those who receive the journal under 
Blackwell’s developing world philanthropic 
arrangements. Another 1656 libraries have 
access to content greater than one year 
old through licensed databases. In 2005, 
full articles from AJRH were downloaded 
82,000 times through Blackwell Synergy 
and other on-line hosts. All journal 
abstracts are freely available on-line.

The year saw further consideration of the 
relationship between the AJRH and the 
International Electronic Journal of Rural 
and Remote Health. The community of 
interest supporting the AJRH is confi dent 
that there is no ‘crowding’ in the fi eld of 
rural and remote health with two journals, 
as evidenced by the fact that there is no 
shortage of copy for either, given their 
respective selection criteria and purposes. 
There has been increased focus on the 
virtues of the AJRH as a journal that is 
available on-line as well as in hard copy, 
and which has systems in place to market 
and promote itself on-line.

The central role of the AJRH is to provide 
academic and research support for 
further development of interdisciplinary 
health teams in rural and remote areas. 
The AJRH helps to build the evidence-
base across the professions, and 
supports teamwork, communications and 
the habit of thinking and acting in an 
inter- disciplinary manner. 

Organisations with an interest in 
the rural health sector are invited to 
discuss with the NRHA how they and 
their membership might benefi t from 
involvement with the AJRH.

PARTYline
The Alliance’s newsletter, PARTYline, 
continues to be widely distributed and 
is a means of exchanging information 
among friends of the Alliance and many 
others with an interest in rural and remote 
health, and for celebrating success stories 
in the area. Lexia Smallwood took over as 
Editor during the year and soon became 
a strong and effective manager of the 
Alliance’s fl agship publication.

Four editions were published during the 
year and among the large number of 
issues covered were health funding, oral 
and dental health, food security in remote 
areas, depression and other mental health 
issues, cancer, incontinence, Indigenous 
health (including a focus on the broad 
range of determinants) and the ongoing 
aspiration for equity and ‘a fair go’ for 
rural Australia. 
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Several readers reported on their personal 
rural experiences and on programs and 
resources with which they have been 
involved, and expressed their opinions on 
rural health issues and events. PARTYline 
also enabled the Alliance to provide 
information to many interested people 
about RAMUS, the AJRH, friends of the 
Alliance and the 9th Conference. The 
concept of photographic themes was 
introduced and well received.

The April 2006 editions (25 and 26) 
represented a triple ‘fi rst’ for PARTYline: 
25 was the fi rst thematic edition – on 
recovery from depression; it was the 
fi rst time PARTYline had been produced 
collaboratively with another organisation 
– beyondblue: the national depression 
initiative; and it was the fi rst time two 
editions were produced concurrently in 
order to accommodate the overwhelming 
number of contributions. The impressive 
capabilities of the Alliance’s new database 
contributed signifi cantly to the management 
and success of this thematic edition. 

Submissions
The Alliance responded to a number of 
opportunities to contribute to reviews and 
inquiries through submissions and as a 
witness at public hearings.

Senate Select Committee Inquiry 
into Mental Health Services
(July 2005)

The relatively poor state of mental health 
in rural and remote Australia has been 
a priority issue for the National Rural 
Health Alliance for over a decade. The 
poorer situation is caused largely by the 
characteristics of rural and remote areas, 
the characteristics and attitudes of rural 
and remote people, and the undersupply 
of mental health professionals. As with 
many health conditions, diagnosis of 
mental illness and intervention tend to be 
later in rural and remote areas so that the 
personal, family and community impacts 
of a given amount of the illness are 
greater than in the major cities. 

Following the Alliance’s submission to 
the Senate Select Committee Inquiry into 
Mental Health Services in May 2005, 
Jenny May, Joan Lipscombe, Anita Phillips 
and Gordon Gregory appeared before 
the Committee on behalf of the Alliance. 
The verbal evidence presented referred to 
a new report of the Australian Institute of 
Health and Welfare which demonstrates 
the health risk factors among people 
in rural and remote areas, the relative 
shortage of health infrastructure and the 
worse state of health overall. Where 
mental health is concerned, the small 

population and visibility of individuals 
result in stigma being a particular issue.

The most devastating outcome from this 
complex web of factors is the relatively 
high rate of suicide. The increasing rate 
among young males, in particular, is a 
clear sign of the parlous state of affairs 
where rural and remote mental health 
is concerned.

The programs envisaged in the National 
Action Plan for Promotion and Prevention 
and Early Intervention for Mental Health 
will need both special content and style 
of delivery to ensure they succeed in rural 
and remote areas. Some of the proposals 
are especially innovative, including the use 
of mental health fi rst aid, and training and 
support for hairdressers in identifying and 
supporting mentally ill clients.

The pervasive value of good IT services 
for health – including mental health 
– deserve special emphasis. There is 
continuing concern about the impact of a 
fully privatised Boardroom on the actions 
and pricing structures of the owner of the 
main telephone network. 

In its submissions the Alliance again 
supported the call from the Mental Health 
Council of Australia for a gradually 
increasing proportion of the health 
budget to be allocated to mental health. 

Investment in improving emotional and 
social well-being among Aboriginal 
and Torres Strait Islander peoples is a 
national priority. 
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The expectation of people in rural and 
remote areas is that they will receive 
their 30 per cent ‘fair share’ of all new 
initiatives in mental health. This 30 per 
cent needs to be delivered in such a 
way as to fi t rural lifestyles, timelines and 
other attributes. 

The Alliance also stressed the importance 
of investment in improving emotional and 
social well-being among Aboriginal and 
Torres Strait Islander peoples. This is a 
national priority which must be specially 
considered in rural and remote programs 
because of the greater proportion of 
Indigenous populations in remote areas.

Standing Committee on 
Health and Ageing’s Inquiry 
into Health Funding
(July 2005)

In aggregate, health status is poorer 
outside the cities, risk factors more 
common and the range of services 
narrower and more costly to access. 
Higher costs, both to consumers out-of-
pocket and to government, should result in 
higher unit allocation of resources to health 
services in rural and remote areas.

Of special concern to the Alliance is the 
situation where people who cannot access 
a doctor miss out on Medicare benefi ts, 
despite paying taxes and the Medicare 
levy. This inequity has been characterised 
by the phrase ‘No Doctor, No Medicare’ 
and is an important challenge for our 
health funding system.

The apparently simple title ‘Health 
Funding’ connotes many separate and 
important considerations. The Alliance’s 
priorities are their rural and remote 
dimensions. They include the distribution 
of the health workforce and of health 
facilities, the nature and extent of special 
rural and remote programs, the shape of 
Medicare, the health capacity of local 
governments, research, and reform of the 
healthcare system.

Shortages exist across Australia’s health 
workforce, and the worst of them are 
in rural and remote areas. They are not 
only of GPs, but also of nurses, allied 
health professionals, dentists, pharmacists 
and managers. Lack of access to health 
facilities is a health risk factor. People with 
poor access have to pay higher costs 
when they make use of health services 
and sometimes the costs are so great that 
in effect they have no access at all. 

The nature and extent of health funding 
can have an important impact on such 
workforce shortages and the shape of the 
health system. Currently Australia spends 
around 9.5 per cent of its GDP on health. 
There is nothing fi xed or automatically 
correct about this fi gure, which is a 
lower proportion than in many other 
developed nations. 

The continued maldistribution of the 
health workforce shows that the resources 
being directed to special programs for 
recruitment and retention to rural and 
remote areas are as yet insuffi cient. To 
compensate for the rural and remote 

‘health defi cit’ – worse health status, 
more risk factors, fewer facilities, worse 
workforce shortages – governments fund 
special health programs for rural and 
remote areas. The Alliance’s submission 
argued for the further augmentation of 
these programs and pointed out that 
spending on the special rural and remote 
programs, at $830 million over four years, 
is modest compared with the private 
health insurance rebate which costs 
around $3 billion every year.

Australia is also investing insuffi cient 
resources in training, and the failure of 
the Medicare rebate to keep pace with 
cost increases is a disincentive for GPs to 
practise in country areas. 

The Alliance believes that there are spatial 
dimensions to all aspects of health funding; 
the quantum, the distribution, the special 
allocations for particular population 
groups, and the prospect of reform of the 
system. The impact of amending each 
specifi c element needs to be assessed 
for its effect. People who live and work in 
rural and remote areas continue to deserve 
particular consideration.

At the invitation of the Committee, the 
Executive Director gave a private briefi ng 
at a hearing in Parliament House on 
8 February.

The nature and extent of health funding 
can have an important impact on 
workforce shortages and the shape 
of the health system. 
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Productivity Commission on 
health workforce
(August 2005)

The Alliance worked jointly with the 
College of Medicine and Health Sciences 
of the Australian National University on a 
submission on health workforce issues to 
the Productivity Commission. 

The worldwide shortage of professional 
workers has caused fundamental changes 
in the labour forces of developed 
countries, which have resulted in major 
rebalancing with respect to skilled vs 
unskilled workers, the mix of skills, full-time 
vs part-time workers and the gender mix. 
At the same time, the health sector is 
facing increases in consumer demand 
caused by the ageing of populations, by 
people’s perceptions of the capabilities 
of health services, and by increasing 
technological capacity.

The Productivity Commission’s work on 
the health workforce provides it with an 
opportunity to promote greater national 
focus on ‘managed self-care’ 
by consumers through a range of 
structured programs. The health sector 
should be encouraged to consider role 
re-defi nition or changing scopes of 
practice for health professionals, 
whilst maintaining a focus on safety and 
quality care.

The Alliance urged Federal and State 
Governments to liaise with higher 
education institutions on further inter-
professional education, rural placements 

and joint professional placements in 
undergraduate health criteria. 

Overall, the Government should commit 
to training more than enough health 
professionals for its own needs rather 
than actively recruiting from poorer 
nations. In the interim, however, a national 
approach to training, recruitment and 
skills assessment should be adopted for 
international health graduates who choose 
to work in Australia.

Governments should value investment 
in social and physical infrastructure 
(eg community facilities and networks, 
education, roads, and IT) as determinants 
of health, especially in rural and remote 
areas. They also impact on the supply 
and demand for the health workforce 
(as for other workers). Successful rural 
development is the best medium-term 
program for the recruitment and retention 
of workers to country areas.

With ‘health reform’ on the agenda, the 
Alliance urged further consideration be 
given to having one level of government 
responsible for health services, with 
funding transfers between the jurisdictions, 
acceptable accountability measures, 
and effective management in the 
regions themselves. 

Supplementary Submission to 
Productivity Commission 
(November 2005)

‘Many of the changes required to 
improve health workforce arrangements 
could only occur as part of broader 
health policy reform, including the 
funding of health care in Australia.’ 
Productivity Commission Position Paper.

Following publication of the Productivity 
Commission’s Paper, Australia’s Health 
Workforce (September 2005), the 
Alliance’s Supplementary Submission 
responded to some of the specifi c 
proposals that it contained. 

The Alliance welcomed the reference to 
regional development as a cost effective 
and sensible long-term solution to health 
and other rural and remote workforce 
challenges. However, it considered that 
the Paper paid insuffi cient attention to the 
diffi culties inherent in the Commonwealth/
State relationship on health system 
responsibilities and funding.

The NRHA supported current health reform 
moves provided they improve the equity 
of access to services and distribution of 
health professionals; enhance the quality 
of services in rural and remote areas; and 
that at least 30 per cent of the potential 
cost savings and other benefi ts are 
reinvested in rural and remote health. 

Also supported were wider moves to 
reform Australia’s health care system. 
Some of the current defi ciencies, such 
as poor continuity of care, the logistical, 

Governments should value investment 
in social and physical infrastructure as 
determinants of health, especially in 
rural and remote areas.



NATIONAL RURAL HEALTH ALLIANCE YEARBOOK AND ANNUAL REPORT 2005–200620

fi nancial and health outcome costs of 
intergovernmental uncertainties, and the 
developing stresses of population ageing 
and chronic disease, have greater impact 
on people from rural and remote areas 
than on residents of major cities. Urban 
models of service delivery, and workforce 
competencies and structures, are often not 
appropriate for rural and remote areas or 
for Indigenous communities.

The Alliance affi rmed a national approach 
to workforce requirements. The general 
failure to share knowledge, experience and 
learning across jurisdictional boundaries 
should be addressed in the health system. It 
also recognised the need to have primary 
care core competencies incorporated 
into training for all primary care workers. 
However, the creation of new health 
worker positions and delegation of routine 
procedures to them should not lead to any 
lower quality of care. 

Community and consumer consultation 
is critical in work to change workforce 

mixes and the skills and competencies of 
health professionals. General community 
participation in local health service 
planning and management could provide 
signifi cant productivity gains and health 
system savings through leading to 
increased emphasis on prevention.

Productivity Commission and 
Productive Federalism

The NRHA was pleased to be involved in 
the Productivity Commission’s roundtable 
on Productive Reform in Federal System, 
which is testament to that institution’s 
growing commitment to micro-economic 
reforms in the health care sector as a 
potential source of economic and social 
improvement. Our thanks to Jim Groves for 
representing the Alliance.

The proceedings of the roundtable were 
published in the lead-up to the Council of 
Australian Governments meeting held in 
February 2006 and covered institutional 
frameworks to promote productive 

outcomes; health reform; labour market 
reform; freight transport reform; and the 
way forward.

Senate Community Affairs 
Legislation Committee on the 
Health Insurance Amendment 
(Medicare Safety-nets) Bill 2005 
(Submission – August 2005)

The Alliance has repeatedly asserted 
the importance of Medicare’s principle 
of universality which provides medical 
insurance for all users and not a welfare 
safety net for some. Because it is 
based on the tax system, Medicare is 
administratively effi cient and progressive 
(ie the more you earn the more you 
pay). It is a relatively simple system that, 
because of its universality, is politically 
stronger and safer than a targeted 
safety net. 

The work of the NRHA is based on 
principles of equity and access. If some 
people are to be in and some out, it has 
no objection to differential assistance 
to those who are young and those with 
healthcare cards. However, there is no 
direct correlation between fi nancial need 
and access to a healthcare card. Some of 
the working poor will be doubly affected 
through bearing greater costs and not 
recouping through the safety net at the 
lower level.

Where people in more remote parts of 
Australia have no access to a doctor, 
they miss out on the provisions of the 
notional contract between the Australian 
Government and its people that no-cost 
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or low-cost primary care will be provided 
through Medicare. Unfortunately safety 
nets intensify the disadvantage: to ‘no 
doctor means no Medicare’ can be 
added ‘no doctor means no safety net’. 

The extent to which people in more 
remote areas are missing out on access 
to Medicare is measured in the notion 
of a Medicare defi cit, estimated at over 
$500 million a year when specialist 
services shortfalls are included.

Rural, regional and remote areas still 
have lower rates of bulk-billing than the 
major cities. The national rate of bulk-
billing is now around 70 per cent overall 
(compared with 80 per cent ten years 
ago), but it is as low as 30–40 per cent 
in some rural areas. Coupled with higher 
costs of access to medical care due to 
travel time and average prices charged, 
the lower rate of bulk-billing means that 
out-of-pockets costs are both higher and 
more up-front in rural areas than in the 
cities. In 2003 the extra out-of-pocket 
costs for people in rural and remote 
areas were estimated at $43 million for 
1996–97.

Raising the threshold for eligibility in the 
safety net means that a higher proportion 
of health care costs will be borne by 
those who can least afford it: low income 
families, of which there is a higher 
proportion in rural and remote areas. 

Rather than changes to the threshold, the 
Alliance would support health reforms that 
strengthen the relationship between access 
to care and clinical need. 

Appearance before the Committee 
– August 2005

The Executive Director appeared before 
the Legislation Committee to represent the 
views of rural and remote stakeholders on 
Medicare Safety nets.

There is a close and complex relationship 
between Medicare and its safety net, the 
structure and fi nancing of the healthcare 
system and the health workforce issues 
which, as a nation, we are fi nding so 
troubling at present. As the system is 
reformed we must be aware that its 
structure will determine how healthcare 
costs are distributed between government 
and patients, and what sort of health 
workforce will be required in the future.

Increases in the safety net thresholds 
affect people in rural and remote areas 
more signifi cantly than the residents of 
major cities for three principal reasons. 
First, country people face higher out-of-
pocket costs, thus incurring more of the 
burden of costs shifted by government to 
patients. Secondly, families in rural and 
remote areas have lower incomes than 
their metropolitan counterparts. Thirdly, 
since accessing out-of-pocket hospital care 
is more expensive, people in rural areas 
will pay the residual 20 per cent more 
frequently and with greater diffi culty.

The Bill also referred to the extent of 
higher out-of-pocket expenses. It has been 

asserted that the average national out-of-
pocket costs rose from $8.89 per visit in 
1996 to $14.85 in 2005. Costs are even 
higher in rural areas because rates of bulk 
billing there are lower than in urban areas 
and the physical costs of access higher.

The central pillars of the Alliance’s work 
are access and equity in healthcare. 
Medicare’s universality is its most important 
principle and, in more remote areas, it 
is more principle than reality. Greater 
emphasis on a safety net can be seen 
as evidence of an offi cial unwillingness 
to control or minimise out-of-pocket 
costs. Having two levels in the safety net 
increases the trend towards a two-tier 
system. Both of these fuel suspicions that 
Medicare is at risk of becoming a welfare 
program rather than a universal health 
insurance system to which all contribute 
and by which all are covered.

Council of Australian Governments 
(COAG) on the number of additional 
Commonwealth health student places 
required, and some related matters
(March 2006)

In February 2006 the Council of 
Australian Governments (COAG) 
recognised the urgency of addressing the 
national health workforce shortage, and 
foreshadowed its intention to consider 
the number of additional Commonwealth 
student places needed and related 
measures that might be required to 
ameliorate the situation. The NRHA made 
a submission to COAG on the Alliance’s 
estimate of places required for a full range 
of disciplines, and presented a particular 

Where people in more remote parts of 
Australia have no access to a doctor, 
they miss out on the benefi ts of Medicare.



NATIONAL RURAL HEALTH ALLIANCE YEARBOOK AND ANNUAL REPORT 2005–200622

focus on the characteristics of workforce 
shortages in rural and remote areas.

The Alliance emphasised the inter-
connectedness of health workforce 
numbers and aspects of health reform 
and funding. The number of health 
professionals required depends on the 
number and spatial distribution of people 
seeking health care; the way health 
care is delivered and the spread of care 
between different professions; the way the 
health system is regulated; and the way 
health care is funded.

The NRHA estimated that, in 2006, 
Australia needs 6,000-8,000 extra 
undergraduate places for nursing and 
enough places to provide 1,200 new 
entrants to general practice each year 
from 2007 to 2013 together with a 
further 120 places each year in dentistry. 
The nation also needs to train 16,000 
effectively full-time physiotherapists 
by 2020, and probably proportional 
targets (based on the different clinical 
requirements for the different professions) 
for other allied health groups.

The role of Aboriginal and Torres Straits 
Health Workers needs strong support, 

and their special role in the health 
care of Indigenous peoples should be 
further developed.

It is estimated that, from 2006 to 2026, 
about 13,000 general practitioners – or 
about 35 per cent of the current workforce 
– will retire. This will further worsen 
the problem caused by the number of 
additional doctors needed as a result 
of rising demand due to an ageing 
population and declining hours of work.

Further developments in IT as a platform 
for telehealth will be important for people 
in rural and remote areas. Staff shortages 
could be ameliorated by outreach services 
from capital cities and regional centres 
and/or by improved and subsidised 
transport services for patients to get to 
services. However these strategies are 
not equivalent to the attraction of staff to 
rural and remote areas for regular and 
sustainable face-to-face practice. 

International health graduates will continue 
to be even more important for rural and 
remote areas than for the major cities. 
Care needs to be taken that there is 
effective management of differential fl ows 
to different regions, appropriate screening 
and evaluation and adequate support 
for graduates, and no disadvantage 
to poorer countries which have greater 
need. Because of its relative prosperity 
and good health, Australia should train 
more than enough health professionals for 
its own needs so that it can make a net 
contribution to world supply. 

The Alliance has repeatedly made the 
point that, as the total number of health 
undergraduate places increases, there 
will need to be special measures to 
ensure that a good proportion of them are 
tailored to eventual practice in rural and 
remote areas. Remuneration is important 
but by no means the only matter. Rural 
development is an effective medium-term 
program for the recruitment and retention 
of workers to country areas.

Australian Government’s Overview 
of How Australia’s Tax System 
Compares Internationally 
(March 2006)

When Treasurer Peter Costello announced 
an overview of how Australia’s tax system 
compares internationally, the NRHA 
took the opportunity to draw attention 
to the potential benefi ts that could be 
derived from the existing taxation zone 
rebates system if it were reviewed and 
strategically updated.

Australia’s geography has a signifi cant 
impact on both the provision of modern 
and effective health services to people 
in rural and remote areas, and on their 
economic opportunities, social interactions 
and non-health services. The current 
taxation zone rebates system, which 
recognises the disadvantages faced by 
people living in remote locations, is out of 
date and should be reviewed.

Currently the taxation rebates available to 
taxpayers of rural and remote Australia are 
based on geographic zone boundaries 
drawn up in 1945. The system was last 

The number of health professionals 
required depends on the number and 
spatial distribution of people seeking 
health care; the way health care is 
delivered and the spread of care 
between different professions; the way 
the health system is regulated; and the 
way health care is funded.
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reviewed in 1993-4. Two zones, A and 
B (with A being the most remote), apply 
to taxpayers living within 250 km of a 
town of 2500 people. With the growth of 
major towns and cities in these zones over 
the past sixty years, conditions there have 
changed dramatically and rendered the 
present arrangements inappropriate.

The NRHA proposed that the current 
Tax Zones A and B be replaced with 
zones based on the ‘Remote’ and ‘Very 
remote’ zones of the Australian Standard 
Geographic Classifi cation. The rebates 
should be restructured to refl ect both the 
existence of large, modern cities and 
towns with good levels of resources 
and services in northern and central 
Australia, and modern practices such 
as fl y-in, fl y-out staffi ng. (The permanent 
residents of remote areas are not eligible 
for the tax allowances available to fl y-in, 
fl y- out workers.) 

The value of the rebates should be lifted to 
adequately refl ect the additional costs of 
accessing goods and services in remote 
areas and to provide an incentive to 
individuals and businesses to settle there. 
By targeting the rebates more closely, the 
net cost of increasing the rates to incentive 
levels would be small.

Scoping the arts

In February the Alliance made a 
submission to an Australia Council 
Scoping Study to propose directions for 
the support and development of arts and 
cultural practices within communities in 
Australia. The Alliance maintains a strong 
interest in the value of arts as a means 
of communication for health messages, 
for community development, and as an 
intrinsically healthy activity for individuals, 
families and communities.

Media
Much of the Alliance’s media work is 
responsive in nature. Media releases are 
one means of presenting a united rural 
view to governments and for informing 
media outlets and the general public of 
rural challenges and how they might 
be met. 

Response to government

During the period under review there 
was much Government activity with the 
potential to impact positively on the health 
and well-being of people in rural and 
remote areas. The Alliance welcomed the 
workforce changes recommended by the 

Productivity Commission, and urged a 
close evaluation of health service models 
and job re-design. Change to Medicare 
was regarded as an important issue which 
warranted even further consideration both 
in regard to its scope and inclusiveness, 
as well as for the positive impact it could 
bring to people in rural (and especially 
remote) areas who are denied Medicare 
benefi ts because they have no doctor. 

The Council of Australian Governments 
(COAG) proposed health reforms that the 
Alliance considered more strategic than 
immediate. The proposed action plan 
for mental health and commitments to 
get young people out of nursing homes 
were welcomed. 

The Alliance drew attention to the need for 
remote zone tax rebates to be reviewed 
and updated. Rebates are both a 
compensation for the isolation and higher 
costs of living in remote areas, and an 
incentive to attract people and economic 
activity to those areas. The present dollar 
value and eligibility criteria are outdated.

In responding to the Budget, the Alliance 
supported the Government’s commitment 
to remote Indigenous stores. The supply of 
good quality, affordable food is a serious 
aspect of the health of Aboriginal and 
Torres Strait Islander people in remote 
Australia, and the Budget allocation will 
enable participating outback stores to 
have better governance, fi nancial and 
stock management, supply chain, hygiene, 
nutrition and staff employment conditions. 
The Alliance was also pleased to support 
new initiatives relating to health research, 
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palliative care in country areas, a ‘viability 
supplement’ for community aged care, 
and major new investment in rural roads 
and for protecting the resources of the 
Murray-Darling Basin. The Alliance 
expressed strong interest in the two special 
programs proposed for communities of 
less than 7000 people.

Response to news and 
TV documentaries

The Alliance was able to respond to a 
number of rural health issues which came 
to the attention of mainstream media 
during the year. One of the most tragic 
related to sexual abuse and violence in 
remote Indigenous communities. The wide 
variety of proposed political responses 
and community views was indicative of 
the complexity of the situation and the 
diffi culty in meeting this challenge with 
confi dence and effectiveness. For the 
Alliance and others engaged in remote 
health issues, the problem was not new 
or unknown. The social and economic 
determinants of Indigenous health are 
complex, and refl ect historic and ongoing 
inadequacy of government investment 
for physical and social services, for the 
creation of employment and economic 
opportunities, for research, and for 
compensation for imposed disadvantage. 
The Alliance emphasised the need to 
create an environment in which individuals 
are free to make the choices that lead to 
improved outcomes for themselves and 
their families.

Also in the news were the proposed 
changes to the New South Wales Isolated 
Patients’ Travel and Accommodation 
Assistance Scheme (IPTAAS). The Alliance 
promoted the view that there should be 
greater national uniformity and agreed 
minimum standards for patient travel and 
accommodation assistance schemes.

Many people in rural and remote areas 
identifi ed with the families featured on 
the ABC Four Corners program, Far From 
Care, which screened in June 2006. 
The Alliance welcomed this exposure 
as ‘human evidence’ of the signifi cant 
inequities between major cities and the 
bush in accessibility of health services, 
and urged governments to stop buck-
passing and become accountable and 
collaborative in their approaches to rural 
health. Some things could be fi xed at 
the stroke of a pen and with adequate 
political will. In particular, the program’s 
focus was on cancer patients and the 
limited choices and greater challenges 
they face in accessing diagnosis, 

treatment and follow-up. The program was 
a case study of a reality that affects those 
with a range of health service needs, not 
just cancer. 

Response to studies

The Alliance responded to two studies 
whose fi ndings were particularly relevant 
to its remote constituents. Does Size 
Matter? A population-based study of birth 
in lower volume maternity hospitals for 
low risk women found that what counts 
in safety is not the throughput of a health 
service but the level of staff competence 
available. This provided fuel for the 
Alliance’s ongoing opposition to the 
closer of small hospitals and maternity 
services in rural Australia. Women should 
have access to high quality maternity 
services as close to home as possible. 
Improving access to maternity services 
has the potential to play a big part in 
addressing the defi cits in health and 
services experienced by people in rural 
and remote Australia. 
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While the desirable aim is to keep people 
out of hospital, the realistic challenge in 
smaller towns is to re-shape acute care 
and to provide a health workforce that 
can provide at least essential emergency 
care. Metropolitan solutions cannot be 
applied to rural areas. 

The National Health Survey revealed that, 
at some time during 2004–05, 60 per 
cent more adults in remote areas ran out 
of food for fi nancial reasons than in 2001. 
Although the absolute number affected 
this way was higher in the cities, there 
the trend was down, not up as in remote 
areas. The Alliance reiterated its proposals 
for stronger national action to ensure food 
security in remote areas.

Promoting Alliance work

The Alliance warmly welcomed Minister 
Abbott’s announcement of a new rural 
undergraduate scholarship for allied health 
disciplines – a particular component of 
the Alliance’s advocacy work during 
2004. The Alliance also promoted the 
special focus on remote health that was 
the subject of the public seminar during 
CouncilFest 2005. 

Media releases were issued in conjunction 
with publication of Alliance Position 
Papers on aged care, telecommunications, 
and advanced nursing practice, and its 
submission on mental health.

The Alliance’s involvement in the Remote 
Indigenous Stores and Takeaways (RIST) 
Forum in Adelaide also generated media 
contact. Seventy people attended, 

including transport operators working in 
remote areas, community representatives 
and health professionals. They agreed to 
work together to improve the delivery of 
fresh food to Indigenous stores in remote 
areas. In some areas there are good 
systems in place that can be used as 
models for regions in which the delivery of 
fresh food is jeopardized by seasonal or 
human issues, and where delivery is not 
regular enough to support good health. 

Other releases focused on the 9th 
National Rural Health Conference to be 
held in Albury in 2007, detailing initial 
contacts with people and organisations 
in the Albury-Wodonga area who will be 
providing local support, and announcing 
the Call for Papers. 

Many of these releases were augmented 
by follow-up interviews, mainly with our 
friends in ABC regional radio. The launch 
of the NRHA/ACSA aged care paper 
received national television coverage.

Alliance membership in 
other organisations
In pursuit of its goals, the Alliance 
maintained membership in the following 
organisations. 

• Alcohol and Other Drugs Council of 
Australia

• Australian Council of Social Service

• Australian Health Care Reform Alliance

• Australian Research Alliance for 
Children and Youth 

• Chronic Disease Alliance (led by 
NACCHO)

• Mental Health Council of Australia

• National Healthcare Forum

• National Rural Women’s Coalition

• Public Health Association of Australia

• Rural Education Forum Australia

• Suicide Prevention Australia

National Rural Women’s Coalition 
(NRWC) 

The NRWC held its face-to-face meeting 
in Brisbane on the weekend of 11–12 
March. The meeting was attended by all 
member bodies of the Coalition and the 
discussions were many and varied, with 
those attending feeling much had been 
achieved and some outstanding matters 
resolved. Much of the discussion centred 
on the consultation process in which 
the NRWC must engage as part of the 
requirement for support from the Offi ce 
for Women.

The Coalition surveyed rural women to 
identify the issues of most signifi cance to 
them and what the Australian government 
could do to make a real difference to the 
life of rural women and their communities. 
The fi ndings (available at www.nrwc.
com.au) will form the basis for determining 
the issues for further in-depth consultation 
during 2006–07. 

The NRWC has done considerable 
work in the area of family violence and 
obtained support to further this work. 
The project aims to use the enormous 
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diversity and breadth of rural women’s 
networks and contacts across rural and 
remote Australia to help prevent family 
violence. The prevention model is built on 
developing community understanding of 
what family violence is and encouraging 
commitment to its abolition. There will also 
be a strong focus on increasing the skills 
of rural young people in identifying and 
developing healthy relationships. 

The NRWC also has an ongoing cultural 
immersion project. In August Judy Swann 
handed over as Executive Director to 
Dr Jennifer Hutchison and co-location 
with the Alliance discontinued.

Mental Health Council of Australia 
(MHCA)

The Alliance was pleased to maintain its 
close working relationship with the Mental 
Health Council of Australia during what 
was a momentous year for the profi le and 
attention given to mental health issues.

Some signifi cant changes were made 
to the MHCA Board structure. The new 
board comprises seven members (one 
carer, one consumer, fi ve ordinary) and 
two co-opted members. The Members’ 
Policy Forum will meet twice a year. 
The NRHA maintained its place on the 
research committee.

During the year, the fi rst Members’ 
Policy Forum was held, and long-term 
priorities of the MHCA were considered. 
A preliminary activity was a scene-
setting exercise which looked at health 
scenarios in 10 years. Consideration was 

given to principles of engagement with 
government and the need to be reactive 
and opportunistic. 

The health implications of water systems, 
supply and quality, and a scoping study 
to determine areas of rural signifi cance 
that are under-researched, are two issues 
of importance. MHCA is expecting to 
feedback to government on the ‘welfare 
to work’ reforms and has been acting as 
a broker to get the mental health fi rst aid 
course as an online e-learning resource. 

Australian Health Care Reform Alliance 
(AHCRA)

Under the leadership of Professor John 
Dwyer, the Australian Health Care Reform 
Alliance (AHCRA) continued throughout 
2005–06 to be a national leader on 
health reform. Over 40 organisations 
are members of AHCRA. The principles 
underpinning AHCRA’s membership and 
work (see http://www.healthreform.
org.au) are under the heads: access, 
prevention and health promotion, 
community engagement, equitable 
outcomes, workforce and effi ciency.

In the fi rst half of the fi nancial year the 
focus was on the two-day Forum held 
in Adelaide, 16-17 November. The 
Forum enabled AHCRA to contribute to 
the health review being undertaken by 
the Council of Australian Governments 
(COAG). Some of those in the AHCRA, 
led by John Dwyer, met with COAG 
offi cials working on health and were 
encouraged to arrange for AHCRA to 
have input to the COAG process.

AHCRA established fi ve working 
groups: on workforce, rural and remote 
health, integration and co-ordination 
of health care, primary care, and 
citizen engagement. The rural and 
remote work was prepared under the 
heading “The health rights of rural and 
remote communities: Addressing the 
challenges”, with the work undertaken by 
representatives of CRANA, the CWAA, 
the Maternity Coalition, NACCHO, 
RDAA, the Rural Faculty of the RACGP, 
SARRAH and the NRHA. (Eleven 
Members of the NRHA are members in 
their own right of the AHCRA.)

Some fi nancial support was obtained 
for the Forum from the Commonwealth, 
some States, and members of AHCRA. 
The Department of Health and Ageing 
and COAG had observers at the Forum, 
and Professor Gavin Mooney presented 
an economic appraisal of AHCRA’s 
proposals. The 70 invited delegates 
were joined at lunchtime on the second 
day by Ministers John Hill (recently 
appointed to the health portfolio in 
SA), John Hatzistergos (NSW), David 
Llewellyn (Tasmania) and Tony Abbott, as 
well as Joanne Miller, the Parliamentary 
Secretary for Health from Queensland. 
Tony Abbott was largely unreceptive to 
the ideas presented, and dismissed the 
proposal for formal engagement with 
Australia’s citizens about the health system. 
He refl ected positively on the work that 
John Dwyer had done with AHCRA but 
his bottom line was that good ideas for 
health reform should be presented to the 
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Health Ministers’ Council. He rejected 
categorically the proposal for a Health 
Reform Council as an implementation 
body to follow up on the COAG 
recommendations. 

The second half of the fi nancial year saw 
John Dwyer retire from AHCRA and a 
new Executive elected, headed by Kerren 
Clark of the Australian Physiotherapy 
Association. In addition to Kerren, the 
new Executive has people from the 
ANF, the RACGP, the Royal Australasian 
College of Physicians, the Australian 
Healthcare Association, the Health 
Issues Centre, ACOSS, the Australian 
Consumers’ Association, another consumer 
representative, the Doctors’ Reform Society 
and the NRHA.

Alliance representation on 
committees
The Alliance is represented on a number 
of research and advisory bodies, 
including the following: 

• Australian Government Remote and 
Rural Nursing Scholarship Programmes 
Postgraduate Selection and Advisory 
Committee – Liz Mattock

• Australian Government Remote and 
Rural Nursing Scholarship Programmes 
Re-entry and Upskilling Selection and 
Advisory Committee – Liz Mattock

• Australian Government Rural and 
Remote Health Professional Scholarship 
Scheme – David Milligan, Margaret 
Ruhfus (alternate)

• Australian Health Care Reform Alliance 
– John Wakerman, Gordon Gregory 
(alternate)

• Board of Mental Health Council 
of Australia – Jenny May, Jeff Fuller 
(alternate)

• Commonwealth Aged Care Nursing 
Scholarship Scheme Advisory Group 
– Pauline Wardle, Liz Drew (alternate)

• Department of Transport and Regional 
Services judging panel for NALG Local 
Government Health Awards – Irene 
Mills, Myra Pincott (alternate)

• friends Advisory Committee – Irene 
Mills, Pauline Wardle, Lesley Young

• Health Services Advisory Committee 
– Lesley Fitzpatrick

• National Arthritis and Musculo-Skeletal 
Conditions Advisory Group – Shelagh 
Lowe

• National Healthcare Forum – Alison 
Aylott, Gordon Gregory (alternate)

• National Rural Women’s Coalition 
– Irene Mills, Bek Ledingham, Sue 
McAlpin (alternate)

• Overseas Trained Doctors Reference 
Group – Gordon Gregory

• Rural Education Forum of Australia 
– Gordon Gregory, Bek Ledingham 
(alternate)

• Rural, Remote & Indigenous Advisory 
Group of the National Heart 
Foundation – Colleen Prideaux

Australian Medical Workforce Advisory 
Committee (AMWAC)

Bruce Harris represented the Alliance on 
the AMWAC General Practice Working 
Party. Its work was completed during 
the year and the Working Party was 
discharged. The resultant report provides 
a comprehensive picture of the current 
GP workforce situation and sets out 
projections of GP workforce requirements 
to 2013.

Industry Skills Council

The Executive Director represented 
the Alliance on an Industry Reference 
Group for a Participation Project of the 
Community Services and Health Industry 
Skills Council Ltd. By this means the 
Alliance was able to contribute to work 
to improve the participation of Aboriginal 
and Torres Strait Islander people in new 
apprenticeships in the community services 
and health sector.

Systematic review of rural and remote 
primary health care service models

The Executive Director is a member of a 
Reference Group to a systematic review 
of rural and remote primary health care 
service models that have existed or been 
trialled since the fi rst National Rural 
Health Strategy in 1994. The project is 
supported by the Australian Primary Health 
Care Research Institute (APHCRI), with 
a management team consisting of John 
Wakerman, John Humphreys, Pim Kuipers, 
Bob Wells, Philip Entwistle and Judith Jones.
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The study is premised on the view that the 
main problem in rural and remote primary 
health care service development is not 
lack of innovation but a failure to garner 
knowledge through appropriate evaluation 
of initiatives, in order to enable the 
establishment of evidence-based primary 
health care service delivery models, 
sustain and systematise these initiatives 
over time and transfer successful programs 
to other jurisdictions.

This is one of 12 projects involving 
systematic reviews of different aspects 
of primary health care that have been 
funded by APHCRI, with a particular focus 
on research transfer.

The Reference Group is to help ensure 
that the project’s results are useful to 
policy-makers. 

National Primary and Community Health 
Network

The Alliance is involved in the National 
Primary and Community Health Network 
which held a Forum in Melbourne in 
October. 

Chinese health delegation

In September the Alliance hosted a 
delegation of 19 rural affairs offi cials from 
China, organised through the University of 
Canberra and sponsored by the Chinese 
Ministry of Agriculture. Their leader was 
Mr. Liu, Division Chief, General Station 
of Management and Administration on 
Rural Cooperative Economy, the Ministry 
of Agriculture. Exchanges dealt with 
community development in rural and 

remote areas and the Alliance’s roles 
in collaboration between urban and 
rural areas and identifying priorities for 
change in rural and remote health policies 
and programs. 

The Alliance also met with Dr Yao and 
Dr Bin, visitors arranged through the 
Graduate Health Management Programs 
in the School of Public Health and 
Community Medicine at the University of 
New South Wales.

Other collaboration
As reported elsewhere, the Alliance 
worked on joint substantive projects with 
ACSA, beyondblue and the ANU. It also 
met with the Australian Indigenous Doctors’ 
Association regarding possible future 
collaboration, and with a new Aboriginal 
Health Consortium, the Australian Council 
of Social Service, Carers Australia, 
the Federation of Ethnic Communities’ 
Councils of Australia, the Australian Vice-
Chancellors’ Committee, Rural Health 
Education Foundation, the Australian Rural 
Leadership Program, Suicide Prevention 
Australia, Australian Rural and Remote 
Workforce Agencies Group, Palliative 
Care Australia, the Australian College of 
Child and Family Protection Practitioners, 
the Continence Foundation and Mens 
Sheds Australia.

friends of the Alliance
friends is a network of individuals and 
organisations that pay a modest fee 
to the Alliance as proof of the special 

relationship they want with rural and 
remote health issues and with the 
work of the organisation. Members of 
friends are involved whenever possible 
with the Alliance’s policy development 
and evaluation processes, and are 
provided with special information 
and connections.

Other friends 

Neil Anderson

Neil battled with leukaemia for seven 
years and passed away on 22 October 
2005. He had represented Rural 
Pharmacists Australia on Council of the 
Alliance, and this was only one of a 
substantial number of duties he acquitted 
for rural pharmacy. Neil became very 
popular in the Alliance, as elsewhere, for 
his laconic humour and his commitment to 
improving pharmacy services in country 
areas. It was a delight to all of us when 
he recovered from the fi rst bout of cancer 
and a terrible disappointment when 
he became worse again so quickly. 
The Alliance was privileged to know 
Neil and to share with the community 
pharmacy sector the tribute made to him 
in the presence of his family, Denise and 
Cameron, in November 2005.

Rick Farley

Rick made a very considerable and 
diverse contribution to rural and 
agricultural affairs, including in particular 
as an advocate for Indigenous peoples 
and their land. He came to prominence 
as Director of the National Farmers 
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Federation and then as a leader of the 
movement for national reconciliation on 
Indigenous affairs. Rick was powerfully 
political and was an infl uential 
spokesperson on the way Australia is 
currently dealing with its most urgent and 
most serious socio-political issue. Rick 
spoke at the 6th National Rural Health 
Conference, as did Linda Burney, and the 
rural and remote health sector has lost a 
compassionate and strong advocate who 
we will miss very much.

Grace Groom

We came to know and admire Grace in 
her time as Chief Executive Offi cer of the 
Mental Health Council of Australia. She 
was not only a warm and communicative 
colleague but also a very successful 
leader, as evidenced by the path-breaking 
and evidence-based reports produced 
from the MHCA during her time. From 
the Alliance we could observe something 
of the challenge that Grace met both in 
terms of leading a maturing organisation 
and establishing mental health fi rmly on 
the political agenda. Grace’s illness and 
death were a serious shock for those of 
us who enjoyed working with her and 
who learned from her professionalism 
and devotion.

Strategy 2: 
Policy development

Position Papers
In the period covered by this report, 
Council signed off on Position Papers on a 
range of topics.

They are all available in full at 
www.ruralhealth.org.au 
(go to ‘Publications and News’).

Advanced nursing practice in rural 
and remote areas

This paper highlights the importance of 
advanced nursing practice in Australia’s 
rural and remote areas and provides an 
update on nurse practitioners.

Expert nurses work in roles that allow 
for increased clinical discretion, 
responsibility and autonomy. Some expert 
nurses seek additional authorisation 
from nurse regulatory authorities to work 
as nurse practitioners, with their role 
specifi cally sanctioned by legislation and 
professional regulation. 

There is a need for further debate 
and research on the recognition and 
support of advanced nursing practice 
roles, particularly how they contribute to 
improved patient outcomes in rural and 
remote areas.

The Alliance kept a watching brief on 
other nursing policy issues and in this 
respect the Australian Government’s 
response to the 2002 Senate Inquiry 
into Nursing was disappointing. 
Implementation of the report’s key 
recommendations was left largely to 
state and territory governments, nursing 
organisations and individual employers. 

Holding the line on health: 
telecommunications in rural and 
remote Australia

The NRHA welcomed the government’s 
commitment to achieving “more than parity 
of price and service to the bush. We 
are striving to deliver the best possible 
telecommunications services to rural and 
regional Australia.”1 The Minister also 
indicated that further regulatory reform 
of telecommunications is necessary, 
irrespective of the fate of Telstra.

Objectives 
• Identify, monitor, analyse and develop 

policy issues for Council consideration 
and adoption.

• Contribute to national development 
of a sustainable, well-trained, well-
supported and multi-disciplinary health 
workforce for rural and remote areas.

• Publicise and promote positions 
agreed by the Alliance for 
consideration and adoption by 
key stakeholders, including through 
advocacy and communication.

• Work in partnership with national and 
State/Territory health departments on 
the development and implementation 
of Healthy Horizons. 

1  Ministerial statement 7 July 2005.
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The Alliance suggested the development 
of either a strategic plan for regional 
telecommunications, or a national 
plan which would include regional 
communications and mechanisms 
for a managed reduction of Telstra’s 
market dominance.

Telecommunications are now so important 
to consumers, economically and socially, 
and to health services and the health 
workforce, that all efforts must continue 
to provide equality of access in rural 
and remote areas to adequate services 
across all forms of telecommunication. The 
government should regard investment and 
regulatory action in telecommunications as 
an enduring necessity.

Legislative mechanisms, such as the 
Universal Service Obligation and 
Customer Service Guarantee, should 
be retained as a means by which 
telecommunications provision and service 
standards are prescribed and mandated.

Targeted government funding will continue 
to be needed in the future to support the 
roll-out of new generations of technology 
to rural, regional and remote areas, while 
government action to encourage the 
development of competition should be 

maintained. Legislative reviews of rural 
telecommunications should be conducted 
at least every three years, not fi ve.

All States and the Northern Territory 
use telehealth facilities to extend health 
services to rural and remote areas. A 
key service is videoconferencing, which 
brings specialist expertise to clinical 
staff, patients and their carers through 
teleconsultations. Videoconferencing 
also allows collaboration between staff 
in different locations and from different 
disciplines, and is becoming widely used 
for professional development and higher 
education for health professionals outside 
the cities.

Older people and aged care 
in rural, regional and 
remote Australia 

The National Rural Health Alliance 
worked with Aged and Community 
Services Australia (ACSA) to produce 
a joint policy position on the provision 
of appropriate care and support for 
older people living in rural, regional and 
remote Australia.

The ageing of the population is more 
marked in country areas than in cities. 
Young people leave the country to pursue 
work, study and other experiences, while 
some older people move to country and 
coastal areas for the positive aspects of 
rural life.

Generally, however, people prefer to 
age in their own place. The Review 
of Pricing Arrangement in Residential 
Aged Care (the Hogan Review) found 
that the subsidies for residential care 
were inadequate, and it confi rmed that 
providing aged care to people in rural 
and remote locations costs more than 
the standard subsidy arrangements 
acknowledge. It found that existing 
policies for raising capital were 
inadequate, and suggested that planning 
arrangements should be more fl exible 
regarding groups with special needs.

Governments will therefore have to help 
with both capital and running costs to 
ensure the viability and availability of aged 
care places in rural and regional areas. 

Telecommunications are now so 
important to consumers, economically 
and socially, and to health services and 
the health workforce, that government 
should regard investment and regulatory 
action in telecommunications as an 
enduring necessity.
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The joint NRHA/ACSA paper identifi es 
a range of actions and strategies in 
three priority areas to improve aged and 
community care services in the country. 
These are planning and funding, the 
health workforce, and transport. 

Small ageing communities need fl exible 
solutions that are responsive to the 
community. Alternative modes of aged 
care delivery should be tailored to 
the specifi c needs of people in rural 
and remote areas, including those 
from Indigenous and culturally diverse 
backgrounds.

In recognition of the higher costs 
associated with attracting and retaining 
staff and other aspects of aged care in 
rural areas, the Government introduced a 
viability supplement for community care 
programs in rural and remote areas as 
part of the 2006 Budget. 

There is still the need to reduce the 
wage differential between aged care 
and acute sector nurses, for improved 
nursing training to be implemented and 
for a comprehensive national aged care 
workforce strategy to be developed.

Transport and accommodation 
assistance for health patients from 
rural and remote areas

Despite the fact that Australia has a 
high quality public and private health 
care system, with technology to rival 
any developed country, the size of the 
continent precludes easy physical contact 
between patients from rural and remote 

areas and medical specialists in urban 
centres. While in principle Medicare 
provides low cost in-patient treatment for 
all, services are not always provided in 
rural and remote areas, which means 
patients must travel to obtain them.

Ability to get to the required treatment 
is an essential component of equitable 
access, but the cost of fares, petrol and 
accommodation, the state of the roads 
and the poor availability and timetables 
for public transport, dissuade or preclude 
patients with limited funds from travelling. 
Most remote communities have almost no 
access to public transport.

It has long been agreed that if people 
in rural and remote areas cannot afford 
to travel to obtain treatment and care, 
assistance should be provided for 
transport and accommodation. Every 
Health Department in Australia has such 
a scheme to assist patients to access care 
not available at local treatment centres.

Indigenous people in rural and remote 
Australia have lower income and are 
less likely to have their own transport. 
They also experience cultural diffi culties 
interacting with the health system. 
NSW Aboriginal health organisations 
transport Indigenous patients to 
specialist appointments in major centres 
and claim travel and accommodation 
assistance directly on behalf of their 
clients. All states and territories should 
adopt such initiatives.

The Alliance proposes that the Patients’ 
Travel and Accommodation Assistance 

schemes in all states and territories be 
reviewed, in order to agree on national 
minimum standards (including for funding 
and promotion of the scheme) and for 
more uniform regulations and eligibility 
criteria to be agreed. Promotion of the 
schemes should be actively encouraged. 
Organ transplant donors, not currently 
eligible for support in some schemes, 
should be assisted and organ recipients 
should be covered for travel interstate.

All health care practitioners should ensure 
that forms for assistance are completed 
by all eligible patients for whom specialist 
care is not available locally. Transport 
and accommodation assistance should 
be provided in these circumstances for all 
treatments listed on the Medicare Benefi ts 
Schedule. 

Public dental services in Australia: 
whose responsibility?

Tooth and gum diseases are among the 
most common causes of morbidity in 
Australia. They contribute to other chronic 
disease and have serious negative effects 
on quality of life. They have a major 
public health signifi cance because of their 
prevalence, their impact on individuals 
and society, and the expense of their 
treatment. Evidence indicates that those 
with worse teeth and gums are public 
patients, many of whom live in rural and 
remote areas. 

However, the Australian government still 
separates oral health from general health 
and provides very limited resources for 
it. Contention remains about which level 
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of government caries responsibility for 
oral and dental health. The situation is 
compounded by the considerable success 
of the Commonwealth’s involvement for 
a few years through the Commonwealth 
Dental Health Program.

Dental ill health is costly, not only in 
terms of personal discomfort but also in 
economic terms. It is the most expensive 
diet-related disease in the country, costing 
more than coronary heart disease, 
hypertension and diabetes.

In Australia the availability of dentists is 
much lower outside major urban locations, 
while people living in rural and remote 
areas and Indigenous communities often 
have higher rates of dental disease than 
their urban counterparts. A lack of dental 
health awareness has been identifi ed 
among adult Indigenous Australians, 
and Indigenous children have more than 
twice as many caries as non-Indigenous 
children, in both deciduous and 
permanent teeth. The Alliance considers 
that public dental health programs should 
make greater use of Indigenous health 
workers to encourage prevention and 
referral for treatment.

The Alliance also recommends that a 
Commonwealth-funded dental health 
scheme be re-established as a matter 
of urgency to clear the backlog for 
emergency treatment. A joint State/
Commonwealth scheme should also be 
established to address non-emergency 
dental treatment, with services better 
targeted on a genuine needs basis. 

There should be particular funding for 
specifi c programs targeting Indigenous 
Australians.

A public health promotion campaign 
should be developed to encourage and 
enable people to prevent tooth and gum 
diseases and a national effort is required 
to recruit and retain greater numbers of 
dentists and dental therapists in rural and 
remote areas.

Food security for Indigenous 
people in remote areas

No health and well-being issue in 
Australia is more urgent than the appalling 
health status of Indigenous people. Part 
of the challenge is to improve access 
to good food and nutrition. For those 
in remote areas this poses particular 
cultural, transport, economic and 
management challenges.

Food insecurity exists when a person does 
not have regular access to the nourishing, 
culturally-acceptable food that is essential 
for good health. Poor diet contributes to a 
high incidence of obesity, hypertension, 
raised cholesterol levels, cardio-vascular 
disease, diabetes and renal failure. A 
poor nutritional status has the potential for 
profound long-term effects on a person’s 
lifestyle, activity level, ability to fi nd work, 
well-being and lifespan. The problem 

increases as one travels further into remote 
Australia and is compounded by greater 
evidence of poor living conditions, racism 
and poverty.

For people living in remote communities 
the major supplier of food is the 
community store, where goods are often 
expensive and of variable quality. The 
challenges with food supply relate to the 
cost of the food itself, governance of the 
store, transport of goods, health hardware 
in the home for storage and preparation, 
and the consumer’s ability to pay.

The Alliance acknowledges the work 
being undertaken by a number of 
individuals, communities and governments 
to improve the situation. There have 
been a number of reports into food 
security, policies written, programs 
started and recommendations made. 
Many of them agree that the Australian, 
State and Territory Governments should 
pursue a whole-of-government approach 
to food security, including training, 
supporting price control, reducing freight 
costs, requiring adherence to safety 
and transport regulations, and store 
governance.

Assistance should be provided to 
encourage Indigenous Health Workers 
to play a central role in improving food 
security and to become accredited with 
nutritional qualifi cations.

The Alliance also recommends that cold 
water fountains be installed in remote 
community facilities, a ‘household kit’ of 
cooking and cleaning utensils be made 

Dental ill health is the most expensive 
diet-related disease in the country, costing 
more than coronary heart disease, 
hypertension and diabetes.
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available to individual houses with a safe 
place to store them, and that community 
kitchens be encouraged.

Indigenous stores should be considered 
an essential community service; standard 
contracts, together with proper training 
and orientation, should be available for 
store managers.

Other policy work

Maternity Services

A paper on ‘Birthing in the Bush’ was 
drafted during 2005 and a detailed 
version considered by Council at 
CouncilFest. Based on those discussions, 
the document re-emerged in June 2006 
as a draft on maternity services, with a 
revised scope and the aim of identifying 
principles relevant to the contemporary 
rural and remote health environment. 

The paper notes that 130 maternity 
services units have closed in the last 
ten years and addresses some of the 
urgent issues that now affect increasing 
numbers of rural families in the shadow 
of those closures. The revised paper 
addresses this priority area with a three-
pronged focus: buildings and equipment; 
workforce; and patient experience. It 
incorporates information from some 
recently-released publications including 
the Productivity Commission report on the 

health workforce, the State of Our Public 
Hospitals report and a peer-reviewed 
paper investigating the safety of smaller 
obstetric units.

It is hoped that the paper will be 
signed off for publication before the 
end of 2006.

Aboriginal and Torres Strait 
Islander Health Workers

Clarifying the role and place of Aboriginal 
and Torres Strait Islander Health Workers 
has been a priority for the Alliance 
for some time, and work began on 
developing a formal position. 

The Aboriginal and Torres Strait Islander 
Health Worker role is pivotal not only 
within Aboriginal Community Controlled 
Health Services but in an expanding 
employment fi eld including rural and 
tertiary hospitals. Given the poor 
health status and excess mortality in the 
Aboriginal and Torres Strait Islander 
population, support for this emerging 
profession and its ongoing development 
is essential.

This project received strong input from the 
Aboriginal Medical Services Alliance of 
the Northern Territory (AMSANT).

Healthy Regions, Healthy People

This paper makes the link between people 
and the health status of the communities 
in which they live. It details the necessary 
ingredients for healthy rural communities 
and the benefi ts of living in healthy 
regions. The paper notes that in many 

small rural regions there is a symbiotic 
relationship between the local health 
service and the community. When a 
small hospital is downsized or closed, 
there are often broader adverse effects in 
the community than just the reduction in 
services. With departure of staff and their 
families, other services and businesses 
become less viable. The paper also 
notes the importance of securing human, 
produced, natural and social capitals in 
the preservation of a healthy community. It 
is expected that this Position Paper will be 
published in August 2006.

Contribution to workforce 
development
Much of the information and policy work 
the Alliance undertakes relates to the rural 
and remote health workforce. It does this 
with the understanding that the inability 
to access health professionals in a timely 
fashion is a signifi cant health risk. This 
is the case whether the poor access is 
caused by affordability or by time and 
spatial considerations. People in rural and 
remote areas are relatively disadvantaged 
for both of these reasons.

In its health workforce activities, as 
elsewhere, the Alliance recognises that the 
bottom line is the health and well-being of 
families and communities in country areas. 

Promotion of agreed positions
Having 24 national organisations agree 
a position on a complex policy issue is 
challenging enough. Harder still is the task 

Indigenous stores should be considered 
an essential community service.



of achieving successful follow-up on the 
agreed positions. A myriad of questions 
arises: who has authority over the matter, 
what are the vested interests, when is 
a good time for change, who will be 
adversely affected, what is the relationship 
between different levels of government, 
and who should be credited? 

In its thirteen years the Alliance has 
developed agreed positions on a large 
number of issues, big and small. The 
organisation, led by its staff, needs to be 
constantly vigilant about opportunities that 
arise to have a proposal implemented or 
to provide support to some other interest 
group in a complementary endeavour. 
The Alliance uses a predictable suite 
of means for promoting its agreed 
positions: media releases, the website, 
its quarterly newsletter, delegations to 
Parliamentarians, targeted letters and 
public statements. Successful work on 
this front is often that activity which 
responds to an opportunity provided by 
a Parliamentary enquiry or to an issue 
becoming high profi le thanks to an 
extraneous event or personality.

Ultimately the Alliance should be judged 
not by what it says but by the extent to 
which what it says and does contributes 
to better health. The medium through 
which this will happen is comprised of the 
combined decisions of governments which 
impact on the policies and programs 
affecting health outcomes in rural and 
remote areas. This is not in any way 
to minimise the importance of self-care 
or community action or the activity of 

other bodies: merely a refl ection of the 
reality of what the Alliance is and how it 
can have infl uence.

Healthy Horizons
Healthy Horizons 2003–2007 is a set 
of goals and principles used by all of the 
States, Territories and the Commonwealth 
for setting key performance indicators and 
for reporting on rural and remote health. 

In February the Alliance provided input 
to the Department for the review of 
progress against Healthy Horizons being 
undertaken by the Commonwealth, States 
and Territories.

The Alliance strongly supports the 
existence of such a public document 
against which governments and the NRHA 
can be accountable in their development 
and operation of rural health policies and 
programs. Healthy Horizons has goals 
and priorities but not measurable targets. 
A new national strategic document will be 
particularly valuable if it requires a strong, 
measurable commitment to rural health. 

Strategy 3: Sustainable 
and accountable 
organisation

Business processes

Business Plan

The Alliance’s Business Plan for 2005–06 
was developed in close collaboration with 
the Rural Health Branch. It was formally 
adopted by the Executive in June 2005. 

Database and on-line capacity

Major work was undertaken this year on 
transition to new database and on-line 
systems. It means the previous database 
system, lovingly christened OSCAR 
(the Operating System for Contacts, 
Administration and Response), has been 
phased out. The new systems will mean 
improved communications capacity for 
the Alliance, for RAMUS management, 
for SARRAH scholarships and will lead, in 
due course, to the development of a new 
Alliance website. Several members of staff 
undertook training for the new systems.

Objectives
• Maintain effective business processes.

• Maintain effective and accountable 
fi nancial and assets management.

• Sustain quality governance activity.

• Practise effective people management.
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NATIONAL RURAL HEALTH ALLIANCE INCORPORATED
Registered in New South Wales: Number Y17753–06

The Directors present their annual Financial Statement and 
Directors’ Report covering operations of the NRHA for the year 
ended 30 June 2006. 

Indemnifi cation of offi cers

The NRHA maintains Association Liability Insurance for 
professional indemnity for directors and members of staff.

Principal activities

The principal activities of the NRHA during the fi nancial 
year were information dissemination, policy development, 
communication, administration, and other activities to improve 
the health of people in rural and remote areas of Australia. There 
were no signifi cant changes in the activities of the NRHA during 
the year.

Results of operations

The operating surplus for the fi nancial year was $82,708.

Dividends

The NRHA did not pay any dividends during the fi nancial year 
as it is precluded from doing so by its Constitution.

Taxation

The NRHA is an association endorsed as an income tax exempt 
charitable entity (ITEC) under Subdivision 50–5 of Income Tax 
Assessment Act 1997 – Item 1.1 – charitable institution.

Review of operations

The NRHA’s operational funds for the fi nancial year were in 
the form of grants from the Australian Government (Department 
of Health and Ageing), project income, membership fees, 
fees-for-service and co-location fees. The expenditures of the 
NRHA were on its policy development, communication and 

information activities, and projects, including on the staffi ng and 
operation of its Offi ce in Canberra and meetings of its Council 
of Directors.

Signifi cant change in the state of affairs of the NRHA

There was no signifi cant change in the state of affairs of the 
NRHA during the year ended 30 June 2006.

Signifi cant post-balance date events

No matter or circumstances have arisen since the end of the 
fi nancial year which signifi cantly affected or may signifi cantly 
affect the operations of the NRHA, the results of those 
operations, or the state of affairs of the NRHA in fi nancial years 
subsequent to the fi nancial year ended 30 June 2006.

Directors’ benefi ts

Neither since the fi nancial year nor during the fi nancial year 
has a Director received or become entitled to receive a benefi t 
(other than a benefi t included in the aggregate amount of 
emoluments received or due and receivable by Directors shown 
in the Accounts, or the fi xed salary of employees of the NRHA) 
by reason of a contract made by the NRHA with the Director or 
with a fi rm of which the Director is a member, or a company in 
which the Director has a substantial fi nancial interest.

Signed in accordance with a resolution of the Board on 
18 September 2006.

John Wakerman Alison Aylott
Chairperson Treasurer

Financial Statement and Directors’ Report
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STATEMENT OF INCOME & EXPENDITURE
FOR THE YEAR ENDED 30 JUNE 2006

2006 2005

NOTE $ $

INCOME

Australian Journal of Rural Health 7  27,756  34,785 

Conference 8  3,000  735,429 

Projects 9  453,568  343,000 

Other Operations 10  972,038  963,944 

Total Income  1,456,361  2,077,159 

EXPENDITURE

Australian Journal of Rural Health 7  22,772  26,274 

Conference 8  10,217  700,678 

Projects 9  471,346  355,789 

Other Operations 10  869,318  918,812 

Total Expenditure  1,373,653  2,001,552 

OPERATING SURPLUS  82,708  75,606 

Opening Accumulated Funds  360,250 284,644

CLOSING ACCUMULATED FUNDS  442,958  360,250 

BALANCE SHEET
AS AT 30 JUNE 2006

2006 2005

NOTE $ $

CURRENT ASSETS

Cash 2  1,565,735  1,164,086 

Debtors  12,100  18,302 

TOTAL CURRENT ASSETS  1,577,835  1,182,388 

TOTAL ASSETS  1,577,835  1,182,388 

CURRENT LIABILITIES

Provision for Annual Leave  60,713  57,915 

Provision for Long Service Leave 3  62,125  53,810 

Creditors 4  66,636  55,704 

Unspent Grants 5  135,146  18,182 

RAMUS Funds Payable 6  810,258  636,527 

TOTAL CURRENT LIABILITIES  1,134,878  822,139 

TOTAL LIABILITIES  1,134,878  822,139 

NET ASSETS  442,958  360,250 

MEMBERS’ EQUITY  442,958  360,250 
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NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
FOR THE YEAR ENDED 30 JUNE 2006

  NOTE 1 – SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

The accounting policies adopted by the Alliance follow the accounting 
standards issued by the Australian Accounting Bodies. 

(a) BASIS OF ACCOUNTING
 The statements have been prepared under the historical cost 

convention and accordingly do not refl ect the changing value of 
money. The accounts are presented on an accrual basis, adjusted 
only when necessary to provide a more correct refl ection of the true 
fi nancial situation.

(b) INCOME TAX
 The Association is exempt from income tax under Section 50–10 of 

the Income Tax Assessment Act 1997.

(c) DEPRECIATION OF NON-CURRENT ASSETS
 All assets are expensed in the accounts in the year of purchase. 

This  provides accounts that are more understandable, and provide 
a more accurate picture of the fi nancial situation.

(d) STATEMENT OF CASH FLOWS
 Accounting Standard AASB 107 “Cash Flow Statements” has not 

been adopted as in the opinion of Councillors, suffi cient additional 
and materially useful information would not thereby be incorporated 
into the fi nancial statements were such an Accounting Standard 
adopted for this year.

(e) EMPLOYEE ENTITLEMENTS
 Provision is made for the Association’s liability for employee 

entitlements arising from services rendered by employees to balance 
date. Employee entitlements have been measured as the amount 
unpaid at the reporting date at current pay rates in respect of 
employees’ services up to date.

 A provision for long service leave is recognised after seven years 
of service on a pro-rata basis and is measured at current rates and 
classifi ed as a non-current liability.  Long service leave entitlements 
that are unconditional are classifi ed as current. 

(f) GOODS AND SERVICES TAX
 Revenue, expenses and assets are recognised net of the amount of 

GST, except where the amount of GST incurred is not recoverable 
from the Australian Taxation Offi ce.  Receivables and Payables in the 
Balance Sheet are shown inclusive of GST.

NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
FOR THE YEAR ENDED 30 JUNE 2006

2006 2005

$ $

  NOTE 2 – CASH

Westpac Term Deposit 1  20,000  20,000 

Westpac NRHA Account  2,360  27,382 

Max-I Direct Account  718,043  - 

Cash Management Account  -  454,207 

Bank Guarantee  15,230  15,230 

Westpac AJRH Account  -  90 

RAMUS Scholarship Cheque  12,282  5,712 

RAMUS Scholarship CMA  657,275  542,188 

RAMUS Mentor CMA  138,427  99,277 

RAMUS Mentor Cheque  2,118        - 

 1,565,735  1,164,086 

  NOTE 3 – PROVISION FOR LONG SERVICE LEAVE

This provision is taken up on a pro-rata basis for staff of the Alliance to 
whom it applies.  After 7 years it is prudent to take up this provision, 
although it is not payable until after 10 years of service. 

Employees with over 10 years’ service  62,125  35,197 

Employees with under 10 years’ service  -  18,613 

 62,125  53,810 

  NOTE 4 – CREDITORS

Credit Cards  -  3,763 

Sundry Creditors  42,248  29,566 

ATO Liabilities  24,388  22,375 

 66,636  55,704 
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NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
FOR THE YEAR ENDED 30 JUNE 2006

2006 2005

$ $

  NOTE 5 – UNSPENT GRANTS

NRHA Administration  38,750         - 

RAMUS Conference  51,000         - 

RIST  45,396         - 

SARRAH Project  -  18,182 

 135,146  18,182 

  NOTE 6 – RAMUS FUNDS PAYABLE

Scholarship Funds Payable  669,560  547,872 

Mentor Funds Payable  140,698  88,655 

 810,258  636,527 

NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
FOR THE YEAR ENDED 30 JUNE 2006

2006 2005

$ $

  NOTE 7 – AUSTRALIAN JOURNAL OF RURAL HEALTH

INCOME

Editorial Fee  10,583  10,335 

Grant – Department of Health & Ageing  -  5,500 

Interest Income  -  311 

Journal Subscription  -  192 

Other Income  -  1,424 

Royalties  17,173  17,023 

Total Income  27,756  34,785 

EXPENDITURE

Bank Fees  44  152 

Computer Software  4,167  - 

Face to Face  (1,856)  5,354 

Personnel  18,178  20,266 

Printing  768  109 

Telecommunications  830  393 

Travel  642  - 

Total Expenses  22,772  26,274 

Surplus/(Defi cit)  4,984  8,511 
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NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
FOR THE YEAR ENDED 30 JUNE 2006

2006 2005
$ $

  NOTE 8 – CONFERENCE

INCOME

Advertising  -  7,000 
Registration Fees  -  608,447 
Sponsorships  -  25,000 
Trade Displays  3,000  94,982 

Total Income  3,000  735,429 

EXPENDITURE

Advertising and Promotion  5,168  270 
Arts Program  -  24,749 
Audio Visual & Staging  -  93,061 
Audit & Accounting  1,500  - 
Bank Fees  -  9,899 
Council Attendance  -  4,311 
Des Murray Scholarship  -  4,971 
Donations  -  3,811 
Exhibition  -  12,907 
Freight  -  5,556 
Management Fee  -  60,000 
Offi ce Setup  3,494  24,942 
Personnel  -  23,100 
Photocopying  -  4,097 
Photographer  -  2,975 
Post Conference Workshop  -  4,597 
Postage  -  5,498 
Printing & Publications  55  72,295 
Satchels  -  24,518 
Speakers  -  41,210 
Telecommunications  -  6,610 
Travel  -  26,463 
Venue & Catering  -  244,837 

Total Expenses  10,217  700,678 

Surplus/(Defi cit)  (7,217)  34,751 

The 9th National Rural Health Conference will be held in March 2007.

NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
FOR THE YEAR ENDED 30 JUNE 2006

2006 2005
$ $

  NOTE 9 – PROJECTS

INCOME

Grant Income  453,568  343,000 

Total Income  453,568  343,000 

EXPENDITURE

Accommodation  5,634  - 
Administration Fees  19,000  18,000 
Alumnus Consultations  14,500               - 
Appeals Committee  1,250  1,250 
Audit & Accounting  4,000  1,900 
Equipment  6,709  6,722 
Online Database  31,086  32,000 
Overheads  19,600  18,200 
Personnel  295,472  235,393 
Photocopying  1,314  1,318 
Postage  11,099  3,600 
Printing  6,565  6,672 
Rent  10,863  - 
Ranking  -  10,000 
Stationery  5,303  3,604 
Subscriptions  4,875  5,120 
Telecommunications  7,793  5,873 
Travel  19,356  6,137 
Venue  6,928  - 

Total Expenses  471,346  355,789 

Surplus/(Defi cit) (17,778) (12,789)
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NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
FOR THE YEAR ENDED 30 JUNE 2006

2006 2005

$ $

  NOTE 10 – OTHER OPERATIONS

INCOME

Advertising  -  1,600 
Co-location Fees  30,029  57,347 
Copyright  1,367             - 
Core Grant – Department of Health 
& Ageing

 781,178  660,000 

Fee-for-service  104,267  129,766 
Interest  23,952  25,945 
Membership Fees  30,135  33,758 
NRHA Publications  1,110  1,045 
Nursing Project  -  3,240 
On-Costs  -  20,612 
Other Income  -  3,995 
Sponsorship  -  26,636 

Total Income 972,038  963,944 

EXPENDITURE

Advertising  -  1,200 
Associations Day  7,058  4,129 
Audit & Accounting  7,290  5,000 
Bank fees  2,106  2,625 
Cleaning  14,106  10,209 
Electricity  4,493  4,863 
Equipment  33,787  26,016 
External Evaluation  50,000  - 
friends of the Alliance  3,555  2,749 
Insurance/Legal  7,311  7,005 
Media Services  -  3,546 
Memberships  5,716  4,493 
Motor Vehicle  8,238  20,557 
Nursing Project  -  10,131 
Online Database  13,194  35,224 

NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
FOR THE YEAR ENDED 30 JUNE 2006

2006 2005

$ $

  NOTE 10 – OTHER OPERATIONS (CONTINUED)

PARTYline Printing  39,437  34,174 
Personnel  444,302  499,230 
Photocopying  3,748  1,200 
Postage  25,565  55,523 
Printing & Publications  59,667  73,234 
Rent  61,731  59,747 
Stationery  12,200  8,726 
Telecommunications  15,375  16,769 
Travel & Council Meetings  50,443  32,463 

Total Expenses  869,318  918,812 

Surplus/(Defi cit)  102,720  45,132 
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Governance
NRHA has put in place strategies to 
evaluate its performance both internally 
and externally.

Internal evaluation

The Alliance’s Business Plan for 1 July 
2005 to 30 June 2006 includes specifi c 
performance indicators against the 
strategies and objectives within the plan. 
An internal system of tracking this 
performance has been established in the 
form of a log of key measures against the 
performance indicators, using the Australian 
Business Excellence Framework. The log 
shows that performance against the 
indicators is satisfactory in most areas. An 
area where little formal measurement has 
been carried out relates to evaluation of 
the interaction with stakeholders and other 
external agencies. This item was held back 
pending discussions with the Department 
on its requirements for external evaluation. 

Australian Business Excellence 
Framework (ABEF)

The internal performance of the NRHA 
has been evaluated using the Australian 
Business Excellence Framework (ABEF) 
for three years. A comparative score 
table was completed which shows a 
positive improvement across the three 
surveys carried out to date. The Business 
Plan performance indicator measures 
are expected to satisfy a number of key 
requirements for specifi c evidence that 
will support further improvement in the 
ABEF evaluation.

External evaluation

The new triennial contract with the 
Department calls for an external evaluation 
of the NRHA over the funding period. The 
Alliance’s performance is to be evaluated 
against a range of selected indicators 
by an external agency. Expressions of 
Interest were sought from four nominated 
organisations to carry out this external 
evaluation. An agency will be appointed 
and the evaluation implemented in the 
next reporting period. 

Support for Council members 

The Alliance secretariat undertakes many 
of the administrative tasks that would 
otherwise fall to Council members. 
Offi ce staff maintain a current record 
of Council members and contact 
details, meet fi nancial obligations, keep 
fi nancial records and record minutes of 
all meetings. Our email systems enable 
regular communication with all members 
of Council to provide and receive 
information and to conduct interim Council 
business. New members to Council are 

provided with an Information Pack early in 
their tenure and an orientation component 
is built into each CouncilFest program.

Annual General Meeting
The Alliance’s 14th AGM was held 
on Sunday 30 October 2005 at the 
Canberra Business Promotion Centre at 
Regatta Point in the ACT. Twenty-two 
of the Alliance’s twenty-four Member 
Bodies were represented. 

At this meeting, Sue McAlpin retired as 
Chairperson after two years’ service, and 
Jane Greacen retired as Treasurer after 
three years in that position. 

The new Executive members elected 
at the AGM were John Wakerman 
(Chairperson), Jenny May (Deputy 
Chairperson), Lynne Sheehan (Secretary), 
Alison Aylott (Treasurer), Stephen Gough, 
Liz Mattock and Myra Pincott, with Sue 
McAlpin, the Immediate Past Chairperson, 
being appointed to the Executive in line 
with the provisions of the Constitution. 
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Meeting attendance: Annual General Meeting

The table below lists Alliance Member Bodies during the period of this report and their 
representation at the AGM on 30 October 2005.

Member Body Representative

Association for Australian Rural Nurses Inc Liz Drew

Australian College of Health Service Executives (rural members) Sue McAlpin

Australian College of Rural and Remote Medicine Jane Greacen

Australian Council of the Royal Flying Doctor Service Apology

Australian Dental Association (Rural Dentists’ Network) Michael Jonas

Australian Divisions of General Practice (rural sub-committee) Mark Elliott 

Australian Healthcare Association (Rural Policy Group) Jeff Fuller

Australian Nursing Federation Victoria Gilmore

Australian Rural Health Education Network Ltd John Wakerman

Convention of Ambulance Authorities – Rural and Remote Group Stephen Gough

Catholic Rural Hospitals Forum of Catholic Health Australia Lynne Sheehan

Council of Remote Area Nurses of Australia Inc Liz Mattock

Country Women’s Association of Australia Myra Pincott 

Frontier Services of the Uniting Church Pauline Wardle

Health Consumers of Rural and Remote Australia Bev Cook

Health Professions Council of Australia Rural and Remote Advisory Committee David Milligan

National Aboriginal Community Controlled Health Organisation Apology

Isolated Children’s Parents’ Association of Australia Inc Bernadette Batzloff

National Rural Health Network Rebekah Ledingham

Regional and General Paediatric Society Nigel Stewart

Rural Doctors’ Association of Australia Jenny May

Rural Faculty of Royal Australian College of GPs Bruce Harris

Rural Pharmacists Australia Alison Aylott

Services for Australian Rural and Remote Allied Health Owen Allen

Other Members of Council at the AGM were Irene Mills, Chair, friends of the Alliance, 
and Colleen Prideaux (Co-opted Member).

Executive members 
At an Executive meeting following the 
AGM, Owen Allen and Irene Mills were 
appointed to the Executive as Moderators. 
During the course of the year, Liz Mattock 
resigned from the Executive and was 
replaced by Liz Drew.

The Executive met every second month 
by teleconference. In May 2005 it 
met face-to-face in Albury, NSW, at 
the venue chosen for the 9th National 
Rural Health Conference. As well as an 
opportunity for core Executive business, 
this also provided the chance for Executive 
members to familiarise themselves with the 
Conference facilities and venues, and to 
meet some of the local people involved in 
Conference planning. 

Executive members also took this 
opportunity to meet face-to-face with 
people involved with various facets of the 
Alliance’s work. George Neale, consultant 
to the Alliance, spoke about progress with 
evaluation and accreditation. Associate 
Professor Stuart Schneider (Chief Executive 
of the Greater Southern Area Health 
Service of NSW Health), addressed the 
Executive with his colleague Marianne 
Warren (General Manager of the Greater 
Albury Cluster of the Greater Murray 
Area Health Service). He spoke about 
a number of current issues in the region 
that would be of particular interest to the 
Conference’s community, including the 
matter of potential collaboration in acute 
care across the river Murray. Dale Howe 
(Convenor of the SARRAH Conference) 
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spoke about developments with the 
SARRAH conference, to be held in Albury 
in September 2006.

Amanda Davis, Director of Professional, 
Science and Academic Publishing for 
Asia at Blackwell Publishing, presented 
the Publisher’s Report for 2005 and 
highlighted key issues relating to 
worldwide subscription, electronic 
access, introduction of Manuscript Central 
and contribution to developing world 
programs. 

Other guests at the Executive meeting 
included Denis Ginnivan (Manager, 
South West Brain Injury Rehabilitation 
Service), Andrew Hiebl (Manager, Albury 
Convention Bureau) and John Walker 
(Consultant). 

The Executive considered a range of other 
issues, including the Alliance’s Business 
Plan for 2006-07, Member Body re-
accreditation, Directors’ responsibilities, 
policy and communication priorities, and 
future possibilities and projects.

Meeting attendance: Executive

The table below lists Executive members during the period of this report, their Executive 
responsibilities and their attendance at meetings during 2005–2006.

Executive Member Executive Responsibilities Number of 
Executive 
Meetings 
attended

Meetings 
eligible 

to attend 

Owen Allen Moderator (from Nov 05) 1 3

Alison Aylott Moderator (Jul 05– Oct 05)
Treasurer (from October 2005)

6 6

Leanne Chandler Ordinary member (until Aug 05) 0 1

Liz Drew Ordinary member (from Apr 05) 1 1

Stephen Gough Ordinary member (Oct 05 – Jun 06) 3 4

Jane Greacen Treasurer (Jul 05 – Oct 05) 2 2

Liz Mattock Moderator (Jul 05 – Oct 05)
Executive (Oct 05 – Apr 06)

4 5

Jenny May Deputy Chair (Oct 05 – Jun 06)
Secretary (Jul 05 – Oct 05)

5 6

Sue McAlpin Chairperson (Jul 05 – Oct 05)
Immediate Past Chair (Oct 05 – Jun 06)

5 6

Irene Mills Moderator (from Nov 05) 3 3

Myra Pincott Ordinary member (full year) 4 6

Lynne Sheehan Deputy Chair (Jul 05 – Oct 05)
Secretary (full year)

3 6

Nigel Stewart Ordinary member (until Oct 05) 1 2

John Wakerman Chairperson (Oct 05 – Jun 06)
Ordinary member (Jul 05 – Oct 05)

4 6
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Establishment of an 
Alliance Board
Much thought was given during this 
reporting period to ensuring that Alliance 
systems of governance are well defi ned 
and effective. When fi rst established, 
Council of the Alliance was relatively 
small and clearly functioned as its Board. 
As Alliance membership increased, the 
Executive expanded in both size and 
scope of responsibilities and separate 
Executive meetings were introduced. With 
the Alliance’s continued growth, specifi c 
and separate roles and responsibilities for 
Council and Executive began to emerge. 
Council agreed to move towards a board 
model of governance. This decision was 
formalised in June 2006 and the explicit 
differentiation of roles for Council and 
Executive has been embedded in the 
Constitution. 

The role of the Council

With the start of the new fi nancial 
year, Council meetings will focus more 
clearly and more exclusively on policy 
issues: considering emerging issues 
from local communities; prioritising 
them; developing Position Papers that 
effectively represent the agreed views 
of all Member Bodies; promotion and 
follow-up of recommendations; and 
oversight of Alliance projects (eg friends, 
PARTYline, Conference, RAMUS). At 
Council meetings, delegates represent 
their Member Bodies. As Members of 
Council, individuals are not Directors of 
the organisation. 

The role of the Board

Board meetings will focus strategically 
on the sustainability and direction of the 
Alliance: considering (as appropriate) 
and formally adopting Treasurer’s reports, 
budgets, strategic and business plans 
and reports from the Executive Director on 
the Alliance’s contractual arrangements, 
especially with the Department of Health 
and Ageing. At its meetings, elected 
members of the Board will represent the 
interests of the NRHA and are Directors 
of the organisation.

Staff 
The Alliance has a contract with its 
employees which affi rms its intention to 
provide a work environment which is safe 
and free from harassment, and in which 
staff members can feel comfortable, 
are able to contribute to decisions on 
all matters which affect them in the 
workplace, are respected for themselves 
and their abilities, can be happy, honest 
with each other, and are duly rewarded 
for the work they undertake. 

The Alliance aspires to treat all its 
employees with fairness and good 
humour. It offers fl exibility in the direction 
of reduced hours so that staff members 
may take time off, or vary their hours, 
for family, sickness and other important 
life matters; and in the direction of 
increased hours, within the constraints 
of the Alliance’s budget, for completion 
of work in their areas of responsibility. 
Each employee is provided with areas 
of activity over which they have some 

personal control, and which are valuable 
components of the total work plan of 
the Alliance. The Alliance offers training 
opportunities to all staff members.

Staff are encouraged to work as a team, 
contributing appropriately and practicably 
to all aspects of Alliance work as required, 
including participation in Conference 
activities.

During the year we farewelled Kristin 
Ginnivan, Anita Phillips and Megan Cook, 
and welcomed Paulina Leko, Ann Short, 
Andrew Waters and Jan Izzard. At the 
end of the fi nancial year, the Alliance had 
a staff of twelve full-time and part-time 
employees. Some Alliance work was 
undertaken by Consultants.

Consultants to the NRHA

Ray Walker (Policy Writing)
Jim Groves (eforum Moderator)
Joan Lipscombe (Policy Writing)
Debbie Phillips (Publications)

Offi ce
The Alliance’s Offi ce is upstairs at 
10–12 Campion Street in Deakin in the 
Australian Capital Territory.

On the night of the January Council 
meeting (16th), during a rare rainy 
period in Canberra, signifi cant rain 
water damage was discovered to the 
storeroom of the Alliance offi ce, and 
to the photocopier/printer. Repair and 
renovations to the storeroom were coupled 
with changes at one end of our premises 
to improve capacity to accommodate 
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the increasing number of SARRAH staff 
members. Post-fl ood renovations and other 
improvements were fi nalised in March.

In April the Alliance commissioned an 
external review of the occupational health 
and safety aspects of its workplace in 
Canberra. The inspection was undertaken 
by means of a comprehensive hazard 
identifi cation checklist, staff interviews 
and analysis of staff work habits. The 
results of the inspection revealed “a very 
well managed workplace”. The report 
recommended a number of suggestions 
for improvement and these have been 
addressed. 

Co-located bodies 

During the year the Alliance was pleased 
to continue to work closely with Health 
Consumers of Rural and Remote Austral
ia (HCRRA) and Services for Australian 
Rural and Remote Allied Health (SARRAH). 
HCRRA have moved their part-time offi ce 
to the coast but the Alliance keeps in 
close contact with HCRRA’s Project 
Offi cer, Carmel Brophy. The SARRAH 
secretariat continues to be co-located in 
the Alliance Offi ce and its staff has grown 
to fi ve. SARRAH continues to manage 
the Australian Rural and Remote Allied 
Health Professionals Scholarship Scheme 
(ARRAHPSS) and, since January 2006, 
the Rural Allied Health Undergraduate 
Scholarship (RAHUS

Gordon Gregory
Executive Director

Leanne Coleman 
Offi ce Manager

Anita Phillips 
Manager, Policy and 
Communication (until 
October 2005)

Himali Ranasinghe 
Assistant Project Offi cer, 
RAMUS

Denisse Dimatatac
Project Offi cer, RAMUS

Lyn Eiszele
Conference
Manager

Kristin Ginnivan
Speaker Liaison 
(on leave from 
September 2005) 

Jan Izzard
Finance
Manager
(from June 2006)

Paulina Leko 
Conference 
Co-ordinator
(from February 2006)

Justin Neale
IT Manager

Staff of the Alliance
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Margaret Ruhfus 
Manager, RAMUS

Lexia Smallwood 
Manager, PARTYline 
and
Council Business 
Manager

Andrew Waters 
Manager, Policy and 
Communications
(from May 2006)

Peter Brown 

Ann Short 
Administration Offi cer
(from February 2006)

Janine Snowie 
Project Offi cer, RAMUS

Justin Wicks 
Finance Manager
(until June 2006)

Megan Cook 
(July – December 
2005)
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Rural Australia Medical Undergraduate Scholarship Scheme

Planning for the 2006 SARRAH Conference

RIST Transport Forum
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Rural Australia Medical 
Undergraduate Scholarship 
(RAMUS) Scheme 
The Alliance has been national 
manager of the Rural Australia Medical 
Undergraduate Scholarship (RAMUS) 
Scheme since the Scheme it was 
established in 2000. In the period 
to the end of 2005, 532 RAMUS 
scholars completed medical studies. 
During the year under review there 
were 501 RAMUS scholars on the 
Alliance’s books, including 126 awarded 
scholarships in early 2006. Most 
applicants now apply on-line.

An extension of the contract to administer 
RAMUS was signed with the Department 
of Health and Ageing for the period 
July-December 2005. This was followed 
by an invitation to submit a proposal for 
its administration for the period January 
2006 – June 2007.

Promoting the RAMUS Scheme

Copies of a new RAMUS brochure were 
distributed to medical schools, university 
rural health clubs, the National Rural 
Health Network, scholars going on 
school visits and to other events, and to 
individuals enquiring about scholarships. 
Articles by RAMUS recipients and about 
RAMUS were published in PARTYline. 

Rural doctors, Martin Altmann of Murray 
Bridge and Peter Francis of Wodonga, 
received the 2005 Mentoring Awards. 
These new awards are in recognition 
of rural doctors who make outstanding 
contributions as mentors in the RAMUS 
Scheme. They were nominated by the 
scholars they mentor. Peter Francis has 
been a mentor since the Scheme began. 

RAMUS Alumnus

Alumnus brochures and surveys were sent 
to former scholars to complete on-line 
or in hard copy. Data are recorded on 
the Alumnus database. Certifi cates for 
scholars who completed in 2005 were 
distributed. Alumnus brochures and 
membership invitations were also sent 
to those rural doctors who mentored the 
2005 graduates and to new rural mentors 
joining the Scheme in 2006.

A group of RAMUS Alumnus ambassadors 
was formed in 2005 to promote rural 
and remote careers for postgraduates 
and completing scholars. Members of this 
consultative group include postgraduates, 
current scholars and rural mentors and 
the National Rural Health Network’s 
representative on NRHA Council. 

Quarterly teleconferences are held and 
planning for a meeting at Albury in 
conjunction with the 9th National Rural 
Health Conference is underway. 

New RAMUS projects

Two new projects began in 2006. NRHA 
was contracted by the Department of 
Health and Ageing to track early career 
paths of RAMUS graduates 2000-2006. 
The RAMUS Tracking Project will operate 
from January 2006 to October 2007. 
Building on its existing management of 
the RAMUS Scheme and Alumnus, NRHA 
will extend its contacts with graduates 
and mentors to establish an initial profi le 
of scholars’ career pathways. Drawing 
on the existing Alumnus NRHA will seek 
the additional voluntary participation of 
RAMUS graduates to investigate aspects 
of rural practice after graduation.

The target group comprises all RAMUS 
graduates since the Scheme was 
established in 2000, giving a group with 
varying lengths of time in the workforce. 
Given the key role of mentors in the 
RAMUS Scheme a subsidiary element of 
the study will be to survey a sample of 
mentors to elicit their views on the Scheme 
and on likely key decision points in 
pathways to rural practice. 

The RAMUS Tracking Project has been 
initiated alongside a wide ranging study 
covering all Australian medical students 
to be undertaken by the Committee of 
Deans of Australian Medical Schools 
(CDAMS). NRHA is consulting other key 
organisations with interests in medical 
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Phillip Steele accepts Peter Francis’ award
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workforce issues (including CDAMS) to 
promote awareness of the RAMUS Tracking 
Project and to align it with other studies 
to ensure the development of a valuable 
longitudinal workforce planning resource.

NRHA has also been contracted by 
the Department of Health and Ageing 
to administer a RAMUS Conferences 
Placement Program from June 2006 to 
June 2007. This new project aims to 
assist RAMUS scholars and Alumnus 
postgraduate members to attend 
conferences that have either a rural and 
remote context, or will enhance clinical 
skills. Guidelines have been agreed and 
an application process put in place. 

RAMUS team

Manager of the RAMUS team is Margaret 
Ruhfus. RAMUS team members Denisse 
Dimatatac and Janine Snowie continue 
to contribute their valuable expertise and 
to maintain a high level of service to 
stakeholders. They have part-time support 
from Himali Ranasinghe. Justin Neale and 
Denisse Dimatatac worked extensively on 
the implementation of the new database, 
to enable the transition of RAMUS 
operations and related IT and fi nancial 
systems. Peter Brown joined the RAMUS 
team in 2006. He is working on the 
Alumnus project and the new Tracking and 
Conference Placement Programs. 

Staff members also provided substantial 
assistance to SARRAH with its 
implementation of the Rural Allied Health 
Undergraduate Scholarship (RAHUS) 
Scheme. Leanne Coleman, Justin Wicks 

and Jan Izzard provided accounts and 
other essential support for RAHUS.

Planning for the 2006 
SARRAH Conference 
During the year planning began for the 
2006 National SARRAH Conference, 
to be held in Albury NSW from 13–16 
September 2006.

The Conference Organising Committee 
was appointed in May 2005. Dale 
Howe, physiotherapist at Albury Hospital 
and a SARRAH member, agreed to be 
the Conference Convenor. The Committee 
was made up of local and interstate 
SARRAH members from a mix of allied 
health backgrounds and it held its fi rst 
meeting in May.

The Conference will provide a forum 
for the rural and remote allied health 
workforce to:

• demonstrate allied health leadership 
for the future delivery of health services 
to meet the needs of an ageing 
population; 

• drive the development and look of the 
future health professional workforce;

• have input and infl uence from the 
‘grassroots’ into national and state 
health policy and service delivery; 

• promote continuing education and 
professional development activities; 
and 

• promote good health and well-being 
through the delivery of allied health 
services to and by Indigenous and non-
Indigenous people in rural communities.

Members of the SARRAH team: Alexandra Cowling, Rupa Ranasinghe, Sandra Barker and 
Luz Orbeta.
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The theme for the SARRAH Conference is 
Building bridges … Crossing borders.

A program was developed from the 
abstracts received and the full Conference 
program was published in April 2006 
on the Conference website, when 
registrations opened.

Remote Indigenous Stores 
and Takeaways (RIST) 
Transport Forum
The Remote Indigenous Stores and 
Takeaways (RIST) Project is a national 
project with support and input from 
the Health Departments of WA, the 
NT, Queensland, NSW and the 
Commonwealth. It was established as a 
national public health partnership activity 
and its Steering Committee is headed by 
Sharon Laurence, based in Melbourne.

RIST is concerned with resources and 
programs for better nutrition in remote 
Indigenous communities. In early 2006 
RIST won fi nancial support from the 
Commonwealth for a Transport Forum and 
the Alliance, which was just about to fi nish 
its paper on food security, agreed to hold 
and manage the funds for the Forum. 

A close working relationship developed 
between the RIST Project and its Steering 
Committee, and the NRHA. The key 
individuals in the Transport Forum were 
Richard Sager and Ian Lovell. Ian, greatly 
experienced in relation to remote area 
transport issues and with many useful 
contacts, was contracted as a Consultant 
to the Alliance.

The Transport Forum was held in Adelaide 
on 19 June 2006 and was a great 
success. Those who attended included 
several from the transport (trucking, 
airfreight, barging and technology) 
sector, remote area communities and their 
store operators, as well as researchers 
and public servants. The Forum led to 
a number of requests from community 
interests in remote areas for follow-up 
attention. It also created a number of 
opportunities for commercial service 
providers to come together with remote 
communities and their store managers 
to agree on new arrangements for the 
provision of improved services. 

The Forum proceedings were made 
available on-line, providing another 
means by which its information and 
connectedness could be used to the 
benefi t of communities and businesses 
that  were not able to attend.

Following the Forum, Ian and Richard 
were invited to a number of remote 
regions to help sort through solutions 
to cold chain and buying challenges 
with local people representing both the 
communities and commercial interests. 
The follow-up work has included personal 
visits by Ian Lovell and Richard to selected 
regions. They include the East Kimberley 
(Balgo, Bililuna, Mulan, Ringer Soak and 
Halls Creek); Ceduna, Koonibba,Yalata 
and Oak Valley; Mapoon (where there 
was a specifi c issue with the store’s meat 
becoming thawed at an unknown point 
along the chain); Kimberley West (Beagle 
Bay, Lombadina/Djarindjin, One-Arm 

point, Kooljaman, Middle Lagoon); with 
the Arnhemland Progress Association 
(ALPA); and potentially at Wilcannia. 

It has been important to ensure that 
expectations in the fi eld are not raised that 
cannot be sustained.

Other follow-up work includes the 
development of a project proposal for a 
national network of Remote Indigenous 
Stores Managers.
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