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EDITORIAL

THE GLOBALISATION OF WEALTH
AND UNCERTAINTY
Globalisation is the process of
international integration arising
from the interchange of world
views, products, ideas, and other
aspects of culture. In particular,
advances in transportation and
telecommunications infrastructure,
including the rise of the Internet, are
major factors in globalisation and
precipitate further interdependence
of economic and cultural activities.
(Wikipedia)

It seems odd that despite the fact

that Australia survived the global
financial crisis better than any other
industrial nation, there isn’t any
money for good ideas like the National
Disability Insurance Scheme (NDIS)
and the Gonski recommendations on
education.

The reason is, of course, that economic
globalisation is far more potent a force
than domestic financial matters. Thus
it is that the prospects for the NDIS
and for additional investment of $5
billion a year in education rest more
on the Chinese middle class, the
United States Congress and European
banks than on anything happening in
Australia.
And globalisation is not just a
financial phenomenon which sees
the Australian dollar traded 24 hours
a day in huge volumes – sometimes by
automated means – and the prospect of
4
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a government’s election or re-election
being shaped by the price of coal and
iron ore.
It has also stamped its mark for ever
on the daily lives of ordinary people.
The shopkeeper in Mudgee and the
wheat grower in Merredin are probably
wearing clothes made in China,
driving a car or tractor made in Japan
or Venezuela, and drinking juice from
fruit grown in Chile.
Some of the key drivers of globalisation
underpin the relative affluence
of Australia. Without a floating
currency, support (more or less) for
international free trade, and adherence
to international protocols on the
movement of goods, services and
travellers, Australia would be stuck
with a small domestic market and a
poor supply of chocolate.
It’s not too long ago that rural and
regional areas in Australia had to
adjust to the demise of much of
the domestic textile, clothing and
footwear industries, as cheaper product
was sourced from China and the
Philippines. Consumers have been the
major beneficiaries, with the nation’s
affluence rising for many with the
buying power of their wage packet.

international competition, in order to
protect current jobs or (it is suggested)
to underpin the manufacturing sector
of the future. These include the car and
car-parts industries.
Most people in rural and remote areas
benefit from globalisation as much
as any others. Although it is difficult,
farmers must accept that having juice
makers use South American fruit and
permitting the (scientifically-checked)
importation of New Zealand apples
(after being banned for 90 years!) are
the necessary corollaries of driving a
fair-priced Land Cruiser.
Some of the other benefits of
globalisation (relating to information,
communication and knowledge) will
only be experienced by many in rural
and remote Australia when they
have access to affordable high speed
broadband.
National support for farming must
avoid any recourse to ‘agricultural
fundamentalism’ – the notion that
farming is intrinsically good and that
an increasingly urbanised society is
not. Trying to persuade people to ‘Buy

Australian’, even if the price is higher,
is a reasonable appeal to those who
can afford it to make a contribution to
the wellbeing of Australian producers.
And the ‘Slow Food’ movement is a
reasonable attempt to reduce the global
cost of the food sector by minimising
transport costs.
But since globalisation is, on-balance,
good for us and here to stay, why
don’t we take it further? We could
require educational institutions,
governments and the media to feed us
daily information about international
wellbeing, food and water security
in developing nations, and regular
bulletins (after the share price and
currency news?) of metrics relating
to population pressure, climate
change and hunger. All this could
be couched in terms of progress
with the eight United Nations
Millennium Development Goals
(www.un.org/millenniumgoals).
The spoils of our wonderful world could
be better distributed, both nationally
and around the globe.
NRHA
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There are still some pockets of
economic activity being protected by
governments against the rigours of
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Medicare cap is short-sighted
policy for rural eye health
If you flick to ‘O’ in the Yellow Pages

referred to a GP or ophthalmologist
for urgent treatment because I am
therapeutically endorsed, but the
practice does not benefit financially
from that consultation because of the
Medicare cap.

and run your finger down the list of
optometric practices in Gunnedah,
you will find only one. Tim Duffy and
Alison Stuart (pictured) are the only
optometrists in the rural New South
Wales town, which is teetering on the “Meanwhile, the patient with the
9.30am appointment might have been
cusp of a mining boom.
prepared to purchase new frames or
Tim and Alison both hold therapeutic
lenses, but because their consultation
endorsement, which allows them to
has been delayed, they might not have
specialise in the treatment of ocular
time to try on frames or understandably,
conditions through prescribing
not wish to make a rushed purchase.”
therapeutic medications.
Convenor of the Rural Optometry
“We treat a steady stream of emergency
Group, Dr Philip Anderton, says
cases and see on average four or five
that the Medicare cap means rural
cases of red eye every day,” Alison said.
optometrists like Tim and Alison are
caught
between a rock and a hard place.
They emphasise that it is very
As
the
only eye-care practitioners in
rewarding; however, in their atypical
a
large
town, they cannot refuse to
practice, endorsement has wider
see
patients
with sight-threatening
implications.
conditions; neither can they charge
“If my 9.30am patient is in the waiting
accordingly for their services.
room and an emergency case walks
in with a sight-threatening condition, “If the patient were referred to an
ophthalmologist, they could charge a
I am obliged to attend to the more
high fee because they are not restrained
urgent patient. This might involve
treating them therapeutically while my by a Medicare cap,” Dr Anderton said.
9.30am patient is left waiting.”
“Patients should be charged for the
services they receive, regardless
She explains the financial ramifications
of the need to treat the emergency of who is providing them – a GP,
ophthalmologist or optometrist. The
patient first.
current system is nonsensical,” Tim
“The emergency patient with red eye is
said.
spared the time and expense of being
6
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The practice treated several patients
with Christmas Eye over the holiday
season. Christmas Eye is a rare and
painful eye condition localised in
northern Victoria and southern
New South Wales. The condition is
believed to be caused when a small
insect secreting toxic substances gets
too close to the human eye. The
substance causes a painful red eye with
corneal ulcers.
“People suffering Christmas Eye are
another example of walk-ins needing
emergency therapeutic treatment,
because they cannot be asked to wait,
holding their head in their hands and
rocking back and forth in considerable
pain,” Alison said. “There should be
a special provision for treating this
condition under Medicare, because
they need to return three or four times
for follow-up treatment.”
Tim established Tim Duffy Optometrist
Vision Splendid in 1985. Alison joined
Tim in December 2009. “I started
working a few days a week, flying back
and forth from Sydney,” she said. It’s
a five-hour drive from Sydney to
Gunnedah. “The five years I spent
in Sydney and the last two years in
Gunnedah are like chalk and cheese.
You just don’t see the same breadth
and number of cases in the city that
require therapeutic treatment as you
do in the country,” she said. “When
I was working in Sydney, pathology
was not as challenging; here, four or
five patients a day require therapeutic
treatment.”

Tim and Alison have established a
good rapport with ophthalmologists
in Tamworth, 80 kilometres away,
and local GPs. With ophthalmology
services at least a one-hour drive away
in Tamworth, Tim and Alison are in
the vanguard of eye care for their local
community.
Dr Anderton says this is a classic
example of how optometry does not
receive appropriate recognition in
rural areas. “Tim and Alison are saving
the sight of the people of Gunnedah
but they don’t reap the reward or
recognition for their service,” he said.
Rhiannon Riches
Optometrists Association Australia

Tim Duffy and Alison Stuart, Gunnedah.
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Diagnosing the
dialysis dilemma
in rural
Australia .

PHOTO: KHA

So often with health conditions it is

all about the warning signs – noticing
the symptoms and seeking treatment
early. Unfortunately, in the case of
chronic kidney disease (CKD) it is
possible to lose up to 90 per cent of
kidney function before symptoms
appear – meaning many people are
unaware they may have CKD.

It should come as no surprise then that
CKD is a major public health problem,
affecting one in nine Australian
adults. CKD may further deteriorate
into end-stage kidney disease (ESKD),
when renal replacement therapy
(RRT) – dialysis or transplantation – is
required to stay alive. Without kidney
function death will occur in a matter
of days. At the end of 2010 a total of
10,590 Australians were on dialysis,
and according to the Australian
Institute of Health and Welfare this
figure is expected to increase 80 per
cent by 2020.
8
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Rural and remote patients with CKD
who plan to initiate RRT face a unique
set of challenges beyond those of their
metropolitan counterparts. Firstly,
patients living in non-urban areas
often have fewer treatment options
for dialysis. Dialysis may be required
for up to five hours three times each
week and those who initiate ‘in-centre’
or ‘satellite haemodialysis’ can face
long travel times to attend dialysis
sessions. This has been shown to be
associated with increased mortality and
a diminished quality of life. Transport
options are often lacking which further
complicates the relocation to larger
centres for dialysis treatment. Family
and community support are two
necessary elements in helping patients
to fully engage in the management
of their condition. However the
requirement to travel can cause social,
emotional and cultural isolation as well
as potential financial disadvantage.

Once dialysis is initiated, patients
who reside outside major cities often
experience worse outcomes. Data
from the Australian and New Zealand
Dialysis and Transplant Registry has
demonstrated that survival of patients
on dialysis is worse in regional and
remote areas compared with major
cities. Similarly, regional and remote
peritoneal dialysis (PD) patients have
a greater risk of peritonitis-related
complications and mortality compared
with their metropolitan counterparts.
Providing access to home dialysis or
treatments closer to home is therefore
pivotal to improving the health and
quality of life outcomes for individuals,
families and the community. PD is
already commonly utilised in rural
areas. Home haemodialysis is another
viable home dialysis treatment, but
water quantity and quality and access
to local training facilities may inhibit
uptake of this modality in some rural
and remote regions.
Access to specialists is also a key
issue. A nephrology workforce survey
conducted in 2007 highlighted that
while 40 per cent of nephrologists
provide a clinical service to the rural
community, only 8 per cent report this
as a regular practice location. With
limited access to on-call specialist
care, the education of rural primary
care providers is integral to improving
health outcomes of rural and remote
dialysis patients. To that end, Kidney
Health Australia has been working
to improve the support available to
primary care providers and patients
through the development of a range of
resources and supporting materials, in

PHOTO: KHA

addition to a new project focusing on
improving the uptake of home dialysis
where appropriate.
While the symptoms of CKD are not
always immediately apparent, the
hurdles to treatment of CKD in rural
locations certainly are. It is clear that
additional and improved support – be
it transport, accommodation or social
support – for those travelling for dialysis
forms part of the answer. But equally,
improved access to specialists and the
option to dialyse at home are critical if
the barriers for rural Australians are to
be overcome, and on that front we still
have some distance to travel.
Kidney Health Australia is the national
peak body with the vision ‘to save
and improve the lives of Australians
affected by kidney disease’. It provides
a range of services and support to those
with CKD – see www.kidney.org.au or
sign up to our newsletter for further
information.
Partyline December 2012
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OUNCILFEST

PHOTO: PENNY BRADFIELD

The National Rural Health Alliance’s

Council assembles annually in Canberra
with Alliance staff members for a
5-day marathon meeting affectionately
known as CouncilFest. One of the
important purposes of CouncilFest is
for Council members, representing the
(now) 34 Member Bodies, to consider
the most important issues facing rural
and remote communities around
Australia and agree which are the
priorities for urgent action to improve
rural health and wellbeing.
Improvements in health status and
life expectancy for rural people
are not keeping up with those in

10

Partyline December 2012

Australia’s major cities. Health
status is determined by many things,
including lifestyle, access to health
care, and health promotion and illness
prevention strategies, so there are
challenges and opportunities across a
wide front.
Council identified eight immediate
priorities and these will form the basis
of an action agenda which the Alliance
will pursue by various means, including
through representation to the review of
health workforce programs currently
in train, as well as through ongoing
work with agencies such as the rural
Medicare Locals, the National Health

Performance Authority, Australia’s
National Preventive Health Agency
and the Independent Hospital Pricing
Authority.
This year’s CouncilFest ran from 14-18
September. Council spent one of the
days in Parliament House speaking
with over 50 Members of Parliament
about the eight priorities. Key meetings
were held with Health Minister Tanya
Plibersek, Shadow Health Minister
Peter Dutton and Australian Greens
Senator Richard Di Natale. Decked
out in rich blue Rural health? Yes please!
t-shirts they made a fine showing in the
gallery at Question Time.

1. Preventing chronic disease:
smoking as a sentinel issue
Health promotion activity has not
been working as well in rural and
remote areas as in the capital cities.
Coupled with that, health risk factors
remain worse in rural areas and there is
poorer access to health services. Rates
of smoking provide an important and
well-evidenced example of the rural
deficits where health promotion is
concerned.
First results from the Australian Bureau
of Statistics’ Australian Health Survey
show that in 2011-12 there were 2.8
million Australians aged 18 years and
Partyline December 2012
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over who smoked daily (16.3 per cent)
– a fall of nearly 3 per cent over the
last four years. A city-country analysis
provided to NRHA by ABS shows that
daily smoking rates declined in Major
Cities from 17.5 per cent in 2007-08
to 14.7 per cent in 2011-12, compared
with declines from 20.1 per cent to
18.5 per cent in Inner Regional areas,
and from 26.1 per cent to 22.8 per cent
in Outer Regional areas. Hopefully
these declines indicate that rates in
Australia’s rural areas are starting to
shift downwards at last, but the existing
rates are still 1.3 to1.6 times higher
than in Major Cities (and higher again
in Remote areas).
Urban-centric strategies don’t work
well in rural and remote areas. Unless
there is significant additional progress
in rural and remote areas, Australia will
not meet its national target of reducing
the national rate to 10 per cent by 2018.
The Australian National Preventive
Health Agency (ANPHA) must
devote a significant proportion of its
resources to the particular challenges
of preventing rural and remote chronic
conditions – commensurate with the
extent of health need.
Reducing smoking is not only critical
in its own right for the health of
people in the bush, it is also a marker
of inequity in relation to the social
and economic determinants of health
status. Smoking will be one of the
focus issues on the program at the
12th National Rural Health Conference
in Adelaide next year.
The Alliance is confident that finding
ways to significantly reduce rural
12
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smoking rates will have important
lessons for health promotion and
illness prevention for a range of health
risk factors and chronic conditions
that contribute to the greater burden
of disease in rural and remote
communities.

2. Oral health
Second on the Alliance’s list of
priorities is for the new programs for
oral health to be rolled out in ways
that ensure rural people are among
those who benefit first and most.
Overcoming the shortage of oral health
professionals in rural and remote areas
will be critical. The capacity of public
oral health services in rural areas
targeted to children and low-income
adults can only be significantly and
rapidly increased through using some
of the time of dentists in the private
sector.
The package of oral health measures
announced in this year’s federal Budget
and in August is very welcome. Having
fully funded on-budget programs
targeting children and low income
adults will place oral health services
on a firmer footing than has been the
case to date.
However no real progress will be made
in improving oral health for people
in rural and remote areas unless there
are adequate numbers of dentists,
therapists and hygienists providing
service in those areas. There are also
some concerns about operationalising
the new children’s and low-income
adults’ programs. For one thing,
successful implementation will need

to involve more collaboration between
public dental services and private
practitioners.
There is uncertainty about how the
new system can cater properly for the
dental care needs of elderly people who
make up a growing proportion of the
population in rural areas, including
those in residential aged care facilities.
The States and Territories must be
encouraged by every means to meet
the quite evident public demand
for improved oral health services by
maintaining their own financial effort.

3. Broadband
High speed broadband is essential
infrastructure for households,
businesses, services and health. By
whatever means, people in all parts
of Australia should have access to
high speed broadband at the same
affordable price. People who live in
rural and remote communities want to
be informed about the schedule for the
provision of fast broadband services,
including through interim satellite
service, and want to be assured about
the full price they will pay.
People most in need of broadband
should have special assistance to enable

their access as soon as possible. The
Alliance is pushing for special programs
to enable broadband connection early
for those with the greatest need, such
as those on low incomes, families who
are geographically isolated, Aboriginal
and Torres Strait Islander communities,
and people with a disability. These
programs would provide support
through Regional Development
Australia Committees or community
organisations for people with high
needs to get through the application
process, negotiate with Internet Service
Providers and complete installation.

O
4. Medicare Locals and
Healthy Communities Reports

The National Health Performance
Authority is to produce Healthy
Communities Reports for each of the
61 Medicare Locals – 26 of which
have at least a substantial proportion
of rural people. The Alliance believes
it is a priority for the Medicare Locals’
needs assessment reports to be made
public and for the Healthy Communities
Reports to monitor how well needs are
met across different locations in their
area. Local people will then be able to
be closely involved in the priorities of
MLs.
These reports will provide valuable
evidence of health outcomes within
and among Medicare Locals. Focusing
on these reports will also highlight the
importance of data on health services
and health outcomes – and show up
the gaps in the evidence needed to
ensure improvements in health are
being effected.
Partyline December 2012
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money is currently being spent. Such
teams would include mental health
nurses and psychologists. It would also
be important to build the capacity of
other health staff to give them greater
capacity to deal with mental health
issues.

7. Aged care

Health Minister, Tanya Plibersek, meets wuth Council of the NRHA.

5. Workforce
Because of the shortage in rural and
remote areas of both health positions
and staff to fill them, some of the
multidisciplinary health service models
that might work well in more remote
areas are not possible. Health services
sometimes have to employ short-term
contract staff at pay rates that seem
excessive and are detrimental to the
morale and tenure of permanent
health professionals in the area. What
is required is a local multidisciplinary
team of health professionals who are
flexible and able to work effectively.
Important members of these teams
include nurses, midwives and allied
health professionals. To increase the
number of these professionals in rural
and remote areas, the Alliance strongly
supports the recommendation from
the recently-published Senate Report
that HECS reimbursement should
be available to allied health and
nursing graduates on the same terms
as it is currently available for medical
graduates.
14
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This would be a good example of the
greater equivalence the Alliance seeks
across the board for incentives for
recruitment, retention, placements and
training of rural health professionals.

6. Mental health
The next of the immediate top priorities
is for a new approach to rural and
remote mental health care. There has
been additional investment in mental
health services, including through
EPPIC and Headspace. However,
the effectiveness of these programs is
limited in rural and remote areas by
their ‘central place’ nature and by the
shortage or absence of GPs and the
funding stream they generate. Effective
and widely-distributed mental health
services in rural and remote areas
need a quite different approach to the
delivery of care, including for children.
One way forward would be a trial of
supported primary mental health care
teams in areas that have poor access to
GPs and are at a distance from regional
centres in which much of the new

The package of aged care measures
under the banner Living Longer,
Living Better is designed to improve
the system for consumers. The new
agencies involved (the Aged Care
Reform Implementation Council, the
Aged Care Financing Authority and
the single Gateway to services) are no
doubt going to be important.
However these new administrative
arrangements do not ease the day-today challenges facing the aged care
sector in rural and remote areas. These
challenges are mainly related to
staffing matters and financial security
for residential aged care facilities and
community care; and serious shortages
of resources and staff for aged care in
the home. The rural aged care sector is
seriously short of infrastructure and in
some regions has to compete for staff
and other resources with the mining
sector.
It is to be hoped that the Aged
Care Financing Authority will give
particular consideration to the
financial sustainability of residential
aged care facilities and community care
in rural and remote areas.

OUNCILFEST

8. Quad bike safety
Quad bikes are now the largest single
cause of fatalities on Australian farms;
160 people have died in quad bike
accidents since 2001. Council members
are strong in their support of the Mt
Isa Statement on Quad Bike Safety of 3
August 2012. It called for the Federal
Government to mandate an Australian
crush protection device design standard
for roll over protection on all quad
bikes, and for manufacturers to comply
with safety design specifications.
At a safety forum with farmers, unions
and industry representatives on
19 October 2012, the Minister for
Employment and Workplace Relations,
Bill Shorten, announced a number of
measures to improve quad bike safety.
Safe Work Australia is to report on
the key findings of an earlier quad bike
issues paper and the safety forum by 19
November 2012.
Comcare, the Commonwealth
workplace safety regulator, is to
immediately review the conditions
under which quad bikes are used by
those employed in federal agencies and
consider their possible substitution. The
Government will also work with other
regulators to sponsor the development
of a technical standard to underpin
the design, manufacture, testing and
installation of crush protection devices
for quad bikes during manufacture or
for after-market applications.
NRHA

The Eight priorities for rural health as presented
in Parliament House in September 2012 are
available at www.ruralhealth.org.au
(Publications/Other papers).
Partyline December 2012
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ALUMNI
Going global - going rural
What do a volunteer doctor working in a clinic

on the Thai-Burmese border, a doctor currently
researching the impacts on health of climate
change in the South Pacific, and a Melbournebased Obstetrics and Gynaecology trainee have in
common?

He is currently completing a PhD
investigating the health impacts of
climate change in the South Pacific
region and in 2010 was awarded a
research fellowship in the USA for
a project examining the factors that
affect health outcomes in very remote
areas of Australia, for which he
received the GPRA registrar research
prize in 2011.

All three are former RAMUS scholarship holders
and all have a passion to play a leadership role in
improving the health of people living in rural and
remote Australia.
Anthony Cardin is an accredited general surgical
registrar but has interrupted his surgical training
for 12 months to work as a volunteer doctor (as
part of the Australian Volunteers for International
Development program, an AusAID initiative) in an
NGO hospital on the Thai-Burmese border, treating
mostly Burmese refugees and displaced persons.

16

including Broome, Alice Springs,
Cooktown, Mossman, Cairns and the
Torres Strait. Lachlan is a Fellow of
the Australian College of Rural and
Remote Medicine (ACRRM) and
the Australasian College of Tropical
Medicine (ACTM). He is also an
examiner for ACRRM and a member
of the ACRRM Research Committee.

Commenting on his plans for the future, Anthony
said, “As a general surgeon I will one day be a senior
clinician at a rural or regional hospital. … Doctors
are often seen as leaders in small communities and
I am looking forward to being heavily involved in
other community organisations and fostering strong
ties between them for the benefit of the community.”

Lachlan says, “I have endeavoured
over the years to equip myself with a
well-rounded set of skills that enable
me to contribute to society both within
and outside the sphere of clinical
medicine, and my FACRRM training
was a huge part of this process. Through
participation in various committees,
research projects and extra-curricular
activities I have attempted to shape my
career trajectory in a way that enables
me to perform at the highest level in a
diverse range of roles.”

Lachlan McIver is currently the Climate Change
and Health Officer with the World Health
Organisation Division of Pacific Technical
Support, based in Suva, Fiji. Since completing
his internship in Perth in 2006, Lachlan spent
several years training in rural and remote locations,

Since graduating in 2008, Mikhaila
Lazanyi has completed a Diploma
of Obstetrics and Gynaecology and
undertaken an internship with the
World Health Organization in Geneva,
Switzerland. The internship, in the

Partyline December 2012

Anthony Cardin, accredited
general surgical registrar.

Lachlan McIver, in Fiji researching
health impacts of climate change.

Mikhaila Lazanyi, in
Switzerland with WHO.

department of maternal health, was
to assist in updating the Integrated
Management of Pregnancy and
Childbirth (IMPAC) guidelines, a key
element to Millennium Development
Goals 4 and 5. She is currently an
Obstetrics and Gynaecology trainee
at the Royal Women’s Hospital in
Melbourne and is also undertaking
a Masters of Public Health through
James Cook University.
Mikhaila commented, “In present day
Australia and despite our enviable
healthcare system, disparity in
healthcare still continues, particularly
in rural and remote areas. It is my
desire and ambition to advocate for
equality and to facilitate improvement
in healthcare across all communities,
particularly focusing on those within
Australia.”

Partyline December 2012
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Telehealth Update.
allow people in rural and remote areas
to benefit from specialist consultations
with the support of their local health
professional, for example for a follow-up
or urgent consultation. Because the
majority of medical specialists are
city-based, in many circumstances the
patient would otherwise be required to
travel for consultation.

For years much has been expected of
the capacity of health practitioners to
communicate with each other – and
with patients in all sorts of remote
situations – through information
technology.

The Alliance was therefore strongly
supportive of the Federal Government’s
decision in November 2010 to extend
Medicare item numbers to provide
reimbursement for both the referring GP
and the specialist ‘on the line’ (or ‘in the
picture’). Commencing on 1 July 2011, it
applies when a GP (or nurse practitioner
or Aboriginal health worker) arranges
a telehealth specialist consultation for
a patient living in outer urban, rural
or remote locations or in residential
aged care facilities. The purpose is to

18
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The latest update from the Department
of Health and Ageing reports that
by 30 June 2012 payment for 26,062
telehealth items had been processed,
involving service to 13,856 patients
by 5,173 practitioners. The latest
breakdown of these consultations by
remoteness, State/Territory and by
various specialties, as at 31 May 2012,
is shown in tables from MBS Online.
The total number of services stood at
just under 20,000 and the tables show
their distribution by remoteness and by
various specialists. For more information
go to ‘Specialist video consultations
under Medicare’ on the MBS Online
home page at www.mbsonline.gov.au
Three tables are shown below/opposite
– or you can extract your own data from
the ‘telehealth statistics’ link on the
information page. The Department
reports that its first year target for the
percentage of specialists who provide
some of their services by telehealth has
been surpassed.
The changes to telehealth services
announced by the Government in
October 2012 in conjunction with its
(story continued page 20)

Patient Services by Remoteness Area as at 31 May 2012
Remoteness
Area Code1

Remoteness Area Name

Number of Services

Percentage of
Services

0

Major Cities of Australia

4,568

23.2%

1

Inner Regional Australia

7,054

35.8%

2

Outer Regional Australia

6,626

33.6%

3

Remote Australia

1,057

5.4%

4

Very Remote Australia

390

2.0%

9

Unallocated2

2

0.0%

19,698

100.0%

Total

1. Remoteness Area according to Australian Bureau of Statistics classification.
2. Service not allocated to a state or territory.

Patient and Provider Services by State as at 31 May 2012
State

Services by
Patient State

Percentage Services
by Patient State

Services by
Provider State

Percentage Services
by Provider State

NSW

5,118

26.0%

5,040

25.6%

VIC

2,228

11.3%

2,361

12.0%

QLD

6,122

31.1%

6,471

32.9%

SA

1,749

8.9%

1,602

8.1%

WA

3,507

17.8%

3,690

18.7%

TAS

741

3.8%

416

2.1%

NT

196

1.0%

79

0.4%

34

0.2%

39

0.2%

ACT
Unallocated

2

0.0%

NA

NA

Total

19,698

100.0%

19,698

100.0%

1

1. Service not allocated to a state or territory.

Number of Services and Providers by Provider Type as at 31 May 2012
Provider Type

Services

Providers

Consultant physician

6,660

515

Psychiatry

3,282

212

Specialist

2,616

326

GP/ Nurse Practitioner/Midwife

7,138

2,045

19,696

3,098

Total
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WOUND
CARE
WOUND CARE PROJECT
Pressure ulcers or ‘bed sores’ have

been reduced to an all-time low at
Ballarat Health Services (BHS).

A fresh approach to wound care has
seen the number of acute care patients
with pressure wounds at the Ballarat
Base Hospital drop to just three per cent
this month, down from 11 per cent in
early 2010. These figures represent one
of the lowest international pressure
ulcer rates and are believed to set a new
benchmark for Victorian hospitals. As
a consequence the BHS Wound Care
Improvement Program, begun in 2010,

is being introduced by a number of
other Victorian health services.
Clinical Nurse Consultant working on
the program, Marianne Crowe, says
the program reviewed fundamental
aspects of wound care. This resulted in
the adoption of new, evidence-based
education modules on how to better
care for patients who entered hospital
with an existing pressure ulcer, or who
were at risk of developing a pressure
ulcer while in hospital.
The other significant change involved
a streamlining of the range of wound

(continued from page 19)
Mid Year Economic and Fiscal Outlook
will not affect patients in rural and
remote communities, for whom
distance is the most significant barrier
to accessing specialist care. From 1
January 2013, geographic eligibility
criteria for MBS telehealth services
will be amended to exclude patients
in outer metropolitan areas and
major cities of Australia as defined by
the ASGC-RA. The amendment to
geographical eligibility will not affect

20
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services that are provided to patients of
an Aboriginal Medical Service or of a
residential aged care facility. Another
amendment will be introduced to
require that the patient and remote
specialist be at least 15 kilometres
apart, so that the benefits will be
targeted to people for whom distance
is a real barrier to specialist health care.
(See the fact sheet on recent changes
to telehealth at MBS Online.)
NRHA

dressings used within the health service
from 130 different products to about
20. This has made the management
of dressing much simpler yet equally
effective.

PHOTO: NICK HIGGINS

Ms Crowe says patients admitted to
hospital are more comprehensively
assessed to determine whether they
have a pressure ulcer or could develop
one, regardless of the procedure or
treatment they are scheduled to have
performed.
“Very few people now have a pressurerelated injury that is hospital-acquired,”
Ms Crowe said, “although there will
still be a small number of patients
who present with compromised health
and where a pressure-related injury is
unavoidable.”
Pressure ulcers can be painful, result
in a patient staying longer in hospital,
reduce patient mobility and make a
patient more susceptible to infection
and other complications. All nursing
staff – from undergraduate students
through to experienced nurses – are
encouraged to complete the wound
care education modules.
Pressure ulcer rates in other areas of
Ballarat Health Services including
sub-acute and residential areas have
also fallen. BHS Chief Executive
Officer, Andrew Rowe, said the
program had been a spectacular
success. He said in conjunction with
partner Smith and Nephew, BHS has
not only achieved a massive reduction
in pressure ulcers to an international

Clinical nurse consultants Marianne Crowe
and Matt Squire with patient.

standard but had improved outcomes
for patients and achieved significant
savings in wound care products and
reduced length of stay.
Mr Rowe said BHS had re-invested
part of the savings achieved into the
employment of additional clinical
nurse consultants to provide expert
advice throughout BHS on wound care
as well as ongoing education to clinical
staff. The re-investment in clinical
nurse consultants is aimed at making
these results sustainable.
Nick Higgins
Media and Communications Manager
Ballarat Health Services
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AHPA’s definition of
‘allied health professions’
Health Professions Australia
I n both the International and Allied
(AHPA) has recently published
national domain there has been no
universally accepted definition of
allied health professions. Instead a
range of definitions is used in various
sectors and for different purposes;
sometimes this amounts to little more
than a listing of the professions that
are included under the banner – or
those that are excluded. For example,
it is well accepted that ‘allied health’
sub-set does not include medical,
nursing or dental professionals.
Professions Australia has defined ‘a
profession’ as:
“a disciplined group of individuals
who adhere to ethical standards and
who hold themselves out as, and are
accepted by the public as possessing
special knowledge and skills in a widely
recognised body of learning derived
from research, education and training
at a high level, and who are prepared
to apply this knowledge and exercise
these skills in the interest of others.
It is inherent in the definition of a
profession that a code of ethics governs
the activities of each profession. Such
codes require behaviour and practice
beyond the personal moral obligations
of an individual. They define and
demand high standards of behaviour in
respect to the services provided to the
public and in dealing with professional
colleagues. Further, these codes are
enforced by the profession and are
acknowledged and accepted by the
community.”

22
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its definition of the allied health
professions and their professionals.
The new AHPA definition uses and
builds on Professions Australia’s
definition of ‘a profession’ with
additional specifications, as under:

An allied health profession is one
which has:
• a direct patient care role and
may have application to broader
public health outcomes
• a national professional
organisation with a code of ethics/
conduct and clearly defined
membership requirements
• university health sciences
courses (not medical, dental
or nursing) at AQF Level 7 or
higher, accredited by their relevant
national accreditation body
• clearly articulated national entry
level competency standards
and assessment procedures
• a professionally defined
and a publicly recognised
core scope of practice
• robust and enforceable
regulatory mechanisms
and has allied health professionals who:
• are autonomous practitioners
• practise in an evidence based
paradigm using an internationally
recognised body of knowledge
to protect, restore and maintain
optimal physical, sensory,
psychological, cognitive, social and
cultural function
• may utilise or supervise assistants,
technicians and support workers.

Independent
review of
health workforce
programs .
Acting Minister for Health, Mark
Butler, announced in September that
Ms Jenny Mason, an independent
expert with a background in policy
design and service delivery, would
lead a review of the Commonwealth
Government’s health workforce
programs. The Government expects
the review to concentrate on the
challenges associated with meeting
the needs of an ageing population
and – this next bit will ring bells for
readers of Partyline – “ensuring that
people across the country can access
the health professionals they need”.

The Review is seen as a major
opportunity to address workforce
shortages and support a better
distribution of health professionals
across the nation. (A broader and
longer-term study of the health
workforce will soon be underway at the
Productivity Commission.)
By considering the state of affairs for
nurses, midwives and allied health
professionals, as well as doctors, there
is scope for the government to provide
greater equivalence of support across
these various professions. As is well
known, although they have more
health-related problems than their
city counterparts, many people in rural
and remote areas go without the health

services and health professionals
they need.
The greater number of medical and
nursing students now in our universities
should provide the basis for better
access to their services in areas currently
experiencing workforce shortages. But
there are still many challenges for rural
and remote Australia. It is therefore
particularly important that the review
deals well with the Term of Reference
relating to the analysis of existing rural
and remote health programs to ensure
optimal service delivery.
The review will also need to consider
the role of critical ancillary assets,
such as health infrastructure, training
and supervision, and professional and
family support.
Written submissions are not being
sought by the Review, but a series of
formal consultations was held in early
November. A draft report from the
review is expected by the end of the year,
with a final report to the Government
by March 2013 – presumably in time
for changes to be implemented in the
May Budget.
The full Terms of Reference are
available at www.health.gov.au
(Choose Mark Butler’s Ministerial
page/Media Hub/September 2012.)
NRHA
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Walking paths
and exercise
stations
Over the last decade there has been an
explosion of walking trails and paths
across Australian rural towns. Their
purpose is to provide opportunities
for physical activity. Most recently
outdoor exercise equipment or fitness
stations have been added to many
of those walkways, with a number
funded by the government’s Healthy
Communities Initiative.
Although the efficacy of the facilities
in increasing activity is often stated, a
major review published in the Journal
of Physical Activity and Health in
2011 concluded that actual evidence of
a positive effect is limited. Information
on exercise stations is even scarcer. The
only evidence for use of public exercise
stations on walking trails appears to be

exited the path. Most sampling was
undertaken in the early morning and
evening at a time when usage would be
expected to be maximal.

a report from the ACT which revealed
low usage (per cent) by local residents.
We undertook a pilot study in
Goondiwindi (population 5000) in
southern Queensland. The town’s
easily accessed and well-maintained
cycleway/walkway runs for two
kilometres along the river bank. In
2010 the district’s population health
unit provided financial support to the
local Council to install 12 exercise
stations situated in pairs at six locations
along the path.
Between February and May 2012
opportunistic sampling was undertaken.
Twenty-one blocks of three hours (on 15
different days) were spent interviewing
all adult members of the public who
PHOTO: ROB ELEY

Over approximately 50 hours of survey
107 different users were identified.
Three quarters of the path users were
women and there was a wide range of
ages represented. The vast majority
of those surveyed reported repeated
use, with over half using the path at
least three times per week. The fitness
equipment was used by 30 per cent of
the path users; 14 of the 22 men and 19
of 82 women, with all eight of the men
under 40 years using the equipment.
Although 51 people said that they
used the facility with someone else,
no-one did so for reasons of safety;
all said it was for companionship.
Opinions about the facilities were
highly favourable, although some
concerns were expressed about lack of
consideration by dog owners. Improved
lighting allowing for night use was the
major suggestion for improvement.
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Dr Rob Eley,
Centre for Rural and Remote
Area Health, University of
Southern Queensland,and
the School of Medicine,
University of Queensland,
and
Richard Henshaw,
Darling Downs Public Health
Unit, Southern Regional Services

Inaugural National Rural
Women’s Conference
Registrations are now open for the
inaugural National Rural Women’s
Conference to be held in Canberra from
18-20 February 2013. The Conference
will bring together more than 500
women from rural, regional and remote
Australia to learn, discuss challenges,
celebrate and share their vision for
the future. Australia’s favourite cook,

24

We believe that this is the first study of
usage of fitness stations in a rural town.
Although limited in its scope it shows
regular usage of both the pathway
and the equipment by a small number
of the population. Future research
is needed across various towns over
different seasons to determine patterns
of usage, behavioural change as a result
of installation and the factors which
support and detract from use. Until
then the true value of these amenities
remains unknown.

Maggie Beer, Fashion Designer Liz
Davenport, and Sex Discrimination
Commissioner, Elizabeth Broderick,
are just some of the speakers.
To register and for more information,
visit www.nrwc.com.au
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The initiative is still fairly new, so
it’s important to get the word out to
other doctors who are considering their
options.”

Southern Inland Health
Initiative – One year on
In 2011, the WA State Government

together a round-the-clock ED roster.
We have doctors on the hospital floor
for 12 hours, with the remaining 12
hours served by a doctor on ‘close
on-call’, which means we can service
the ED and our GP patients without
running ourselves ragged.”

announced the $565 million Southern
Inland Health Initiative (SIHI) to
significantly boost health services to
the State’s vast southern inland area.
The cornerstone of the initiative was
the $182 million medical workforce
Dr Peter Wutchak has been practising
investment program to attract doctors
in
the small town of Collie for 13
to the area and provide 24-hour
years
and has seen a steady decline
emergency coverage at key sites.
in
the
number of local GPs and the
Telehealth was also to play a significant
procedures
they offer.
role, with a $35.5 million investment
in technology and staffing throughout “When I first joined the practice we
the region.
had several doctors offering obstetrics
and anaesthesia, but I’ve seen these
A year on from this announcement, we
doctors retire or move away, and feel a
spoke to some of the doctors practising
in the Southern Inland area to see what bit like I’ve been left holding the fort.
impact the initiative has made on their I think the SIHI project is a step in the
right direction for regional Western
practice and their community.
Australia to help bring doctors,
Dr Toby Pearn, who works out of one
especially those with procedural skills,
of the largest GP clinics in the SIHI
back to the country,” said Dr Wutchak.
catchment based in the tourist-mecca
of Esperance, reported a huge influx of “The SIHI incentives on offer to doctors
recently helped my practice to ‘seal the
tourists over the summer months.
deal’ with an overseas-trained doctor,
“Servicing the Emergency Department
who was choosing between an outer
can become quite challenging during
metropolitan practice and a position
this time,” Dr Pearn said. “The SIHI
with us. It meant we were able to
funding offered to doctors providing
offer a competitive financial package.
ED coverage has enabled us to put
26
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Just 100 kms down the road from Collie
is the regional centre of Narrogin,
where Dr Peter Smith moved, having
spent many years in the State’s northwest.
“I was working in hospitals in the
north-west for many years and these
are typically staffed by salaried medical
officers with procedural skills. The
south has a very different model of care,
with GPs providing emergency services,
as well as primary care, to the entire
community,” said Dr Smith.

Felicity Jefferies.

“I believe telehealth shows great
potential for improving the delivery
of health services to smaller areas.
Linking up major hospital EDs, country
hospitals and smaller nursing posts will
have a huge impact on how we respond
to emergency presentations, though
there is still a way to go in getting this
established.”
Dr Felicity Jefferies, Executive Director
Medical Workforce and Clinical
Reform for the WA Country Health
Service, was a key instigator of the
Southern Inland Health Initiative.
“A critical element of the Southern
Inland Health Initiative is that it needs
to be flexible and responsive. Each of
these inland towns has different health
needs so it’s very encouraging that SIHI
is able to benefit each doctor and their
communities in a slightly different
way,” Dr Jefferies said.

Toby Pearn.

WA Country Health Service
Partyline December 2012
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STORIES
FROM
COUNTRY
Recruiting health professionals for
rural and remote vacancies is always
challenging. This is particularly so
in the Northern Territory where the
geography and clinical practice can be
unlike that experienced anywhere else
in Australia – or the world.

NT Health Workforce, a unit of
Northern Territory Medicare Local,
has developed specialised resources
to introduce prospective recruits to
the vibrant and fulfilling experiences
available to health professionals living
and working in the NT.
The DVD Stories from Country
provides community profiles using
the voices of the traditional owners
and elders of communities across the
Northern Territory. It is a unique
tool that provides opportunity for
Indigenous people to talk about
living in their particular community,
expressing their needs and desires for
better health, and giving the viewer an
insight into their culture.
The project was developed from initial
discussions with general practitioners
in February 2009. They saw a need to
have, early in the recruitment process,
a resource that provided potential
applicants with visual information
28
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East Arnhem.

about communities and their people
and the opportunity to hear what
community people had to say about
their health and their culture.
Each community is different so a DVD
is made for each one. The process for
each begins with extensive community
consultation, then filming takes place
over a few days. Traditional owners
and community people are interviewed
where possible. The footage is
professionally edited to produce a 20
minute DVD, and two 7 minute web
edits (a community focused story and a
GP/Health Professional focused story).
The DVDs allow community members
to provide information on their culture,
traditional healing, how they would
like health service employees to engage
with them and their expectations of
service delivery – a true community
voice. The health professionals
interviewed as part of the project
provide real life examples of what it
is like to live and work in a remote
NT community, better preparing new
health professionals and their families
before they arrive.
The DVDs are sent to interested people
as part of the recruitment process. In
conjunction with other recruitment
strategies (such as site visits and

community profile fact sheets),
the DVDs have improved health
professionals’ knowledge of the NT
and assisted in dealing with unrealistic
expectations before they arrive in a
new position. As well as assisting with
recruitment of health professionals to
the Northern Territory, the DVDs also
inform and support health professionals
and their families already living and
working in remote communities.
The following communities have
been filmed: Galiwinku, Nhulunbuy,
Hermannsburg, Beswick, Kintore,
Timber Creek, Oenpelli/Gunbalanya,

Jabiru, Utopia, Ampilatwatja,
Mutitjulu, Santa Teresa and Tennant
Creek.
If you are interested in working
in the NT, please contact us via
email: recruit@ntml.org.au for more
information.
To view the videos online visit:
www.ntml.org.au or
www.youtube.com/gpnnt
Angela Tridente
Manager NT Health Workforce and
Member Services
NT Medicare Local

PHOTO: DAVID BEVERIDGE

Aerial view of Kintore.

Andy and Joan during DVD preparation.

Reaching out to rural and remote men
Crisis Support Services recently
launched free video counselling,
available through MensLine Australia.
The Skype-based video counselling
program is a valuable new addition to
the services that MensLine offers men
with family and relationship issues. The
new technology is a way of connecting
with men in rural and remote areas

of Australia who may have limited
or no access to professional, face-toface counselling. The service will be
particularly helpful for men who seek
a more personal connection as they
work through their concerns. For
information or to book a session, visit
mensline.org.au or call 1300 78 99 78.
Partyline December 2012
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Hence, the majority of end of life care
beyond the city outskirts is delivered by
nurses and GPs.

PALLIATIVE
CARE – AN
ISSUE THAT
BELONGS TO
ALL OF US

“

“

Access to palliative care and appropriate treatment of pain is clearly a human right
in accordance with various international declarations and protocols. Yet access to
palliative care in Australia is nothing short of a lottery, predominantly determined
by your location, but also affected by your diagnosis, the education of your health
professional, your cultural background, and your age.
Palliative Care Australia (PCA), Submission to the Senate Inquiry into Palliative Care in Australia

As with most health services, access

to palliative care is most highly
concentrated in and around the
major cities. Recognising this, the
Senate Community Affairs References
Committee placed the effects of
rurality high on the terms of reference
for its Inquiry into Palliative Care in
Australia.

Senators praised the contributions
of the individuals and organisations
that provided submissions and verbal
accounts of their personal experience
with palliative care. They described
listening to the oral evidence as,
at times, ‘harrowing’ but always
‘ennobling.’
30
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The comprehensive report has been
generally well received by the sector.
PCA is hopeful that it will help drive
the agenda to ensure that palliative
care is recognised as an integral part of
the Australian health system.
Many submissions discussed the
challenges to providing high quality
care until death and through
bereavement in rural and remote
locations. Whilst palliative care
operates within a multidisciplinary
model, workforce constraints in
rural areas mean that important
team members such as palliative
medicine specialists and allied health
professionals are often unavailable.

To ensure that these health professionals
are well supported to provide the best
possible care, the Inquiry heard about
various innovations in telehealth
enabling connections beyond the local
workforce. Senators were also informed
of the importance of education
in palliative care for all health
professionals, both at undergraduate
level and as professional development.
Existing federally funded programs such
as the Palliative Care Curriculum for
Undergraduates and the Professional
Experience in a Palliative Approach
are making inroads, but much more
needs to be done.
None of these measures can guarantee
the provision of best practice end of life
care, and action to increase the health
workforce in rural and regional areas
is clearly an essential component for
palliative care delivery, as for care at
other stages in life.
The Report considers the broad
spectrum of issues currently facing
the palliative care sector and makes
38 comprehensive recommendations,
focusing on the needs of specific
groups such as Indigenous Australians,
culturally and linguistically diverse
communities and children.
The Report highlighted difficulties
accessing medication in rural areas
due to a lack of medical practitioners
available to prescribe the necessary
drugs, and recommended that the
Federal Government review the role of
nurse practitioners and registered allied
health professionals in prescribing
palliative care medications.

It was encouraging to see specific
recommendations about palliative
care services for Aboriginal and Torres
Strait Islander populations, including
training more Indigenous health
workers and increasing the cultural
competency of all health workers
providing services to Indigenous people.
It recommended increased funding for
palliative care programs for Indigenous
communities in rural and remote areas
with a particular emphasis on return to
country.
PCA was pleased to see an emphasis
on advance care planning. The
complexities of the current system,
where each state and territory has
different legislation governing the
use of advance care planning, was
acknowledged in the Report and the
Senators recommended developing
national model legislation to support
people to make choices about their
end of life care and for advance care
directives to be incorporated into
the national electronic health record
system.
Perhaps most important was the
Senators’ call for there to be a ‘national
conversation’ about palliative care – for
everyone to recognise the importance
of talking about end of life issues.
Palliative Care Australia looks forward
to getting the national conversation
started and making quality care at the
end of life a reality for all Australians.
We value any feedback about the
recommendations in the report.
Yvonne Luxford
CEO, Palliative Care Australia

Partyline December 2012

31

SCHOLARSHIP
Aged care scholarship winners
inspired by conference

A ged

and Community Services
Australia (ACSA), the national not
for profit aged care peak organisation,
provides scholarships to assist people
from rural and remote areas attend its
national conferences.

“As a rural and remote worker in a small
workplace, I wanted to meet people
with experience in dementia care who
could help me find innovative ways to
evaluate the success of my program.”

Lauren Kingsbury, a Manager at
Scalabrini Village, Griffith, said:
The six winners of this year’s
“Being a manager in aged care can be
scholarships were chosen with
a very lonely position. Add to that the
assistance from Southern Cross Care
physical distance and it’s easy to see
NSW, Community Services & Health
that the opportunity to network with
Industry Skills Council (CS&HISC),
colleagues is invaluable.”
infections specialist Bug Control and
ACS NSW & ACT, ACS SA & NT “Recently we have experienced major
rebuilding, evacuations due to flooding
and ACSWA.
threats, and staff depletions due to
The scholarships allowed attendance
property loss and isolation. Costs are
by people who otherwise would not
higher for food, electricity and labour,
have been able to be there.
and the recruitment of experienced and
registered nurses is difficult. Education
The conference speakers, the
courses, allied health and specialist
networking and “the warmth of the
support are limited yet our residents
Gold Coast” inspired them. “I am
experience the same comorbidities as
rejuvenated and filled with inspiration
metropolitan aged care residents.”
having met so many wonderful aged
care workers and industry associates,”
Jill Stowe, Client Services Manager at
one said.
Nambucca Valley Community Services
All were impressed by the information in Macksville, NSW, was “blown away”
technology speakers and workshops, by the information on IT, telehealth
and systems that she could take back
but saw IT as two-edged: it could be
the saviour of rural and remote services, and integrate into her community
health programs.
but “how can we afford it?”
Beverly Simpson, a Diversional “All the information on reform,
Therapist at Ken Thompson Lodge, technology, wellness approaches to
Armidale, NSW, spoke for them all aged care and survival into the future
regarding her ACSA scholarship, will be part of our strategic planning,
enabling sharing of staff, resources,
when she said: “It has provided me
training and supervision.”
with the opportunity of a lifetime”.

32
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WINNERS
Julie Christensen, CEO of Narrogin
Cottage Homes in WA, also spoke for
the others when she said: “Competition
and the private provider does not have
any impact in the bush so we all have
to help each other to survive.”

“It worries me that the challenges we
face today continue to compound.
There has never been equity in the
bush, but now we are actually faced
with loss or downgrading of our existing
residential aged care services.”
Heather Cozens, Leisure and Lifestyle
Coordinator at Keith & District
Hospital, SA, saw the positive side
of “the mass use of iPads2, Android,

Windows in the very near future. All
you need is an internet connection
and a device with a camera for a whole
new world. The mobile workforce of
the future!!”

She said the scholarship had provided
conference delegates with “a wonderful
opportunity to be a ‘sponge’ for
our facilities, to soak up as much
information that I could, to bring
back innovative ideas to inspire our
organisations and enhance the daily
lives of the residents now and in the
future.”
Megan Stoyles

PHOTO: ACSA
Scholarship winners: Helen Spyt, Lauren Kingsbury, Beverly
Simpson, Heather Cozens, Julie Christensen.
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Letters to
the Editor
A call for cross-border services
Canberra is a part of a greater
rural region that consists of the
Australian Capital Territory and the
surrounding New South Wales areas
of Queanbeyan, Riverina, Murray,
Goulburn, Monaro and south coast.
In comparison with many rural areas
in Australia, this is quite a densely
populated area and one which often
uses Canberra and Queanbeyan
as the regional centre for health
and community care. Interestingly,
many areas of Canberra are
actually categorised as regional for
the purposes of classifying health
funding and planning.
Karralika Programs, an alcohol and
other drugs residential rehabilitation
provider, has been providing services
to residents of this entire region for
over 35 years, and the referrals from
these areas continue to flow. Many
people from the surrounding NSW
region prefer to utilise the drug
and alcohol therapeutic services
from the ACT and Queanbeyan
for anonymity and the organisation
for its recognised expertise, but
it must also be noted that there
are not many other residential
rehabilitation options for them to
34
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consider as an alternative. From
an administrative point of view, the
organisation has the time consuming
task of managing funding contracts
from the varying governments
who have different planning,
priorities, outcomes and compliance
requirements. That being said, as
a not-for-profit community service
provider, the organisation needs the
funds from the various governments
in order to maintain its programs in
a sustainable manner.

PHOTO: LEANNE COLEMAN

It is time for the governments of the
ACT and NSW to work together
and consider this cross border region
as an opportunity for joint planning
and co-ordination. It should be
recognised that people from the
broader region require assistance to
travel some distance to access services,
and that their families and carers also
require support and accommodation;
it is timely to consider collaborative
outreach to these areas. The region
could learn and benefit from the
experiences of other cross-border areas
such as Albury/Wodonga (NSW/VIC)
and the Tweed/Gold Coast region
(NSW/QLD).

Memorandum of Understanding
on cross border collaboration in an
effort to strengthen the cross-border
arrangements between the two
states. It is time for the ACT and
NSW Governments to consider going
down this track. Local health care
and community providers (such as
Karralika Programs and the Southern
NSW Local Health District) have
shown their willingness to work
collaboratively to establish outreach
services. Organisations like ours
just need the support of the state
governments to make this happen!
Camilla Rowland
Karralika Programs Inc.

In 2011 the Premiers of New South
Wales and Queensland signed a

NZ experience a warning for rural Queensland
Having campaigned in New Zealand
on health issues for 18 years prior
to moving to Queensland, I find
myself wondering about the future of
Australia’s rural health services.
New Zealand’s rural communities have
been on the back foot for decades
while governments and city-based
bureaucrats misread or misunderstood
the healthcare advantages of locally
available services. They are also
cost-effective: a Canterbury Health
Board study demonstrated that
replacing services provided through
small rural hospitals would cost
60 per cent more than retaining them.
Those hospitals ran on tiny annual
budgets sometimes providing services
from birthing through to palliative

care while making rural practice more
attractive to GPs through having local
hospital support. Despite this, New
Zealand’s comprehensive rural hospital
network was decimated in favour of
centralisation.
While Australia’s vast distances
might appear to guarantee rural
services within the public system,
recent developments in Queensland
make me wonder: are they as safe
as we think? My doubts began last
year when a doctor’s representative
from a regional Queensland hospital
stated in the media that his hospital
may have difficulty retaining doctors
because management ignores doctors’
views. That is worryingly similar to my
experience in New Zealand, including
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when I was twice elected to the
board of the South Island West
Coast District Health Board.
I question what is behind recent
contradictory statements from the
Queensland government regarding
health funding – and whether the
local hospital and health boards will
have a meaningful role. It began
with government alleging the need
to cut 2,700 (subsequently 4,000)
Queensland staff, including 1,500
health workers. This led to the
Townsville area announcement that
200 positions would go, including 45
nurses – this would be a disaster if
replicated state-wide. More recently
the government announced an
extra $800 million health funding
from “savings” followed by claims of
further funding injections.
So, having hung a morale-destroying
sword of Damocles over Queensland
Health staff heads, will government
now rescind the cuts to staff in view

of their claimed funding increases?
Seemingly not. Those who suspect
a creeping privatisation agenda in
health may well ask if the proposals
for extra funding into the private
health sector is a significant signpost
down that political road? The private
sector obviously has a role in health
but they are well able to look after
themselves without support from the
public purse.
Throughout 20 years of campaigning
on health issues the most common
problems I have seen in public
health services are hugely expanding
bureaucracies and – especially in
rural areas – insufficient nurses,
doctors, surgeons and all the other
support staff who are the real front
line of health care. I hope rural
Queensland is not to be taken down
a similar road to rural New Zealand.
David Tranter
Maidenwell Qld

Exploring HACC access for multicultural
groups in NSW
The position of Statewide
Multicultural Access Program
(MAP) Officer for Home and
Community Care (HACC) is
auspiced by the Ethnic Communities’
Council of NSW. I have been in the
role for just over three years. HACC
provides services such as domestic
assistance, personal care, transport,
day centres and social support for

36

Partyline December 2012

MAP Network in order to support
services to respond to a target group
from multicultural backgrounds. In
rural regions, the lack of culturallymatched workers reduces access
to HACC for some people from
multicultural backgrounds. One
aspect of MAP work is improvement
of access and our workforce projects are
a good example of building a culturally
diverse workforce to respond to clients’
needs and increase confidence among
community members to access HACC.
Another aspect of the MAP role is to
identify gaps in access to HACC for
people from multicultural communities.
In 2010-11, I worked with Musica Viva
to offer a music workshop in Orange
and through that came into contact
with some post-war migrants. We
know there are older migrants from
the post-war migration wave who have
farmed in this region or worked in the
mines but who don’t access HACC.
They are more visible when they access
the health and hospital system or
services such as Bathurst Community
Options.

I would like to hear from health and
community workers in rural and remote
areas about the challenges of access to
HACC services. For example, how do
services respond to the needs of small
population groups from multicultural
backgrounds? How responsive or
unresponsive is this group to HACC
services? Which types of services
seem to be most acceptable and most
often accessed by the various small
population groups? What are some
barriers to access? Are people from this
group more vulnerable if they develop
dementia?
To share your experiences of working
with this target group, please contact
me so that we can have a longer
conversation by Skype, telephone or
email.
Caroline Romeo
Statewide HACC Multicultural
Access Program Officer
Ethnic Communities
Council of NSW
E: hacc@eccnsw.org.au
T: 02 9319 0288
PHOTO: PAT AUSTIN

older people, younger people with
a disability and their carers to assist
them to live at home and/or be
engaged in their community.
I network with 11 other MAP
workers on broader issues but the
challenge, as a statewide worker, is
to build connections with health
and community service providers
beyond the areas covered by the
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News from the Department
of Health and Ageing
eHealth is here

T he

Australian Government’s
national health reform is harnessing
advances in technology to help better
connect Australia’s health system and
provide more care, when and where
people need it.

Spearheading this is the Government’s
personally controlled electronic health
(eHealth) record, which was launched
in July 2012. People seeking healthcare
in Australia can now register to create
their own eHealth record, something
that more than 15,000 Australians
have already chosen to do.
For people living in rural and remote
areas, the eHealth record offers the
prospect of having greater access to,
and control over, their important
health information than ever before.

She said her daughter had received so
much care over the past two years, it
was hard to recall which treatments
or medications and which advice had
been given when, where and by whom.
“The biggest benefit of having an
eHealth record for my daughter will
be in having all this information in
one place, where the right doctors
can quickly see it when they need to,”
Fiona said.
“It will also reduce our need to repeat
information to each health professional
– increasing the time spent during a
consultation focusing on the current
management or issue.”
Dr Chris Mitchell, a clinical lead with
the National E-Health Transition
Authority, said while it would take time
for the benefits of the eHealth record
to flow through, the progressive rollout
of the new system was going well.

It also offers the ability to share their
key health information with the health “The fact that more than 15,000 people
professionals involved in their care, and 170 healthcare organisations are
already registered with the eHealth
whether their local GP or a city-based
record
is very positive,” Dr Mitchell
specialist.
said.
For Fiona Quinn in Dubbo, the
mother of a two-year-old daughter “These are early days, but already people
with cerebral palsy, the eHealth record who have registered can see their
offers a means to better manage her Medicare data, including MBS, PBS,
organ and tissue donation wishes, and
family’s health information.
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Australian Childhood Immunisation
Register data. As the system continues
to develop, more health information
will be incorporated, such as hospital
discharge summaries. Importantly this
information will be available to the
whole care team, not just the person’s
usual GP.”
Consumer information about the
eHealth system and online, phone
or mail registration is available at
www.health.gov.au - or call 1800 723 471.
Dr Mitchell said that software is now
available for GPs’ involvement with
the eHealth record, with more products
becoming available over the next few
months.
“Updated software will give doctors and
other eligible healthcare professionals
the ability to add clinical information
to patients’ eHealth records, including
shared health summaries,” he said.
“This is where many benefits of the
eHealth record will be realised. Having
access to current information about a
patient’s health, particularly for patients
being seen by a health care professional
for the first time, will reduce risks in
diagnosis and treatment decisions, and
improve continuity of care.”

with the Australian Medicare Local
Alliance and the 12 eHealth sites
established throughout Australia to
provide important on-the-ground
support.
Several eHealth sites have written to
patients in their areas encouraging
them to register with the national
eHealth record, while Medicare
Locals have been funded by the
Australian Government to support the
development of eHealth capacity and
capability among clinicians and primary
care organisations in their catchments.
The RACGP, in collaboration with
the Australian College of Rural and
Remote Medicine, will provide support
for general practices to engage with the
eHealth record, including the provision
of ongoing education through the
RACGP.
Individuals can register now
to participate in the eHealth
record system or you can register
your healthcare organisation to
participate by downloading forms at
www.ehealth.gov.au

To support the rollout of the eHealth
record, the Government is working
Partyline December 2012
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Medicare Locals and community engagement

On 1 July this year, the third and

final tranche of Medicare Locals came
into being, completing the nationwide
network of 61 primary health care
organisations established under
National Health Reform.
Medicare Locals have been designed
and developed to be consultative,
collaborative organisations. They
are expected to engage with the full
range of primary health care service
providers, primary care organisations
and consumer groups within their
catchment areas, as well as with their
broader local communities. Medicare
Locals will also work collaboratively
with the acute (via Local Hospital
Networks) and aged care sectors
towards improving the integration of
primary care with the broader health
system, and thus improving the
experience of patients in accessing the
care they need.
Medicare Locals will undertake needs
assessments to identify the health care
needs and service gaps of their local
population, as well as the needs of
health care providers practising within
their boundaries. The assessment
process will be one of the principal
opportunities for engagement between
communities and their Medicare
Locals. The needs assessment report, to
be produced triennially and reviewed/
updated yearly, forms the basis for
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Medicare Locals’ priority-setting,
planning and resource allocation
decisions.
A ‘toolkit’ for carrying out a
comprehensive needs assessment is
currently under development, and it
will ensure that meaningful guidance
is provided to Medicare Locals, as
developing organisations, on how best
to gather, consider and incorporate
community input. This guidance
will consider the particular tasks and
challenges faced by rural and remote
Medicare Locals in attempting to
engage with their communities over
larger, sometimes vast geographical
areas. Addressing Aboriginal and
Torres Strait Islander health inequality
is a priority and work is underway
in partnership with the National
Aboriginal Community Controlled
Health Organisation (NACCHO)
to develop meaningful and effective
engagement strategies to support
Medicare Locals in consulting with
communities and the sector.
Several Medicare Locals are already
demonstrating achievements in the
area of constructive engagement.
• The Country North SA Medicare
Local is partnering with Pika Wiya
Health Service at Port Augusta to
assist in identifying patients with
eye trachoma and ensuring their
access to appropriate care. Given
that Aboriginal and Torres Strait

Islander people frequently access
care at one point and return to
another for follow-up after that
care, the Medicare Local has also
appointed an engagement officer
to develop linkages across the
region between Elizabeth, Port
Augusta and Port Lincoln, with
the aim of facilitating continuity
of patient care.
• The Lower Murray Medicare
Local has teamed up with the
Royal Flying Doctor Service in
Victoria and launched a new free
patient transport and support
service for local Aboriginal and
Torres Strait Islander people in
and around Robinvale, Sunraysia,
Wentworth and Balranald who
have chronic conditions.

• The Murrumbidgee Medicare
Local is engaging pre-elective
surgery patients in healthy lifestyle
programs to improve pre-surgery
health and post-surgery outcomes.
They are also establishing
a ‘citizens’ jury’ to involve
communities in decision-making
pertinent to local health planning.
Medicare Locals are a significant
outcome of health reform and their
establishment presents a unique
opportunity for rural communities to
strengthen and tailor primary health
care services to meet local needs and
improve health outcomes through the
implementation of sustainable local
solutions.

CUPID is a short web-based survey about the use and
non-use of contraception among young women aged
18-23 in NSW. It seeks to understand levels of access
and use by young women living in rural and remote
NSW compared with young women in urban NSW.
For information on the CUPID study:
www.uqccr.uq.edu.au/cupid/surveys
Partyline December 2012 41

CHECK
OUT

MYBACKYARD

S taff

at NT Health Workforce
(NTHW), a unit of the Northern
Territory Medicare Local, describe
living and working in the Northern
Territory as one of the best kept secrets
in Australia and they are always
looking for innovative ways to spread
this message.
The Go Rural project, an initiative
funded by Rural Health Workforce
Australia, is aimed at encouraging

medical students and GPs to take
up rural and remote practice. In
December2011/January 2012 two
medical students – Julia Payne and
Sam Marshall – were brought to
the NT to visit a remote clinic and
community, spend time with the local
GP and experience what it would be
like to work in the Territory. These
visits were filmed and a DVD was
produced so that others could share in
the experience.

SAM
“The thing I most enjoyed about the trip to Groote Eylandt has to be the heat –
sorry, no, the people – actually its culture – or was it the scenery??? To be honest
it’s way too hard to separate out one key feature that made the trip as amazing
as it was. I met so many welcoming and inspiring people, saw some of the most
awe inspiring scenery, was immersed in the beauty that is the Aboriginal culture,
and was constantly saturated by the inescapable heat and humidity (which by the
end I actually loved). It all combined to make me so thankful for the opportunity.
When comparing medical practice in a remote area to practising in a city - it
sounds a touch illogical – but there are great similarities as well as great differences.
There were so many times that I could just as easily have been sitting in a GP
clinic in Darlinghurst; then there were other times that I was slapped in the face
with how remote I actually was: it can take two days just to get a simple blood
test. There’s so much more regard for the art of medicine up there, actually paying
attention to what the patient is telling you and reading between the lines a lot
more often.”

Here’s some of what Julia and Sam had to say.
JULIA
“As a city-based student I applied for the Northern Territory’s Check Out My
Back Yard (COMBY) program hoping to gain some insights into the difficulties
and rewards of rural medical practice. My medical training to date had focused
predominantly on the health issues facing those living in urban areas and, while
knowledge of this is vital, I also believe that all medical students should experience
the issues faced by those living in areas outside the eastern seaboard of Australia!
I was fortunate to have the opportunity to travel to Nhulunbuy and to Elcho Island
where I spent some time with Dr Angela Woltmann. Her wisdom and passion
for working in East Arnhem Land significantly contributed to the insights and
knowledge I gained. Her years of experience and the wealth of information that
she generously shared with me meant that I not only gained some idea of the
complexities of rural practice – but that I also saw and understood the tremendous
benefits of working and living in a rural community in East Arnhem Land.

Sam wit
h Shan
ia a
Groote
Eylandtn t
.

I certainly think now that working as a rural GP is one of the toughest, but also
one of the most rewarding medical specialties! There is opportunity to learn skills
and handle conditions to which one might not have exposure in urban practice.”
ith Dr

Julia w
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Further Go Rural funding has been
received for 2012/13 and NT Health
Workforce is currently planning their
events. If you would like a copy of
the COMBY DVD or are interested in
working in the NT, please contact us
via email: recruit@ntml.org.au
Angela Tridente
Manager NT Health Workforce and
Member Services NT Medicare Local
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A DOUBLE
DOUBLE
DOSE OF
MEDICINE
Rural Australia will benefit in a

special way in December 2012 with
the graduation of twins, Teena and
Teesha Downton, from the third
cohort of students of the University
of Wollongong’s Graduate School of
Medicine. Teena and Teesha are the
first in their family to enter the medical
profession, and they have elected to
take up internship positions in 2013
at the Tamworth and Wagga Wagga
Rural Referral Hospitals, respectively.
They are among the latest generation
of medical graduates choosing to take
up medical careers in the bush.
Teena and Teesha grew up in
Gerringong on the South Coast of
NSW. Despite some speculation from
various sources that they would end
up in the city where “most doctors
go to get ahead and be successful” the
twins have rejected this urban-centric
assumption and taken the rural career
path which they believe will prove
every bit as rewarding and enable them
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says that getting more graduates from
all the health disciplines to work in
the bush is important when it comes
to ensuring that the next generation of
rural practitioners will have the support
network they need to stay rural, as well
as the opportunities to provide optimal
care in multidisciplinary teams.

Teesha and Teena.

While not ruling out the possibility
of working together in the future,
the twins say that they have chosen
internships at different rural hospitals

so they “get different experiences
whilst also saving their patients and
colleagues the confusion”.
Teena has been the 2012 NRHSN
student representative on Council of
the National Rural Health Alliance,
and the twins are part of the growing
Alumni of students from the National
Rural Health Students’ Network
who are choosing rural careers to
help address rural health workforce
shortages.

to really make a difference while still
being able to excel in their profession.

Celebrating Frontier Services’ centenary

By the time they started medicine,
Teena and Teesha had already been
exposed to the possibilities of rural
careers through their participation in
activities run by their university Rural
Health Club and the National Rural
Health Students’ Network during
their undergraduate degrees. During
their medical studies, they undertook
extra-curricular rural placements with
the John Flynn Placement Program,
spent a year of their training at the
rural sites of Broken Hill and Leeton,
and received valuable support on their
road to rural practice from the NSW
Rural Doctors Network Rural Resident
Medical Officer Cadetship Program.

Janet Fletcher, member of the Friends

Teena and Teesha are excited to be
among the newest recruits to rural
practice, and are reassured to know
that other graduates from the medical,
nursing and allied health professions
this year will be ‘going rural’. Teena

Advisory Committee, served as AIM
nurse at Birdsville and Frontier
Services nurse at The Monument.
Janet and husband Barry joined
in the Frontier Services centenary
celebrations. Janet says, “We decided
to host a camp (which turned out to be
a service of thanksgiving and BBQ) at
Janbar Springs. Frontier Services kindly

offered their buses and a volunteer
working party came out to help us
celebrate around the massive campfire
Barry organised. We had special enamel
mugs made with a picture of an AIM
nurse in uniform and a windmill on it
which was designed by our eldest son,
Lawrence. It was a lovely night and
time to pause and remember all those
who dared to go beyond the farthest
fences to serve.”

PHOTO: JANET FLETCHER
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The path to education
in the 21st century
Dr George Otero, from the Center

of RelationaLearning™ in Santé Fe,
New Mexico, specialises in relational
learning, community schools,
leadership development, student
engagement, rural revitalisation,
and family, school and community
partnerships. Dr Otero recently
presented the second Sidney Myer
Rural Lecture in Mount Gambier at the
invitation of Professor John Halsey, the
Sidney Myer Chair of Rural Education
and Communities at the School of
Education, Flinders University.

The lecture posed four questions: What
is our educational and moral purpose?
What are our underpinning beliefs
about family, schools and communities?
Why are relationships the key to
educational success? And how do
we expand, improve and build new
relationships to educate better? The
search for answers to these questions
was interspersed with ‘story’ because
fundamentally relationships are about
narrative and story.
What emerged was an insight into
the main differences between
organisational/agency-based modes
of learning and education, and
community-based learning and
education. Community-based learning
has always occurred in rural places and
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spaces, regardless of the influence of
globalisation or metro-centricity, for, as
George says, “community and families
educate the young and people make it
work”. Understanding this natural way
shifts the thinking on how education
happens in rural communities and
therefore places rural space at the
forefront of learning. If educators,
family, school, and the community
build on local strengths, this will
improve each child’s achievement, life
chances and wellbeing.
West-Burnham et al (2007) identify
the primary variables which influence
a child’s achievement, life chances
and wellbeing as being social (40
per cent), school (40 per cent) and
personal factors (20 per cent). These
percentages are the same, regardless of
whether a child goes to a private school
or a small rural government school.
Social and personal factors always
outweigh the influence a school has in
a child’s life. The inherited variables
of gender, disability and ethnicity are a
constant, and “… in the normal course
of events there is nothing that can be
done to change them – assuming that
change was necessary or desirable”.
A follow-up seminar after the lecture
focused on strengthening learning
relationships between school, family

and community, emphasising the
importance of fostering these
relationships by continual mindfulness
of the interconnections and of keeping
conversations going. Some useful
questions are: What do we have that
we want to keep? What do we do that
we want to increase? And what do we
need to have a closer look at? Rural
communities have high social capital
and naturally use these well. Don Edgar
(2001), in The Patchwork Nation,
wrote, “The purpose of a school is to
help a family educate a child”. Old
mindsets often prevent schools from
moving to new approaches, and Dr
Otero reminded his audience to avoid
mindsets that overlook the importance
of relationships. He suggested moving
from a “find and fix” instructional
approach to a “predict and prevent”
relational approach.

You can watch Dr Otero’s lecture on:
www.flinders.edu.au/ehl/education/
rural/building-communities/events.
cfm
For further information please email:
marja.vanbreda@flinders.edu.au.
Marja van Breda
Research and Administration
Assistant of the Sidney Myer
Chair of Rural Education and
Communities at the School of
Education, Flinders University.

Building relationships and partnerships
through community conversations
facilitated by educators can sustainably
improve standards and outcomes.
These conversations build trust, and
trust is necessary to change the culture
of schools. Effective families and
effective communities build effective
classrooms.
Rural education is the 21st century
education model because it is based on
people – relationships and families.
PHOTO: LEANNE COLEMAN
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as students and in their future careers.
The NRHSN acknowledges the
support of the Department of Health
and Ageing and all other Conference
sponsors for making this important
rural health event possible.

Connecting, engaging and inspiring
future rural health professionals
2012 has shaped up to be another

successful year for the National Rural
Health Students’ Network (NRHSN)
thanks to the unstoppable energy
and enthusiasm of its 9,000 medical,
nursing and allied health student
members found in 29 Rural Health
Clubs across the country.

Throughout the year, Rural Health
Clubs far and wide have continued to
run successful events exposing students
to rural health issues and experiences
whilst also encouraging them to pursue
rural health careers. Events have
included Indigenous Health Forums,
Multidisciplinary Skills Nights, Rural
Careers Nights, Rural High School
Visits, Indigenous Festivals and Rural
Appreciation Weekends. These
events will often be the first time that
university health students engage with
rural and Indigenous health, so our
Rural Health Club members work hard
to make these experiences positive so
students will keep coming back for
more.
Undeniably, this year’s biggest event
for the future of rural health was the
National University Rural Health
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Conference (NURHC) held from
10-11 August in Creswick, Victoria.
The Conference hosted by the NRHSN
in conjunction with Rural Health
Workforce saw over 160 university
health students from around Australia
come together to connect, engage
and be inspired to step up as the next
generation of rural health champions.
The Conference was launched
by Catherine King MP, (Federal
Parliamentary Secretary for Health and
Ageing) and featured an impressive
line-up of keynote speakers including
Christopher Cliffe (CRANAplus
President), Faye McMillan (IAHA
President), Michael O’Halloran
(NRHSN Alumni) and Tim Rowe
(Indigenous Marathon Project). At the
Conference students had opportunities
to present to their peers about rural
health projects they have been
involved in and leave with new skills
acquired from the workshop sessions
designed with the future rural health
practitioner in mind.
The Conference was a huge success and
it was clear that all in attendance took
away with them a strong resolution
to make a difference in rural health

2012 was also a strong year for
the NRHSN in terms of advocacy,
with ongoing work to promote the
recommendations of the 2011-2012
NRHSN National Priorities Paper
(NPP). The NPP was developed in
2011 following a process of consultation
with NRHSN student members and
highlights five key national rural
health priorities from the NRHSN
student perspective.

encouraged by parliamentary interest
in our work advocating for HECS
Reimbursement to be made available
to nursing and allied health graduates
on the same terms as it is currently
available to medical graduates. With
Tony Windsor MP raising our question
regarding HECS Reimbursement for
nursing and allied health students
during Question Time, and HECS
Reimbursement featuring as one of the
key recommendations from the recent
Senate Inquiry into factors affecting
the supply of health services and
medical professionals in rural areas, we
are hopeful that HECS Reimbursement
as a rural incentive for graduates of all
health disciplines will not be too far
away.

In June, the NRHSN Executive spent
three days in Canberra speaking about
the Network’s priorities to politicians
and stakeholders, placing particular
emphasis on the importance for rural
health support being provided equally
to students of the medical, nursing and
allied health disciplines.

As the year draws to a close, we
encourage all readers of Partyline
to look out for our members and
representatives at Conferences
throughout 2013.

The NRHSN student voice was
well received and we have been

National Rural Health Students’
Network

Teena Downton

PHOTO: NRHSN
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Outcomes of the 2012
National SARRAH
Conference

Australia, including reviewing
Medicare Enhanced Primary
Care and e-Health provisions,
expanding early childhood and
palliative care programs, and
working with Medicare Locals.

O

ver 200 delegates from Australia,
New Zealand, England and Ireland
came together to celebrate Rural and
Remote Practice: Totally Wild! at the 2012
SARRAH Conference in Launceston,
Tasmania. The conference subthemes
included cultivating champions,
confident competent clinicians,
celebrating client centred care,
chronic conditions and coordinated
care, creating community capacity and
curious and captivating conversations.
A total of 68 recommendations
were made by conference delegates,
which will inform SARRAH’s future
advocacy and lobbying efforts. The
major themes were:
1. A call for rural proofing and
community engagement on health
policy and program initiatives,
including the requirement to
complete a rural and remote health
consumer impact statement for all
new health policies and programs.
2. Continued calls to develop an
allied health evidence database
to inform strategies for workforce
development and reform.
3. Continued calls for greater
equity in education, training,
recruitment and retention
50
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program support systems for
allied health professionals, and
expansion of inter-professional,
student-led clinic models to
address training and service gaps.
4. A call to strengthen leadership and
recognition of innovation in allied
health, including establishing an
Australian Allied Health Alliance,
implementing a national allied
health award program, and creating
a support program for established
and aspiring allied health leaders.
5. A call for strategies to increase
allied health services in
Indigenous Health and for
training to recognise the cultural
and social impact of healthrelated issues, such as hearing
loss, on Indigenous people.
6. A call for a dedicated rural
and remote oral health action
area to be included in the
update of the National Oral
Health Plan 2004-2013.
7. A call for policy, program and
partnership approaches to address
the undersupply of allied health
services in rural and remote

A feature of the conference was
the presentation of the inaugural
Kate Scanlon Award for Tasmanian
allied health scholars. In 2010 Kate
was awarded a Rural Allied Health
Undergraduate Scholarship at the
commencement of her Physiotherapy
studies at the Peninsula Campus of
Monash University. In all aspects
of her life, Kate modelled her belief
that students should be aware of the
opportunities ‘out there’ and not be
afraid to embrace them. She relished
and created opportunities to share
her story and University experiences
with younger students, particular in
her home state of Tasmania. Kate
was tragically killed in India last year,
while travelling with friends to spend
time with children in an orphanage
in a remote community. The Scanlon
family, Kim, Rob, Michael and Anna,
were delighted with the offer of a
scholarship in memory of Kate, and
SARRAH is proud to create a fitting
legacy for such an inspirational young
woman.
Congratulations to the two worthy
recipients who each received $5,000
towards their rural allied health
activities: Alastair Norris from Hobart,
a 4th year Dentistry student at Charles
Sturt University in Orange; and Jordan

McCreary from Mornington, a 2nd
year Physiotherapy student at Sydney
University.
The SARRAH Annual General
Meeting, held during the conference,
saw a change in the leadership of the
organisation with the election of Tanya
Lehmann (President), Rob Curry
(Vice-President) and Helen McGregor
(Secretary, Immediate Past President).
Kate Osborne was appointed to the
vacant Board position. Outgoing
Honorary Secretary, Elaine Ashworth,
was acknowledged for her dedication
and commitment to SARRAH with
the presentation of the SARRAH
Squawk Award at the conference
dinner.
The next national SARRAH
Conference will be held at Kingscliff,
NSW, from 17 to 20 September 2014
and we look forward to seeing you all
there.
Shelagh Lowe
Manager Policy and Projects
SARRAH

Kate Scanlon Award winners 2012 (from
L): Alastair Norris, Rod Wellington
(SARRAH CEO) and Jordan McCreary.
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DEADLY
DAYS
FESTIVAL:
BALLINA
I was in the right place at the right

time. It was 6 September 2012 and I
was outside on a hot sunny day. It was
the Deadly Days Youth Festival in
Ballina and I was enjoying the energy
and raw talent of local Aboriginal and
Torres Strait Islander youth.
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Human body display and dental expo.

people and promoting the overwhelming message of health and
education going hand in hand. The other core theme on the day was
respect for teachers, elders, peers and, most importantly, for oneself.
The Deadly Days Festivals are organised by the New South
Wales North Coast TAFE and North Coast Aboriginal Learning
Partnership. Their aim is to give Aboriginal and Torres Strait
Islander young people the confidence to get the most out of
education and available pathways to harness their future careers.
The festival also runs activities promoting and sustaining culture,
identity and community interaction, with representation from local
emergency services, sporting clubs and youth services. A positive
outlook and healthy lifestyles were promoted through arts, music,
performance and sport activities. It was fantastic to see so much
energy and everyone smiling the whole time we were there.
This year, students from Wollongong, Newcastle, Bond, Griffith
and Australian National Universities converged in Ballina to put
together an NRHSN health workshop promoting healthy living
and health careers. We ran activities such as a ‘tools of the trade’
workshop, the scrubs-kidney dish relay mentioned above, a human
body display and dental expo, face painting and arm plastering.

I was with two other medical students
from the University of Wollongong on
a year-long clinical placement on the
NSW North Coast and we were asked
to participate in this year’s festival
under the National Rural Heath
Students’ Network (NRHSN) banner.
A change in routine was always
welcome, so before we knew it, we were
sweating under a layer of scrubs, racing
across open paddocks against speedy
Indigenous youth in a ‘scrubs-kidney
dish relay’ and learning hip hop dance
routines.

One of the most refreshing experiences at the festival was seeing
young people so interested in our human body presentations. Seeing
their excitement at learning how the human body works makes us
more passionate about what we are doing and why we are doing it.
Another memorable experience for us was being able to interact and
relate to Aboriginal and Torres Strait Islander young people and
getting the chance to explore their contemporary and traditional
cultures.

Following a very similar format to past
CrocFest and Vibe Alive festivals, the
Deadly Days Festival is a mish-mash of
career and community workshops, live
music, singing and plenty of dancing.
Hip Hop and RnB has been dominating
the Indigenous Youth scene for many
years. Therefore, festival organisers
invite Hip Hop/RnB role models who
come sharing their talents with young

The NRHSN workshop was one of many fantastic workshops at
Deadly Days in Ballina. Despite the fast pace of the day, we were
able to have a chat and a good laugh with individual kids. We know
that one positive interaction can go a long way and it’s our hope
that our one-on-one interactions may inspire these young people to
become future members of the Indigenous health workforce.
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The arrival of Hip Hop dance group ‘Justice Crew’ was exciting for
both high school students and our group of university students, with
plenty of screaming female fans and mobile phones capturing every
moment.

Naomi Piyaratna
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TO BE AN EARLY BIRD
The biennial National Rural Health

Conference is a great opportunity for
all who are committed to the health
of people in rural and remote areas
to come together, exchange views
on latest developments and recharge
their batteries. They can do this last
by networking with consumers and
service providers working on similar
challenges in different parts of the
country.

Head of ABC Rural Radio, Leigh
Radford, will be the Conference MC
and Keynote Speakers will include
Tom Calma, Sue Middleton (COAG
Health Reform Council) and the
Australian Government Chief Medical
Officer, Professor Chris Baggoley.
The program is being carefully
developed from the 500+ abstracts
received from potential speakers in
the concurrent sessions. Based on
these abstracts, the program will
be a fascinating audit of the issues
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currently of concern to the agencies
and individuals closely involved with
rural/remote affairs. This is why the
National Rural Health Conference is
so relevant and important for people
interested in improving the health of
people in rural and remote areas.
Rural and remote health workforce
issues are never far from the top of
the pile and the Conference will
demonstrate the growing importance of
inter-professional learning, preparation
for team-based care, training and
education supported by simulation,
and ‘service learning’. This last draws
together students’ need for practical
learning experiences with the benefits
of providing safe, supervised service to
some of those with unmet need for care.
Concurrent sessions will analyse the
current strengths of rural and remote
health and show a bright way forward
for issues such as having to travel for
health service; what makes a good rural

TH

NATIONAL RURAL

HEALTH CONFERENCE
ADELAIDE CONVENTION CENTRE
SOUTH AUSTRALIA, 7-10 APRIL 2013

placement for health science students;
food security; culturally appropriate
program development; mining towns
and health; winning through a focus
on community engagement; novel
technologies; and child wellbeing.
Delegates will enjoy the inspirational
arts and health stream with
opportunities for hands-on activities
including a delegate band, Indigenous
weaving, the Flinders Medical Centre’s
arts trolley, healing music, a craft
market, a performance by local choir
Tutti, delegates’ storytelling, knittingfor-care and a dance workshop.
On the Sunday 7 April there will
be several pre-conference events:
Dealing with Depression being run by
the Blackdog Institute (CPD points
apply); Medicines in the Bush by the
Pharmaceutical Society of Australia;
Rural Health Service Management
by the Australasian College of Health
Service Management and Writing for

Publication by the Australian Journal
of Rural Health. More pre-conference
events will be added to the Conference
website as details become available.
Delegates and partners who are early
in Adelaide and available for social
activity on the Sunday morning are
invited to join local Elder, Ivan Copley,
for a two-hour culture walk around
Adelaide. Or take a bus courtesy of
Country Health SA to visit three of
their health units including Mount
Barker, Strathalbyn and the South
Coast.
The 12th Conference will be held at
the Adelaide Convention Centre
7-10 April 2013. Registrations
are open – early bird registration
closes 6 January 2013. Full details
are on the Conference website:
http://nrha.org.au/12nrhc/ and
you can also follow Conference
developments on Twitter using
#ruralhealthconf
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News from the
Friendly Committee
Chair of Friends, Pauline Glover,
attended CouncilFest in Canberra
before heading to Cambodia to
facilitate workshops for traditional
birth attendants from remote
communities about antenatal care,
birthing complications, infection
control, safe sex and contraception.

NEWS FROM

Friends Advisory Committee

The Friends Advisory Committee

has been busy this year holding regular
teleconferences and planning activities
for Friends at the 12th National Rural
Health Conference to be held in
Adelaide in April 2013.
In conjunction with the 12th Conference,
the Friends Advisory Committee is
organising a Poetry and Photographic
Competition, a Friends national
hamper, a knitting for care activity
as well as announcing the winner of

the Friends Unsung Hero award. For
more information about these great
activities visit the Friends page at www.
ruralhealth.org.au
If you are a financial member of
Friends, you are eligible to register
for the Conference at the discounted
Friends rate. A great opportunity to
meet members of the Friends Advisory
Committee and Council of the
Alliance!

The Friends Advisory Committee has
had several discussions about how to
better communicate and connect with
members in the States/Territories. The
Friends page on the Alliance website
has been updated with full contact
details of representatives and the ‘look’
of Friends has been revised to align
more closely with the Alliance brand.

PCEHR
The Friends Advisory Committee
recently heard from a Friend in rural
Western Australia who reported:
I recently registered for a Personally
Controlled E-Health Record and found
the procedure quite frustrating. Initially
I had difficulty in sourcing my Australian

Medicare Number and then it was almost
impossible to sign up due to unstable
internet access in my area. My local GP
was hesitant to sign up to use the service as
he felt it would increase his workload. He
also had concerns with regard to internet
access in our rural area.
The Committee agreed that registration
should be user-friendly and there
should be easy access to information
and good news stories to encourage
wider take-up of the eHealth Record.
Wishing to register for a personal
eHealth record?
Rural people are encouraged to
visit www.ehealth.gov.au where
there are several different options
for registration including by phone
and mail. There is a learning
centre with more information
about the eHealth record. The
helpline 1800 723 471 can be
called for information and assisted
registration.
An article on the PCEHR appears on
page 38 in this issue of Partyline.

KNIT
YARN

AND
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DisabilaTea leaves no doubt about NRHA’s support for the NDIS.
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Back cover painting...
Serving rural health for 20 years

T he

current issue of the AJRH
includes a review by Editor, David
Perkins, of the Journal’s first twenty
years. His outlook for the future
affirms the crucial importance of
the peer review process and renews
a commitment for AJRH to pursue
evidence which is rigorously assessed
and provided in a number of forms
to meet the needs of policy-makers,
service providers and clinicians.

In the final of a series by former Editors,
James Dunbar examines “The disparity
called rural health: What is it, and
what needs to be done?”. Original
research articles in the current issue
(December 2012) pursue this theme
by examining the drivers of rural and

remote health outcomes and showing
a conceptual framework in action. A
separate article looks at measures of
Indigenous social capital and their
relationship with wellbeing.
There are also articles on child-rearing
practices of a remote Australian
Aboriginal community and the impact
of remoteness on the incidence of
myocardial infarction in Aboriginal
and non-Aboriginal people in Western
Australia. Risk factors associated
with poor glycaemic control among
Indigenous Taiwanese are also
examined.
A report on women, ageing and drought
in Australia draws on narratives from
the mid-age cohort of the Australian
Longitudinal Study on Women’s
Health and there is also an article on
reducing the risk of violence towards
remote area nurses. Networked remote
area dental services are also examined.
In another article, the extent of
unintentional paediatric poisoning in
rural Victoria is measured.
To access abstracts of original research
articles and subscribe on line visit:
wileyonlinelibrary.com/journal/AJR

The back cover painting was an entry
in the AIHW/NRHA Australia’s Health
2012 art competition. Accompanying
her entry, Stephanie Frazer wrote:

This picture depicts two of my friends at
Glenhelen Gorge in the Northern Territory,
who are fellow students passionate about
rural health. We were in the Northern
Territory to attend the National University
Rural Health Conference (NURHC) in
Alice Springs in July 2010. I am a final
year physiotherapy student at Charles Sturt
University in Albury, and am actively
involved in the National Rural Health
Students’ Network (NRHSN) and my
rural health club, The Multidisciplinary
Albury Rural Health Society (MARHS).
I am passionate about rural, remote
and Indigenous health, and also about
promoting awareness and support for
mental health and wellbeing. Lying on

the sand at Glenhelen Gorge was the
perfect opportunity to relax, enjoy our
magnificent country and reflect on our
own wellbeing and that of all Australians.
The competition generated a wealth
of artworks that carry a rural health
message – celebrating Australia’s rural
areas and the rural lifestyle. Twelve
of these are featured in the Alliance’s
2013 Calendar, available on request.
The winning entry
in the competition,
which appears
on the cover
of Australia’s
Health 2012,
was Feeling Alive
and Connected
by Rebecca
Cavanagh
Ferdinandes.
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these to: partyline@ruralhealth.org.au or send to: Lexia Smallwood, Editor, Partyline, PO Box 280, Deakin West,
ACT 2600; Phone (02) 6285 4660; Fax (02) 6285 4670.
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Relaxation and reflection on Australia’s health (at Glenhelen Gorge, NT) (2012) by Stephanie Frazer.
Chalk pastel, 297mm x 210 mm.
See the story behind the painting on inside back cover.
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