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U nnoticed by the people of 
Melbourne and Sydney, rural 

Australia is being transformed.

The towns of the mining boom with 
which they are familiar are in the far-off 
Pilbara and the central highlands of 
Queensland. The former includes 
Port Hedland, Karratha, Newman 
and the legendary Marble Bar. And 
as for Central Queensland, the name 
‘Moranbah’ has become almost a 
watchword for the fly-in, fly-out 
(FIFO) workforce phenomenon, and 
the economic and social consequences 
for both where its subjects live and 
where they work.

But looking west from the Harbour 
Bridge one can now see closer to hand 
the impact of the two-speed economy 
and what it is that has driven much of 
Australia’s recent growth and affluence. 

The service sector and agriculture 
have provided the ongoing bulk of the 
economy, but its change and growth 
have come from mining.

The mining sector is transforming 
large tracts of the Eastern states and 
communities that for 150 years were 
local service centres for agriculture and 
staging posts for longer journeys. And 
it’s not just coal seam gas although, in 
New South Wales and Queensland 
in particular, it is this burgeoning 
phenomenon which has been in the 
public and political eye.

In many places open cut coal mining is 
leading to concerns over land use and 
transforming fertile farming areas such 
as the Cudgegong and Namoi River 
valleys.

Until recently Boggabri was described 
as “a historic small country town with a 
big community spirit offering a unique 
country lifestyle”.

“The town boasts a nine hole golf course, 
bowling club and RSL Club. It has a 
modern motel, and a caravan park which 
has three cabins available. The cabins are 
self-contained but guests must supply their 
own linen. There are two hotels providing 
accommodation, while fuel and motor 
repairs are also available.” 

In 2006, the town had a population of 
901 people. Since then the demands of 
local coal mines and gas exploration 
have exhausted accommodation in 
Boggabri.

In August 2013 a MAC accommodation 
complex was opened on the outskirts 
of the town. It is planned to have 
852 rooms. The MAC is Australia’s 
leading owner-operator of workforce 
accommodation and services:

“A MAC village is not built; it’s created to 
help people live their best while working 
away from home. … [The Boggabri 
village] … features an impressive new 
kitchen and dining room design. … 
The space aims to enhance our guests’ 
experience, incorporating contemporary 
lighting and furnishings, as well as a new 
look menu.”

The development is 20 minutes’ drive 
from three current coal mines, expected 
to have a workforce of more than 2000. 
(How ironic that the coal industry is 
‘saving’ small rural communities while 
its health effects are being considered 
with ever greater suspicion.)

The Boggabri Business Promotions 
Assoc ia t ion  we lcomed  the 
development:

“It will bring rental prices to a more 
realistic level and put a bit of a ceiling 
on house prices which have skyrocketed. 
The accommodation will make life more 
affordable for our elderly and rental 
population. . . We are going from two 
to three doctors soon. Access to our own 
pharmacist and our own health services by 
the increased number of people will be to 
the benefit of everybody.”

But in its submission to the House of 
Representatives Inquiry into FIFO 
workforce practices it called for greater 
local input into ongoing decisions:

“… Boggabri needs to have a voice as to 
the future of our town so that we can 
continue to prosper. We hope that as 
a proactive community Boggabri can 
work together with Local Government, 
the mining companies and the DIDO/
FIFO workforce itself so that we can 
maintain our healthy and vibrant Boggabri 
community.”

A fourth mine at Maules Creek is 
expected to get underway in 2014. 
Perhaps the Fairfax public school in 
Maules Creek will stay open. Its current 
status is described online thus:

School sector: Government
School type: Primary school
Gender: Co-Ed
Total student: 8 (boy:6, girl:2)
Total staff: 1
Student attendance: 97%

TRANSFORMING
BOGGABRI

EDITORIAL
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W ith the Federal election now behind us, the Rural 
Doctors Association of Australia (RDAA) looks 

forward to working with the Coalition Government—
and with all new and continuing federal MPs and 
Senators—to secure a rural medical workforce that is 
numerically adequate and which has the necessary 
training, skills and supports to meet the health needs of 
rural and remote communities across Australia.

All forms of medical practice have their unique challenges 
and rewards.  For many rural doctors, the challenge is 
to provide a generalist medical service in an isolated 
setting.  This often means combining work in general 
practice with looking after patients in the local hospital 
and other health care facilities; providing on-call and 
after hours services; and perhaps also delivering more 
advanced care in obstetrics, anaesthetics, acute mental 
health, Indigenous health or other disciplines.  

The increasing number of medical students provides an 
unprecedented opportunity to secure a pipeline of future 
rural doctors who are equipped with the motivation, 
training and skills for rural practice.  But the distribution 
of these students as graduates to all corners of Australia 
will not happen of its own accord. Planning, supports 
and incentives will be needed.

Building a future pipeline of rural 
doctors starts with student selection 
and training.  Evidence shows that 
rural origin of students, rurally-based 
training, and positive experiences in 
a rural medical practice are the most 
significant factors in determining 
whether a medical student will practise 
rurally on graduation.  This evidence 
must be taken into account when 
selecting our rural doctors-in-training.   

A diagrammatic representation of the 
current medical training arrangements 
resembles ‘spaghetti junction’, largely 
due to the myriad organisations and 
jurisdictions involved in the training 
space.  These include the Federal 
and State governments, universities, 
medical colleges, hospitals, training 
providers and supervisors.   

A more coordinated national training 
pipeline is required which provides a 
seamless and well-supported transition 
from medical school, through intern 
and junior doctor years, and then on 
to more advanced registrar training for 
general practice or another specialty.  It 
will be no easy task to achieve better 
coordination, but the time has come to 
take a fresh look at the current system 
and consider whether it is capable of 
meeting future needs.

Investments in regional training centres 
are also needed so that students can 
complete most of their training in the 
rural environment, with urban rotations 
only undertaken when necessary.  And 
while training in the private practice 
setting provides excellent clinical 
experience for medical students and 

young graduates, and can be rewarding 
for doctors undertaking the teaching, 
it can involve significant imposts for 
supervising doctors and practices in 
terms of time and resources.  For this 
reason, rural doctors who teach and 
supervise must also be better supported 
and remunerated.

As part of a more streamlined 
process, innovative and more flexible 
supervision and employment models for 
junior doctors and registrars will need 
to be explored.  These models could 
include the use of telehealth facilities 
for remote supervision and support, 
and employment arrangements which 
allow for an easy transition between 
training rotations in a range of settings, 
including private practice, rural 
hospitals, Aboriginal health services 
and other community facilities.

These strategies will require an 
investment from State and Federal 
Governments but opportunities 
to explore innovative models that 
encourage investment in infrastructure 
and participation from other 
stakeholders, including the private 
sector, should also be considered.

For rural communities to prosper, 
they must have better access to local 
and sustainable health care services.  
We need to make the most of the 
opportunity presented by the greater 
number of medical graduates to secure 
our future rural medical workforce.  It 
will be a sound investment which will 
pay dividends for many years to come.

Jenny Johnson

Jenny Johnson, CEO, Rural 
Doctors Association of Australia.

PHOTO: BROOKE MILES

TIME FOR A COORDINATED NATIONAL 
APPROACH TO RURAL MEDICAL TRAINING

UNTANGLING THE 
SPAGHETTI
UNTANGLING THE 
SPAGHETTI
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O n Monday 14 October Roma 
Bundock jumped onto the 

7:45am Countrylink bus from Warialda 
to Tamworth (arr. 10:31am). Roma is 
one of the State Vice-Presidents of the 
Country Women’s Association of NSW.

She was off to Tamworth to represent 
the CWA of Australia (CWAA) at a 
community meeting held to launch 
A snapshot of poverty in rural and 
regional Australia, jointly prepared by 
the National Rural Health Alliance 
(NRHA) and the Australian Council 
of Social Service (ACOSS). CWAA 
President Noela MacLeod is on Council 
of the NRHA but can’t be in Tamworth 
today. Nor can NSW President Tanya 
Cameron from Rowena near Walgett.

But it’s alright because Roma is 
justifiably proud of the CWA. The 
CWA was formed in New South Wales 
and Queensland in 1922, with the First 
Annual Conference of the national 
body being held in Adelaide in 1946. 
Everyone involved is a volunteer, bar 
seven paid staff in the office in Sydney. 

It is the largest women’s organisation 
in Australia with 44,000 members 
across 1,855 branches. It is self-funded, 
non-party-political and non-sectarian.

Roma is particularly proud of the fact 
that one of New South Wales’s own, 
Ruth Shanks, was recently elected 
World President of the Associated 
Country Women of the World 
(ACWW) at the world conference 
in Chennai, India. ACWW works 
in partnership with its members and 
member societies, offering mutual 
support, friendship and practical help 
to women and communities around the 
world.

Mrs Shanks married in 1969 and 
joined Terramungamine Branch where 
her mother-in-law was the Branch 
President. She transferred to Dubbo 
Evening Branch in 1977 where she’s 
been a member ever since.

Mrs Shanks received a Member of the 
Order of Australia in the 2006 Australia 
Day honours for her service to people 

in rural areas, particularly through the 
Country Women’s Association of New 
South Wales, and to the community of 
Dubbo.

At the Forum in Tamworth Roma 
joined a group of speakers who 
included Aunty Yvonne Kent, Jenny 
May, Rosemary Young (Life Member 
of Friends of the Alliance - pictured 
below), Tessa Boyd-Caine, David 
Briggs (Chair of the New England 
Medicare Local), Paul Stevenson, Sue 
Snook and Jim Booth.

Gay Swain, queen of Gunnedah, 
emphasised the need to be positive. 
People stayed on afterwards to 
continue their networking and to enjoy 
the afternoon tea prepared - naturally 

- by local members of the Country 
Women’s Association.

Discussion at the Forum was around 
the fact that life in rural and remote 
Australia has many benefits but people 
continue to struggle with poverty more 
than their city cousins.  Reference 

was made to Prime Minister Abbott’s  
promise “to leave nobody behind”.

To make sure she wasn’t left behind, 
Roma had to be back at the Tamworth 
bus station by 4:30 to return to 
Warialda (arr. 7:02pm) via Attunga, 
Manilla, Upper Manilla, Barraba, 
Cobbadah, Bingara and Warialda Rail.

A copy of A snapshot of poverty in 
rural and regional Australia is at 
www.ruralhealth.org.au/poverty2013

POVERTY IN RURAL 
AREAS IS SERIOUS - 
AND A BIT DIFFERENT

Rosemary Young at the launch of A snapshot 
of poverty in rural and regional Australia.

PHOTO: FARINA FOTOGRAPHICS

T he NEWS section of the NRHA website 
(ruralhealth.org.au/news) is home to the 

Alliance’s Opinion Pieces. These are written by 
members of the Alliance policy team exclusively 
for the website and cover a range of rural 
health issues. Each Opinion Piece also features 
a Comments section where you can have your 
say (anonymously if preferred) and generate 
discussion of the issues important to you.

WHAT’S YOUR VIEW?

We’d love to hear what you think so why not check them out?

Visit ruralhealth.org.au/opinion-pieces
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T he Mental Health Professionals’ 
Network (MHPN) supports 

mental health practitioners to form 
networks where relationships can 
be built, knowledge exchanged and 
professional development undertaken. 
The initiative currently supports 
over 450 networks, 43 per cent of 
which are located in rural and remote 
communities.

MHPN is federally funded and aims to 
increase interdisciplinary collaboration 
by fostering local networks across 
Australia where GPs, psychiatrists, 
psychologists, mental health nurses, 
occupational therapists, social workers 
and any other practitioners working 
in primary mental health care meet 
regularly. 

The Karratha Network has met regularly 
for four years and includes practitioners 
from the public and private sectors and 

non-government organisations, all of 
whom directly or indirectly support the 
mental health of Pilbara residents. The 
group’s coordinator, Caroline Rodgers, 
sees many benefits. “There’s always 
such a positive vibe and energy at these 
meetings as relationships, names and 
faces are embedded.” 

Meetings vary depending on each 
group’s needs, but typically might 
include a presentation by a guest 
speaker or discussion of a case study. 
Attendees are encouraged to learn 
more about each others’ areas of 
expertise and develop improved 
referral pathways. 

Being remote is no barrier.  Networks 
meet the needs of the local practitioner 
community and if meeting face to face 
isn’t an option, MHPN has a range 
of technology-based solutions like 
tele and video conferencing that can 

Mental health professionals gather for a night of networking and professional development.

help networks flourish, even when 
participants are in far flung locations. 

A recent online network meeting 
brought together 37 practitioners from 
across WA. The network’s coordinator, 
Sithu Thuyasithu, is a psychologist 
with Multicultural Services Centre 
of WA and a driving force behind the 
network.

“Meeting online provides an easy way to 
connect and learn about other mental 
health services, as well as others’ areas 
of expertise,” Sithu says.

“We were pleased that participants 
reported a ‘warmth’ and ‘friendliness’ 
in the online environment. I know it 
surprised a few people.”

Getting involved is easy. Visit 
www.mhpn.org.au to see what 
networks are in your area. If there isn’t 
one already, starting a new network 
is easy, particularly as you’ll be fully 
supported by MHPN’s project team.  

MHPN provides administration 
assistance, funding advice, and a 
range of tools and resources to make 

running meetings easy. We’ll help with 
technical expertise for online meetings, 
issue invitations and collect RSVPs. 
To further strengthen connections, 
following the meeting everyone 
receives a certificate of attendance and 
a network member directory. 

Find out more at www.mhpn.org.au, 
or by calling 1800 209 031 or senior 
project officer Lauren Tyrrell directly 
on 03 8662 6627.

Lauren Tyrrell 
Senior Project Officer MHPN

MHPN’s online professional 
d e v e l o p m e n t  p r o g r a m 
includes webinars featuring an 
interdisciplinary panel discussion 
with a focus on collaborative 
mental health care. Topics 
covered include complex trauma, 
suicidality, depression and 
eating disorders. All can be 
downloaded or viewed for free at 
www.mhpn.org.au

My Aged Care Gateway
The new My Aged Care Gateway is part of the 10 year Living 
Longer Living Better reforms which commenced with bipartisan 
support on 1 July 2013.  My Aged Care is designed to enable 
a simpler process for people to access the support they need, 
whether for themselves, a family member, friend or someone 
they are caring for. 

My Aged Care is made up of the 
www.myagedcare.gov.au 
website and a national contact centre 1800 200 422 
(open Mon-Fri 8 am – 8 pm, Sat 10am – 2 pm).

MENTAL HEALTH PROFESSIONALS ARE 
GETTING TOGETHER - BY MANY MEANS
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OCTOBER WAS MENTAL 
HEALTH AWARENESS MONTH 

S uicide is the leading cause of 
death in Australia for men under 

44 and women under 34. It occurs 
more often than death by skin cancer 
or motor vehicle accident, yet we 
know comparatively little about the 
processes that lead to it and how and 
when to effectively intervene.

For every completed suicide it’s 
estimated that as many as 30 people 
attempt. That’s roughly one every ten 
minutes, with many more either making 
suicide plans or thinking about suicide. 
Experiencing suicidal thoughts is 
common for about 400,000 Australian 
adults every year. The first Black Dog 
Index conducted by Newspoll showed 
a significant number (4 per cent) of a 

randomly selected population sample 
felt that life wasn’t worth living. 

Recent studies suggest that rural 
Australia has experienced a 
disproportionate increase in suicide 
and that suicide prevention activities 
are either less effective or not well 
targeted to people in those areas. For 
many people, harmful thoughts pass; 
but for others they become entrenched 
and almost obsessive. No matter how 
they present, suicidal thoughts are 
frightening and debilitating. There 
are clinical tools and management 
strategies that are known to be effective, 
but the challenge is how to get these to 
the people who need them before their 
situation becomes life threatening.

While the incidence of some mental 
health problems is higher in rural areas, 
the rate of psychological problems 

managed by general practitioners is 
lower, as is the use of specialist mental 
health services and medications such as 
anti-depressants. This could be because 
of the perceived stigma attached to 
seeking help. 

To counter this trend, researchers 
in Australia and across the world 
are turning to the internet to deliver 
education and self-help skills to rural 
residents. 

Internet-based therapy programs 
are an effective means of delivering 
mental health services, and the study 
of web-based interventions for suicide 
is a new and important field of research 
that has huge potential for helping 
to address the gap between service 
provision and unmet need in rural and 
remote communities. 

Studies of internet-based programs 
have shown that over 20 per cent of 
spontaneous users are from rural or 
remote areas, indicating how strong 
the demand is. The benefits of internet 
programs such as this are that users are 
anonymous, can be undertaken around 
rural work schedules, do not require 
lengthy travel to consultations and 
provide a means for rural residents to 
manage their own health. The high rate 
of internet usage in non-metropolitan 
areas makes the programs accessible, 
and users can register at no cost. They 
can be used without input from a 
clinician, or as an adjunct to treatment 
by the busy rural GP. 

The Black Dog Institute, in 
collaboration with ANU, is trialing an 
online automated self-help program, 
Healthy Thinking. It has been developed 
using clinically proven treatment 
programs that can alter thoughts and 
behaviour (eg Cognitive Behaviour 
Therapy). The main goal of the 
program is to help users decrease the 
frequency and intensity of their suicidal 
thoughts. The program also addresses 
rumination and worry – aspects that 
contribute to the distressing, repetitive 
and uncontrollable thoughts that many 
people experience.

This trial is now recruiting and we 
are urging medical and allied health 
professionals who either work directly 
in mental health in rural and remote 
communities or other generalised areas 
to encourage suitable individuals to 
apply. 

Further information on this trial and 
other research being conducted at 
the Black Dog Institute, as well as 
a registration page, can be found at: 
www.blackdoginstitute.org.au/public/
research/participateinourresearch/
index.cfm

INTERNET-
BASED 
THERAPY 
TO REDUCE 
SUICIDE 
THOUGHTS
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P atients living close to major 
hospitals and specialist medical 

help might find a short journey by 
road uncomfortable and sometimes 
unbearable. Spare a thought then for 
those who live long distances from such 
help and often have to endure hours of 
road travel where every bump and turn 
in the road adds to their discomfort.

Angel Flight Australia is a 
national charity that coordinates 
non-emergency flights for people in 
financial and medical need. All flights 
are free and may involve patients, 
sometimes with compassionate carers, 
travelling to or from medical facilities 
anywhere in Australia. 

Angel Flight pilots do not carry 
aeromedical staff or medical equipment 
so do not act as an alternative to 

the Royal Flying Doctor Service, 
CareFlight or Air Ambulance in that 
capacity. Instead, the charity is about 
volunteer pilots turning their love of 
flying into a way of assisting others.

With its current resources and 
infrastructure Angel Flight can accept 
and coordinate up to twenty flights per 
day. The community’s response to the 
charity has been fantastic and there 
has been a surge of new volunteers 
keen to help even more people than 
those currently being assisted.

Lynne, a Clinical Nurse from 
Queensland who has submitted 114 
flight requests to date, provided this 
feedback:

“Thank you all at Angel Flight for the 
fantastic job you do. I know how much the 
families appreciate your service. What I 

appreciate is knowing the families will make 
it to their very important appointments 
that they would otherwise miss due to the 
frequency of the appointments and the cost 
to come to Brisbane for the day.”

David is a Case Worker from New 
South Wales who has submitted 10 
flight requests to date:

“It was Mission Coordinator Kylie who 
helped me navigate the paperwork and 
made the whole experience for the families 
just that much simpler. The care and 
understanding from the wonderful pilots 
and drivers is fantastic. This is expressed 
on the faces of families when they talk 
about how lovely you all were to them, 
that nothing was a problem. Sometimes 
this is all that’s needed to make a person 
feel better about themselves.”

Angel Flight was launched as an 
Australian charity in April 2003 and is 
the initiative of experienced pilot and 
businessman, Bill Bristow AM. 

From stories told by his friends living 
in remote areas and through his 
association with the Royal Flying 
Doctor Service, Bill became aware of 
the extreme hardship experienced by 
rural communities and the potential 
risk placed on their health when living 
away from the major metropolitan 
centres.

Winner of the Queensland Australian 
of the Year Award 2005 and Member 
of the Order of Australia in 2009, Bill 
has been recognised for his dedication 
and commitment to Australia’s less 
fortunate by instigating and building 
this successful community service.

There are no joining fees. Angel Flight 
is more an association of people helping 
people. All pilots donate their time 
and their aircraft and cover most of 
the expenses to fly a person in need of 
medical treatment to their destination. 

Health professionals are the people 
from whom the charity receives mission 
requests and, Australia-wide, there 
are around 2,800 health professional 
registrations to date. Passengers are 
referred to Angel Flight after being 
confirmed eligible by allied health 
workers, social workers, nursing staff, 
caseworkers or physicians. 

People who wish to participate in 
the capacity of health professional, 
pilot or driver can register online. All 
information submitted is treated as 
confidential and is used strictly for the 
coordination of flight missions.

Further information can be obtained 
by calling Angel Flight toll free on 
1300 726 567 or visiting the website 
www.angelflight.org.au

Bet Gaunt and Claire Chapman 
mail@angelflight.org.au

PHOTO: SAM BRISTOW

Co-pilot Jean-Jacques, passenger Rachel and pilot Hui stand beside Hui’s Cirrus SR22.

PHOTO: COURTESY ANGEL FLIGHT

Flying angels

Bill Bristow flying over the Olgas.
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FRIENDS HAVE THEIR SAY!

F riends of the Alliance is a collection of organisations and individuals 
who support the work of the National Rural Health Alliance. In 

the following pages some of our organisational friends write for Partyline 
about their aspirations for rural health under the Abbott Government 
and other matters of importance for their organisation.

The Alliance values its Friends and welcomes membership applications 
from any individuals or organisations with an interest in improved 
health and wellbeing in rural and remote Australia.

More information and membership form are available on the Friends 
page of the Alliance website at www.ruralhelath.org.au/friends

JOIN FRIENDS AND 
SUPPORT THE GOOD WORK 
OF THE NATIONAL RURAL 
HEALTH ALLIANCE
Membership forms available at 
ruralhealth.org.au/friends

M ore than 60 per cent of adults and 
around 25 per cent of children in 

Australia are classified as overweight 
or obese. The rates are slightly higher 
for people living in rural and remote 
locations with the rates of overweight 
or obesity among adults generally 
increasing with remoteness. At the 
last count the rate in major cities was 
61.6 per cent, rising to 66.8 per cent in 
inner regional areas, 68.4 per cent in 
outer regional areas and 72.8 per cent 
in remote areas. 

A higher proportion of adults in 
rural and remote parts of Australia 
were sedentary or had lower levels of 
exercise than those who lived in major 
cities. Greater access to sporting and 
public transport facilities (often less 
readily available in rural areas) may 
encourage more people to participate 
in recreational physical activity. 

People in rural and remote areas also 
have poorer access to fresh food, are 
more socioeconomically disadvantaged 
than people in metropolitan areas and 
have less access to health services.

A number of Federal programs aim to 
reduce or prevent obesity, including 
Measure Up (www.measureup.gov.au) 
and Shape Up (www.shapeup.gov.au). 

State-based programs encouraging 30 
minutes of physical activity each day 
include Be Active (SA), Find Thirty 
(ACT, WA, and Tas) and Find Your 
Thirty (Qld).  

In a move that should help tackle the 
rising obesity rate, Health Minister 
Peter Dutton also has the sports 
portfolio. “We want sport to be a key 
component of people’s daily lives,” 
Peter Dutton said.

The National Rural Health Alliance 
has updated its Fact Sheet on Obesity 
in Rural Australia to provide the most 
recent information on the prevalence 
of overweight and obesity in rural and 
remote locations and what is being 
done to tackle the growing problem.  
Visit www.ruralhealth.org.au (go to 
Publications).

OBESITY IN RURAL AND REMOTE AUSTRALIA

FACT SHEET ON OBESITY IN RURAL AND REMOTE AUSTRALIA IS 
AVAILABLE ON THE ALLIANCE WEBSITE AT WWW.RURALHEALTH.ORG.AU

20 PAGE FEATURE STARTS HERE
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T he Alcohol and other Drugs 
Council of Australia (ADCA) 

wrote to Prime Minister Abbott before 
the swearing in of his government, 
stressing the need for vital initiatives 
to improve the life of Australians who 
live outside our urban areas. The plight 
of many people in remote Australia lies 
at the heart of ADCA’s approach to the 
new government.

People who live in rural and remote 
areas suffer from a lack of many 
basic services. While many would 
not consider themselves socially 
disadvantaged, ADCA believes there 
needs to be far greater consideration of 
their needs. Certainly, the conditions 
under which many work and live 
would not be acceptable in an urban 
environment.

Research shows that there is a 
marked dependence on drugs and 
alcohol among rural workers; often 
that dependence is not accurately 
measured because the services are not 
on the ground to monitor community 
wellbeing.  Non-metropolitan 
Australia is one part of our society 
where the real cost of drugs and alcohol 
is most marked. Weighing up the social 
determinants of health in remote and 
rural areas shows that many inhabitants 
are seriously disadvantaged, which is 

known to lead to drug, alcohol and 
mental health issues.

Many live below the poverty line 
used by the Australian Council of 
Social Service and others. For people 
who contribute so much to the 
Australian way of life this is completely 
unacceptable. In a world in which 
whole workforces can be provided on 
a fly-in fly-out basis, local people are 
often denied some of the most basic 
rights to health and wellbeing.

Aboriginal and Torres Strait Islander 
people make up a large proportion of 
our non-urban demographic and they 
are disproportionately represented 
in prison populations and in medical 
and mental health institutions. This 
is a direct result of the disadvantage 
they experience and nowhere is the 
correlation between disadvantage and 
alcohol and drug-related harm more 
stark.

Governments at all levels must 
acknowledge what the alcohol and 
other drug sector and organisations like 
the Australian Medical Association 
have been saying for years: 
rura l  Austra l ians 
deserve a better deal.

David Templeman 
CEO, ADCA

T he Country Women’s Association 
of NSW has a duty to lobby for 

better outcomes for all health related 
needs of its members, their families 
and their communities, state-wide. Our 
Association aims to ensure that the 
integrity of the work we do continues 
to be highly regarded.

With any change in government there 
will be concern over budget cuts and 
redirection of focus. The significant 
shortfall in services in rural and remote 
communities throughout NSW will be 
an ongoing focus for CWA of NSW. 

The CWA of NSW calls on the Federal 
Government to commit to progressing 
the National Disability Insurance 
Scheme, the National Dental Health 
Scheme and the National Mental 
Health Commission.  

It is heartening to note that a number 
of the new Health Districts are 
improving access to integrated health 
services with Multi-Purpose Service 
projects underway. Funded by Federal 
and State Governments, this Health 
and Hospitals Fund Program is a very 
positive move forward for so many 
rural and regional towns.  

With consultation these new facilities 
are being fine-tuned to suit the needs 
of individual communities including 
through provision of respite and 
palliative care, residential aged 
care with activity areas and gardens, 
community health services (including 
dedicated mental health consultation 
rooms) and acute care services, all in 
one location.  

From our understanding the regionally 
based primary health care organisations 
(now Medicare Locals) will integrate 
and co-ordinate services to promote 
greater equity and access to regional 
primary health care. We will be calling 
on Government at all levels to ensure 
that the funding continues to these 
vital projects. 

The National Rural Health Alliance 
provides valuable insight into current 
and future health issues facing the 
more vulnerable sections of Australian 
society. As Friends of the National 
Rural Health Alliance we look forward 
to offering our support and input 
wherever it may be helpful.

Lois Stalley 
State Vice President, CWA of NSW

Making biscuits for women’s refuge.

TIME TO TAKE 
NOTE OF RURAL 
AUSTRALIA’S HEALTH 
AND WELLBEING

          COUNTRY 
WOMEN FOCUS ON 
RURAL SERVICES
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relating to training capacity associated 
with increased numbers of medical 
students. 

Supporting and prioritising placements 
for those students pursuing rural 
opportunities through ‘early exposure 
strategies’ was seen as an urgent policy 
priority. The path from medical school 
to rural general practice is not always 
clear, and it is important that those 
wanting a career in this area are assisted 
in every way possible. 

The NRF will use the information, 
shared so generously by the forum 
participants, to inform its policy work 
and advocacy for the benefit of its 
members and the health of rural and 
remote communities

Lauren Cordwell 
Manager, National Rural Faculty 
03) 8699 0490 or 
rural@racgp.org.au  
www.racgp.org.au/yourracgp/
faculties/rural/H ealth professionals 

l i v i n g  a n d 
working in rural and 

remote Australia know 
how difficult it can be 

to have their voices heard. 
When decisions that impact on 

rural health are made in places far 
away from these communities, health 
professionals rely on strong, committed 
rural health organisations to advocate 
for their needs. In order to do this, 
mechanisms for communication must 
ensure that the issues and concerns of 
people on the ground are captured by 
those who speak on their behalf. 

The RACGP’s National Rural Faculty 
(NRF) has one such mechanism. The 
student and policy forum series of 2013 
saw members and staff of the NRF 
pack their bags and head out to rural 
communities to listen to the members 
on the ground. Held in Newcastle, 
Broken Hill, Mackay and Port Hedland, 
the forums were a success both in terms 
of strengthening the NRF policy base 
and in building lasting connections 
with existing and new members. 

The policy forums highlighted some 
common issues affecting rural health 
and rural general practice across the 

states, such as implications of the 
current ASGC-RA classification 
system, GP training system capacity 
and the need to address the lack 
of support currently available for 
international medical graduates. 
Members emphasised the need to 
rethink the training model for remote 
areas and increase flexibility in the 
curriculum for the remote context. 

Members also expressed concern 
over the criteria and transparency of 
distribution of incentives, particularly 
for rural communities with transient 
populations or fly-in fly-out workers, to 
ensure that this extra patient demand 
is captured and adequately funded. 

The forums have been expanded to 
include the NRF student membership, 
who highlighted the need for students 
to have early exposure to rural 
general practice and the necessity to 
restructure rural medical training. The 
students discussed perceived barriers 
to pursuing a career in general practice 
and other specialties in rural and 
remote Australia. Many felt that their 
career choices were being reduced by 
the limited training opportunities for 
early career doctors in rural and remote 
locations. There were also challenges 

A n updated review of physical 
activity among Aboriginal and 

Torres Strait Islander people has 
been prepared by the Australian 
Indigenous HealthInfoNet as part of 
its contribution to ‘closing the gap’ 
in health between Indigenous people 
and other Australians. The general 
purpose of the HealthInfonet is to make 
relevant, high quality knowledge and 
information easily accessible to policy 
makers, health service providers, 
program managers, clinicians, 
researchers and the general community.

Physical inactivity is a major health 
problem for Indigenous people and it 
is the third leading cause of disease 
burden. The levels and impacts 
of physical inactivity are greater 
for Indigenous people than they 

are for other Australians. Chronic 
disease accounts for almost three-
quarters of the observed difference 
in the burden of disease between 
the Indigenous and non-Indigenous 
populations; physical activity can 
help to reduce the extent and impact 
of these conditions, and assist in the 
prevention and management of disease. 
www.healthinfonet.ecu.edu.au/
health-risks/physical-activity/
reviews/our-review

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

NEW RELEASES 
FROM AUSTRALIAN 
INDIGENOUS 
HEALTHINFONET

STRENGTHENING 
THE VOICES OF 
RURAL GENERAL 

PRACTICE
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E ach year the Northern Territory 
General Practice Education 

(NTGPE) places up to 90 prevocational 
doctors to gain general practice 
experience in rural, remote and urban 
locations. NTGPE’s Prevocational 
General Practice Placement Program 
(PGPPP) provides doctors with a 
variety of challenges not commonly 
found in other parts of Australia. The 
program provides many opportunities 
for prevocational doctors to learn 
about Aboriginal and Torres Strait 
Islander health in communities where 
health inequalities are most prevalent.  

The PGPPP remains vitally important 
to both clinics and communities 
where prevocational doctors are 
integral to the supply of primary care 
to the people living there and the 
future GP workforce. PGPPP provides 
a valuable introduction to general 
practice.  Following her placement 
in the Northern Territory Dr Ayesha 
Richardson recommended that all 
junior doctors spend a minimum of 12 
weeks as a GP.  She said:

 “The PGPPP was a life changing 
experience and should be a compulsory 
part of all training. I met inspirational 
doctors, nurses and Aboriginal health 
staff, experienced Indigenous culture 
and gained a greater understanding of the 
social determinants of health.” 

Expansion of PGPPP would have 
the added benefit of relieving the 
pressure in the congested public 
hospital training pipeline. If the new 
Australian Government is committed 
to closing the gap in life expectancy 
and improving access to health care 
then it must continue to support GP 
training and in particular PGPPP.  

As a regional training provider, NTGPE 
faces many challenges that are unique 
to the Northern Territory and directly 
linked to the logistics necessary to 
support remote communities. These 
challenges include restricted access by 
chartered aircraft, significant travel by 
road and the barriers associated with 
climatic and environmental conditions 
of the Northern Territory. 

Essential accommodation, in particular, 
remains a challenge for rural placements 
in the Northern Territory. A basic 
two bedroom house for participants is 
rarely available for less than $52,000 
per annum. Reduced access to such 
necessities will result in an inability to 
provide clinical placements and quality 
training to our future GP workforce in 
some of the poorest and most isolated 
communities in Australia. The 
Australian Government must focus on 
strategies to remove these barriers to 
essential health care.

General practitioners play a pivotal 
role in providing continuity of care and 
are critical contributors to primary care 
in Australia. GP training is in good 
shape, with the Northern Territory 
on track to close the gap as a result of 
increased accessibility to primary care 
with GP access now available in some 
communities on a daily basis while 
others wait for up to two weeks for a 
visiting GP.

The future of Australia’s health care 
lies with the capacity to access primary 
care, and GPs are fundamental in 
this. NTGPE places a strong focus 
on attracting GP Registrars and 
prevocational doctors to the Northern 
Territory as well as encouraging 
undergraduate medical students to 

value general practice as a worthwhile 
profession. We work to ensure 
professional development is accessible 
to all general practitioners across the 
Territory so they can continue to 
deliver quality medical care. 

Our work, and the work of all Regional 
Training Providers, is to create capacity 
for the increased demand for general 
practice training.  NTGPE urges the 
government to continue to support 
PGPPP and GP training across 
Australia - particularly in rural and 
remote areas.

Brett Dale 
CEO 
NTGPE

Ayesha Richardson during her placement in the Northern Territory.

GOVERNMENT URGED TO 
CONTINUE SUPPORT FOR RURAL 
AND REMOTE GP TRAINING

“THE PGPPP WAS 
A LIFE CHANGING 
EXPERIENCE AND 
SHOULD BE A 
COMPULSORY PART 
OF ALL TRAINING.”
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B uilding on 85 years of expertise 
and experience in delivering 

aero-medical and health care services 
to rural and remote Queensland, the 
RFDS has launched three online 
training courses, designed to draw on 
its experience and expertise to deliver 
health services to even wider audiences 
across the state.  

Nino Di Marco, CEO of the RFDS in 
Queensland, said the training courses, 
including Rural and Remote First Aid, 
Survival and Self Aid, are ideal for 
workers in the mining and resources 
sectors, and have been developed so 
participants could learn up-to-date and 
relevant skills at a time, place and pace 
that suits them.  

“We have developed these flexible 
courses to teach essential first aid and 
survival skills to ensure those living 
and working in isolated areas are 
safety conscious and able to deal with 
medical situations until medical help 
arrives,” Mr Di Marco says. 

The Rural and Remote First Aid 
Course teaches the theory and 
practical skills essential for First Aid 
management in a rural and remote 
setting.  The course includes a 
hands-on workshop and assessment 

and is a minimum requirement of 
Queensland’s Workplace Health and 
Safety legislation. Topics include: the 
Danger, Response, Airway, Breathing, 
CPR, Defibrillate (DRABCD) action 
plan, trauma management, treatment 
for shock, bleeding and poisoning. 
Once the online theory is complete, 
participants can attend the hands-on 
workshop at a nominated location 
where practical assessment of skills will 
be conducted.

Every year hundreds of people venture 
into Australia’s harsh landscape for 
adventure or employment. To return 
home safely, it is imperative to make 
rational decisions in potentially fatal 
situations. The Survival Course helps 
participants understand the essentials 
for survival and awareness of the safety, 
responsibility and knowledge necessary 
to help themselves and others. This 
online course, with face-to-face 
assessment at a nominated location, 
provides an overall understanding of 
survival situations in isolated areas 
and a greater awareness of safety, 
responsibility as related to survival, 
and the knowledge to assist themselves 
and others. 

The Self Aid Course enables participants, 
when alone, to administer First Aid 
and treat illness or trauma until 
medical help arrives. It specifically 
addresses the psychological elements 
of self aid and survival. Topics include: 
relief of pain, making safe and ensuring 
protection from further harm, and 
seeking medical assistance when 
immediate help may be far away. 

On completion of Rural and Remote 
First Aid participants will receive 
National Training Certification 
accredited with WorkCover, while the 
Self Aid and Survival courses provide 
RFDS certificates of completion.

These training courses have been 
developed under the auspices of the 
RFDS’s new commercial division, 
RFDS Queensland Services.  Any 
profits derived from the activities 
of RFDS Queensland Services will 
extend the reach of the Flying Doctor’s 
skills and professionalism and facilitate 
the development of new programs that 
meet modern day health care needs 
for those living, working or travelling 
across rural and remote Queensland.

For further information on our range 
of first aid training courses please visit 
www.rfdstraining.com.au

The new RFDS first aid training courses now include 
advanced first aid for rural and remote situations.

RFDS LAUNCHES 

RURAL AND 
REMOTE SAFETY 

TRAINING COURSES
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A lthough it should never be used 
as a reason for not providing 

equivalent access to services, it is 
true that country towns and small 
settlements frequently provide a 
wonderful sense of community. This 
can envelop individuals in need of care 
with the attention they need and also 
provide a healthy sense of engagement 
for other local people.

Where this sense of community exists 
it is one of the things which makes 
the Bush such a great place to live, 
including for people as they age.

This is the positive side of the rural 
context for the Living Longer Living 
Better reforms initiated by the previous 
federal government. The My Aged 
Care Gateway to aged care services 
should provide everyone with more of 

that community care which is naturally 
present where individuals and their 
needs for care are known and the 
responsibility for their care is shared. 

The provisions of the new aged care 
infrastructure are designed to enable 
a simpler process for accessing the 
support people need and a seamless 
transition as care needs increase, ideally 
decreasing the complexity and anxiety 
associated with becoming involved in 
the aged care ‘system’.

Take ‘Dulcie’ for instance. A lifelong 
resident of a small community, she is 
known by everyone, at least by sight. 
She’s brought up her kids in town, but 
they’ve all moved away now and she 
lives alone.

Dulcie’s known at the clinic, where 
successive GPs have monitored her 
health and medication for a lifetime. In 
recent years she’s had a couple of spells 
in the local hospital after falls.  The 
community health nurse keeps tabs on 
her general wellbeing and an ear open 
for when members of her family are 
visiting in town – adding both pleasure 
and pressure to Dulcie’s life.

Neighbours mow the lawns and make 
sure Dulcie gets to the Community 
Centre for the ‘away day’ held every 
week by one of the local community 

groups.  They include her when 
there’s something on – the Show, or a 
community festival.

In recent years, Meals on Wheels 
have made life easier and Home and 
Community Care has been able to 
provide some help with her cleaning.

But everyone’s aware that Dulcie’s 
getting frailer. And everyone’s got an 
eye out for her. She is the subject of 
affectionate and respectful discussion 
when service providers gather. “How 
do you think she’s doing?” “Is there 
more she needs?” And all of those 
involved know what’s available and 
how to access it.

Dulcie’s care needs are being assessed 
and the appropriate services are 
provided as her needs increase. Should 
it become necessary, her GP or the 
community health nurse or any one 
of those involved in the provision 
of care will be in a position to have 
a conversation with Dulcie, and her 
family should she wish, about the 
option of residential care or of higher 
levels of community care provided at 
home.

That is as it should be – for everyone. 

The unquantifiable advantage for 
rural and regional communities is the 
existing connectedness and the sense of 
shared responsibility which means that 
care assessment is ongoing, sensitive 
and appropriate, leading to gentle and 
knowledgeable intervention as needed.

The Living Longer Living Better reforms 
provide for self-assessment initially and 
are designed as a way of ensuring that 

people receive the support they need, 
even when no-one is watching out for 
them.

The challenge for us as a society is 
to create a ‘community’, like those 
we often find in country towns and 
regional centres, in which a sense of 
shared responsibility for each other 
means the formal processes augment 
the care, but are not relied upon to 
provide it.

It seems a shame we have to legislate 
for it, but a mercy that we have.

Rosemary YoungWheelchair dancing.

“… the unquantifiable 
advantage of connectedness, 
sense of community and 
shared responsibility…”

BUILDING ‘COMMUNITY’ FOR 
CARE OF THE ELDERLY
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A s the new Federal Government considers 
its plans for Australia’s future, the 

Dietitians Association of Australia (DAA), 
the nation’s peak nutrition body, is calling 
on our leaders to consider some new and 
longstanding issues related to the nutrition and 
health of Australians.

DAA is urging the Government to act on four 
important issues:

1. Malnutrition – the silent epidemic

Recent studies show that malnutrition affects 
up to 17 per cent of community-living older 

adults receiving home nursing services. As 
many as seven out of 10 older Australians 
living in residential aged care facilities 
(RACFs) are also malnourished.  
The Association is urging the new 
Government to put nationally-agreed 

nutrition standards in place to improve 
the quality of care for older Australians 

who either receive home care packages 
or live in RACFs.

DAA wants to see a comprehensive and national 
program for screening, assessing and treating 
malnutrition in older Australians. This should 
include:

•	 training in malnutrition screening;

•	 assessment of malnutrition by appropriately-
qualified professionals (such as a dietitian);

•	 software integration for implementing, 
managing and evaluating the national 
screening and assessment program in older 
Australians receiving home care packages or 
living in RACFs;

•	 nutrition guidelines to educate healthcare staff 
on the provision of food and fluids; and

•	 monitoring malnutrition in the community 
and RACFs.

2. Telehealth – equitable access

The number of Australians with serious 
chronic diseases, such as heart disease 
and diabetes, is growing rapidly. They 
will have better health outcomes 
when they have access to a team of 
health professionals, including doctors 
and allied health practitioners such 
as Accredited Practising Dietitians. 
The Association would like the rules 
changed to allow Australians to access 
Accredited Practising Dietitians using 
telehealth as an alternative to face-to-
face services. This would make a real 
difference to the health of those who 
struggle to attend face-to-face health 
services – particularly those living in 
rural and remote Australia.

3. National nutrition surveys – 
What are Australians eating?

The first results of the long-awaited 
National Nutrition and Physical 
Activity Survey (2011-2013) are due to 
be released by the Australian Bureau of 
Statistics next year. This long-awaited 
snapshot into the health and dietary 
behaviours of the nation will be the 
first of its kind since 1995. A lot has 
changed in terms of our health and 
the food supply in those 16 years. 
Results already published from the 
recent National Health Survey show 
overweight and obesity rates have 
continued to rise (from 56 per cent of 
adults in 1995 to 63 per cent in 2011: 
see story on page 16).

DAA are urging the Government 
to ensure regular and ongoing 
national nutrition surveys. This vital 
information will assist Government 
and other policy makers to prioritise 
resources that address the growing 
burden of chronic disease, obesity, 
food security and other issues affecting 
Australians. 

4. DAA – a key ally in the 
food and nutrition sector

There are many commercial and 
non-commercial groups within the 
food and nutrition sector. But sadly, 
many of these groups have narrow 
food and nutrition agendas. DAA 
represents people from diverse 
professional backgrounds in food 
and nutrition. DAA is calling on the 
Federal Government to recognise the 
unique and valuable skills of dietitians 
and the important role they play in 
improving the health of our nation.

Claire Hewat  
CEO 
Dietitians Association of Australia

About the Dietitians 
Association of Australia

DAA is the national association 
of the dietetic profession. DAA 
supports university-qualified 
Accredited Practising Dietitians 
and has more than 5,300 members 
and branches in each state and 
territory. DAA is the leader in 
nutrition and advocates for better 
food, better health and wellbeing 
for all. For more information, visit 
www.daa.asn.au

DAA CALLS 
FOR 
ACTION ON 
NUTRITION 
PRIORITIES
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Of the 72,900 primary carers, 22,290 
(31 per cent) lived in rural or regional 
Australia, which is in proportion with 
the 32 per cent of the population living 
there (Australian Bureau of Statistics).

Bathurst-based continence nurse 
practitioner Louise Linke, who works 
in remote and rural New South 
Wales, says poorer access to health 
professionals and services means the 
challenges for carers living in remote 
and rural areas are much greater. 

“In rural areas there is a lack of 
specialised continence services, GPs 
and allied health workers to help 
manage people with incontinence. 
This often means these people miss 
out on a continence assessment and 
management strategies that can help 

improve their incontinence and 
quality of life. 

“Simple steps such as managing 
constipation, reviewing medications 
and monitoring fluid intake can often 
help.  Just ‘padding up’ is not the only 
solution to managing incontinence,” 
Ms Linke said.

Limited respite services in rural areas 
add further to the carer burden. “The 
demand for respite beds in rural and 
regional areas is putting further strain 
on carers.”

Continence Foundation of Australia 
chief executive Barry Cahill says help 
is available from the Continence 
Foundation’s National Continence 
Helpline on 1800 33 00 66, where 
continence nurse consultants are on 
hand from 8am to 8pm to provide 
confidential advice, information and 
referrals.

Carers can also request a copy of the 
Department of Health’s Help for people 
who care for someone with bladder or 
bowel problems from the Helpline.

Information about state and federally-
funded schemes to help meet the cost 
of continence products, including the 
Continence Aids Payment Scheme 
(CAPS) that provides 
up to $533.50 
per year, is also 
available from 
the Helpline.

Maria 
Whitmore

I t’s tough being a carer.  But caring for 
someone with incontinence makes it 

that much tougher. 

A person becoming incontinent is 
often the tipping point for their carer 
handing the care over to a nursing 
home. Research funded by the Federal 
Government’s National Continence 
Management Strategy (1998-2010) 
revealed that incontinence, particularly 
when combined with dementia 
or mobility issues, is a significant 
contributing factor for carers electing 
to admit their loved ones to an aged 
care facility.

All full-time carers pay a significant 
personal price by foregoing earnings in 
the paid workforce. According to the 
Deloitte Access Economics 2011 report, 
The economic impact of incontinence in 
Australia, the productivity loss to family 
and friends who work unpaid as carers 
of people with incontinence is around 
$2.7 billion annually. 

The Australian Institute of Health and 
Welfare report, Incontinence in Australia 
released in June 2013, revealed that 
severe incontinence takes a greater toll 
on the wellbeing, social and workforce 
participation of primary carers, as well 
as on the relationships between them 
and their loved ones.

The report focused on people with 
severe incontinence, which affects 
about 1.5 per cent of the population. 

“Severe incontinence refers to instances 
where people always or sometimes need 
help with controlling bladder or bowel 
functions and/or using continence 
aids,” AIHW spokeswoman Dr Pamela 
Kinnear said.

“Carers in these circumstances are more 
likely to report strained relationships 
with those for whom they care, to 
need more respite care, and to report 
lower rates of participation in the paid 
workforce,” she said.

“This could be due to the intensive 
nature of  managing severe 
incontinence, as well as the fact that 
most people with severe incontinence 
have significant limitations on their 
core activities.”

According to the report, there were 
72,900 primary carers who helped 
manage severe incontinence in 2009. 
Four in five were female (81 per cent), 
three in four spent 40 or more hours 
each week caring (73 per cent), and 
more had their sleep interrupted more 
often (42 per cent) than other primary 
carers (19 per cent).

THE BURDEN OF INCONTINENCE ON CARERS
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C andidates in the 2013 federal 
election were put under the 

spotlight on how they would address 
the shortage of allied health services 
in the bush.

Services for Australian Rural and 
Remote Allied Health (SARRAH) 
circulated an election scorecard that 
posed four questions on how political 
candidates would attract and retain 
more physiotherapists, psychologists, 
occupational therapists, podiatrists and 
other allied health professionals to live 
and work outside the major cities.

The questions were:

•	 Will you commit to rural proofing 
all new government policies 
and programs to include a Rural 
and Remote Consumer Impact 
Statement?

•	 Will you fund a national allied 
health workforce database?

•	 What support will you give to allied 
health rural workforce incentive 
programs?

•	 Will you review Medicare allied 
health items available for chronic 
disease management?

Now the election is over, these 
questions will remain SARRAH’s 
rallying call as it advocates to the 
Abbott Government for better allied 
health services.

SARRAH CEO Rod Wellington 
said the questions were identified by 
SARRAH’s members as those most 
likely to result in real change for rural 
Australians who consistently miss out 
on the range of health services that are 
taken for granted in the city.

 “SARRAH believes that every 
Australian should have access to 
equitable health services, wherever 
they live,” Mr Wellington said.

“In areas where the population is not 
large enough to support a full-time 
professional, there is often scope to 
run a regular clinic based on the needs 
of each community – for some it could 
be weekly, for others it may be monthly.  

“But imagine the difference this would 
make to a community where diabetes 
was a common health concern, but 
where no podiatrist or dietitian was 
available locally.

“For many Australians, a regular clinic 
such as this would mean no more 
five-hour drives to the nearest city to 
get a health service that could mean 
avoiding a future limb amputation, for 
example.”

Mr Wellington said a focus of 
SARRAH’s advocacy work with the 
new government would be stressing 
how the clinical and educational 
services that allied health professionals 
bring to rural Australia contribute to 
big savings for the health budget.

“SARRAH believes that politicians do 
not generally acknowledge the many 
ways that allied health professionals 
are reducing health costs, not only by 
preventing hospital admissions but also 
by getting patients discharged more 
quickly through the rehabilitation 
services  of  physiotherapists , 
occupational therapists and speech 
pathologists. Savings would also be 
generated if rural and remote patients 
facing chronic disease or disabilities 
had better access to health care.”

To assist those with chronic conditions 
SARRAH is rolling out its $450,000 
federal funding agreement to help 
attract more providers to rural 
Australia to boost services available 
to families under the Better Start for 
Children with Disability and Helping 
Children with Autism packages.

“We hope the new government will 
continue with this important project,” 
Mr Wellington said.

He also called for commitment to 
funding a national allied health data 
base.

“The time has come for the Australian 
Government to fund a comprehensive 
data base on the allied health sector, 
the same way it does for doctors and 
nurses,” he said.

“This has been consistently neglected 
by successive governments. 

“Without this data, we can’t reliably 
identify health service gaps. We are 
dealing in anecdotal evidence, which 
is not good enough.”

Louise Pemble 
Communications 
Officer 
SARRAH

NEW GOVERNMENT 
ASKED TO ADDRESS 

ALLIED HEALTH 
SHORTAGES 
IN THE BUSH

PHOTO: STEWART ROPER
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W hen our Rural Health Academic 
Centre (RHAC) first began to 

teach rural health, the teaching team 
developed learning goals by asking 
What does a health science student 
need to learn about rural health to 
prepare them for rural practice?  The 
team originally developed five key 
concepts that encapsulated how rural 
practice differs from urban practice.1  
These have been modified and now 
our rural health teaching focuses on 
six concepts.  In addition to teaching 
rural practice as distinct in these six 
ways (outlined below), our Koori 
team teaches Aboriginal health based 
on what they decide is important for 
potential rural health practitioners to 
know.   

Access to care teaches about patients’ 
access to the healthcare they need, 
given availability of practitioners 
and services, travel to health services, 
transport, cost, waiting times, 
suitability of services and the patients’ 
personal circumstances which may 
prevent or enable access to healthcare 
(work, income, previous experiences, 
etc).  

Overlapping relationships refers to the 
multiple relationships that individuals 
can have in a small town that impact 
on the flow of information, level 
of in/exclusion and professional-
personal boundaries for practitioners.  
Students are exposed to creative ways 

to manage confidentiality issues and 
overlapping relationships that may 
risk compromising care they provide 
and also to be aware of ways in which 
overlapping relationships can improve 
health outcomes.

Inter-professional team practice 
debunks the myth that rural practice 
is a solo endeavour.  Students are 
taught about how teams work, how 
team members can support each other 
and how an inter-professional team 
can improve patient access and health 
outcomes by minimising unhelpful 
discipline boundaries and providing 
integrated care.  

Cultural safety and cultural security.  
We encourage students to consider the 
role of culture (both their own and 
their patient’s) and the fact that both 
parties have the right to cultural safety 
and respect.  We have added to this 
the Aboriginal term ‘cultural security,’ 
drawing on Julie Coffin’s writing that 
calls for mainstream services and 
practitioners to be culturally aware 
and understanding, to take action to 
ensure Aboriginal people are safe and 
respected, and for institution-wide 
inclusion of culturally appropriate 
processes for Aboriginal people.2

Models of healthcare.  We teach 
students that the model of care often 
differs in rural and remote places 
and usually has a stronger focus on 
community and primary healthcare. 

TEACHING RURAL HEALTH
Models vary across rural and remote 
Australia and are generally locally 
specific rather than simply smaller 
versions of urban health service 
structures.  We outline some key models 
including Aboriginal community 
controlled health organisations, 
multipurpose services, fly-in/fly-out 
models, nurse-run hospitals and 
encourage students to understand the 
model they are working in.  

Generalist practice.  The nature of 
rural and remote practice involves 
providing care to an entire community.  
This means that health professionals 
are more generalist, have a diverse 
case load and are often more holistic 
in their practice.  This diversity of work 
can be very appealing although also 
clinically challenging.  

Giving students a sense of how rural 
practice differs from urban practice 
prior to a rural placement provides 
them with guidance on what to look 
for as well as ways to understand 
what they observe.  We believe a 
health professional who is attentive 
to their patient’s access to healthcare, 

confidentiality, specific health needs 
and cultural perspective, and who also 
understands the team and the way in 
which care is provided locally, will be 
better prepared to work in rural health.  

Lisa Bourke, David Pierce and 
Helen Malcolm 
Rural Health Academic Centre 
The University of Melbourne

The authors acknowledge other members 
of the teaching team, including Andrew 
Crowden, Barry McGrath, Michael 
Tynan, Chana Orloff, Peter Ferguson, 
Karyn Ferguson, Katy Over and Chris 
Harnden as well as the Commonwealth 
Department of Health and Ageing which 
funds this teaching program.

References
1 Bourke L, Sheridan C, Russell U, Jones 
G, Dewitt D, Liaw ST, 2004. Developing 
a conceptual understanding of rural health 
practice. Australian Journal of Rural 
Health 2004; 12(5), 181-186.

2 Coffin, J, 2007. Rising to the challenge in 
Aboriginal health by creating 
cultural security. Aboriginal 
and Islander Health Worker 
Journal 31(3), 22-24. 

David Pierce discusses rural health with some RHAC students.
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A s an Aboriginal person studying 
Health Promotion at university, 

I have a number of concerns about 
possible changes that the Australian 
health sector may face under Prime 
Minister Abbott’s government.

My concerns are based on the 
actions of the Queensland’s Newman 
Government, where there was a 
dramatic ‘slash and burn’ approach to 
reducing the public sector including 
the health department and, in 
particular, health promotion programs.  

Such dramatic reductions in public 
expenditure have also followed 
changes of government in other states.

The loss of public services and 
positions in Queensland has had a 
heavy impact on rural and remote 
communities where the delivery of 
health promotion services was already 
limited. These communities have seen 
a rise in mental and general health 
issues, family breakdown and, in many 
cases, an increase of suicide.

Before the September election, Tony 
Abbott announced that there would 
be an increase in the provision of 
services in rural and remote areas.  
This also included a heavy emphasis 
on Indigenous health which has 
improved over the last decade through 
implementation of the ‘closing the 
gap’ initiatives. There have been few 
specific policies or costings released 
as yet by the Abbott government 
so people are wondering what will 
become of these promises. 

My field of study is health promotion. 
It is essential that there is an increase 
in health care workers for the broader 
population, and in particular rural and 
remote community, to develop and 
implement holistic health practices 
within these communities.    

The old adage ‘prevention is better 
than cure’ is one of the fundamentals 
of health promotion.   In my home 
state of Queensland we have seen a 
significant cut in health promotion 

practices including a reduction in the 
numbers of health care workers in the 
public health system. The general 
population is becoming more reliant 
on non-government organisations to 
provide services that the public health 
system once provided. The cuts have 
caused a significant strain on the 
Queensland public health system.  This 
is largely due to people presenting at 
hospital for conditions that could have 
been avoided at an early stage through 
health promotion activities. These 

cuts within the Queensland system 
will increase avoidable illnesses and 
hospitalisations and so result in rising 
costs in the end to the health system.   

The recent Queensland approach 
has failed its people, in particular 
those who reside in rural and remote 
communities.  It is not an approach to 
be followed in Canberra!

Cristine O’Connor

Robyn Williams is a Friend of the Alliance and represents 
the Northern Territory on the Friends Advisory Committee.  
Robyn has nursing and education qualifications and over 
thirty years’ experience of working with Aboriginal and Torres 
Strait Islander people from rural and remote communities.  
She works in cross-cultural curriculum development and 
program implementation, evaluation of community based 
programs, Continuous Quality Improvement programs in 
remote communities and qualitative research in Indigenous and 
remote health issues.  She currently coordinates the Bachelor 
of Health Science at Charles Darwin University where she is 
working with colleagues to develop a remote health pathway in 
the Bachelor of Nursing.  She encouraged her students to write 
for Partyline about their expectations of the new government, 
including their perspective on anticipated changes – particularly 
as they might impact on the health of people in rural and remote 
Australia. Two responses are published – below and on page 38.

WE WANT A PROMOTION!
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M y name is Sarah Watkins. I am 
a Jingili Mudburra woman, born 

and raised in Darwin, and am currently 
working in the Aboriginal Primary 
Health Care sector in Katherine, 
NT. Long term commitment, better 
consultation and more programs 
focused on social and emotional 
wellbeing are my expectations of the 
new Federal Government.

A new government always wants to 
make its mark on the country but 
there is no quick fix for the high rates 
of alcohol consumption, mental health 
disorders, chronic disease, homelessness, 
or violence in all its forms in some 
parts of the Northern Territory. The 
previous Federal Government made a 
long term commitment to attempt to 
address these issues through the ten 
year Stronger Futures commitment. 
Considerable amounts of money have 
already been spent in establishing 
and boosting programs, particularly 
Aboriginal primary health care. There 
have already been some significant 
results, namely that the NT is the only 
State or Territory on track to close the 
gap of adult life expectancy by 2031 
(Closing the Gap Report, 2013). But 
meeting all of the above issues may 
take years, even a generation.

In my opinion, what this region needs 
is another long term commitment 
for funding from the new Federal 
Government. A new program takes 
at least twelve months to two years 
to become established – this is before 
it can even begin getting results to 
justify the funding. Often funding is 
cut early because there are insufficient 
short-term outcomes; this is a waste 
of resources. Adequate funding needs 
to be diverted to boosting already 
established and effective programs, 
giving at least a three year commitment, 
if not more. 

In addition to the government 
establishing a long-term commitment 
to the Aboriginal primary health care 
sector, community consultation needs 
to be done much better. It is not enough 
to have meetings with selected head 
people of Government departments; 
there needs to be genuine ‘consultation’ 
with people who live on community, 
who work on the ground and know 
the hard facts of what is actually going 
on - people who are passionate about 
making change and striving to better 
their community. These people need 
to be listened to and their knowledge 
given weight in the government policy 
making process. 

Establishment of community based 
programs where people can have input 
to how services are delivered to them 
is, in my opinion, the next key to 
addressing the ongoing health issues. 
The development of programs, for 
Aboriginal people and by Aboriginal 
people, empowers individuals and 
communities to make decisions on 
services to be delivered in a way that 
is appropriate and relevant to that 
particular community. This is why the 
Aboriginal Medical Services and the 
Aboriginal Health Practitioner roles 
were created in the 1970s. 

While there is such desperate need 
for increased resources to address the 
physical health of Aboriginal people in 
this region, there is also a great need for 
increased focus on social and emotional 
wellbeing. Long term commitment to 
programs for alcohol and drug use, 
mental health, family support and 
justice, will all help improve people’s 
health. Focus on re-establishing family 
after breakdowns, supporting effective 
rehabilitation programs and the after 
care, and the ever increasing need for 
more Aboriginal mental health workers 
will provide the holistic approach to 
health care that is needed.

This region does not need any more 
knee-jerk reactions or new policies just 
to show that something new is being 
done. Long-term, sustainable programs 
are the only way to address chronic 
health issues. Remaining focused on the 
work that has already been done, and 
making long term commitments, are 
the keys to making real improvements.

LONG TERM COMMITMENT FOR 
LASTING IMPROVEMENT

JOIN FRIENDS AND 
SUPPORT THE GOOD 

WORK OF THE 
NATIONAL RURAL 
HEALTH ALLIANCE

Membership forms available at 
ruralhealth.org.au/friends

T he Alliance values its Friends 
and welcomes membership from 

any individuals or organisations 
with an interest in improved health 
and wellbeing in rural and remote 
Australia.

We also invite all our Friends to 
have their say by contributing 
to Partyline. Find out more at 
www.ruralhealth.org.au/partyline
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T here are 7,100 people living with 
dementia across South Australia’s 

country regions, nearly one third 
of the total in the State with the 
condition. From July to November 
2012 Alzheimer’s Australia SA visited 
these country regions to get a better 
idea of what life is like for rural people 
living with dementia and their families.

Over 360 consumers and service 
providers were involved in a series 
of forums or by making comment via 
email or phone calls. At the forums, 
people living with dementia, their 
family members and carers indicated 
a strong desire to tell their stories and 
to outline their personal situations in 
order to get the support they require. 

The Get Your Voice Heard: Living With 
Dementia In Country SA Report allows 
those voices to be heard. The report 
explores the issues underpinning the 
stories and outlines key themes and 
key action priorities, and discusses the 
findings.

•	 There is increasing awareness of 
dementia as a disease but there 
is still the need to reduce the 
associated stigma.

•	 Getting a timely diagnosis and 
then the proper care and attention 
remains difficult in country areas.

•	 There is limited access to services; 
particularly respite and health 
specialists.

•	 The tyranny of distance is 
compounded by limited transport 
options. 

•	 The cost of dementia, financially 
and personally, remains high. 

•	 Continuing care both in the home 
and in residential facilities requires 
ongoing staff development, more 
programs and infrastructure.

•	 Funding bodies need to understand 
that rural outcomes cost more; 
additional allowances for rural and 
remote regions should be added to 
baseline funds. 

The Report (www.fightdementia.
org.au/south-australia/submissions-
-reports-.aspx) contains much that 
is relevant for the various levels of 
government, as well as non-government 
service providers throughout Australia. 
It challenges them all to consider 
what they are doing now for dementia 
consumers, what they can do better 
and what else could be done. 

Phil Saunders, Policy Officer, 
Alzheimer’s Australia SA 
(08) 8372 2100 or 
phil.saunders@alzheimers.org.au

Consumers at the Port Lincoln launch of the Report.

PERSONAL STORIES OF DEMENTIA

www.cptsdlight.com

M y name is Jacqueline King, glass 
artist and sculptor, mother, speaker 

and advocate living and working in rural 
northern NSW. I also live with Complex Post 
Traumatic Stress Disorder. 

My journey from diagnosis to daily 
management of this profound psychological 
injury has been assisted through my creative 
pursuits, on many occasions actually 
providing a life-line when suicide seemed 
such a viable alternative. Often my glass 
practice was my only voice when my own was 
drowning and my words unable to be spoken. 

Now, seven years on, life is a little more 
stable and my advocacy work has linked 
me to many others living with CPTSD and 
provided many amazing opportunities to 
make a difference to public understanding 
of this injury and its long term effects – not  
just on the person living with it but all who 
have a relationship with them. I have often 
noticed that others with CPTSD also use 
creative pursuits to help manage some of 
the symptoms and so a dream was born to 
showcase their voices. A light in the darkness 
that is CPTSD...

My dream has been made real with the launch, 
albeit humble, of a website dedicated to the 
creative output of those around the world 
living with CPTSD. It’s about ‘coming out 
and coming together’ and, in collaboration, 
we hope to spread some courage and 
understanding throughout all communities.

www.cptsdlight.com currently showcases 
the work of six creatives and we hope more 
join as the message gets out about this new 
initiative.

Interested people can contact me at 
jacqui-k@bigpond.net.au or on 0266288878. 
www.jacquelineking.com.au

Jacqueline King

J King, Under the Boardwalk. Steel, kiln 
formed glass, fossil, shell, agate. 67cmx50cm.

PHOTO: RJ POOLE

CREATIVE 
WEBSITE 
SHEDS LIGHT 
ON COMPLEX 
PTSD
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P ain is the most common reason 
people seek medical assistance.  Yet 

it remains one of the most neglected 
and misunderstood areas of healthcare.  

One in five Australians lives with 
chronic pain. For those over 65, this 
figure rises to one in three.  And up 
to 80 per cent of us are missing out on 
treatment for pain that could improve 
our health and quality of life. 

Acute pain that results from injury or 
trauma is relatively easy to treat.  But 
chronic pain is far more complex, 
persisting long after the normal healing 
time, and can become a disease in its 
own right, a condition that continues 
in the absence of any injury or illness.  
It can result in profound physical and 
psychological changes, and contributes 
to increased rates of depression.

The situation is worse in rural and 
remote Australia.  A 2011 Australian 
Bureau of Statistics (ABS) study 
reported that people who lived outside 
major cities were 23 per cent more 
likely to have back pain, with even 
higher percentages in rural residents 
aged 55 to 64.

In non-metro Australia, access 
to quality pain treatment can be 
inconvenient at best, or not available 
at all.  A recent Western Australian 
study underscored the issues that rural 
and remote residents face. It reinforced 
a well-worn pattern of rural health 

disadvantage:  shortages of consumer 
information and support, chronic 
under-staffing at medical clinics, lack 
of continuity in medical care and 
remoteness from specialist care all 
intertwine to exacerbate the problem.

The study also highlighted the lack 
of information and training available 
for health professionals. Managing 
chronic pain can be very challenging 
for both patient and doctor. It must 
take into account psychological and 
environmental factors as well as the 
physical condition which can influence 
the experience of pain.  A medical 
practitioner alone cannot effectively 
manage such patients.

People engaged in the physically 
demanding occupations commonly 
found in rural and remote Australia 

– agriculture, mining, forestry and 
fishing – experience higher injury rates, 
which in turn mean more untreated 
pain.  Excess body weight can lead to 
osteoarthritis and thus chronic pain. 
According to the ABS, rural residents 
are 13 per cent more likely to be 
overweight or obese. 

It may be that the character of rural 
Australians themselves exacerbates the 
problem.  A 2011 North Queensland 
study noted how self-reliance and 
stoicism typify rural people, meaning 
they may silently endure adversity and 
not complain, unlike their city cousins.

So how do we respond to these 
challenges?  The National Pain 
Strategy provides a blueprint 
which aims to ensure that people 
throughout Australia have access to 
early intervention and effective pain 
management.  (See inset box).  

The strategy advocates for chronic pain 
to be managed with a multidisciplinary 
approach involving medical, physical 
and psychological interventions 
including Cognitive Behavioural 
Therapy (CBT).  

Bringing together these professionals 
can be challenging in rural settings. 
But it can be done. Five states and 
the ACT have now endorsed the 
National Pain Strategy and this has 
seen the formation of 13 new regional 
pain centres across New South Wales, 
Queensland and Victoria. 

Pain teams at these centres and those 
in major cities use Telehealth and 
the Medical Specialist Outreach 
Assistance Program to expand services 
into rural communities.  

Rural GPs now have access to pain 
management education on GP 
Learning and recent funding from the 
Department of Health is supporting 
development of education and 
training for nurses and allied health 
professionals online and by webinar. 
Painaustralia is working with the 
Australian Medicare Local Alliance to 
roll this program out nationally.

Lesley Brydon 
CEO, Painaustralia
Lesley is a pharmacist and health 
advocate and lives with chronic pain.

National Pain Strategy: Pain Management for all Australians

The Goals:

•	 People with pain as a national health priority
•	 Knowledgeable, empowered and supported consumers
•	 Skilled professionals and best-practice evidence-based care
•	 Access to interdisciplinary care at all levels
•	 Quality improvement and evaluation
•	 Creating a research agenda for pain to address gaps in knowledge and practice

PAIN CAMPAIGN REACHES 
INTO RURAL COMMUNITIES

Resources and information for consumers 
and health professionals: 
www.painaustralia.org.au; 
www.painmanagement.org.au; 
painhealth.csse.uwa.edu.au

Support our efforts to ensure quality pain 
services for all Australians log on: 
www.campaignforpain.org.au

A joint Fact Sheet on Chronic Health 
in Rural Australia has recently been 
produced by the National Rural Health 
Alliance and Painaustralia and is 
available at 
www.ruralhealth.org.au 
(choose Publications/Fact Sheets).
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A u s t r a l i a n  Vo l u n t e e r 
Physiotherapist, Ben Gwilliam, 

has always had a special place in his 
heart for Africa. For Ben, born in 
Swaziland in the 1980s, the pull to 
return and work in the continent was a 
strong one. In January 2013, Ben began 
an AusAID-funded international 
volunteer placement at the Beit CURE 
International Hospital in Malawi, and 
eight months on he says volunteering 
is one of the most rewarding things he 
has ever done.

“The hospital is primarily a children’s 
orthopaedic hospital and the only 
one of its kind in Malawi. We provide 
children from all over Malawi and 
parts of Mozambique and Zimbabwe 
with free orthopaedic surgery and 
physiotherapy follow up. We also 
administer the National Clubfoot 
Treatment Program and run training 
for clinicians from local clinics across 
the country,” Ben says. 

Ben’s role has two main functions: to 
improve the practical and clinical 
skills of his colleagues and to instil 
a more efficient administration 
and management structure so the 
physiotherapy department can provide 
more effective treatments. Although he 
has only been in the role a short time, 
Ben and his colleagues have worked 
hard to provide a more professional 
unit and a higher standard of care for 
more patients.   

“My days can be very busy. Normally I 
would begin with a ward round with 
the medical and nursing team first 
thing in the morning, followed by an 
outpatient clubfoot or cerebral palsy 
clinic where we might see up to 30 
children. In the afternoon I typically 
see the paediatric and adult inpatients. 
Some days I will also do small teaching 
sessions with my colleagues or lecture 
for one or two hours at the University. 
Other days I may be involved in an 
outreach clinic with one of the district 
hospitals in a smaller regional centre, 
where we treat patients and follow 
them up after surgery.”

CURE International visits district 
hospitals all over Malawi every six 
months to provide health care to rural 
and urban communities across the 
country. The vast majority of these 
patients are from poor rural villages 
and face a multitude of issues affecting 
their access to quality medical care. 
Ben credits his colleagues’ ingenuity 
and creative problem solving skills in 
being able to deliver such effective 
health outcomes in such resource-poor 
settings.  

When he is not working, Ben says 
Malawi is an outdoor adventurer’s 
dream. “I recently bought a mountain 
bike so I’ve been having a great 
time with that. The Mulanje Massif 
Mountain Range is only a two hour 
drive away and Lake Malawi and 
many of the game parks are close by. 
So there is no shortage of places to go 
and things to do on the weekends. On 
a personal level Malawians are very 
open and friendly people. I’ve become 
quite involved in the local community, 
developing The Cricket Academy 
where I play and coach, and encourage 
young Malawians to take up the game.”  

Australian Volunteers International 
is currently recruiting skilled 
professionals in all areas of health 
and vocational education, to work 
in Asia, the Pacific, the Middle 
East and Africa.  Positions include: 

nursing and midwifery practitioners 
and educators, pharmacists, doctors, 
dentists, audiologists, physiotherapists, 
occupational therapists, mental health 
professionals, lab technicians, health 
promoters and biomedical engineers. 

Through the Australian Volunteers for 
International Development program 
(AVID) program, all volunteers 
receive financial support, including 
airfares, visas, accommodation, a living 
allowance, insurance, pre-departure 
training, and in-country and 
post-assignment support. 

For further information see: 
www.australianvolunteers.com or visit 
www.ausaid.gov.au/volunteer

Fran Noonan 
Communications Coordinator, 
Australian Volunteers International 

Australian Volunteer Ben Gwilliam teaches his assistant Francis how to apply a 
cast for a child with clubfoot at the Beit CURE International Hospital in Malawi.

PHOTO COURTESY BEN GWILLIAM

AFRICA IS 
CALLING 
ALL HEALTH 
WORKERS
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T he National Rural Women’s 
Coalition (NRWC) has been busy 

in recent weeks serving a smorgasboard 
of opportunities to women from rural 
and remote Australia and undertaking 
advocacy work.  

In August 2013, 20 women from all 
corners of Australia commenced an 
online course delivered by a series 
of weekly webinars on different 
aspects of leadership.  As part of 
the 2013 E-Leaders Program Bianca 
Jurd from the Australian Rural 
Leadership Foundation discussed the 
qualities that make a leader.  Course 
participants worked with Angela 
Bollard to undertake a Myers Briggs 
assessment of personality type and 
have been learning how to foster 
effective working relationships.  The 
20 e-leaders developed a project on 
which they will be working in the 
coming months. Topics for these 
projects include tourism, family 
violence, supporting young mothers, 
feral deer control, equine research and 
fatigue management.  Topics covered 
by the e-learning webinars in the 
coming weeks will include goal setting, 
the power of social media, community 
capacity building and sustainability.  

Here is what one e-leader said after 
the first webinar.  “I really enjoyed the 
session. I gained information on three new 
leadership themes to add to my existing 
knowledge. This program is extremely 
valuable and current in terms of content, 
delivery style and building capacity and 
networks of women in rural, regional and 
remote Australia. Thank you NRWC for 
creating this opportunity - already I feel it 
is brilliant!” 

The NRWC has recommenced its 
extremely popular A Cuppa With……. 
series.  These free monthly webinars 
allow women to join in discussions 
with other like-minded rural women 
without having to leave home.  Details 
for monthly webinars can be found at 
www.nrwc.com.au/Projects/
ACuppaWith.aspx

In the lead-up to the recent Federal 
Election, the NRWC ran a strong 
campaign in social and traditional 
media advocating rural proofing. The 
NRWC called on policy makers across 
government to ensure that rural people 
are consulted and that the needs and 
interests of rural people, communities, 
primary industries and businesses are 
properly considered in the development 
and implementation of all policies.  

Members of the NRWC team will be 
visiting Canberra to continue their 
advocacy on rural proofing.  

Along with the above projects, the 
National Rural Women’s Network 
was initiated by the NRWC and was 
established by the Networking the 
Networks Advisory Group, involving 
representatives of all state rural 
women’s networking advisory groups.  
The group met in Melbourne recently 
for a planning workshop, sharing their 
skills and enthusiasm to develop an 
action plan with joint responsibility 

for rural women to have greater 
participation and communication. 

For information on the NRWC 
and to sign up as a supporter: 
www.nrwc.com.au/NRWN.aspx

Irene Mills 
NRHA 
representative 
to NRWC

Karen Tully 
Program Manager, 
NRWC

EMERGENCY TELEHEALTH SERVICE (ETS)

T he Emergency Telehealth Service 
(ETS) pilot recently marked its 

first full year of operation. The ETS 
uses high-quality videoconferencing 
technology to enable emergency 
specialists (those with Fellowship of 
the Australian College of Emergency 
Medicine) based in Perth to examine, 
diagnose and supervise the treatment 
of patients in country hospitals.

More than 3,000 country patients have 
used the ETS since it commenced as 
a pilot program in late August 2012. 
The service is enhancing prompt and 
thorough medical care and reducing 

the unnecessary transport of patients 
to other hospitals. Feedback from 
nursing staff, patients and the specialist 
emergency doctors is that service is 
almost as good as having a doctor in 
the room.

The ETS has been made possible 
through the State Government’s 
Royalties for Regions program, which 
is funding the WACHS-SIHI $36.5M 
Telehealth investment.

(Reprinted from WA Country 
Health Service e-newsletter.)

WOMEN 
CONTINUE 
TO WORK TO 
ENHANCE RURAL 
AUSTRALIA
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to absorb third party costs such as 
transport, accommodation or agency 
fees and charges.”

The NAHRLS program is administered 
on behalf of the Department of Health 
by Aspen Medical, the Australian-
owned global healthcare solutions 
company which specialises in tailor-
made solutions in remote, challenging 
and under-resourced environments.

Glenn Keys, Managing Director of 
Aspen Medical Pty Ltd, said, “We 
are delighted that the Australian 
Government has extended the 
NAHRLS program.  This shows that 
the program works and that the Aspen 
Medical team has delivered yet another 
results-driven solution to a healthcare 
challenge.”

NAHRLS has 931 Nursing and 
Midwifery Placements and 164 Allied 
Health Placements to be filled this 
financial year. To date the team have 
filled 398 positions for nursing and 
midwifery and 57 positions for allied 
health professionals going on leave. 
This means that there are only 533 
nursing and midwifery placements 
and 107 allied health placements 
remaining. So if you are anticipating 
leave this financial year, please let 
NAHRLS know soon so you don’t 
miss out!

For further information: 
www.nahrls.com.au or freecall 
1300 NAHRLS (1300 624 757)

W ith one year remaining on 
the current contract, the 

Department of Health has extended 
the successful Nursing and Allied 
Health Rural Locum Scheme 
(NAHRLS) until 30 June 2015. This 
announcement recognises the vital 
strategic role played by NAHRLS in 
meeting demand within the Australian 
rural and remote health sector for 
locum support.

NAHRLS was established by the 
Australian Government to support 
nurses, midwives and allied health 
professionals in rural and remote 
Australia to take leave from their work 
for up to 14 days.  NAHRLS placements 
have increased threefold, with 1213 
completed nursing and midwifery 
placements and 103 completed allied 
health placements during the last 
financial year. 

Efficient and cost-effective recruitment 
processes have allowed remote 
health centres using the NAHRLS 
locum service to save money and 
administration time, thereby allowing 
them to focus on providing quality 
patient care.

Bill Robertson, manager of a practice 
in Alice Springs, said, “The assistance 
of airfares and accommodation is 
fantastic for our practice because this 
has historically been very expensive 
and time consuming to organise. I 
need leave each year and I need to do 
Aboriginal Community visits so the 
NAHRLS system has great potential 
for our business.”

Mark Ellis, NAHRLS General 
Manager, said “Extending the program 
ensures that our experienced locums 
continue to make it possible for health 
professionals in rural and remote areas 
of Australia to take leave with the 
confidence that the organisation and 
the wider community won’t suffer 
during their absence.  The value to the 
health centre lies in a proven model 
that allows the facility to continue 
providing an appropriate level of 
service without having to compromise 
on service delivery due to having 

NURSING AND ALLIED 
HEALTH LOCUM SUPPORT 
LOCUM NURSING PLACEMENTS INCREASE 
BY OVER 300 PER CENT IN 12 MONTHS

The eligible allied health professions 
covered by NAHRLS are:

•	 Aboriginal health worker (certificate IV)
•	 Audiology
•	 Chiropractic
•	 Dental and oral health
•	 Dietetics
•	 Exercise physiology
•	 Medical radiation science
•	 Occupational therapy
•	 Optometry
•	 Orthoptics
•	 Osteopathy
•	 Paramedics
•	 Pharmacy
•	 Physiotherapy
•	 Podiatry
•	 Psychology
•	 Social work
•	 Speech pathology
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T wo girls from Halls Creek have taken out 
first and second place in the inaugural 

Tomorrowgirl short story competition

Tomorrowgirl is a short story competition 
open to high school girls from remote 
Indigenous communities.

Girls were asked to contribute stories of at 
least 500 words on the theme of “my beautiful 
tomorrow”.

Shania Willett was the inaugural winner 
of the competition.  She received a laptop 
computer, book vouchers and membership of 
the Australian Society of Authors.

Sophia Gumpoltsberger was named 
runner-up.  She also received book vouchers 
and membership of the Australian Society of 
Authors.

Kesha Bedford, from Junjuwa community 
in the Fitzroy Valley, received the Founder’s 
Encouragement award.  Her prize also 
included Amazon book vouchers and 
membership of the Australian Society of 
Authors.

The competition is sponsored and was 
developed by Ros Baxter, a published 
novelist with a long history of working with 
Aboriginal and Torres Strait Islander people 
and on Indigenous issues.

“Too often we hear only the bad news stories 
coming out of remote Australia,” Ros said.  

“Tomorrowgirl is about hearing fresh voices of 
hope and resilience and about helping girls 
learn from each other.  As well as providing 
budding young writers with a chance to be 
published, we know that women and girls are 
the key to change in any community. These 
girls are the leaders and mothers of tomorrow. 

It’s important that their voices are 
heard – by their communities and by 
each other.”

Ros is working with Harper Collins 
Australia to develop an anthology 
based on the entries.

Tomorrowgirl was judged by a panel of 
three eminent judges:

Sue Woolfe, who has won numerous 
literary prizes and had one of her 
novels listed as one of the most 
important Australian books of the 
century.  Sue spent years in remote 
Aboriginal communities researching 

her latest novel, 
The Oldest Song in 
the World.

Danika Nanya, a 
young Indigenous 
print and radio 
journalist.

Damian Amamoo, 
CEO of Indigenous Communications 
Company, Inception Strategies.

More details on 
www.tomorrowgirl.com.au or 
call Ros on 0420 933 741.

BACK COVER INFOGRAPHIC

N RHA infographics are a visual representation of important rural health 
issues.  The NRHA’s first published infographic is on smoking, which is 

one of the greatest risk factors for poor health - and one that increases with 
remoteness. Figures are from the COAG Reform Council and the Australian 
Institute of Health and Welfare. A4 copies of infographics are available at www.
ruralhealth.org.au (under Publications) or on request.

WESTERN 
AUSTRALIAN 
GIRLS BUILD 
A BEAUTIFUL 
TOMORROW

Shania Willett.
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