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INTRODUCTION

The Council of the National Rural Health Alliance (the Alliance) is pleased to have this
opportunity to follow up our meeting with the Forum on Friday 8 December 1995 with
this written submission.

We appreciate the nature of the present exercise, which is a stock-take or review of
progress to date with the National Rural Health Strategy (NRHS). Our main interest is in
the actions and policy changes which have already or are currently taking place within
the framework of the NRHS. It is these actions, not the Strategy itself, which will lead to
improvements in health outcomes.

At the same time we recognise that there have only been some eighteen months since the
NRHS was formally signed by all Health Ministers and it is therefore unrealistic for
people to expect many new programs to have been implemented under the Strategy, let
alone evaluated.

The draft of the Mid-Term Review document, as presented, is in two parts. Part I
presents a synthesis of issues related to the original 13 strategies, as well as an
examination of benefits and important barriers to implementation of the NRHS. Part II
simplifies priorities into eight priority proposals. It is the consideration of the current
issues to be addressed, in re-focussing the NRHS mid-term, which is of paramount
importance to the Alliance.

Our submission therefore provides:

A. comments on the major impediments to implementation of the NRHS, which we
discuss under the headings of

(a) workforce policy issues and model health plans;

(b) flexibility of funding;

(c) consumer participation; and

(d) timeline for action.

B. comments on the preamble and wording of each of the eight priority proposals.
The Alliance believes there is benefit in prioritising the eight proposals and has
made suggestions accordingly.



C.

D.

A.

1.

a brief discussion of changes in rural areas which have occurred since the original
formulation and signing of the Strategy in 1994, and comments on some of the
new issues and priorities which will consequently need to be addressed in 1997
when the NRHS is redrafted.

the Alliance records for your information parts of our discussion of Part I of the
Draft of the Mid-Term Review. Members of the Alliance have provided feedback
on their perception of action that has resulted from the Strategy, including
comment on the identified benefits which have resulted from it. This information
may be of further benefit in formulating a more comprehensive Mid-Term
Review document within the short time available.

COMMENTS ON MAJOR IMPEDIMENTS TO
IMPLEMENTATION OF THE NRHS AND OTHER AREAS OF
CONCERN

Workforce Policy Issues and Model Health Plans

As is acknowledged in the Draft, serious impediments remain in the areas of recruitment,
retention, support and in the regulatory and legal frameworks for the operation of
members of the rural and remote health workforce.

Systematic workforce planning in rural and remote areas needs to be aligned closely with
the manner in which health services are delivered in those areas. The Alliance wishes to
reinforce and endorse the emphasis placed on the need for improved access to data
concerning rural health status and workforce planning, and the need for improved co-
ordination in the identification of impediments to the implementation of the Strategy
presented on page 12 of the Draft document. Likewise, the Alliance also considers that
evaluation of service mix and model health plans requires urgent attention.

Currently there is a lack of access to uniform and consistent data nationally in relation to
both rural health needs and the disposition of the rural health workforce. Adequate long-
term planning is not possible without access to data profiles of the rural workforce and
the health needs of rural communities, as well as information about the way in which
rural! service delivery impinges upon workforce planning needs. The Alliance applauds
the funding of projects, such as the AARN National Project, as a positive step towards
obtaining adequate, comprehensive data about the rural health workforce and its needs.
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Data concerning rural communities must go beyond an assessment of health needs.
Rural and remote communities have differential access to the health services which
would meet their needs, with access not being dependent on geographical location alone.
There is an urgent need for the development of models of accessibility to health services
which would describe more accurately the level of access to needed health services by
individual rural and remote communities. Currently such models of accessibility are
being used in the planning of other community services, such as education. Such data
would assist in determining and planning the most cost-efficient and effective manner of
delivering specific services to rural and remote Australia., both economically and
socially.

Rural service delivery differs from the traditional metropolitan models from which
workforce projections are usually determined. While studies are emerging which
delineate the way in which rural practitioners work, there is an urgent need to encourage
further detailed studies of the manner in which rural health services are delivered and the
subsequent implications for adequate and appropriate workforce planning across health
disciplines. There is a lack of co-ordination in relation to the collation and evaluation of
available and comprehensible data, with the result that information is currently not
readily accessible to providers, consumers and health service planners.

Despite many references to the development of model health plans, the Alliance remains
concerned that there are still major challenges for the communities for which those plans
are designed in actually accessing the services they are meant to encompass. Progress in
the development of services has been slow. It is essential that there be a variety of
models trialed for various areas, each of which should be appropriate for the area
concerned.

The Alliance supports the principle that, for successful retention of the rural workforce
and the effective delivery of rural and remote health services, service delivery should be
based on a primary health care approach and be multidisciplinary in focus. The
importance of these factors for successful and satisfactory rural practice has been
identified in several studies, including preliminary discussion of the Rural Incentives
Program (RIP).

The Alliance wishes to express concern that there has been insufficient progress in the
shift towards services modelled on primary health care principles, or action in relation to
the development of multidisciplinary teams in rural and remote areas.

Currently funds appear to be expended on meetings and discussions about primary health
care and the importance of interdisciplinary practice, with little flow-on to successful
implementation and meaningful attitudinal changes in rural and remote areas.



To bring about successful changes in attitude and practice it may be necessary to target
undergraduate training of the health workforce and to be more proactive in financing,
trialing, implementing and encouraging service delivery models and incentive packages
favouring a primary health care and multidisciplinary focus.

In this context we define the primary health care approach along the lines of the Alma
Ata Declaration.

Primary Health Care

eg immunisation chemicals

2. Flexibility of Funding

The Alliance welcomes and encourages the moves towards greater flexibility in the use
of funds, including lateral funding. This is particularly necessary across the programs of
both the Commonwealth and the States in order to enable and encourage the innovative
and effective use of the available funds. It is vital to involve the communities themselves
in the way these flexible funds are to be used. Model plans should build in participative
processes for communities.

Nevertheless the Alliance is still concerned that there is insufficient flexibility in the
availability and use of funds, both from ‘mainstream’ health areas and from others which
relate directly to health and well-being. There has been some progress in this respect and
the examples of reconfigured health services such as those at Sarina in Queensland and
Dalwallinu in Western Australia show what can be achieved given sufficient flexibilty,
and the necessary regulatory conditions, local and district managerial attitudes.



We believe that more should be made of such successes as these in order to counter the
generally negative and pessimistic feeling of many involved in rural health services about
the impediments to significant local change in health services and their integration with
aged care, Home and Community Care, Nursing Home care and other community
services.

The general but important extension of this argument is that, in the view of the Alliance,
there is much to be gained from all interested parties across all sectors promoting the
positive and rewarding aspects of life and work in rural and remote areas. Many of the
challenges canvassed in the Forum’s Draft would be more easily and cheaply overcome
if there was more public and media attention paid to the good things about living and
working in rural and remote areas.

There is a need for innovative and lateral thinking about the sort of model health plans
which will work best for particular areas and communities, with the aim of maximising
access at their heart. There is a particular need, through consultation and analysis, to
implement flexible, culturally appropriate and sustainable plans for and with Aboriginal
and Torres Strait Islander communities.

In the development of future funding mechanisms, including moves towards purchaser-
provider splits and the introduction of service agreements, care must be taken to avoid
the possibility that some important primary health care activities, which include health
promotion, community education and prevention strategies, do not fall through the
cracks of new multi-government funding arrangements.

3. Consumer Participation

The concerns of the Alliance about the gap between the rhetoric on community
participation and the reality are canvassed elsewhere in this Submission. We welcome
the development of a number of formal statements of the rights of consumers, such as the
recent one developed for the patients of private hospitals, and the further moves towards
an overarching Charter of Rights. However it is vital that this last recognises the
responsibilities of consumers as well as their rights, and recognises also the rights of
health care providers.

Health professionals like doctors and nurses bring particular knowledge, skills and
experiences to their working partnership with health consumers, and these technical
skills should be recognised and valued.

The development of an overarching Charter will strengthen the claim of consumers to be
involved in the design, delivery and evaluation of their local services, and for their rights
to remuneration for such activity to be explicitly recognised. The Alliance regards the
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finalisation of the Charter as an issue of great importance and intends to continue to be
involved in dialogue with the various bodies working on it.

4. Timeline for Action

The Alliance believes that in many areas there could be a faster rate of change within the
operational framework than has been seen over the past three years. We acknowledge
that in some cases the rate of change has been affected by the attitudes of health
consumers and providers but, as we explain below, it is our belief that this has often been
due to feelings of uncertainty caused by loss of morale and confidence in rural health
services and uncertainty about the intentions of health administrations with respect to
rural health policies and programs.

Accordingly, and because we feel that the need for faster action within the Strategy is
both practicable and important, the Alliance would be pleased to work with members of
the Forum, once the Strategy document has been finalised, to agree on timelines for
action and on ways in which all of the parties who have the capacity to hold back change
can be brought together in ‘alliances’ for specific tasks related to change.

Members of the Alliance feel a sense of urgency about this matter and hope that the
professional and governmental bodies involved can find reserves of energy to push on
quickly from agreement on the framework to the much harder tasks involved in
implementing change within that Strategy framework.

It is very important for the Alliance to be able to report on real change and action to the
people who are our constituents.

B. COMMENTS ON THE PRIORITY PROPOSALS

As requested by the Forum, the NRHA has suggested some minor changes to the words
of some of the Priority Proposals listed on pages 16 to 20 of the Draft, and also ranked
them in what we believe should be their priority order.

Rank 1: (h) from page 20.- -

We believe that the preamble to the proposal concerning the availability and quality of
national health data should include references to:

.collecting and providing access to information on health needs, the level of
accessibility to services, and the impact of different models of service delivery;
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.making information about local health profiles and needs readily available and
accessible to rural communities in ways that are culturally appropriate and
acceptable; and

.establishing linkages between the ARHRI, the Office of Rural Health and other
agencies in order to improve the co-ordination and dissemination of information
on health status and workforce data.

The wording of the proposal itself needs to include reference to health status, level of
access, service delivery methods and health outcomes.

A fundamental improvement in rural and remote health services begins with better data.
As mentioned above we believe that the data probably already exist in a number of
places and what is required is their collation and translation into forms that can be more
easily understood. Data should be collected locally and then brought together centrally,
from where it can be made available with the support of local technology.

The people to whom the data refer should not have to seek or ‘access’ the data; it should
be made available to them as a right and as the basis for their planning and ongoing
involvement in their local health services, and in a manner which is easy for them to
understand.

Rank 2: (d), (e) and (f) from page 18, about recruitment, retention, training and support
programs, and the use of interactive technology.

We believe that the preamble to this group of proposals needs to enlarge the concept of
support so that it is clear that it goes beyond the roles of the Rural Health Training Units
to include the concepts of minimum standards and entitlements in the workplace for rural
practitioners.

The preamble also needs to mention issues concerned with lack of access to appropriate
post-graduate training, both discipline-specific and advanced general skills pertinent to
rural and remote practice.

We believe that recruitment and retention issues are still of paramount importance,
especially for those professions which have as yet no programs to assist in these matters.
The experience of the RIP to date suggests that there should be more focus on retention.
There is the potential for benchmarking retention strategies in the RIP for medical
practitioners with a flow-on effect to other practitioners.

The Alliance is a strong supporter of the RIP and we hope that, after its outcomes and
processes have been reviewed, consideration will be given to its extension. However,
despite the successes of the RIP to date, the situation of the rural General Practice
workforce is still a matter of great concern. Estimates of the mal-distribution of doctors
between country and city vary, but a commonly quoted figure is that rural and remote
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areas need an additional 500 doctors. It is also a matter of concern that the RIP does not
provide guaranteed baseline workforce conditions for the doctors with which it deals.

Self-employed health providers, such as community pharmacists and dentists, have to
purchase a practice and this constitutes another potential barrier to their beginning work
in rural areas. In the support programs the Alliance would like to see established for
non-medical providers, we would like to see these financial realities accommodated as
they are in the RIP for doctors.

The Alliance agrees with the statement in the Draft Paper that the RHTUs have crucial
roles to play in this matter and we are therefore concerned to see the establishment of one
in the Northern Territory as soon as possible and finalisation of plans for one in the
Kimberley. We understand that a consultant is working on community and professional
consultation on the matter in the Territory and is due to report within the next 6 months.

The RHTUs should have access to a sufficient and reliable volume of resources from
their State/Territory jurisdiction, with Commonwealth support, in order to engage in
training, education and support for all health professionals.

We suggest that line 5 of(e) be amended to read “- rural allied health professionals and
indigenous medical, nursing and health workers should receive high priority.” In the
second last line of the same paragraph we suggest: “- indigenous medical, nursing and
health workers to take advantage of existing education and training programs.” There is
a huge turnover of Allied Health and Aboriginal Health Workers in the Territory, for
example, which could be reduced with the establishment of a greater number of
appropriate support programs.

We also suggest the addition of a new sentence to (e):

“Attention should be given to methods of recruiting more indigenous
students into all health science programs, including medicine.”

With relation to proposal (f), its wording could be based on the four areas for IT&T
usage described in the PRHCIT Review. These four are education/training; service
delivery ; management and administration; and health service organisation.

Rank 3: (a) from page 16. We believe that a focus on the particular needs of certain
groups is critical. We suggest an amendment to this statement to read:

“Particular attention should continue to be directed to the special needs of
Aboriginal and Torres Strait Islander people. Other special need groups are the
aged, children and adolescents, those with a mental illness, and women and men
suffering illnesses which are specific or of paramount importance to their gender.
National Goals and Targets will continue to provide appropriate frameworks for
addressing the needs of these groups.”
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We are concerned that some of these groups have not yet been selected for priority
attention by the National Goals and Targets Strategy.

Rank 4: (b) from page 17. We believe that once the data are available to consumers
and planners in a suitable form (Rank 1) the next requirement for the development of
successful new model health plans is an appropriate set of principles to underpin the
distribution of funds, one of which is flexibility (discussed elsewhere).

Rank 5: (c) from page 17. Given the data, and the funding flexibility, it should then be
easier to move to the development of local model health plans, of whatever sort, to suit
the local area and its people.

Although there is work in progress in some places to develop better needs analysis, such
as the measured needs analysis of Project X in the Northern Territory, the possibility of
performing this in the many varied situations is not feasible. (Proposal 2, p14, in the
NRHS). The correlation of these needs analyses with the access models developed by
Steven Griffiths is of great potential value.

Ensuring access must be the key aim for those who plan and run rural and remote health
services. It has to be recognised that in poorly serviced areas consumers do not know
what is available and therefore consultation is only meaningful once they have become
informed enough to make choices. Consultation processes need to allow for this if they
are to be useful. Expert opinions on the modelling of health delivery have a key role to
play in helping consumers understand what is available and what might be their local
priorities, and this is a corollary of the need to value the opinions on technical matters of
those with technical training and experience.

The general principle underlying the use in health of models such as that developed by
Griffiths is that the health sector should have its eye open to the possibility of
‘importing’ methodologies for measuring need and access from other functional areas,
such as transport or education. Underpinning these analyses of needs and access will be
the improved data sets referred to in the Forum’s Draft and elsewhere in this Submission.

The new models of healthcare that would then evolve must be linked to early and
ongoing community consultation. Then, when the results of the trials come through, they
have to be taken back to the communities to have them - the people with and for whom
they were designed and applied - evaluate their local impact and judge their local
appropriateness.

Rank 6: (g) from page 19.

We are concerned that there is no reference in the preamble to this Priority Proposal
about the vital need to maintain the adequacy of acute and emergency care services.
Notwithstanding our support for the notion of reducing people’s dependency on curative
care and our strong support for health promotion activities, we see it as essential that the
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level of resources and skills available to acute clinical care systems in rural and remote
areas be maintained.

We believe that (g) should be reworded so that primary health care precedes population
health. Primary health care principles need to underpin all services undertaken in
relation to population health, including curative services. Concurrently, changed funding
arrangements would facilitate greater attention to primary health care, including public
health activities, facilitated and encouraged by active and meaningful consumer input.

There is also the need to encourage and fund the involvement of consumers in the
development of primary health care services.

C. ISSUES WHICH HAVE ARISEN SINCE THE NRHS WAS
INITIALLY DRAFTED AND SIGNED

The Context of Change

The National Rural Health Strategy (NRHS) has played a valuable role by identifying
key areas for the attention of the rural health sector. It has grouped common issues and
provided a sense of priority and order to the enormous range of issues affecting health
outcomes.

However, since it was formally adopted by Health Ministers in March 1994 there have
been a number of significant changes affecting rural areas and rural health outcomes.
These have included several changes in government and a number of changes in the
structure and personnel of those parts of State, Northern Territory and Commonwealth
Health Departments which deal specifically with rural health.

At the same time there has been a lengthy period of financial pressure in many rural
areas, including some agricultural and pastoral districts which have been badly affected
by drought. Unemployment in most rural communities has remained at a high level.
Among some groups, in particular unemployed youth and indigenous people in some
areas, there has been an increased sense of powerlessness and alienation from the
mainstream of Australian life. This has caused demoralisation, stress and, in the worst
individual cases, life-threatening patterns of behaviour including substance abuse, motor
vehicle accidents and suicide.

These specific factors have occurred against the backdrop of the continued steady loss of
political influence of rural areas, caused in part by further movements of population from
inland Australia to the provincial cities, the capital cities and coastal regions.
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Superimposed on these rural economic and demographic trends have been the changes to
health and community services brought about by governments. These have been driven
by governments’ increased determination to cap or reduce total expenditure on ‘health
and welfare’. The reasons for this increased vigour appear to have as much to do with
ideology and the personnel involved in the public administration of health and welfare as
with people’s real needs for health and welfare services.

An example is the enthusiasm with which Casemix was initially seized upon by
politicians as a means to reduce hospital expenditures. Casemix has not been the only
‘universal’ change in the health and community service field which has affected
Australia in the last five to ten years. Others have been the trends to close mental health
institutions; to rationalise or close small health services and build up the larger ones, and
actions to co-ordinate health care services with domiciliary, community and aged care
services.

Some people argue that it has only been in the past couple of years that enthusiasm for
these global ‘trend changes’ has been tempered by the appreciation that the real test of
the desirability of changes to the health and community services system is their impact
on the health and wellbeing of the people they are supposed to serve.

In the course of all of these changes, many rural and remote people, whether consumers
or health care providers, claim that they have been picked upon, misunderstood or not
given a fair go, asserting that the changes have been planned and applied by metropolitan
people for metropolitan situations.

These are general assertions with which many grassroots members of the NRHA have
some sympathy. However the task for the Council of the Alliance is to cut away the rural
rhetoric, separate the myth from the reality and present a case to the Forum which is
based on fact alone and which provides governments with answers to these rural
challenges, rather than just a litany of asserted ‘problems’.

What is certain is that these changes in the approach of public administrations to health
and related services, superimposed on the continued economic and demographic
pressures experienced in rural areas, have resulted in a high level of dissatisfaction in
rural areas. Another result has been a very high level of uncertainty which has adversely
affected the morale of both health consumers and providers in rural areas.

Having said all that, it is positive that there have been positive changes despite these
confounding factors.
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Implications for Revision of the Strategy in 1997

We believe that, due to the nature and extent of the rural changes described above, there
will be important new initiatives and priorities that should be accommodated by the
NRHS in 1997. They are likely to include the following.

1. Measures to ensure equity of access and funding within altered funding
structures.

2.

3.

A range of means for dealing with continued pressure on the health and social
wellbeing of rural people and communities caused by the pressures of rural
lifestyle such as variable income; isolation, and risk-taking behaviours. These
means will include greater focus on health promotion and attitudinal change,
and those to try to meet the challenges for particular needs groups such as those
with a mental illness and those in indigenous communities poorly serviced and
with high rates of avoidable illness and disease. There will be much to gain if the
new Strategy can be the framework for better cross-program collaboration to meet
the particular needs of rural and remote communities.

Increased priority will need to be given to systemic and infrastructure issues such
as transport, patient transit, and communication strategies which can provide
more cost-effective access to health. In this last category there will hopefully be
a greater use of telehealth, intersectoral communication, integration between
agencies and Departments, and greater networking and support of rural
consumers who otherwise will be increasingly isolated. In this context the term
‘telehealth’ is used in the widest sense, to include everything from support and
training by telephone hook-up or interactive video-conferencing, to diagnosis and
treatment management using broadcast images and interactive sound and vision
systems.

4. The revised Strategy in 1997 will have to continue the trend to recognise the great
diversity of rural and remote communities, and the diversity and disparity of
resources, needs and access between individual rural and remote communities.
These factors mean that it will always be necessary to distinguish the issues for
which a uniform national or State-wide approach can work best, and others in
which there have to be specific provisions and approaches to resourcing and
service delivery for unique situations.

5. By 1997 there will hopefully be simpler and faster means for multiple agencies,
drawn from separate governments and consumer and professional bodies, to agree
on the flexible use of their joint funds for the establishment of appropriate and
high quality health and community services. The Alliance would like to think
that such services will not go by complex and apparently offputting names such
as “Multi-Purpose Services”, but will instead have names which include words
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which consumers want to hear and can easily relate to, such as ‘health’ and
‘community’.

6. We believe that a very specific change should be made in the Strategy revision
process to reflect the fact (currently missed in proposal 2 in the existing NRHS),
that there is a maldistribution of undergraduate training places and an overall
shortage of rural postgraduate places in the training institutions, for all health
professionals.

7. The Alliance believes that the next fully revised Strategy should provide the
framework for the support and implementation of support programs for rural
nurses, remote nurses, Allied Health Professionals, pharmacists, dentists and
Aboriginal Health Workers in rural and remote areas. In relation to the last
mentioned group, it is to be hoped that the new Strategy will also provide further
support for the maintenance of a professional body for Aboriginal Health
Workers and for the upgrading and evaluation of a uniform curriculum for their
work.

D. PROGRESS TO DATE

We acknowledge the progress made in several areas, as described in the section in the
Draft on the thirteen proposals from the NRHS, and make the following comments.

Proposal I: Development of strategic frameworks or regional plans

We understand that all States and the Northern Territory (hereafter “States”) have
produced strategic plans stemming from National Goals and Targets, and that these State
plans form the basis for regional health plans. We observe that the linkages between the
National Goals and Targets, the State plans and the regional and district plans are not
apparent to members of the public or to most health care providers working in rural and
remote areas. We are also unsure as to whether the State and lower level plans
mentioned in this paragraph are available in appropriate ways to the public and health
care providers. In this context “appropriate” means publicly available at no cost and in a
form and language which all can understand.

It is our experience that many people involved in rural health claim to be in the dark
about the relevant health jurisdiction’s plans for their area, with a consequent loss of
morale and the likelihood that it leads to a disposition to defend the status quo. Such a
disposition is clearly not conducive to the redesign and improvement of local health
services where a trusting co-operative culture between all local interest groups is
required.

We believe that it is important that State and regional health plans be made available
publicly, including to the Alliance, for appraisal and consultation, together with clear
indications of their linkages to other local and regional plans. We further recommend
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that this matter be the subject of an agenda item for detailed examination at the next
meeting between the Forum and the Alliance.

Once these plans are communicated better to people at the coal-face, there will be
increased visibility of the States’ health service expenditures and greater understanding
of the reasons for them. Currently there are some people in rural and remote areas who
are not convinced of the States’ accountability for their health expenditures. It would be
very valuable if the dissemination of information on these State and regional plans was
complemented by data for the State concerned about rural and remote health status,
outcomes, activities and workforce .

It may well be the case that all States and the Northern Territory have in place
“mechanisms which provide for widespread community consultation” (Proposal 1,
para.2). Nevertheless we believe that there is still much work to be done before it can be
claimed that widespread community consultation is actually occurring. This is partly
due to the fact that consumer representatives are not treated equitably when it comes to
the costs of their participation in consultation processes.

Rural and remote consumers must receive appropriate information which allows them to
make constructive comments and decisions which affect their health and well-being.
Real consultation means setting up structures such as focus groups in which consumers
can express their views, and then having their views and concerns incorporated in the
resulting processes and documentation.

Health managers and policy makers must accept that the consumer’s input is valuable,
not just a token gesture. All groups in the community must be given the opportunity to
participate. Also, consultation has to be seen to be transparent. Rural and remote areas
are so diverse that consultation has to be individualised to be able to cope with these
differences.

Consumers need to be actively setting the local health service agenda in partnership with
health executives and providers. If rural and remote consumers are to participate in a
consultation there must be resources provided to cover their costs, for instance for travel
and child care. It must not be assumed that people can afford to travel distances to be
involved.

It has to be understood that consultation with indigenous peoples requires even greater
commitment and resources. In many instances it will be necessary to run special
information and education programs which are culturally appropriate before there can be
meaningful consultation with and feedback from indigenous people.

All community consultation processes must be followed up with feedback, evaluation
and action.
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Proposals 2 and 3: New models of health service delivery and flexible approaches to
funding and management

We are not clear about what is meant in the Draft by “the Forum of Commonwealth/State
Rural Health Policy Units has agreed to advance the model health plans concept as a
reference point for States”. The Alliance would welcome detailed documentation of new
models and approaches which are in place or being trialed and the distribution of
information on these.

We understand the term ‘model health plans’ to include Multi-Purpose Centres and
Services, the co-ordinated care trials, and Best Practice Models, among other things. We
have some concerns that, although a considerable amount of money has been made
available for such systems, there is some unevenness in the extent to which the various
health jurisdictions have used the available monies for trialing new and innovative
models or approaches to their health services. Too much attention still seems to be given
to the imperative to reduce the total cost of rural and remote health services, and not
enough to the outcomes for patients of the existing and potential new approaches.

Proposal 4: Commonwealth 0ffice of Rural Health

The Alliance applauds the establishment of the Office of Rural Health in Canberra.

Proposal 5: Recruitment and Retention Issues

We are of the view that more attention should be given in workforce programs to
retention, as distinct from recruitment.

As the Forum knows well, the first priority overall for the Alliance is to have the States
and the Commonwealth co-operate in the establishment of support services for rural
nurses, remote nurse, Allied Health Professionals and Aboriginal Health Workers who
work or intend to work in rural and remote areas. As mentioned above, the Alliance is a
strong supporter of the Rural Incentives Program in place for doctors.

We are concerned that there are still some gaps in the coverage of rural and remote areas
by Rural Health Training Units. It is also the Alliance’s hope and expectation that all
such Units will soon be appropriately funded by the State/Territory health agencies.

Although some of the Units are genuinely multi-professional, many are not. The
Alliance would like to see all RHTUs  adopt a strong multi-disciplinary role.
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Members of the Alliance are disappointed that the RHTU in South Australia is to be
established in Adelaide. Notwithstanding the largely sparse population in that State
outside Adelaide, there are some who believe that the model chosen for the Unit is a
centralist one and does not place control or build education and training expertise in rural
regions of the State. This seems to be in direct conflict with the model chosen for
regionalised health services in the State.

While there has been an increased emphasis on the funding of undergraduate placement
and support programs (p.6), we believe that there is still a shortage of placements for
postgraduate trainees, despite initiatives such as the recent funding for additional
specialist placements in rural areas.

Proposal 6: Education and Training Initiatives

This is an area in which the Alliance believes there has been only limited progress to
date. It is an area to which high priority was given in the Winter Manifesto and one in
which there has been much controversy and difficulty of late. The proposal to establish a
College of Rural Health has been advanced but there are currently well-known and vital
uncertainties about the management of Postgraduate training for rural General Practice.

Proposal 7: Specialist and Allied Health Personnel Availability and Support, and
Generalist Training

The Alliance agrees with the view that Information Technology should be seen and used
as an adjunct to support and training programs, not a replacement for the face-to-face
activities which are more popular and effective.

Proposal 8: Practice Models and Role Formalisation involving Remote Nurses and
Aboriginal and Torres Strait Islander Health Workers; and an Education and Training
Strategy for Remote Area Health Care Providers

This is an area in which we are awaiting the results of reports, from which action will
hopefully soon flow.

Proposal 9: Best Practice Models and Multiskilling

While progress is recognised in addressing issues concerned with practice standards and
the recognition of the differing and flexible roles fulfilled by rural and remote
practitioners, there is a persistent tendency to debate practice and multiskilling issues
instead of evaluating them critically. In some circumstances decisions seem to be based
on opinion rather than the systematic consideration of available data or well designed
studies and consultation.
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The study of rural service delivery models and methods is urgently required, particularly
with respect to the efficient and cost-effective utilisation of multidisciplinary teams in
rural and remote areas, the introduction and utilisation of resources such as supportive
interactive technologies, the use of aides and other support personnel, and the
aggregation of services to communities by several agencies. Clarity is needed in
differentiating where optimum service can be provided by additional personnel (eg
employing counsellors rather than ‘skilling up’ rural doctors) in contrast to increasing the
skills of individuals for optimum health outcomes (eg practice in commonly-needed
procedures not traditionally performed by a particular professional group).

Proposal 10: Mainstream Program Adjustments to Better Meet the Needs of Target
Groups

Despite the additional funds allocated by the States, the Territory and the
Commonwealth to Aboriginal and Torres Strait Islander health, the Alliance is still
concerned that there is clearly not enough successful action to improve the status of
indigenous people’s health at the rate that all in Australia would hope. There has not
been sufficient action to facilitate needs analyses by Aboriginal communities in
preparation for extrapolation of financial needs per head of population from measured
needs assessment work such as Project X in the Northern Territory.

Reduction in the inequities in funding for mental health services between rural and
metropolitan areas is something which the Alliance welcomes very much.

Proposal I I: Special Needs of Isolated Communities

The Draft Forum Paper refers to changes in funding arrangements which will allow the
needs of remote areas to be better met. The Alliance has a substantial and effective
network in isolated areas and would be pleased to be involved with the Commonwealth
and the States/Territory in any of the initiatives mentioned or being considered.

Proposal 12: Primary Health Care Approach and Public Health

The States appear to have a number of different understandings and various levels of
financial commitment to public health units and an overall primary health care approach.
We believe that the Strategy provides clear guidance about the importance of these
matters and that there ought therefore to be a higher level of commitment overall and
greater uniformity between the States, including on the question of the level of funds
committed to public health and primary health care activities.
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Proposal 13: National and Local Indicators for Rural and Remote Australia

Without knowing its detail, the Alliance cannot comment on the work underway “to
formulate appropriate benchmarks for the development and delivery of health services
through the creation of a set of national and local performance health status indicators”.
Having said that, as is described above, we believe that the situation with respect to the
collation and publication of rural health and health workforce data (in a way which is
culturally appropriate and user-friendly) is a matter of fundamental importance.

It is our belief that there are plenty of data series available, and that the problem is their
form , their lack of integration one with the other, and the fact that they are often not fed
back as a matter of principle and made freely available to the populations from which
they were collected.

The Alliance still has concerns about confidentiality issues, especially when the data
refer to a small population in which individuals may be recognised or in surveys which
specifically ask for names of the respondents. In this context we acknowledge the
constructive change made by South Australian authorities to clarify and remedy a
situation relating to confidentiality which threatened to damage the position of mutual
trust between it and some of the Medical Services.

Conclusion

There has been a great amount of change, uncertainty, stress and alienation in many parts
of rural Australia over the past two years. These have been caused by a combination of
changes in Governments and the structures of their administrations, rationalisation of
public services and private sector business, unemployment and pressures on income in
many areas.

As a consequence of these changes there are now some altered priorities since the time
when the NRHS was produced and agreed by Ministers in March 1994.

The Alliance has therefore included in this Submission in Section C some new priorities
in order to foreshadow them and put them on the agenda in the lead-up to the revision of
the Strategy in 1997.

Health services in rural areas have evolved slowly but there have been too few real
changes to meet the health challenges in rural and remote areas. The Alliance is
concerned that some of those in government and non-govnment sectors who have been
the leaders of change in rural health for many years, have become overwhelmed and tired
due to the constant battle to work in partnership with others for change while having still
to fulfil their own professional and community roles.
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We are therefore concerned at the levels of priority and vigour given to rural and remote
health issues by some government bodies and professional organisations, and by some of
the individuals in them. It is one of the main tasks of the Alliance to work to see that
these levels of energy and commitment remain high to maximise the chances of speed
change in the structure and operation of rural health services.

Above all we believe that it is time for action - for a continuing program of projects from
the Strategy to improve the health and wellbeing of rural and remote communities. The
Draft Mid Term Review Paper is a timely expression of the work to date of researchers,
professional health providers, consumers and health jurisdictions within the Strategy.

We recommend the development of a National Rural Health Implementation Plan, which
includes timelines and which should commence in 1996. We offer the full support of the
Alliance and all of its members in working on such an Implementation Plan.

NRHA
Canberra

14 November 1995


	TITLE
	SUBMISSION ON THE NATIONAL RURAL STRATEGY MID-TERM REVIEW
	INTRODUCTION
	COMMENTS ON MAJOR IMPEDIMENTS TO IMPLEMENTATION OF THE NRHS AND OTHER AREAS OF CONCERN
	1. Workforce Policy Issues and Model Health Plans
	2. Flexibility of Funding
	3. Consumer Participation
	4. Timeline for Action

	COMMENTS ON THE PRIORITY PROPOSALS
	 ISSUES WHICH HAVE ARISEN SINCE THE NRHS WAS INITIALLY DRAFTED AND SIGNED
	The Context of Change
	Implications for Revision of the Strategy in 1997

	PROGRESS TO DATE
	Proposal I: Development of strategic frameworks or regional plans
	Proposals 2 and 3: New models of health service delivery and flexible approaches to funding and management
	Proposal 4: Commonwealth 0ffice of Rural Health
	Proposal 5: Recruitment and Retention Issues
	Proposal 6: Education and Training Initiatives
	Proposal 7: Specialist and Allied Health Personnel Availability and Support, and Generalist Training
	Proposal 8: Practice Models and Role Formalisation involving Remote Nurses
	Proposal 9: Best Practice Models and Multiskilling
	Proposal 10: Mainstream Program Adjustments to Better Meet the Needs of Target Groups
	Proposal I I: Special Needs of Isolated Communities
	Proposal 12: Primary Health Care Approach and Public Health
	Proposal 13: National and Local Indicators for Rural and Remote Australia

	CONCLUSION



