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Foreword 

This is the third in the series of ad hoc publications from the National Rural Health 
Alliance, following our Winter Manifesto (June 1995) and Summer Statement 
(December 1995). 

The purpose of the series is to inform people about issues in rural and remote health in 
Australia and about the work of the Alliance in the area. We hope that information 
provided in these publications adds useful material to the important debate about how 
health outcomes for rural and remote people can be improved. 

An additional reason for producing the publications is to increase the number of people 
working as advocates for improved health and well-being in rural Australia. The work of 
the Alliance, including these publications, is designed (among other things) to strengthen 
the links between the various professional bodies , governments, community groups and 
individuals with an interest in rural and remote health. 

These people are the ‘shareholders’ referred to in the Alliance’s Summer Statement. 
There are a great many individuals and organisations working on various aspects of 
health and well-being in non-metropolitan Australia. However because they tend to be 
extremely busy working on their own particular issues, and because of the geographical 
distance between them, it is necessary and useful to undertake work to bring these people 
closer together. The resulting collaboration has a beneficial impact on both the health 
services themselves and on the strength of the network which works on and is an 
advocate for better rural health. 

The Alliance is the peak policy body for the providers and consumers of rural and remote 
health services. It is also the custodian and organiser of the National Rural Health 
Conference which is held every second year. The 4th is to be held in Perth from 9-12 
February 1997 and we would welcome the chance to meet with you personally there. 

However there is much to be done in rural and remote health and our networking should 
not await the biennial Conferences. We would encourage you to make and maintain 
links with anyone in a position to help you with your work on the rural health jigsaw and 
in your particular area of the country. The Alliance is always happy to act as a catalyst 
or go-between for such communications and we are pleased when people use our 
members or our National Office as contact points whenever we can help. 

The journey towards guaranteed and comprehensive good health outcomes for rural 
people in Australia has already been a long one. There remain some people in the rural 
health community who were involved with the ‘Country Towns, Country Doctors’ 
Conference held in 1978. 



Executive Summary 

The National Rural Health Alliance is a leading advocate for improved health outcomes 
for people in rural and remote Australia. Work such as the Alliance is engaged in has a 
new political context following the Federal Election of March 1996. The budgetary 
imperatives faced by governments at all levels are quickening processes of rationalisation 
and rationing in health and other areas of expenditure. The challenge is to see that these 
processes do not jeopardise health outcomes, particularly in country regions which have 
historically been relatively disadvantaged in terms of access. For health services, equity 
of access for equivalent need, irrespective of location, is a fundamental principle. 

The Alliance has continued funding from the Commonwealth Government for 1996-97 
and will be reviewed before a decision is made on support for the following two years. 

The priority issues on which the Alliance has been working include support programs for 
all health professionals working in rural and remote areas; the availability of better data 
on rural health needs, services and providers; ways to help improve the health status of 
Australia’s indigenous people; and the establishment of a comprehensive network of 
Rural Health Training Units and of a College of Rural and Remote Health. 

This list of priorities is a dynamic one and it is expected that these and other priorities 
will be discussed at the 4th National Rural Health Conference in Perth in February 1997. 
These biennial Conferences have become key public events for those involved in rural 
and remote health in Australia. They are organised by the Alliance. 

Service delivery should be based on a primary health care approach and be multi- 
disciplinary in focus. Australia signed on to the international objective (which flowed 
from the Alma-Ata Declaration of 1978 on primary health care) of ‘Health for All by the 
Year 2000’. The program for the 4th Conference will provide an opportunity to audit the 
progress in rural and remote Australia towards this international objective. 

A region such as the Kimberley in WA illustrates the difficulty of providing health 
services to large and sparsely settled areas. The health administration of WA has a 
strong commitment to meet this challenge. Nevertheless there is still a perception in 
parts of the region that its people are disadvantaged relative to city people. It may be 
impossible to meet the expectations of people in such areas for full-time local services, so 
the challenge is to find alternative models which work well and provide good access. 

Whatever the difficulties, the Alliance will continue to work in collaboration with others 
to press for the interests of rural and remote people. Health consumers will be supported 
to promote their own health status and to develop and manage their own health services. 
Grassroots information of a practical nature will be provided on a national basis to health 
administrations and professional bodies. The Alliance will continue to work for the 
provision by the public sector of services to meet the diverse needs of people in all parts 
of rural and remote Australia. 
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1. In-House News from the National Rural Health Alliance 

In May 1996 Dr Michael Wooldridge, the Federal Minister for Health and Family 
Services, approved further funding for the Alliance. This support will be used to extend 
as far as possible the operational activities of the Alliance in 1996-97 and to cover the 
costs of its National Office in Canberra. The Alliance will be reviewed towards the end 
of that period and, depending on the report of that review, a decision on support will then 
be made for 1997-98 and 1998-99. 

All of those associated with the body, in particular the eighteen national associations 
which are members, are grateful to the Minister and the Federal Government for this 
continued support. 

The Alliance operated as an informal network until it succeeded in obtaining a grant in 
1993 from the Federal Department of Health. It was only through the provision of this 
grant that the Alliance has been able to grow and mature in its operations. The Member 
Bodies of the Alliance provide over $120,000 a year to the work of the Alliance, most of 
it through contributions in kind made by their delegates to the Council of the Alliance. 
Its National Office in Canberra has to date been staffed by an Executive Director and a 
part-time Office Manager. 

The initial Federal Government grant terminated on 30 June 1996. The support recently , 
agreed to by Dr Wooldridge is at a higher annual rate and this will enable the Alliance to 
expand its work to meet its Mission to work for better health in rural and remote 
Australia be acting as the peak non-government body seeking improvements in rural 
health services and policies, including those affecting the rural health workforce. All the 
while the Alliance is working to diversify its means of financial support. 

The Alliance will continue to provide input to various activities which benefit from a 
consolidated view from the providers and consumers of rural health services. These 
activities include those of governments as well as of professional associations and 
community groups involved directly or indirectly with rural and remote health. 

From time to time the Alliance may be asked to undertake specific work for the 
Department of Health and Family Services and, increasingly, for the State and Northern 
Territory Health Departments and related agencies. The central task of the Alliance is as 
a source of information, an advocate and lobbyist to any agency which has the capacity 
to improve health outcomes for rural people. 
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The Alliance has in place a number of processes which enable it to work on its Mission. 
Each Member Body has a delegate on the Council of the Alliance. Monthly 
teleconferences of the Council are held and it meets face-to-face twice a year. The 
Executive of the Council meets with the Forum of Rural Health Policy Units from time to 
time and full Council meets with the Members of the Forum as appropriate. (The Forum 
is comprised of senior rural health officers from the States, the Northern Territory and the 
Commonwealth). 

The Alliance provides formal representation to a wide range of steering committees and 
working parties involved with rural and remote health issues. Many of these are 
activities run under the auspices of the Commonwealth Government or of one or more of 
the States and the Northern Territory. Some of these representational activities are 
described in section 3 below (pages 15-16). 

The eighteen Member Bodies of the NRHA are all national bodies in their own right or 
the rural special interest groups of national bodies. They are listed in Table 1 together 
with the delegate to Council of the Alliance from each of those Bodies. 
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1 
TABLE 1 

Member Bodies of the National Rural Health Alliance (NRHA) 
and Delepates to Council (July 1996) 

AARN Association for Australian Rural Nurses Inc - I 
Represented on Council by: Ian Blue, Senior Lecturer in Charge, School 
of Nursing, University of South Australia, Whyalla Campus, SA. 

ACHA 

:.. 

ACHSE 

Rural Interest Group of the Australian Community Health 
Association 
Represented on Council by: Sue Wade, Team Leader, Primary dare, 

I 

Mid-West Health Service, Cowra, NSW. 
[Ms Wade is currently Chairperson of the NRHA]. 

- i- 1 ,- 1 

Australian College of Health Service Executives (rural members) 
Represented on Council by: John Lawrence, Director, Community Health, 
South Coast Health Service, Moruya, NSW. 

: 
AHA (RPG) Rural Policy Group of the Australian Hospital Associaiion 

I 

Represented on Council by: Judith Adams, National Councillor, Australian 
Hospital Association, Kojonup, WA. 

ANF ‘, \- Australian Nursing Federation (rural members) j 
Represented on Council by: Margaret Stewart, Director of Nursing, 
Moranbah Hospital, Qld. . 4, w* 

. 
ARRAHT Australian Rural and Remote Allied Health Ta&force of the’ 

Australian Council of Allied Health Professions 
Represented on Council by: Dr Lyn Hodgson, Senior Specialist, Speech 
Pathologist, Toowoomba Base Hospital, Qld. 
[Dr Hodgson is currently Deputy Chairperson of the NRHA] - 

4TSIC Aboriginal and Torres Strait Islander Commission 
Represented on Council by: Bill Humes, Head, Community Access Program, 
Australian Institute of Aboriginal and Torres Strait Islander Studies, Canberra. 

XANA Council of Remote Area Nurses of Australia Inc 
Represented on Council by: Sabina Knight, Project Manager, 
Remote Areas Education Project, Territory Health Services, Alice Springs, NT. 
[Ms Knight is the Immediate Past Chairperson of the NRHA] 

SWAA Country Women’s Association of Australia 
Represented on Council by: Sylvia Laston, National President, 
CWA of Australia, Torquay, Qld. 
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FRM 
r .,. 

Rural Faculty of the Royal Australian College of GPs 
Represented on Council by: Dr Bruce Harris, Senior Lecturer, University of 
Sydney. (based at Dubbo, NSW). I 

HCRRA Health Consumers of Rural and Remote Australia - formerly the 
Rural and Remote Consumer Health Network 
Represented on Council by: Margaret Brown, Convenor, RRCHN, 
Lameroo, SA. 

ICPA Isolated Children’s Parents’ Association 
Represented on Council by: Jenny McLellan, Federal President, ICPA, 
Brewarrina, NSW. 

I 

NACCHO National Aborigina.1 Community Controlled Health Organisations 
Represented on Council by: Colleen Prideaux, Senior Aboriginal 
Health Worker, CedunaKooniba Health Service, Ceduna, SA. 

NARHTU National Association of Rural Health Training Units ! 
Represented on Council by: Dr Steve Clark, Director, Rural Health’-” 

i, * I 

Training Unit, Townsville, Qld. 

RDAA Rural Doctors’ Association of Australia 
Represented on Council by: Dr Michael Butcher, Rural GP, Kalbarri, WA. ’ 

RFDS The Australian Council of the Royal Flying Doctor Service of Aust. 
Represented on Council by: Margaret Hansford, National Health Strategy 
Co-ordinator, Australian Council of the RFDS, Sydney, NSW. 
[Ms Hansford is currently Hon Treasurer of the NRHA] I 

RPA Rural Pharmacists Australia - the Rural Interest Group of the 
Pharmacy Guild of Aust. and the Pharmaceutical Society of Aust. 
Represented on Counlzil by: Patrick Mahony, President, Remote and 
Isolated Pharmacists’ Association of Australia, Manilla, NSW. 
[Mr Mahony is currently Hon Secretary of the NRHA] I 

SARRAH Services for Australian Rural and Remote Allied Health 
Represented on Council by: John Ward, Radiographer, Bathurst Base 

’ ,~ Mai 
’ ‘-“’ 

Ti*c ,+a Hospital, Bathurst, NSW. 
I 

CO-OPTED Dr Bruce Chater, Rural GP, Theodore, Queensland. 
MEMBER: [Dr Chater was the Inaugural Chairperson of the NRHA] 

National Office: Gordon Gregory, Executive Director 
42 Thesiger Court, Deakin, ACT, 2600 

Telephone: (06) 285 4660, 285 4850 
Facsimile: (06) 285 4670 
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2. Refocussiw and Rationalisiw Health Services 
Without Jeopardisiw Rural Health Outcomes 

Underlying the provision of health services to rural people over the past decade have 
been two critical governmental imperatives which have had a pervasive effect. The first 
has been the need to cap and, if possible, reduce the total proportion of governments’ 
expenditure on health services. This imperative has existed for long enough that it is 
now well understood by all interest groups. 

The second is the process of ‘rationalisation’ of health services as between the 
Commonwealth Government, the State and Territory Governments, the private sector and 
community groups. This has been given greater emphasis and dramatically speeded up 
by the new Government in Canberra. It is as if the Council of Australian Governments 
(COAG) process which was already in place in 1995 has been put into fast forward. 

The need to avoid duplication of services is an important one, particularly in the light of 
the need to control health expenditures overall. At the time of writing the general 
intention of the Commonwealth Government has already been indicated. 

The Government in Canberra intends to develop “an overarching agreement between the 
Commonwealth and the States and Territories on the principles and framework 
governing Commonwealth-State relations in the health and community services fields” 
(the quotations here are from Media Releases from Dr Michael Wooldridge of 30 April 
and 1 May 1996). The States and Territories will have “increased responsibility for the 
delivery of services to meet agreed outcomes”. 

Tied grants - which have historically been provided by the Commonwealth h or quite 
specific purposes - will be incorporated “into a few ‘broad banded’ specific purpose 
payments to the States and Territories in agreed areas”. 

It is intended that these principles will be negotiated with the States and incorporated 
“into the Medicare agreements which cover public hospital funding grants” and which 
are due to be renegotiated in 1997. 

. .‘,< * ̂ , _ ,x . 

Responsibility for veterans’ health care and, even more important for rural and remote 
areas, “a central role in increasing the access of Aboriginal and Torres Strait Islander 
communities to quality health care and community services”, will remain with the 
Commonwealth. 

In essence the Commonwealth Government wishes to withdraw from service provision in 
a number of areas where it deems there to be duplication with the States. The areas from 
which the Commonwealth will ‘withdraw’ first are any in which it is currently providing 
direct services related to acute health care (the functions of hospitals), aged care and 
certain aspects of public health. 



, It is apparent that the new Government in Canberra wishes to see an increased national 
focus on public health but, again, with the provision of such things as preventive care 
and health promotion being in the hands of the States. 

The implications for services to the disabled (including the Commonwealth 
Rehabilitation Service) will beccme clearer as the COAG process advances further. 
Child care is also on the COAG agenda for later in 1996 and significant changes can be 
expected in that area as well. 

The Commonwealth Government will maintain the important function of setting 
standards and outcome indicator:; for these services. It will negotiate a number of 
financial packages with the States and Territories, one of which will be for acute care, 
another for aged care and another for public health. It will then be up to the States and 
the Territories to decide how to spend the money allocated to them and to determine how 
to meet the standards and targets set by the Commonwealth Government. 

The aged care system is a case in point. The current situation is that the Commonwealth 
Government provides the States and Territories with money for nursing homes, with a 
separate allocation for Home and Community Care (some of which is for the aged) and, 
in addition, it has some special purpose grants related to aged care. It is largely through 
this last category that the Commonwealth Government has become involved in direct 
service provision to the aged and it is these services which it wishes to divest itself of 
and devolve to the States. .‘< ( ‘:, 

For those concerned with iural and remote health outcomes the critical issues include the 
targets and outcome indicators which the Commonwealth will set and the extent to which 
the States and the Northern Territory are willing and able to meet them. 

The long term experience in rural ,and remote health services has been that governments 
seem to have been willing to live with the situation in which rural and remote people 
have less access to health services than people in metropolitan areas. This has been 
partly because of the real difficuhies involved in service provision in rural areas, and 
partly because the voice of these: rural people has been smaller and politically less 
influential. 

This phenomenon is understandable in the sense that a small town or an isolated area 
cannot expect to have immediate local access, at the same cost in time and money, to the 
same range of health services as is available in the cities. However what is not 
understandable and not acceptable is any proposal that rural and remote people should be 
deprived of access to the complete range of health services. In this context two notions 
are fundamental to rural people and to the Alliance. The first is that access to good 
health, and therefore to good health services, is a right. The second is that the principles 
of equity and social justice must apply for rural and remote health services. 
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.The rural health community accepts the fact that it is not possible for it to ha& ‘equal’ 
access to the complete range of services. The principle which the Alliance has adopted is 
that there should be equitv of access for equivalent need. A detailed explanation and 
justification for this - if there is any need for its justification - can be found in the 
proceedings of the Mt Beauty Conference and in the Summer Statement of the Alliance. 

The National Rural Health Alliance is an enthusiastic supporter of the notion of ensuring 
there is no duplication of health or related services in Australia. By this means 
additional money can hopefully be freed up and a due proportion of this can be 
redirected to rural and remote areas. However, like other interest groups, the Alliance is 
concerned to see that moves by governments towards appropriate rationalisation do not 
result in important service areas being vacated by all parties. An additional concern is to 
be sure that initiatives which have been undertaken by Commonwealth agencies in their 
previous role as direct providers of services, and which have begun to deliver good 
results for rural and remote people, do not lapse. I 

There are many areas in which special purpose grants and direct involvement by 
Commonwealth agencies have been very useful in improving rural and remote health 
outcomes. Those which are of particular concern to the Alliance include support 
programs for rural general practice, and actions within national strategies such as those 
for Aboriginal and Torres Strait Islander health, mental health, sexual and reproductive 
health, women’s health, men’s health, and HIV-AIDS. 

The Alliance is especially concerned that the momentum built up in a number of key 
areas of new priority is not slowed by the intention to rationalise the service delivery 
fimctions of the Commonwealth and the States. These areas include work on youth 
suicide in rural areas, occupational health and safety, mental health, sexual health for 
rural young people, and child and adolescent health. 
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3. The Politics of Rural and Remote Health 
and the Role of the Alliance 

The political landscape of regional Australia has changed as a result of the last Federal 
election. The Coalition parties now represent almost all rural and regional areas. 

Some people may %gard this as b,cing a return to the natural order. These s&e people 
would have regarded the Hawke years as a short-term reversal of the normal course of 
political events in Australia. For some of those years the Australian Labor Party held 
more seats in rural and regional Australia than the Liberal and National Parties. 

For advocates for rural communities there are at least two messages from this. One is 
that the people of rural and regional Australia have the power to determine the 
government in Canberra and are quite willing to exercise it. 

Another is that there is no longer any ‘natural order’ in relation to location and 
occupation on the other hand and political allegiance on the other. The days are gone 
when it can be assumed that an electorate with a large dependence on agriculture will 
automatically vote for the National Party or that one with a substantial amount of heavy 
industry will return an ALP candidate. 

The realisation that these two facts are recognised by the major political parties should 
provide encouragement to rural people themselves and those who work with them. The 
debate on uniform national controls for firearms has reminded people again that it is also 
a myth to think of rural areas as a single homogeneous ‘community’. Rural Australia is 
characterised by extraordinary diversity and this is one of the lasting challenges to be met 
in the design of health services. NlIt only do rural service models need to be different on 
many occasions from city models; ,Lhey also need to be different from one area to another. 

The fact that the 1996 Federal Election was won and lost in rural and regional Australia 
will be welcomed by the 5 million Australians who live outside our metropolitan cities. 
One of the major complaints of those people for a long time has been that they have been 
deprived of their fair share of political consideration because of their small and reducing 
numbers. 

This sense of powerlessness has contributed to a view of rural Australia as being a 
second-rate place in which to live and work. The more publicity there has been given to 
this view, the truer it has become, like a self-fulfilling prophesy. This perception has 
been strengthened by some phenomena which have not been changed by recent political 
events. These include the facts thal: droughts are a recurring phenomenon, that producers 
have very little control over the prices they receive for their products and therefore little 
control over their incomes, and lhat rationalisation of services has a pervasive and 
disproportionate effect in country areas. This last is because the termination of a 
particular service in a small town affects not only that service area but also local 
employment and, potentially. other service and business areas. 
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The provision of comprehensive and high quality health services to rural and remote 
Australians is therefore a difficult challenge for the public sector. It will be made easier 
when the economic and demographic gloom is lifted from rural and remote areas and 
when the perception of work and life in such places becomes more positive. Recent 
political events have the capacity to help with such changed perceptions. If that happens, 
it will be in effect a generic recruitment and retention program for all the professions 
needed in country towns. 

For better health in rural areas (even more so than in the capital cities), however, it is 
neither necessary nor sensible to rely totally on the actions of governments and health 
services. It is essential that people as individuals and in their families and communities 
take fuller responsibility for the way in which their own attitudes and behaviours 

. influence their health. 

People who engage in behaviour which is prejudicial to their health should not expect the 
health system to fix up all the damage resulting from their own actions. Individuals 
should be encouraged to take greater responsibility for their own health while, at the 
same time, the health system should keep its face open and towards their needs and not 
adopt a care-less or ‘patient blaming’ stance. 

The next desirable step in the relationship between the health system and its consumers is 
to give local people a greater say in the design, management and evaluation of their own 
heath services. For this to happen, however, governments have to provide resources and 
support for local people to be real participants and managers. It is not sufficient for 
health administrations simply to withdraw and “to leave it to the locals”. I 

Even though health is of such fundamental importance there are no simple ways to 
provide comprehensive and high quality health services to people who are very isolated. 
This is as true for the US, Canada and other large countries as it is for Australia. 

There is now a general understanding in the community that health expenditures have to 
be capped. This helps local people to have realistic expectations, and stimulates them to 
take an active interest in the development and management of their local health services 
as well as taking further steps to look after their own health. I 

The work of the Alliance is increasing the size and strength of the community ok interest 
of those interested in rural and remote health outcomes. Previously it was only the major 
industries in non-metropolitan Australia, in particular agriculture, which had developed a 
community of interest and which had built on this to give themselves a degree of power 
and authority with respect to policy and programs affecting them. 

The Alliance is now in a unique position to represent the health interests of non- 
metropolitan people to governments, professional associations and other bodies. The 
recent demonstration of the political power of rural and regional people can only help 
with their representations to those with power and authority. The Alliance plays a 
valuable role by providin g grassroots, practical information on rural and remote health. 
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The Alliance owes much of its present strength and effectiveness to two things. The first 
is the enthusiasm and support of the rural health professionals, consumers, politicians 
and public servants who conceived and supported the National Rural Health Conferences 
of 1991, 1993 and 1995. The second is the fact that it has a strong Council and 
Executive and an effective National Office in Canberra. 

This maturing of the Alliance has taken a significant amount of time and effort from a 
large number of people. Evidence of the increased value placed on the Alliance and its 
work includes a significant upturn in the variety and number of requests it receives for 
formal and informal input, views, information and representational activity. 

t 

if. 
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Some Current Representational Activities of the Alliance 

The Alliance currently provides, or has recently provided, formal representatives to the 
following bodies: 

l the Rural Incentives Program Implementation Committee (prior to this the Alliance 
was represented on both the Rural Incentives Reference Group and the Rural Areas 
Assessment Panel); 

I 
0 several of the State Rural Incentives Program committees; 

l the Steering Committee for the Australia Rural Health Research Institute (ARHRI); 

l the RHSET Advisory Committee; ..’ * 

l the Steering Committee to the recently completed Review of RHSET; 

l the Steering Committee for the review of ARHRI; 
c .rt 

l a National Forum on Sexual Health Issues for Rural and Regional Young People; 

l the Standing Committee on Consumer Product Information of the Australian 
Pharmaceutical Advisory Council; 

0 a national project on health services being undertaken by the National Farmers’ 
Federation; 

1.. .i,rg 

l the Remote Area Issues Sub-Committee of the new Aboriginal and Torres Strait 
Islander Health Council; 

l the Department of Veterans’ Affairs, particularly in its work on a policy for the care 
of veterans in rural and remote areas; 

l the Alliance has also been asked to provide representation to a number of State 
initiatives, such as a training program for people involved in MPSs in Victoria and a 
task force on the rural health workforce in NSW. 

The above are all requests made for formal representation or inputs from the Alliance. 
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: In addition to these formal representative positions, Members of Co&cil of the All‘%&%, 
as well as numerous individuals who belong to Member Bodies of the Alliance, hold key 
positions and are involved in important initiatives relating to rural and remote health. 
Some current examples include the work of individuals on the potential establishment of 
a College of Rural and Remote Health, of a College of Rural and Remote Medicine, the 
Rural and Remote Workforce Sub-Committee of the Aboriginal and Torres Strait 
Islander Health Council, and work relating to the protocols for service and training for 
remote nurses, allied health professionals and Aboriginal Health Workers. 

The Executive Director of the Alliance is currently involved in the following: -3% * 

l the Advisory Committee of Farmsafe Australia; * 

l the Rural Access Program Advisory Committee; r 

I 
l the Commonwealth Department’s Steering Committee on Rural Components of the 

Youth Suicide Prevention Initiative; 
I-.+ @. 

l the Reference Group for a study by the Pharmacy Guild of Australia into “Strategies 
for Increased Integration Between Rural Pharmacy and Other Health Providers”; 

l the Alliance’s nominee to the Management Group for a project being tinder-taken for 
the Australian Local Government Association into the roles for that level of 
government in health and community services; 

IQ,.. I -/ r?: Q 

l the National Reference Sub-Committee of the Organising Committee for the 
International Conference of the Community Development Society. This Conference 
was held in Melbourne on 22-24 July 1996, the first time the Society has held its 
annual conference outside the United States. 

i, 
, * 

:il 
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The.4th National Rural Health Conference 

The Alliance has begun planning for this Conference which is to be held in Perth from ” ’ 
9-12 February 1997. Sunday 9 February 1997 has been set aside for meetings of 
individual bodies involved in rural and remote health. It is the major biennial public 
event relating to rural and remote health policies and programs. The Conference belongs 
to all rural people and the role of the Alliance is as the custodian for its management and 
administration. 

All contact about the 4th Conference, including registration and paper abstracts, should 
be directed in the first instance to: 

.il: 
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4. 
polic Priorities es *. ** ffl I “rc * +“k 

In the twelve months following the 3rd National Rural Health Conference at Mt Beauty 
(February 1995), the Alliance promoted action on twelve groups of issues which emerged 
from that Conference as those of the highest priority at that time. 

a) 

’ 

W 

c> 

4 

e> 

0 

s) 

h) 

Development of integrated programs to enhance the recruitment, retention and 
support of rural and remote nurses, Allied Health Professionals and Aboriginal 
Health Workers, and refinement and expansion of the Rural Incentives Program 
for doctors. 

Continued support for Rural Health Trainin g Units, given their capacity to 
contribute to the programs referred to in (a); the establishment of a 
Commonwealth Office of Rural Health (completed); and the establishment of a 
multi-professional College of Rural and Remote Health. I 

Increased attention to the volume and use of funding for Aboriginal and Torres 
Strait Islander health services, to environmental factors which affect Aboriginal 
health, and to the development of formal training and accreditation systems for 
Aboriginal Health Workers. 

Emphasis in all rural health policy development on the principle of equity of 
access for equivalent need. 

Further action by all .health jurisdictions, including regional and local ones such 
as Hospital Boards, to encourage and enable consumer involvement in the 
development, implementation and evaluation of local health programs. 

Development of a Charter of Rights for health consumers or a Compact of 
Agreement between health consumers and providers, reflecting a partnership 
between the two groups which will help lead to improved health outcomes. The 
Alliance sees this as an overarching Statement, along the lines of the Newcastle 
Declaration, which would support and connect the range of existing Charters for 
specific groups or functional areas such as the patients of public and private 
hospitals and the disabled. 

The establishment of a greater number of multi-purpose services (MPSs) and the 
better integration into them of all health providers, some of whom (like 
ambulance and pharmacy services) are not always closely involved. 1 

Support for the development of innovative programs and services through the 
continuation of the Rural Health Support, Education and Training Program 
(RHSET) or a new grant program with similar aims 

. 
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j> 

k) 

1) 

The further development of models of health service delivery which ‘are 
appropriate for different sizes and types of rural communities. As stated in 
Proposal 2 of the National Rural Health Strategy agreed to by all Governments in 
March 1994, these service delivery systems should be flexible and should 
maximise community participation and involvement. 

The collection, collation and publication of more and better data on rural health 
and on the health workforce in rural areas. 

The development of a system of professional indemnity for rural obstetric 
services based on vicarious or institutional liability. What this would mean is 
that an individual practitioner would be covered by the insurance policy of the 
institution in which he or she is working, thus reducing the personal cost of 
insurance to that professional. 

A review of the operation of Farmsafe Australia and increased resources For it and 
for other means of reducing occupational health and safety risks in rural and 
remote areas. The three most dangerous industries in Australia are farming, 
mining and forestry, all predominantly rural or remote activities. 
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New Priorities 

As reported in the Summer Statement from the Alliance, progress for action on these 
various groups of recommendations has varied from issue to issue and from State to 
State. 

At its Meeting in Canberra from 30 May 1996 to I June 1996, Council of the Alliance 
agreed on a revised list of issues of the highest current priority. It is hoped that 
publication of this revised list will help to inform the decisions of researchers and 
research funding bodies, as well as of health managers and policy makers. Part of the 
work to be undertaken at the 4th National Rural Health Conference in Perth in February 
1997 will be an ‘audit’ of what developments there have been in each of these twelve 
areas, what changes need to be made to the relative priority of the twelve, and what new 
priorities have emerged. 

1. 

2. 

Education, training and support programs for all ruraifieafihd4p~~~~~~na s. 
.’ ..lf 0 

The collation and publication in ways easy to access and easy to understand of 
more comprehensive data on rural health status, services and professionals. 

3. Improved access to mental health services in rural and remote areas, including 
continued attention to suicide prevention strategies, particularly for rural youth. 
There is an urgent need to address the shortage of psychiatrists in rural areas and 
the specialist services they provide. 

I ’ 
4. Greater attention on the contribution that must be made by agencies that are not 

in the ‘health service mainstream’ to the improvement of Aboriginal and Torres 
Strait Islander health outcomes, 

5. Promoting a greater awareness of the prevalence of risk-taking behaviour in rural 
and remote areas, particularly among men, and using this as a part of a campaign 
to encourage self responsibility and health promotion. 

I 

6. Improving health care for the aged in rural and remote areas, including through 
training in geriatrics and aged care for existing health workers, and the placement 
of specialist geriatricians and aged care workers in rural health services. 

7. The establishment of a multi-professional College of Rural and Remote Health. 

8. Child and family health in rural and remote areas, including immunisation and 
issues relating to obstetrics and professional indemnity. I 
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9. Greater attention to the needs of rural youth with respect to sexual health, 
including contraception and HIV-AIDS. 

10. Provision of adequate and long-term funds for a comprehensive network of Rural 
Health Training Units. 

11. Rural and remote nursing workforce planning. 

12. 

. 

Communication and information systems to support health consumers, services 
and workers, including continued development of interactive technologies. These 
systems would be used to help in rural and remote health education, service 
delivery, planning and evaluation. The work should result in smarter systems and 
greater inter-sectoral collaboration, including the use of the systems of non-health 
agencies, including the Department of Social Security (DSS), the Commonwealth 
Employment Service (CES) and the Department of Primary Industries and Energy 
(DPIE). 



I 

-Priorities for Support, Education and Traininp Programs for ’ *’ 
Rural and Remote Health 

I 

In addition to the revised general list above, the Alliance has also produced the following 
list of priorities relating to the support, education and training of health professionals in 
non-metropolitan areas. (Some of these are identical to those listed in the general 
category above. The thirteen below are not in any order of priority). 

.,*,-, Cl 
Issues of the greatest importance in this area include support, education and training 
activities for: 

i child and family health in rural and remote areas, including obstetrics and the 
professional indemnity issues. 

; 

ii helping the rapid expansion of Multi-Purpose Service sites. The Alliance has a 
strong view on the way in which State and Commonwealth authorities should 
manage MPSs. There should be maximum flexibility about how the pooled 
money is spent. Attention should be given to the importance of the establishment 
of an MPS not reducing the local acute care capacity. Particular attention should 
also be given to the importance of a new MPS not duplicating the services of an 
existing Aboriginal Medical Service or its capacity to deliver services without the 
express will of those controlling it to have services transferred to the auspice of 
the MPS. 

_L. 

. . . 
111 collaborative partnerships, includin g with consumers, to develop models for 

education, training and support work with all health professionals. A particular 
focus in this area should be on pilots in integrated undergraduate and 
postgraduate education for health professionals. (See the note on pages 24-25 for 
an expansion of this point.) I 

iv the development of effective local models for health services, which models 
include appropriate participation of non-government organisations and members 
of the community. 

I 

V the development of systems for collating and disseminating information, 
including through the further development of interactive technology, for the 
education of health professionals in rural and remote areas, service delivery, 
service planning and evaluation. These systems will result in smarter inter- 
sectoral partnerships, including the use of interactive technology systems run by 
such bodies as the DSS, the CES and the DPIE. I 

vi the completion of the task of developing national standards of rural and remote 
practice for all health professionals. The aim should be to have standard 
treatment protocols on a multi-disciplinary basis for rural and remote health 
workers. 
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ex f-%. 

improving the health care of the aged in rural and remote areas, including through 
steps to meet the chronic shortage of geriatricians and aged care workers, and the 
shortage of funded places for such workers in the health system. 

. . . I 
VIII rural and remote nursing workforce planning. 

.I 

ix local work which would assist in the measurement of outcomes, for example 
through training in the evaluation of service outcomes and in critical appraisal. 

X ‘train the trainer’ programs for Aboriginal Health Workers. 

Three other priorities for support funding for rural and remote health are: I 

xi 

xii 

. . . 
Xl11 

for RHSET, or any program which should take its place, to retain the capacity to 
provide modest amounts of financial support for selected conferences or other 
meetings which have a clear potential to contribute to education and support 
activities for rural and remote professionals. 

the commissioning of work on the history of rural and remote health services 
using such sources as film archives, diaries, published works, the records of 
branches or identities in the RFDS and the CWA, and oral accounts. 

inter-sectoral work to help the revitalisation of rural communities which 
demonstrate the leadership and willpower required. Such revitalisation will make 
it easier and cheaper to attract the range of professionals required to such towns, 
including the doctors, allied health professionals and nurses that many of them 
lack. It will also increase the retention rates of these and other professionals who 
work in the towns. 

The Alliance is completing the production of a set of Position Papers. This will cover a 
wide range of issues, some very specific and some more general. These Position Papers 
will be widely circulated and used as a basic source of information for the 
representational, information and policy work undertaken by the Alliance. 
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Note on “Collaborative Partnerships to Develop Models - Including 
Pilots in Intemated Underpraduate and Postmaduate Education” 
(iii above) 

The purpose of this note is to spell out in more detail the priority listed at iii on page 22. 

The proposal relates to efforts to provide education to all rural health professionals which 
creates a joint awareness of issues in rural and remote health. This does not refute the 
need for education and training at undergraduate or postgraduate levels which is specific 
to single professions. Rather it is to encourage greater opportunities for the development 
of understanding of the different roles and responsibilities of each professional group. 

This approach is about team building and providing mutual support, From these come 
regeneration of the spirit and motivation of individual members of the rural health 
service team. 

It is also about mutual respect and understanding between members of different 
professional groups. It is an approach quite different from one in which medical 
students, for example, may learn about pain management separately from nurses, 
psychologists, occupational therapists and pharmacists, 

Teamwork is the necessary reality in rural and remote areas and is usually not instilled 
during professional training. Where it exists it is beneficial for patients, their carers and 
the local community, as well as for local health professionals. 

This approach is especially critical in the continuing education activities of Rural Health 
Training Units and equivalent providers of training where no specific RHTU exists. It is 
also an approach which, to the extent that their work is multi-professional, should apply 
to work of Rural Divisions of General Practice. No single professional group holds all 
the distinct perspectives relevant to any particular health problem. 

Educational Principles for Rural Health 

It is important to focus on what is known, done, expected and needed for the particular 
region concerned. It is important to conserve expensive resources, including teaching 
materials such as the enthusiasm of people to teach rural health skills and down-time on 
interactive communications systems. 

Confidence in individuals is built over the long term as they move from vulnerable 
student to aware graduate. After that they must have access to lifelong learning 
opportunities. Therefore there has to be a continuum of undergraduate, graduate and 
continuing education activity available and practised in regional areas. 

24 



The permanent presence in regional areas of enthusiastic health workers can guarantee 
regeneration of local health services. 

The evolution of curriculums must be based on real evidence. In rural areas it is best if it 
is rural evidence, locally gathered. 

The current paradigm La 

Centres of excellence cannot exist in all rural regions and, because of the demands on 
rural and remote workers, there is therefore the danger that current expertise wanes with 
distance. The burden of illness is not assessed comprehensively when transfer from the 
region is seen as the only ‘safe’ option. All health professionals can provide overlapping 
and supportive activity for each other. 

Insufficient research of practical value has been done on the interaction between 
professions in rural areas. 

The model 

Acute medical intervention is essential and the skills for this are not difficult to acquire. 
Public health work is a different vocation and uses a different knowledge base. 
Personnel and services for both need to be integrated. 

In country areas there are fewer divisions between tasks and more people taking on more 
than one discrete role. This is natural and should be used in the planning of health 
services. 

Tying together major institutions, professional groups, local administrations and 
interested lay people is possible in country areas. It will be achieved faster when the 
reason for it is mandated rather than being the idea of an individual enthusiast or single 
professional group. 

Successful application of such an approach is only needed in a few places to act as a 
model for others. Currently the potential to demonstrate such successful models is not 
reached in some regions because of the workload of individuals and because, by 
definition, remote enthusiasts find it hard to get together. 

For medical training and continuing medical education there are some models that have 
worked well. The Medical Faculties at both Townsville and Perth have succeeded in 
developing general practice education suitable for the rural regions they serve. Their 
work has gained widespread respect and acceptance among their metropolitan peers. 

Their success has to be mirrored by medical training for other rural regions and by 
training for all other health professions. 
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. 5. Primary Health Care - No New Wheels Required 

In the work of the Alliance, as in so many other places, there is frequent reference to the 
importance of taking a primary health care approach to service delivery. The following 
quotation is from the Submission made by the Alliance to the Mid-Term Review of the 
National Rural Health Strategy: I 

“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 I 

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 5 

Program (RIP). 

k& 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,” 

.~f _. ,.qr,;, d,\ +m” -PM ww?%R ,&wwvf) t-1 f 

A common understanding among current health professionals about the notion of 
‘primary health care’ comes from the Alma-Ata Declaration of 1978. That Declaration 
and the work of the World Health Organisation (WHO) which followed it, is also the 
source of the aspiration of many national governments to achieve ‘Health for All by the 
Year 2000’. 

Australia is one of the countries which signed on to this international objective. 

The relevant work in the WHO began with the World Health Assembly of 197?. At this 
it was agreed that “the main social target of governments and WHO is the coming 
decades should be the attainment of all the citizens of the world by the year 2000 of a 
level of health which would permit them to lead a socially and economically productive 
life”. 
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This was the starting point for ‘Health for AI1 by the Year 2000’. The goal was later 
amended by the Programme Committee of the WHO to propose strategies for attaining 
the more realistically objective of “an acceptable level of health for all by the target 
date”. 
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The scene was thus set for the historic conference on primary health care held at Alma- 
Ata, now known as Almaty and now the capital of Kazakstan. The Conference was 
attended by delegations from 134 states and representatives of 67 United Nations 
Organisations, specialised agencies and Non-Government Organisations. 

1 

“The Alma-Ata Conference provided a major boost to the process, which : 
had begun a few years earlier, of drawin, * attention to, or rediscovering, 

: primary health care. There is no doubt that many developing countries 
and some developed ones had continued to neglect their real health 
problems in favour of sporadic forays into the realm of high technology 
medicine. Equally, health programmes were still all too often based on 
‘vertical’ ad hoc approaches to individual health problems, institutions or s 
particular groups of the population. Such approaches are understandably 
popular with donor agencies, as it is often thereby possible to show that ! 
‘something has been done’ about a specific problem, whereas the i 
painstaking building-up of a primary health care system and of the 
infrastructure of a comprehensive health service is a much slower and less ; 
dramatic occupation, although a more fundamental and relevant one. This / 
situation may also be compounded by groups of health personnel whose - 
posts and authority depend largely on the retention of specific vertical 
programmes which are incompatible with a system based on primary ’ 
health care.” f I 1 
Sir John Reid, “Alma-Ata and after - the background”, Chapter 1 in ; 
Primarv Health Care 2000, Fry, J. and Hasler, J., Churchill Livingstone, : 
Edinburgh, 1986. 

I 3 
The Declaration of Alma-Ata has ten articles, Article VII spells out the essential 
components of primary health care and is reproduced over the page. 

l.P, 
I 

Issues of particular note for the Alliance include the reference in Subsection 3 to th 
that, in developed countries, “the practicalities of intersectoral co-ordination all too often 
fall well short of national theory” (Reid, in the work cited above, page 9). 

1 

Subsection 6, as described by Reid, makes the point that “allocation of agreed functions 
to the various tiers of a comprehensive health care system can present problems in 
developing and in developed countries”. 

I x 
Reid also mentions two other matters of particular relevance to the work of the Alliance. 
The first is that many developed countries “have, for historical reasons, either never had 
effective systems of primary health or medical care, or have allowed the latter to decay, 
with the result that their health systems are hospital and specialist based” (page 10). 

i 
The second is the question of the consumer’s responsibility in regards to health. 
Following a discussion of the importance of staffing and financing a primary health care 
service, Reid observes that “This, in turn leads on to the questions of the individual’s 
responsibility for his own health and of self-care” (page 12). 
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TABLE 2: 
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1. 

2. 

3. 

4. 

5. 

6. 

7. 

“Declaration of Alma-Ata 1978: 
Primary Health Care VII” 

Reflects and evolves from the economic condrttons anb soc’io- 
..Pyl *f-j pPI. *r.vvg 

cultural and political characteristics of the country and its 
communities and is based on the application of the relevant results 
of social, biomedical and health services research and public health 
experience; 

addresses the main health problems in the community, providing 
promotive, preventive, curative and rehabilitative services 
accordingly; 

includes at least: education concerning prevailing health problems 
and the methods of preventin g and controlling them; promotion of 
food supply and proper nutrition; an adequate supply of safe water 
and basic sanitation; maternal and child health care, including 
family planning; immunisation against major infectious diseases; 
prevention and control of locally endemic diseases; appropriate 
treatment of common diseases and injuries; and provision of 
essential drugs; I 

involves, in addition to the health sector, all related sectors and 
aspects of national and community development, in particular 
agriculture, animal husbandry, food industry, education, housing, 
public works, communications, and other sectors; and demands the 
coordinated efforts of all those sectors; 

requires and promotes maximum community and individual self- 
reliance and participation in the planning, organisation, operation 
and control of primary health care, making fullest use of local, 
national and other available resources; and to this end develops 
through appropriate education the ability of communities to 
participate; 

should be sustained by integrated, functional and mutually- 
supportive referral systems, leading to the progressive importance 
of comprehensive health care for all, and giving priority to those 
most in need; 

relies, at local and referral levels, on health workers, including 
physicians, nurses, midwives, auxiliaries and community workers 
as applicable, as well as traditional practitioners as needed, suitably 
trained socially and technically to work as a health team and to 
respond to the expressed health needs of the community.” 

I 
s 1 
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6. Selected News from the States 

Oueensland 

Queensland, like other States, has recently experienced a reorganisation of its 
administrative structures. From around October 1996 the State will be organised into 39 
District Health Services. The new Districts are organised around hospitals, which will 
become responsible for the provision of community services. 

Eventually, District Health Councils will be formed in each District to facilitate 
community input into the planning, delivery, monitoring and evaluation of hospital and 
community health services. 

Central Office of the Queensland Department of Health has also been reorganised and an 
Office of Rural Health will be established at Roma. In dispersing funds, there is to be an 
emphasis on purchaser control at the District level and appropriate provider control 
within the Performance Management Branch of Head Office. Rural Districts will be able 
to purchase services they require, such as Outreach services, from neighbouring Districts 
which have large provincial or metropolitan hospitals. 
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The Queensland Medical Education Council has appointed Dr Tom Doolan as its Rural 
Co-ordinator. Dr Doolan also heads the National Taskforce of the proposed new College 
of Rural and Remote Medicine. 

! I 
A Queensland rural health research consortium has been established. Its purpose is to 
generate a co-ordinated approach to rural health research. It is a multi-professional. and 
collaborative body having something in common with the National Rural Health Alliance 
in terms of its structure. 

There are also moves to establish a Queensland Council for Rural Medicine, using bodies 
like the WA Centre for Remote and Rural Medicine and the Co-ordinating Unit for Rural 
Health Education in Victoria (CURHEV) as models. A letter of agreement has been 
signed between James Cook University and the University of Queensland. The Council 
would have a focus, among other things, on remote areas and Aboriginal health. 

The State Department has released a paper on women’s health in Queensland. 

Queensland is also piloting a rural health workforce database. In its early days it is 
focussing on medical workers including rural trainees. It is expected that, among other 
things, the exact situation with respect to the number of doctors working in rural 
Queensland, including part-timers, will soon be known with greater certainty. 

After the completion of a State-wide physiotherapy workforce planning project in 1995, 
Queensland Health has embarked on a similar process for nursing. This project involves 
a consideration of rural nurses. 
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A new initiative of Queensland Health has been the commissioning of the development 
of a State Policy on Information Technology for Allied Health Professionals. This 
follows the release by Queensland Health of the Corporate Directions Plan for the 
Implementation of Information Technology. 

“$?f w&p*2 ?~,?fijh q,-Ji I I 

The Third Biennial Scientific Rural and Remote Health Conference is being held from 7- 
9 August 1996. This Conference is run in alternate years from the National Rural Health 
Conference and aims to showcase developments across rural and remote Australia. 

Western Australia 58 

Compared with some other jurisdictions the administrative, policy and research 
environments for rural health in Western Australia are strong. 

The Rural Health Development Unit (RHDU) is located at Geraldton in a central position 
on the west coast of the State. It has a relatively long history of stable involvement with 
rural health and close connections with both the Minister for Health and Head Office of 
the State Health Department in Perth. 

The RHDU has identified the need to focus on a number of health issues, service issues 
and rural workforce matters. In the first category there is to be an emphasis on 
Aboriginal health, mental health, aged care, access to specialist services, and alcohol and 
drug abuse. 

The service issues identified as being of high priority include recruitment and retention 
to the rural health workforce, development of the Boards and model health planning. 

The RHDU identified the establishment of a multidisciplinary Rural Health Training 
Unit as one of the key issues in the rural workforce area. 
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Western Australia’s Centre for Remote and Rural Medicine (WACRRM) is regarded by 
many people as a model for operations designed to help in the training, retraining and 
support of medical practitioners working in rural areas. WACRRM has developed some 
activity relating to non-medical health professionals but not as much as some wish nor as 
much as some of the Rural Health Training Units in the country. 

In WA there is also a Rural Health Reference Group which has influence with politicians 
and State public servants. At is meeting in February 1996 it discussed various issues 
including the extension of Multi Purpose Service programs into new areas, the role of 
Directors of Nursing and managers in the State’s regions, and a visiting surgery program 
which will service rural areas as well as provide teaching components for GPs and 
medical students. 

-. ,**e* 2 e. ‘id. ao*tr&wuw, bw4a 

30 



A-recent restructure of the Health Department of Western Australia resulted in the 
disappearance of Health Authorities. The aim is now for closer collaboration between 
the Office of Rural Health Development and regional health providers. The staff of the 
Health Department in regional centres will be charged with identifying local needs and 
the Department will then work with the Centres to tailor planning and contracting to suit 
the local communities. 

‘ --. ‘a . 

Initially a government decision had been made to require all rural Health Services to out- 
source their non-core functions, particularly the so-called ‘hotel’ functions of hospitals. 
However representations on the matter were made by a number of health services and 
rural Councils complaining about the effect such a change would have on local 
employment and arguing that such services could in any case be obtained just as 
efficiently and effectively from local sources. / 

The result is that if local hospitals can show, through benchmarking information, that the 
purchase from local providers of these services is just as efficient, they will be able to 
buy them locally. 

The Rural Health Reference Group has formed a Working Party to examine the 
feasibility of operating theatres in rural areas. “The main factors to be considered 
include costing, the standard of equipment and the ability to meet anaesthetics 
guidelines. The Anaesthesia Group has already done a lot of preliminary work for this 
survey” (from Newsletter of the Healthcare Association of Western Australian Inc, April 
1996). 

The State’s Rural Health Reference Group also has a Nursing Labourforce Working 
Party. There are many nursing vacancies in rural areas and the use of agency nurses is 
growing. Results from a rural vacancy survey are being collated to identify numbers of 
vacancies, key problem areas and potential solutions at local, regional and State-wide 
levels. A fly-in, fly-out system is also being considered for remote areas having trouble 
attracting staff. An Allied Health Survey is also being conducted amongst all regional 
health services. 

. . ., c-9 , . *‘r (‘3. 

There is frustration with the protracted evaluation process which is preventing the 
extension of pilot MPS programs into other areas, with no expansion beyond the pilot 
phase until existing pilots are functional. Thirty communities in the State have applied 
to have a Multi Purpose Service, driven in part by the view that it is imperative that 
senior citizens remain in their own communities. 

The Healthcare Association of Western Australia and the Country Hospital Board 
Council have been organising a series of seminars and Board education programs in the 
State to share information and help communities become involved in planning rural 
health services. 
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At the first of these, at Narrogin in late March 1996, the Minister for Health, Kevin 
Prince, gave an undertaking that no rural hospitals will be forced to close but Health 
Services must match the needs of their communities. The Minister also said that the 
26% of the population of WA who live in rural areas must be given the same standard of 
health care. 

From this brief description of some of the activity relating to rural and remote health in 
Western Australia it is apparent that the issue is high on the political agenda and that 
many initiatives are being developed in parallel. The great difficulty of meeting all of the 
challenges in rural and remote health is therefore illustrated by the fact that, despite this 
range of political interest and administrative activity, there is still dissatisfaction on the 
ground in some areas. 

These are normally the large and sparsely settled regions in which the provision of “the 
same standard of health care” poses great difficulty. For such areas the challenge is to 
accommodate the rights of access for health consumers with an allocation of physical 
and human resources which is reasonable, given the equally valid demands of other 
people in other parts of the health administration’s area of responsibility. -: Jt&“y 

An example is the Kimberley Region of Western Australia. The Region stretches from 
south of Broome to the Northern Territory border. It is approximately the size of Spain 
and is sparsely populated, with only 26,000 people, 40% of whom are of Aboriginal , 
descent. The Region includes the towns of Derby, Broome, Halls Creek, Wyndham and 
Fitzroy Crossing. There are 200 Aboriginal outstations in the Kimberley Region. Derby 
is regarded for most purposes as the regional centre and is about two and a half hours 
from Broome by road. 

A particular difficulty posed for the health administration by an area such as this is the 
recruitment of specialists. The State health administration acknowledges the need to 
have unique models of service delivery and thinking for such Regions. It is widely 
believed that telemedicine has much to offer. 

The WA Department of Health has formed a group to try to deal with the urgent 
recruitment issues. This group involves the Western Australian Centre for Remote and 
Rural Medicine and the specialist Colleges. The Department also has a comprehensive 
plan for regional health services in the north west of the State. Part of this plan includes 
discussions with the Department of Health in the Northern Territory about the possibility 
of supporting health services in the far north of Western Australia from Darwin. The 
teaching hospitals in Perth are also supportive of the Department’s activities to address 
these challenges. 
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Despite all of this work the people in the Shire of Broome still feel that they are deprived 
of adequate services and have raised this issue with the State Minister and other parties. 
The State health administration has a good focus on rural health but finds it difficult to 
meet some of the particular problems, such as those relating to recruitment, partly 
because matters relating to specialists and overseas trained doctors, for example, are not 
within its responsibility. 

significant and sorely felt by local people. 

There has never been a full time local surgeon, only visiting surgeons. Given their small 
population and remoteness it is never likely that there will be specialists resident in such 
centres. 

There has been no psychiatric service in the town but it is intended that a psychiatric 
service for the Kimberley Region will be based in Broome from July 1996. This service 
will include telepsychiatry. 

Broome has no local gynaecological or obstetric service. Again, these are provided on a 
visiting basis, normally from Derby. 

The Shire of Broome considers the town’s medical facilities to be inadequate and is 
frustrated that much needed capital works have not seen their way forward through the 
State Governments’ Capital Works Program. 

In a letter to the NRHA dated 9 April 1996, the Shire Clerk of Broome summed up the 
feelings of his Council in the following words: “In this day and age in a developing 
region such as this, with a huge potential for tourism and agricultural development, it is 
unacceptable that Australians have to put up with third word standards.” 

The State Government has recently announced that $15 million has been allocated over 
the next three financial years to upgrade the Broome hospital. However it is believed 
that additional works will be required and it is acknowledged that the matter of the 
human resources for health available in Broome and the rest of the Kimberley Region has 
still to be fully resolved. 
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7. The F&e Work of the Alliance -! 

The Alliance has a detailed Strategic Plan and Forward Budget for the period 1996-l 999. 
It has been given the opportunity and capacity to continue to work towards fulfilment of 
its mission by the grant from the Federal Government. 

Its work in the future, as in the past, will focus on improvement of the health outcomes 
for rural and remote people. It will take a strong interest in the refocussing and 
rationalisation of health services to see that they are achieved without jeopardising rural 
health outcomes. One new area of work for the Alliance will relate to the roles of local 
authorities in affecting health outcomes. Although not as important as the 
Commonwealth and the States, local government is sometimes a forgotten player in these 
matters. 

!##&&a& sr *i .#,)I 
Health policies and those who lobby for them are sometimes characterised as being 
towards the ‘soft’ or ‘wet’ end of the ideological spectrum. The view of the Alliance is 
that health is critical both as a human right and as an economic input. In terms of human 
rights such things as freedom of speech, freedom of collection and access to a fulfilling 
job are sometimes seen as more important than good health. However in the absence of 
good health the ability of an individual to enjoy these other freedoms is limited. 

Good health is also a fundamental input from an economic perspective. Economists 
acknowledge the importance of human capital and there is now a wide acceptance of the 
economic benefits of having this human capital appropriately skilled for the productive 
activities in which it is engaged. It is sometimes forgotten that ‘human capital’ is 
another way of describing a group of human beings. The Alliance believes that more 
attention should be focussed on the health status of this ‘human capital’. With all the 
training in the world people cannot operate effectively and productively unless they are 
healthy. I 

The potential value of the work of the Alliance is not limited only to the influence it may 
have on parties outside the Alliance. It also plays a valuable role by keeping the various 
providers of rural and remote health services, together with consumers, in a close 
compact. This close communication enhances the ability and willingness of diverse 
groups to co-operate in working on rural and remote health. Such co-operation is not 
only a prerequisite to good health services but also the reality facing health providers in 
sparsely populated areas. Wherever there are insufficient people to justify the placement 
of individual health workers from different professions, the keys to successful service 
delivery are teamwork and a flexible approach to job descriptions and work protocols for 
individual professionals. 
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A couple from rural Australia were visiting the big city. They were walking 
down B suburban street late at night. It was very dark but up ahead they 
saw a pool of light beneath a street lamp. As they drew nearer they saw 
someone crawling in the light on their hands and knees and recognised the 
person as a senior rural health policy officer for their State. 

“Hello,” they said. “What on earth are you doing?” : ., ::” 
.” 

“Looking for my car keys,” mumbled the policy officer. 
.“’ 

Eager to help, the couple moved forward. “Where did you drop them?’ 
‘., 

“Sonietihere back there where you’ve just been.” 
: ., 

“So why are you looking here?” :’ 

“This is the only place where I can see clearly.” 
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These workforce issues are potentially the source of tension between some of the 
individual health professions. The Alliance has an important role to play in providing a 
forum in which such hard questions can be discussed and tensions resolved. 

I 

It is perhaps the pre-eminent characteristic of the Alliance that it is ok place where 
professional and other parochial interests can be put aside in order to pursue a greater 
goal. This greater goal is to finish the journey towards good health and good health 
services for rural and remote people. 

t 
The Alliance’s bottom line, like the government’s, is the health status of rural and remote 
people, not the status of individual health professions or policies. 

! 
The value of the Alliance to rural people and to governments is now clear. For the clients 
of rural and remote health services there is now a national organisation which views the 
issues as they do. This is characterised by an intersectoral, whole-of-life perspective, 
based on a broad definition of ‘health’. ,, I I 

The Alliance is helping governments and health managers consult with the clients of ’ 
rural and remote services and with health workers in a uniquely constructive fashion. 
The views of individual interest groups and from different districts and States are used to 
construct a national non-metropolitan picture which, at the same time, accommodates the 
different needs of different communities. 
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Publications from the National Rural Health Alliance: * - 

I. A Fair Go For Rural Health, Proceedings of the 1st National Rural Health 
Conference, Toowoomba, 1-1-I 6 February I99 1; Department of Health, Housing 
and Community Services, Canberra, 1992. 

2. A Fair Go For Rural Health - Forward Tooether, Proceedings of the 2nd National 
Rural Health Conference. Armidale, 12-14 February 1993; University of New 
Ensland. Armidale. 1993. 

3. The Politics of Rural Health: How Far Have We Come?, Proceeding of the 3rd 
National Rural Health Conference. Mt Beauty. j-5 February 1993; NRHA. 
Canberra, May 1993. 

4. Action Now to Imurove Rural Health Outcomes Soon, A Winter Manifesto 
summarising the priority recommendations from the 3rd National Rural Health 
Conference; NRHA, Canberra, June 1995. 

5. Submission on the National Rural Health Stratenv Mid-Term Review; NRHA, 
Canberra, December 1995. 

6. Strategies for Chance, A Summer Statement to Shareholders; NRHA, Canberra, 
December 1995. (Out of print) 

7. Position PaDers from the NRHA, NM-IA, Canberra, forthcoming. 

NOTE: a ‘package deal’ for individuals is available in which a single copy of each of 
I, 2, and 3 costs $65.00, including postage and handling. There are over 1,300 pages 
on a wide range of issues in those three publications. For libraries and other 
institutions this special price is $100.00. Single copies of number 3 (over 90 papers 
and 700 pages) are $47.00 to individuals and $57.00 to institutions, inclusive of 
postage and handling. If you would like to order any of the above publications please 
fill in this form and return by fax or mail to the National Office of the NRHA. 42 
Thesiger Court, Deakin, ACT, 2600. Fax: (06) 285 4670. 

Name: 

Address: 

Publication(s): 

Amount enclosed: 

Postcode: 
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