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Where should we spend our
health dollar?
After ten years in various rural health roles in the WA public
sector, mainly in policy and planning fields, but also in health service
management, it’s a pleasure to “spill some of the beans” for
PARTYline.
Rural and remote areas need new service models that would allow
greater participation in rural health by private not-for-profit organisations. This would help to provide people with opportunities to
use their private health insurance by accessing private services locally,
wherever they live. I think it’s quite unfair for rural residents to be
penalised for not taking out private health insurance, if they cannot
easily access the private services their insurance covers.
St John of God Health Care is a good example of an organisation
dedicated to using any surplus from its private hospitals for community benefit and to support the marginalised in our community.
It does this in a very unassuming and low key way and I hope to
encourage a greater focus on those most marginalised in rural areas.
Back to “spilling the beans.” Probably the worst thing I saw in
my time in the public sector was the lack of sensible media debate
over the future of health care in Australia. Where is the limited health
dollar best spent to achieve better health outcomes in Australia?
• on bigger and better tertiary hospital services?
• on a stronger focus on primary care and prevention?
• on diminishing returns at the end of our lives to keep us going
a little longer?
• or on preventing, educating and avoiding health risks for
youth?
The reality is that we can’t do it all and while some balance is
needed across all of these areas, we need the wider community to
understand that current spending trends are not sustainable in the
long term. Now is the time to decide where our future
emphasis is going to be.
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Kim Snowball is CEO of St John of God Health Care in Geraldton,
and also works as a consultant in rural health. Here Kim spills the
beans on some of the good, the bad and the ugly in health policy in
Australia.

These are very central issues to deal with and unfortunately
the media has stolen the debate and focussed very strongly on the
theme “the health system (meaning hospitals) is in crisis” right
across the country.
Continued on page 3
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Working with people in rural and remote areas to improve health outcomes is an inherently
political activity. It’s been an interesting time for politics both within Australia and internationally.
Political institutions and processes have been under the gaze of people who are becoming
increasingly disposed to be cynical. These negative emotions find expression in feelings like
“a plague on both your houses”, “we need new strong leadership” or “we need to revitalise
the political agenda”.
Internationally the
major issues include
terrorism, which is global, and globalisation,
which is often seen as
a terror. Important
though they are, they
both seem a long way
from the day-to-day
health concerns of
people in rural and remote Australia. Domestically we have our
own over-arching concerns, including how
to build an inclusive
society, reconcil- iation,
and sharing the benefits of economic growth
across all regions and
all people.
In health our high
level national issues include private health insurance, indemnity,
and the structure and operation of the Pharmaceutical Benefits System, and the
Medicare Benefits Schedule. But these are
not the issues that most people want to talk
about in relation to rural and remote health.
The day-to-day reality is that health is affected
by one’s age, location, employment and income
status, relationships, by predisposition to
certain illnesses or conditions, and by random
circumstances relating to accidents or natural
disasters. This ‘whole of life’ and
intersectoral approach to health will be the
basis of the 7th National Rural Health Conference (1-4 March 2003). Its theme is The
Art and Science of Healthy Community – sharing
country know-how.
Not everything that is important to
health is measurable or ‘evidence-based’.
Rural and remote communities, like the human
body, are complex and dynamic entities. In
some of them, because of the magic ingredients
of know-how there is stronger leadership, a
better sense of community, less alienation and
better health.

The Alliance is
pushing ahead quietly
with its work as an
advocate for rural and
remote people, largely
(but not exclusively) in
relation to matters
affecting their health. In
the next few months
Secretariats for the
Association for Australian
Rural Nurses and for
the Rural and Remote
Allied Health Advisory
Service will co-locate
with the Alliance’s
secretariat in Canberra.
We are also closely
involved with the exciting developments led
by
the
Isolated
Children’s Parents’
Association and the
National Farmers’ Federation on the new
Rural Education Foundation Australia. It is
great to know that the Alliance will be able
to work more closely with some of its own
Member Bodies and some new organisations
with related interests.
The Alliance is an organisation through
which organisations can express their common
determination to seek a sustainable and
healthy future for rural and remote people
and their communities. We remain grateful
to the Office of Rural Health in the Department
of Health and Ageing which bears the burden
of supporting the Alliance on behalf of all of
the individuals, communities, sectors and
governments to which the Alliance provides
a service.
The Alliance is ten this year. The ‘Inaugural
Meeting of the NRHA’ was held at the
Eaglehawk Motel outside Canberra on 1719 June 1992. The political work continues!
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Gordon Gregory
Executive Director, NRHA v
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Where should we spend our health dollar?

Kim Snowball ‘spills the beans’ on the good, bad and ugly of Australian Health
Continued from page 1

This is a very negative campaign that has
robbed Australians of confidence in their
health system, in their doctors, nurses, managers and politicians. No one will deny that
there are problems in our health system, but
we need to keep some perspective.
From international comparisons of longevity, hospital outcomes, disease trends
and responses, and value for the health dollar, it is clear that Australia is amongst the
best in the world. The bagging of our health
system and the people who work in it (often
by our own colleagues) needs to stop: we
need to refocus on solutions, encourage
what is being done right and focus on those
most in need.
One of these solutions is to remove the
distractions caused by different funding
and policy directions between State and
Commonwealth. The sooner one level of
government takes total responsibility for
health and aged care and distributes the
funds according to the population’s needs,
the better.
Having got that off my chest, there have
also been very exciting changes and developments.
The fact that rural health is no longer a
backwater and is firmly on the political
agenda for the foreseeable future has been
fantastic. At last the problems are being acknowledged and governments are listening.
Rural doctors have tended to be at the
forefront in describing their needs and
being politically active to achieve real
recognition of the shortage of rural doctors
and offering solutions to these problems.
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The subsequent establishment of the
National Rural Health Alliance and regular
conferences have seen partnerships and dialogue with governments develop and led to
a remarkable change in responses to rural
health issues.
Developing ‘one size fits all’ solutions is
largely a thing of the past. For many working
in rural health it has been very liberating to
see a greater understanding of the need for
flexibility - for the capacity to respond to
different community dynamics and different
health needs.
The myth that successful metropolitan
models will automatically work in rural areas
has at last been debunked. Recognising the
importance of engaging and empowering
communities to take a key role in deciding
priorities and how services can be provided
has been a great step forward.

This latter point has been well demonstrated through the successful development
of the Multi Purpose Service (MPS) Program
in Western Australia.
The program has been adopted by over
50% of rural shires and has been the most
successful demonstration of what can be
achieved when the Commonwealth, State
and community come together, pool their
funds and expertise, and plan services together. This has been a very satisfying
program to be involved with, and has meant
that for many small rural communities, safe
and effective local health and aged care services are within reach.
These are the sorts of models we need
to adopt in rural areas. They’re flexible, they
empower the local community and they
focus on the key service gaps and health
needs at a local level.
There is still much to achieve in rural and
remote health and while the list remains quite
long there are some absolutely key priorities. First among these is Aboriginal health.
Aboriginal people remain the most
marginalised group in the community on
many measures, including health status.
There are numerous factors that contribute
to this situation and I regret that it is one
area in which the health system has not
performed well.
A rethink on approaches and partnerships with Aboriginal people is needed. I
was once given great advice on working in
Aboriginal Health and that was to develop
personal relationships.
For me that has led to lasting friendships
and I have learned just how much can be
achieved when personal relationships and
trust are at the foundation of our efforts. v
“The sooner one level of government
takes total responsibility for health and
aged care and distributes the funds according to the population’s needs, the
better.”

Advertising costs:
PARTYline welcomes advertisements.
The schedule of fees is:
Quarter page:
Half page:
One-third page:
Two-thirds page:
Full page:
Insert in mailout (hardcopy provided):

$275
$550
$363
$720
$1100
$880

All prices are GST inclusive. A 10% discount applies for an annual advertisement
subscription. Phone the NRHA on 6285 4660.
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24 hours

A day in the Life of a Country GP

Anne with co-workers Deanne, Sherryl and Samara at a wulri party.

Anne Cawley, a young GP from Adelaide,
tells of her first impressions of living and
working in Katherine. She only intended to
stay 3 months but has gained an incredible
insight into a welcoming and challenging
new world filled with interesting people,
spectacular natural beauty and – in some
areas – serious poverty. Anne has decided
to stay.
6.00am Anne starts the day with a quick
dip in the Katherine swimming pool. In a
place of about 10,500 Anne doesn’t feel isolated or remote. There are two restaurants,
a couple of pubs and a supermarket. Compared to some places in the Territory, this
is very urban.
7.30am Anne dresses for work in a long
skirt, more culturally appropriate than
some of her city clothes.
8.00am The day starts at the Katherine
Aboriginal Medical Service with a staff
meeting including the 4 doctors, the 10-15
Aboriginal Health Workers and administration staff. They discuss the people in the
transport book - those who need transport
from town or one of the many remote Aboriginal communities to the medical clinic
at Wurli Wurlinjang Medical Centre (‘Wurli
Wurli’ is Jawoyn for ‘mosquito’ and the
medical centre was originally built on “the
land of the mosquito dreaming”).
9.00am Anne starts her rounds and
looks in on ‘J’, who wandered in last night
in a very distressed state. Anne could find
nothing medically wrong with him. The
health workers explain that J’s totem, a type
of frog, is threatened by the cane toad
4

which has come to the area now and in ever
increasing numbers. J believes he is sick
now for failing to protect his totem properly (totems are sacred in traditional
Aboriginal culture and people are very
committed to the protection of them).
9.30am All hospital staff are on alert: a
snake has sought refuge in the hospital
from the rains.
10.00am Anne has a quick chat with
Beryl who has just come back from a remote community. Beryl is the Centre’s
longest serving Aboriginal Health Worker
- has been there for 15 years. Beryl has been
Anne’s lifeline since coming to Katherine.
She still feels she is living in a foreign country but Beryl and some of the other
Aboriginal Health Workers have helped to
ease her in. “Their connection with the land
and their people is truly inspirational and
working here would be impossible without them. When a patient comes in they are
able to help me understand the context
better - which community they are from,
what their family circumstances are, what
cultural roles and connections they have,
their country and language. It all helps in
being able to offer health advice and treatment.”
Anne has recently finished a month’s
placement at Maningrida and is still
shocked at some of the third world conditions encountered there and in some of the
local town camps. Anne has worked in
third world countries throughout the world
and the conditions on Aboriginal communities are as bad as she has seen anywhere.
For example, people often run out of electricity and can’t reinstate it until they buy
their next electricity card during limited

shopping hours. There are often 10-20 people living in one house and usually no
phone or transport.
Anne feels a little spoiled even in her
small house in Katherine.
10.30am Anne sees a number of patients. She treats 3 members of one family
for scabies (a result of their overcrowded
living conditions), a 20-year old Aboriginal woman who has diabetes (the incidence
of young-onset diabetes is very high) and
a 50 year old man with heart complications
(average life expectancy for Indigenous
males is 57 years).
12.00pm Anne grabs a sandwich and
eats on the run. She has to take a patient to
the Katherine Hospital to see the visiting
specialist. Matilda, one of the Aboriginal
Health Workers, accompanies her but Anne
knows that Matilda’s extensive and invaluable cultural knowledge may not be
respected. It frustrates Anne that the Aboriginal Health Workers are not more highly
valued. She believes cultural awareness
training should be compulsory for all
health professionals working or planning
to work with Aboriginal communities.
4.30pm Knock off time for most of the
staff, but Anne will stay on to do some paper work. The Fruit Box is passed around
to the local children, a new health worker
initiative to encourage healthy eating.
6.00pm Anne goes down to the oval to
watch her partner David train for the big
footy game on the weekend. The Buccaneers are playing the Crocs and with the
Buccaneers on the bottom of the ladder,
they need a win. Sport is a focal point.
Anne is amazed at the recall of the spectators. Their colourful description of the
game where every move is retold and
sometimes re-enacted is very entertaining.
The locals love a joke and are often ‘gamin
gamin’ at her expense.
7.30pm David and Anne enjoy a quick
fish down at the river before they retire for
the day. Anne is trying to develop her fishing skill as it is part of the social currency
in the area. She won’t be truly respected
until she has caught the elusive big
barramundi. In the meantime, Anne is
happy to observe, listen and enjoy the wonderful experience of what, to her, is a new
world. v

Number 11, April 2002

PARTYLINE

indigenous issues

Housing and water in Indigenous communities
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Inadequate housing and the lack of safe
drinking water and effective sewerage systems pose serious health risks, wherever
they exist. An analysis of the 1996 census
found that a greater proportion of Aboriginal and Torres Strait Islander people
experience overcrowded living conditions
than other Australians. And whereas the
rate of overcrowding in Indigenous families was 10% in major urban areas, it was
27% in rural areas.
Given that finding, it is therefore ironic
that the 1999 Australian Housing Survey
found that Indigenous households spent a
higher proportion of their income on housing than non-Indigenous households.

ARTHUR MOSTEAD

There are many good news stories in
Indigenous health, but it’s important to be
reminded that massive support from healthrelated sectors, as well as from health
services themselves, will be needed to raise
the status of Indigenous health to the same
level as other Australians experience.
Better health for some people depends
largely on better incomes, housing and
water quality.

In the 1999 Community Housing and
Infrastructure Needs Survey (CHINS),
information on water treatment and testing was collected from 233 communities
with populations of 50 or more. The water
was treated in just over half of these communities and in 58 of them (total population
25,322) the water failed testing. A further
64 communities were not connected to a
town water supply and had not had their
water tested in the previous 12 months.
The 1999 CHINS asked 348 communities

with 50 or more people whether there was an
environmental health worker active in the
community. 250 of them reported no such
worker.
These facts are from The Health and
Welfare of Australia’s Aboriginal and
Torres Strait Peoples, 2001, (ABS and AIHW
2001) and a useful summary is provided
in the Summer 2002 edition of Healthlink,
the health promotion journal of the
ACT region. Email for Healthlink is:
brigid.walsh@heartfoundation.com.au v

Indigenous Workforce Issues On the Table
Indigenous peoples continue to suffer a
greater burden of disease and ill-health
compared to other Australians. The health
disadvantage begins early in life and
continues through the life cycle.
A focus on providing the best possible
health system response to this appalling
state of affairs is the focus of the Aboriginal
and Torres Strait Islander Health Workforce Draft National Strategic Framework.
The framework, which was commissioned
by the Australian Health Ministers’ Advisory
Council (AHMAC) and has undergone a
six months consultation process, proposes
five broad objectives for Aboriginal and
Torres Strait Islander health workforce reform:

1. Increase the number of Aboriginal and
Torres Strait Islander people working across
all the health professions.
2. Improve the clarity, regulation and recognition
of Aboriginal and Torres Strait Islander
health workers.
3. Improve the effectiveness of training, recruitment and retention measures targeting
non-Indigenous health staff to Aboriginal
primary health services.
4. Address the role and development needs of
other workforce groups that have been significantly addressed by previous strategies
that have focused on Aboriginal health workers
and doctors. These include public health pro-

fessionals, nurses, dentists and other allied health
staff, the role of the specialist medical workforce and health service management; and
5. Include clear accountability for Government programs to qualify and achieve these
objectives and support for Aboriginal and
Torres Strait Islander organisations and
people to drive the process.
An implementation plan is currently
being prepared and will be considered by
AHMAC in May 2002. Copies of the
document can be obtained by contacting
the Office of Aboriginal and Torres
Strait Health on 02 6289 5284 or email
ange.nicol@health.gov.au v

POSITION VACANT
Applications are being received for a full-time Project Officer to work in the newly formed, Canberra based,
National Rural and Remote Allied Health Advisory Service. Applicants with a broad knowledge and understanding of rural and
remote allied health professions and practice are encouraged to apply.
For enquiries contact: Robyn Adams
email: paddyjoe@lisp.com.au
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meet a friend

James Fitzpatrick, 2001 Young Australian of
the Year
Readers of PARTYline will know of James
Fitzpatrick, the medical student who was
named 2001 Young Australian of the Year.
James’ name has become synonymous with
advocacy for rural and remote health. Here
is a glimpse of some of what he experienced
in his "year of opportunity".
Many times people have asked me
what you ‘get’ being Young Australian of
the Year. The answer is "Opportunity"!
Opportunities are everywhere, for all of us.
The only variable is whether we are serious
enough about Life to take them, and just
as importantly, to create them for others.
The absolute highlight of my year was
the True Blue Dreaming odyssey through
fifty Outback communities over a period
of five exciting months. Three mates in an
old yellow vehicle (appropriately named
‘Old Yella’) set off with a bagful of dreams
through Australia’s heartland to work with
young people who all too often lack the
inspiration and opportunity to realize their
dreams. Our mission was to inspire and
build the capacity of young Australians to
contribute to community enhancement activities, and in so doing develop a sense of
value, identity, and purpose.
The stories are as diverse as the saltbush
plains are wide. The constant message delivered by the True Blue Dreaming team was
of practical optimism and the responsibility
of individuals to actively shape the future
of both their own lives and the community

James Fitzpatrick (third from left ) with students from the University of Western Australia
visiting an Indigenous family in Hermannsberg, Northern Territory

they live within. At times our legacy was
tangible, such as better-organised youth
councils or a mural at Mungullah village
near Carnarvon; at others it remained only
in the hearts and minds of those we worked
beside. As we travelled about with our bagful
of dreams it was possible to show other
young Australians how to achieve theirs.
In visiting the Outback many of the
most important issues that we have to face
up to as Australians are lived out in dayto-day life. As a nation we still have a long
way to go in healing the wounds of the past
and present treatment of Aboriginal and
Torres Strait Islander peoples, and in walking

"The opportunity to
experience Outback
Australia is one that should
never be missed."

together, truly reconciled. We also have a
long way to go in ensuring that those Australians living outside of the metropolitan
areas have access to the standard of health
and education provision that we enjoy in
the cities and major towns. These changes
can only come about if each and every
Australian exhibits the wisdom to make
themselves aware of the issues, the compassion to care, and the courage to act
toward a positive change as they live out
their day-to-day lives. A fantastic first step
for all of us would be to venture into a
rural or remote area and to get a hold of
the sense of community that is alive and
well, and that just may hold the key to Australia’s further development as a wise,
compassionate, and courageous nation.
My dream for Australia is that we walk
together, across cultures, across geographical
divides, and across time. It begins with each
of us. Who knows where it may take us. v

Rural Advocate receives Australia Day Award
Phillip Mills is a rural health advocate who
received Honours in this year’s Australia
Day Awards. Dr Ross Spark tells PARTYline
about a remarkable man who has been
recognised for his services to the
communities in the Torres Strait Islands and
the Northern Peninsular area of Queensland.
Phillip Mills has been working for over
twenty-five years in a range of positions
and agencies relating to health and prevention. He has demonstrated a singular
dedication to the improvement of health
and quality of life for his people, the traditional inhabitants of the Torres Strait
islands. After an early career in health promotion in Queensland, Phillip worked in
the Northern Territory Department of
Health (1985-88) before a period as Health
Advisor to the South Pacific Commission
6

Phillip Mills
for AusAID (1989-90). This in turn led to
his appointment as the first Director of the
Office of Torres Strait Islander Affairs with
ATSIC in Canberra in 1990.
He returned to the Torres Strait in 1992
to be Queensland Health’s first Indigenous
District Manager and embarked on a program of reform that has seen the Torres
Strait become a model for Indigenous primary health care innovation in this country.
Phillip was the architect of the Torres Strait

Health Strategy (1993). This has seen the
Torres Strait people take significant steps
towards control of the determinants of their
own health and has produced positive benefits in areas of housing, employment and
education, well outside of the usual arena
of the health system. Most of this has accrued through Phillip’s many hours of
work outside office hours. Perhaps not
coincidentally, preliminary data on the
health status in the Torres Strait are now
showing signs of improvement in certain
health indicators.
Phillip Mills is known around Australia
for his humility and integrity. He is a quiet
achiever whose greatest reward is the respect
of the elders of the Torres Strait. This year
his significant personal contribution was
acknowledged when he was awarded an
Order of Australia Medal. v
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The number of doctors in rural areas: Lies,
damned lies or statistics?

Figures from the Productivity Commission
have indicated an increase of 4.3% in rural
and remote doctors across Australia.
A closer look at these figures shows that
while the full-time workload equivalent
(FWE)* may have improved in large rural
centres, smaller towns have not fared so
well and remote areas are still very poorly
served.

The FWE figure counts the number of
GP services paid through Medicare, so it
does not include all of the activity of GPs.
In fact it therefore understates the total volume
of GP services provided in any given area.
The Productivity Commission’s figures
show that in 2000-01, on a per head basis
people in remote areas had about half as
many doctors’ services provided to them
as to people in capital cities. Australia’s
remote areas really are a special case for
which special health services are needed.
“With rural and remote GPs providing a
wide range of services in their own practices
as well as the public hospital system, they are
often stretched in responding to their community’s physical and mental health care needs,”
reports the Productivity Commission.
Information from the Alliance’s constituents
is varied. For instance, while some regions
of Tasmania are better off than they were,
there is a concern that the gaps are being
filled by overseas doctors and short-term
stayers, leaving rural and remote communities with a lack of certainty and
continuity of care. This concern is also ex-

perienced in part of Western Australia. In
Corrigin, in the central wheatbelt region, the
community has been without a doctor for
six months as the overseas doctor, who had
been practising for six years, has been
deregistered after failing the medical exam.
The figures for rural South Australia
indicate they have had the highest increase
of 7.8%. However, Dr Nigel Stewart, Chair
of the Alliance and a practising paediatrician
in Port Augusta, is doubtful. “Increasing
recruitment is commendable but needs to
exceed losses in death, retirement, changing
work pattern and changing location. It presumes new recruits have ‘old’ workforce
skills and commitment to hours. All of this
might be why rural folks have not seen a
difference on the ground,” says Nigel.
Initiatives to attract and retain doctors
to rural and regional areas are most welcome,
including those of local authorities. But
there is still much work to be done. v
*

The Full Time Workload Equivalent is calculated for each doctor by dividing the
doctor’s Medicare billing by the mean billing of full-time doctors.
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Optometry working with older rural Victorians

Optometrists in country Victoria will be
working with elderly patients to promote
good eye health in a new project being run
by the Optometrists Association Victoria.
The See to the Future project - funded by
the Victorian Department of Human
Services - aims to improve vision care in
rural areas by developing partnerships and
resources to help optometrists present
information to elderly patients.
Number 11, April 2002

Executive Director
of the Optometrists
Association (Victoria),
Ben Harris, said that
there were some imaginative methods
that optometrists
used to explain eye
conditions to their patients. “One of our
members explains agerelated maculopathy to
his patients using different sized jars of

spaghetti.”
In the first stage of the project, the Optometrists
Association Victoria surveyed its members in
rural areas to identify the key eye diseases and
conditions found in older patients and
how optometrists explained them. It also
revealed that optometrists wanted to be
more involved in health promotion to the
public but listed lack of time and skills as
the major barriers.
“Caring for patients one on one is the
best part of my job,” said Jules Mollica, an
optometrist from Horsham who is chairing

the project steering committee, “but sometimes health promotion can be more
effective with groups. I’m hoping that See
to the Future will give me the tools I need to
undertake health promotion effectively.”
Mr Harris said that, at the end of the project,
a public health resource would be available
to members on the Victorian Division’s
website. He said the resource would assist
optometrists to give presentations on eye
health to their local communities.
“We are hoping to demonstrate a resource that can be used by any optometrist
as an effective way of promoting good
visual health to older Australians,” Mr
Harris said. Mr Harris, who in a previous
life advised former federal health minister
Michael Wooldridge on rural health policy,
noted the diversity of rural Australia. “Rural health care in a country town is not only
different from health care in cities but also
very different from that in other country
towns. A local solution is the answer, rather
than a ‘one size fits all’ approach, and hopefully, this project will help give local
optometrists the tools to develop local solutions,” Mr Harris said. v
7
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Aged care is the issue – and here’s why!
This is the view of Rosemary Young,
Director of Frontier Services, the largest
provider of residential aged care services
in the Northern Territory. “Frontier Services is seriously concerned about the
long-term viability of the current capital
funding arrangements. The Government
has largely withdrawn from providing
capital funds for aged care facilities - even
in remote areas where it has traditionally
recognized a special need.”
“For agencies like Frontier Services it
is simply not possible to finance capital

costs through income from accommodation bonds and charges - because we hardly
hold any, or from government subsidy income - because small remote facilities
operate at a deficit.”
“Unless the Commonwealth recognizes
that the costs of upgrade to meet 2008 certification requirements and of new capital
investment cannot be met by agencies providing care, the number of residential aged
care places - particularly in high care dementia care and care in remote areas - will
actually decline from 2008.”
“Older Australians deserve and demand
quality aged care services - even when they
live in remote areas,” said Rosemary. v
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“Aged care is going to be the big challenge
for the Federal Government in the next five
years – not immigration – and particularly
in rural areas.”
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Can the Opposition
convert its principles
into action?

The National Strategy for an Ageing Australia
The Government will focus on employment,
lifestyle, health and world-class care for our
ageing society, according to its recentlyreleased National Strategy for an Ageing
Australia.
Changing demographics will mean:
• fewer people will retire at 55. Mature age
workers will need to stay in the workforce longer to offset the falling number
of younger entrants, and to fund their
greater number of years in retirement.
• the sometimes uninformed and negative
community perception of older people
will need to change to ensure older people remain an active and independent
part of the community.
• housing options that are affordable,
accessible and suit the changing needs
of individuals will be a priority.
• transport systems and communications
technology will need to be designed to
ensure they are ‘older people’ friendly.
8

• there will be demand for ongoing education services from a larger retired
population.
• there will be a need to focus on the factors that influence healthy ageing, such
as diet, exercise, depression and overall mental health.
• the demand for care within the home
will increase with the expected proportion of older people being cared for in
aged care facilities being about 8% in
twenty years’ time – the same as now.
A skilled and professional aged care
workforce will be required.
The new Minister for Ageing, Mr Kevin
Andrews, has announced that the
next stage of the Strategy will include
community meetings around Australia to
discuss ageing issues. Readers of
PARTYline who attend such meetings are
invited to provide feedback to the Editor:
michele@ruralhealth.org.au v

People in rural areas will be interested
in how the following principles from the
existing ALP platform will be put into operation:
• Labor believes that Australians’ access
to aged care services should be on the
basis of their need for that care and not
on their ability to pay or where they
live.
• Labor recognises that older Australians
prefer to stay in their own homes and
in their own neighbourhoods as they
age, and that they may need assistance
to do this.
• Labor will ensure that older Australians
in rural and regional areas have comprehensive access to aged care services
appropriate to their needs. v

Recognition of models of best practice
in aged care delivery in rural and remote Australia is outlined in a recent
report released by the Commonwealth
Department of Health and Ageing entitled ‘Delivering Quality Ageing Care in
Rural and Remote Australia’. The report
gives a succinct description of 23 aged
care facilities that have successfully met
the challenges of delivering quality
care. If you would like to order a copy
of the reprint now being prepared, contact
David Martin, Commonwealth Department of Health and Ageing (02) 6289 1015
or email david.martin@health.gov.au.

Number 11, April 2002

PARTYLINE

special feature

Key issues for Peak Body
More money for rural nursing homes, less
red tape, greater administration efficiency
and increased funding to the sector is what’s
needed to improve aged and community care
programs, according to Aged and
Community Services Australia (ACSA), the
national peak body for not-for-profit church,
charitable and community providers of aged
care services.
ACSA’s 1400 member organisations
provide residential care to over 200,000 older
people throughout Australia.
In its Federal Budget Submission,
ACSA calls on the Government to increase
its spending in rural areas from the $1 million promised in the Federal Election to
$450 million. “This amount is needed to
build new services and to enable existing
services to upgrade and meet fire, safety
and other building certification requirements by 2008.”
Apart from the major regional centres,
the infrastructure in rural areas has been
eroded; there is high unemployment and a

What of the special
needs of rural and
remote communities?
The greatest challenges for older people in
rural and remote areas are mobility and
isolation.
The widespread lack of public transport,
poor roads, high cost of gaining access to
services and to community life (in terms of
time and energy, as well as cash) compounds
the declining personal mobility as people get
older and more frail. Rural older people
must rely on friends, relatives and volunteers
to a greater extent than their city friends to
access services, take part in local events and
participate in family and community life.
The Government outlines a long-term
plan to subsidize and redesign the public
transport system to accommodate the
higher use by older people and there needs
to be an equivalent strategy for people in
rural and remote areas.
The Alliance has called on the Federal
Government to allocate additional growth
funding to the Home and Community Care
(HACC) program specifically for rural areas, to address the current and growing gap
in available services. This will help in the
recognition that if ‘Ageing in Place’ is to
be a reality in rural and remote communities, adequate funding must be provided.
(The notion of ageing in place is about the
Number 11, April 2002

shortage of GPs and other care providers.
Aged care facilities in rural areas also have
a higher proportion of financially disadvantaged groups.
“If funding is not increased there is the
real threat of closures of small rural residential care homes. Viability issues for
smaller community located residential care
homes may force providers to enter delivery arrangements that are focused only on
economies of scale rather than on the best
outcomes for clients, carers and the community balanced with efficiency
considerations,” ACSA says.
“Access to services, assistance and support should not be determined on the basis
of where you live. It is crucial that Australian Governments support older people who
have lived their lives in a rural and remote
community by ensuring they can access their
services and support required locally.”
Copies of the ACSA 2002/2003 Federal
Budget Submission are available by phoning 03 9686 3460 or visit their website at
www.agedcare.org.au v

ability of people to go through the various
stages of older life, right up to their final
days, without having to change premises
or localities.) v

A Home away from
home
This is an extract of an article written by
Storry Walton for the November 2001
issue of the newsletter of Frontier Services.
“You wouldn’t think that letterboxes
could be so important. Or gates and driveways. But they are. At Terrace Gardens,
they represent just how radically different
from other providers is the care which
Frontier Services offers frail aged people.
That’s because each Terrace Gardens house
has its own letter box, own gate, own driveway, and they look out onto a suburban
street of Darwin like any other home.
For each resident, the letterboxes say: I
am frail but not invisible. I am a person
and I am addressable. The gates say: My
spirit is free here. I am not a prisoner of
my age or place. The driveways say: There
is still a pathway to my door for the precious traffic of friendship. Together they
say to the suburb: Old does not mean we’re
set apart; it means we are a part of you, as
naturally as youth and middle age.
Terrace Gardens had been run by a private operator for some 17 years, before
Frontier Services took it over in 1997. v

THE FACTS
• The proportion of people aged 65
and over to increase from 12% in
2001 to 26% in 2051.
• The number of people aged over 65
likely to grow from 2.4 million to 4.2
million in 20 years’ time.
• The proportion of the population
aged 15-64 is expected to fall from
67% today to around 60% in 2051.
• There are currently 170 000 new entrants to the workforce each year. By
2020-2030 this figure is estimated to
drop to 25 000 a year.
• The number of people over the age
of eighty is expected to triple in the
next 50 years, to the point at which
they comprise 9% of the population
or 2.3 million people.
• Today 69% of those over 85 are
women; because of the increase in
men’s life expectancy, this proportion will fall to 59% by 2052.
• Except in WA, the population based
outside metropolitan areas will age
more rapidly than their city friends.
• 40% of deaths from cancer occur in
people over the age of 75.
• Older people in rural communities
more likely to spend their last days
in hospitals and nursing homes because of the lack of home-based
services. v
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Conference Recommendations
Follow-Up

Everyone presumably supports
public health programs and health intervention: it naturally seems a good
idea to prevent ill health rather than to
cure it once it happens. But an interesting
article by Peter Harvey actually suggests that rural people may miss out
from this approach. A US study on antismoking serves as an example. It
suggests that health costs may actually
be increased because of the impact on
aged care and lifelong health costs of
having smokers survive for longer.
Rural people in Australia are poorer
on average than those in cities. They
are also less well resourced and supported. They are therefore less likely
to benefit from programs that rely on
individual effort than their cousins who
are already better off. The author therefore warns against unquestioning rural
support for a shift in the emphasis of
programs from acute care (hospitals etc)
to ‘public health’ or early intervention.
If early intervention programs do work
they will postpone the need for acute
care but not replace it entirely. Rural
people – like all others – now have
higher expectations for health care because of their understanding of what is
technically possible. They will therefore continue to have high and indeed
increasing demands for acute care. And
they should beware of throwing away
their demand for hospitals, emergency
care, primary health care team and
evacuation.
Note: this is a summary of the views
expressed in the article by Peter Harvey
prepared for Partyline. Readers interested in the detail of the article itself are
encouraged obtain a copy of the Australian Journal of Rural Health (Vol 9
No. 6) available from Blackwell Science
Asia (03 9347 0300) or email the author
at Peter.Harvey@unisa.edu.au v
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Could improved
health cause
greater acute
health care costs?
Here’s an update on what is happening with
two of the priority recommendations from
the 6th National Rural Health Conference.
One relates to bulk-billing:
“The Conference calls on the Commonwealth to urgently take action on the inadequate
access to bulk billed medical services in rural
and remote areas.”
Two of the Alliance member bodies, the
Australian College of Rural and Remote
Medicine (ACRRM) and the Rural Doctors’
Association of Australia (RDAA), are working
on a draft position paper on “Medicare in
the Bush”. The paper will look at a range
of issues including the Alliance’s overall
position on Medicare, the level of the Schedule
Fee, bulk billing, and whether there could
be a Rural Consultation Item Number.
Another recommendation relates to information technology and telecommunic
ations infrastructure in rural and remote
communities.

“Conference recommends that the NRHA
and other interested parties continue to lobby
Governments for resources to provide adequate
information technology and telecommunications infrastructure in rural and remote
communities, including affordable access to the
Internet. It is essential that appropriate training
and support complement this infrastructure. It is
further recommended that information technologies
should enhance service provision, and should be
avoided if they reduce or diminish service delivery
or quality.”
In response to the Telecommunications
Service Inquiry the Government established the National Communications Fund, a
$50 million dollar program to support significant telecommunication projects in education
and health sectors in regional Australia.
Applications closed at the end of February
and the successful ones are certain to include
those which go some way to meeting this recommendation.
PARTYline will provide an update in a
future issue on the projects that received
funding under this program. v

Become a friend of the Alliance
Support the National Rural Health Alliance by becoming a friend of the Alliance.
friends provides the opportunity for individuals and organisations to have a
special relationship with the Alliance. Members are given the opportunity to comment on the Alliance’s draft policy documents and therefore provide grass roots
input into the Alliance’s policy development. Other benefits of membership include a free CD containing ten years of conference and research information, and
discounted rates to the National Rural Health Alliance Conference.
friends can now receive a discounted subscription to the Australian Journal of Rural
Health, a highly regarded peer reviewed journal featuring articles on health care and
policy in rural and remote Australia.
Want more information?
See the enclosed application form or call
02 6285 4660.
www.ruralhealth.org.au
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Reporting Against Healthy Horizons
Healthy Horizons is in effect Australia’s
national strategy for rural and remote
health. It was jointly signed by the State,
Territory and Commonwealth Governments,
and by the Alliance, in 1999. The first
evaluation of progress with Healthy
Horizons was undertaken in 2000 and the
Alliance’s report from that time is available
on the homepage www.ruralhealth.org.au
The rural sections of the Commonwealth, State and Northern Territory
Governments now meet formally as the
Rural Sub-committee of the Australian
Health Ministers’ Advisory Council
(AHMAC). In May 2002 the Sub-committee
will again report to AHMAC on progress
against Healthy Horizons.The purposes of
this are to achieve consistency of reporting
between jurisdictions and to provide concise
reports on the main areas of achievement.

As a co-signatory with Governments to
the strategy the Alliance is in the process
of compiling a report which should also go
to AHMAC.
The content of Healthy Horizons is broken
into seven Goals. Between them they
represent all of the most important matters
of principle in rural and remote health. The
first Goal emphasises the importance of
working on the highest priorities first
(Indigenous health, mental health, injury
prevention etc). The second deals with
some of the means of improving the health
of Aboriginal and Torres Strait Islander peoples living in rural, regional and remote
Australia. Goals 3-6 deal respectively with
research and information, flexible and coordinated services, the health workforce
and funding arrangements. The last goal
is a particularly interesting and ambitious
one: It reads “achieve recognition of rural,
regional and remote health as an important
component of the Australian health
system”.

Clearly there is much interrelationship
between the seven Goals. For instance if
rural health was recognised and celebrated
as the most important part of the overall
health system it would be easier to recruit
health professionals to it and keep them in
rural and regional areas.
Overall the NRHA believes that Healthy
Horizons has been useful as a common
framework for people at all levels in the
rural and remote health sector. The document
has received numerous mentions over the
years in most health jurisdictions. The
NRHA has used Healthy Horizons itself and
many of its Member Bodies have constructed
reports or undertaken research along the
lines indicated by it. The Alliance will therefore strongly support the development of
a revised version of Healthy Horizons for the
next planning period of national, State and
Territory Governments as well as for the
purposes of its own Member Bodies. v

PROJECT ON
RURAL AND
REMOTE NURSING
Consideration of the roles and professional
relationships of nurses is part of the work
being undertaken by a group of nursing
bodies for a Rural and Remote Area Nursing
Project.
The work will be used to advance the
cause of nursing in rural and remote areas.
Community groups, practitioners, national
organisations and governments will be invited to comment on the project reports.
Seven national nursing bodies are involved in the work. They include the three
nursing bodies in the Alliance, AARN,
CRANA and the ANF, who have been
joined in this important national project by
the Australian Council of Deans of Nursing, the Australian Nursing Council, the
Congress of Aboriginal and Torres Strait
Islander Nurses, and the Royal College of
Nursing Australia. The Chief Nursing
Officers have been kept informed.
For information contact Lyn Eiszele
02 6285 4660 or email
conference@ruralhealth.org.au v
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A Team Approach to Specialist Services
for More Remote Areas
Western Australia poses particular
challenges to health care providers. Its
population is concentrated in Perth and a
small number of regional centres, mostly
along its coast, with the remainder living
in extensive and widespread inland areas.
The State’s surgeons live in Perth and the
regional cities. Providing cost-effective
services to the remote agricultural and
mining communities has been a constant
challenge.
The concept of a mobile specialist team
was the product of a 1995 Commonwealth
Department of Health and Aged Care initiative. After six years of service we can
now evaluate the service, including in
terms of its clinical outcomes.
The rural surgical service works out of
a Local Hospital. The aim of the service is
to offer the same standard of care in the
country as in that hospital. Patients have
been referred to the service by over one
hundred and fifty local general practitioners. The team approach enables us to offer
continuity of quality care and to optimise
the time of the surgeon.
A part-time GP and Secretary maintain
the service’s office. Patient notes are collated and a full audit of activity is
maintained. Appointments and day surgery are arranged through doctors’
surgeries and co-ordinated with the hospital staff in each GP’s local area. The
surgeon travels with all notes, clinical results, paperwork and minor equipment.
Day surgery has been undertaken in forty
percent of cases. Operating lists are carefully planned, so regional staff have
adequate notice to roster theatre staff from
their relatively small clinical pool.
One of the main advantages of the service is that it enables people to have minor
surgery in their local area. The implications
of patients having to be transferred for
medical reasons are often not appreciated
by health planners or even by healthy
members of the local community! Our
studies suggest that rural patients prefer
local specialist services provided they are
confident of the quality of care.
The surgical team has visited towns
from Kununurra in the north to Esperance
in the south - places where is no resident
surgeon within two hours’ drive. The team
flies to locations to meet the planned patient lists. In each year the team has
provided over 1200 items of service for
around eight hundred people. The major12

ity of patients are in the agricultural areas.
Further south, smaller communities such
as Lake Grace and Ravensthorpe are grateful for a local consultative service and at
Esperance we are able to offer patients a
wider range of services because there are
doctors there with anaesthetic accreditation.
The isolated Pilbara mining towns of
Paraburdoo and Tom Price have had a
long-standing need. In 2001 endoscopic
examinations were provided by three visits to the Kimberly, but this will not be
required in 2002, as appropriate resident
staff have been recruited.
About sixty percent of surgical workload is consultation. The patients are
screened by their local general practitioner
for suitability for rural care. A quarter of
the consultations involve disturbance of the
bowel. Men use the clinics in surprisingly
large numbers for urogenital problems.
Twenty percent of problems relate to skin
and soft tissue disease, with a slightly lower
proportion relating to diseases of the circulation.
Diagnostic endoscopy is an important
tool for country residents and has made up
a third of the day surgery. Other surgery
includes hernias, haemorrhoids, vasectomy
and a range of excisions; breast lesions and
varicose veins are undertaken as day cases.
It is possible to extend the service to cholecystectomy if the facilities permit and the
surgeon can stay in the district in the postoperative period. The complication rate
has been well below that of Australian
healthcare standards.
Three and a half thousand patients have
attended the clinics and there have been
over seven thousand items of service. It is
important to ensure that there is suitable
accommodation for consultations so problems can be dealt with in depth. In small

communities privacy and confidentiality
are paramount, district hospitals often lack
appropriate consulting areas and custombuilt facilities such as those available in
towns are welcome. Ten percent of patients
are transferred, some for investigation or
major surgery, some because of an anaesthetic
risk and others to specialists in the cities.
One of our challenges is the rapid
turnover of medical and nursing staff in
these rural and remote areas – they are pivotal
in organising an outreach program and
without them the corporate memory is reduced.
The overall challenge of organising flyin fly-out specialist services lies in
providing high quality care with minimum
disruption to patients. This requires close
collaboration between the doctors, nurses,
patients, carers, surgeons and the central
office to ensure that all details of the visit
are reviewed and followed up. Surveys of
our patients show their appreciation of the
opportunity to receive care in their local
district hospitals.
Dr Jill House, WA

Post Script
An article in the West Australian newspaper on 15 January 2002 under the
heading “Bush operations reprieve” was
summarised in the clips as follows:
“WA Health Minister Bob Kucera yesterday admitted the infeasibility of his plan
to replace the fly-in, fly-out surgical service with bush doctors. The National Party
has lobbied against abolishment of the
service, but Kucera was going to replace it
until he found that his $6 million plan to
lure doctors to the bush would not take effect quickly enough.” v
Number 11, April 2002
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Medical Vacancies in NSW
Knowing what medical vacancies are
available in rural NSW will be made easier
with the release of a booklet by the NSW
Rural Doctors Network. Entitled ‘A Country
Practice’, the booklet is issued three times
a year and outlines a list of vacancies for
the medical profession in the 10 health regions. For copies, contact 02 4929 1811 or
visit the website www.nswrdn.com.au. v

Trade Practices Act
Ian Macdonald, Minister for Regional
Services before the Election, may now have
new Ministerial responsibilities but he is
clearly still concerned with rural health issues –as well he might be, representing
Queensland in the Senate and living at Ayr
in the Far North of the State. Despite swapping places with Wilson Tuckey and now
being Minister for Forestry and Conservation, he took a shot at the Australian
Medical Association (AMA) and the Australian Competition and Consumer
Commission (ACCC) by saying that their
media battle is not in the interests of rural
communities or their rural GPs.

Number 11, April 2002

Senator Macdonald called on the AMA
and the ACCC to “put aside their war of
words” until the outcome of the Government’s
review into the impact of the Trade Practices
Act on rural GPs has been released.
Macdonald said it was hard enough to attract doctors to rural areas without the
uncertainty over their media war. He
added that all parties concerned needed to
“cease and desist” until the committee had
disclosed its findings.
Note: the RDAA and the NRHA were
among those organisations that made submissions to the review. It has been set up
to determine whether the impact or perception of the Trade Practices Act affect the
decisions of doctors to go to and stay in
rural areas. Watch for a report on the review’s
findings in a future issue of PARTYline. v

Indemnity
After many years of rural communities
gradually losing their obstetrics services,
the issue of professional indemnity in the
health sector is finally on the national
agenda. A Summit has been convened for
23 April by the Prime Minister and the
Minister for Health. The situation has come

to a head because of pricing policies in the
insurance industry, which have been influenced by the collapse of HIH, the practices
of companies with respect to market share,
and world-wide losses and conservatism
caused by the flow-on from September 11.
It’s a complicated issue. For rural and remote people the main positive outcome
will be one that brings back a fuller range
of health services to their local towns, including local obstetric services if at all
possible. v

Indigenous Australians and
Tobacco
A literature review on Indigenous Australians and tobacco is now available.
Written by Dr Rowena Ivers from the
Menzies School of Health Research and the
Cooperative Research Centre for Aboriginal and Tropical Health, the review gives
an outline of the dimensions of the problem and approaches and attitudes to
quitting. For copies, phone 08 8922 8196. v
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Serena Shaw
For enrolled Tamworth nurse Serena Shaw,
professional development has always been
an important part of her career plan.
However, until now, it has been difficult to
achieve due to her rural location.
Thanks to the Australian Remote and
Rural Nursing Scholarship Program,
Serena, who works in the Emergency
Department at Tamworth Base Hospital is
one of over 300 registered or enrolled
nurses to receive financial support as part
of the Remote and Rural Nursing Postgraduate Scholarship Scheme.
“Specialised assistance such as this is
vital to all health professionals and nursing is no different,” Serena said.
“I feel a lot of good nurses are lost to
the public health system as they are unable
to afford the cost of further studies.”
“The scholarship has allowed me to
further my education and I completed my
Masters in Health Management in November
2001.”
“Without this assistance, the financial burden of studying may not have been possible.”
Serena says while the scholarship
scheme helped her to meet the cost of her
course fees, it has also helped many other
nurses with the cost of textbooks, e-mail and
Internet access and travel expenses to and
from Conferences and training sessions.
Born and raised in the New South Wales
town of Quirindi, Serena’s family moved to
Tamworth when she was a teenager. After
completing her nursing studies at Lismore
University, Serena initially worked in the
Emergency Department of Gosford Hospital before returning to Tamworth and taking
up a position within the Emergency Department of Tamworth Base Hospital.
A three month placement on Great
Keppel Island with the Royal Flying Doctor Service provided Serena with an

appreciation of nursing in a truly remote
area before she settled
back in Tamworth
with her family.
Serena says ongoing education and
training is vital to all
nurses but for those in
rural areas, obstacles
such as distance and
expense can be a major
deterrent.
“The scholarship
scheme just makes life
easier all round, and
knowing that we can
keep up to date with
our city colleagues
gives rural nurses a
great deal of confidence.”
According to the
Federal Minister for
Health and Ageing,
Senator Kay Patterson,
the Australian Remote
and Rural Nursing
Scholarship Program is
one of a range of Commonwealth Government initiatives aimed at
increasing the number of nurses living and
working in remote and rural Australia.
“Nurses are a vital link to health care
in rural communities and this scholarship
helps to ensure that our rural nurses have
the same training opportunities as their city
counterparts,” Senator Patterson said.
“In the past there has been a serious
imbalance between retraining for city and
country nurses. Obstacles such as distance
and money would often deter rural nurses
from continuing their education.”

“This scholarship not only encourages
our rural nurses to increase their expertise,
but also ensures that rural Australians are
receiving the most advanced care available.”
“A stronger rural nursing workforce is
essential to provide firm support for the
diverse range of current Government initiatives in rural areas, particularly the
recruitment of general practitioners, specialist outreach, regional health services
and clinical schools.”
For further information about the
Scheme visit www.ruralhealth.gov.au or
freecall 1800 020 787. v

Who’s gone where?
Changing jobs or moving elsewhere? Let PARTYline know so we can keep readers up-to-date.
Here are some changes we know about.
Mrs Pat Anderson is the Chairperson of the National Aboriginal Community Controlled Health Organisation (NACCHO). Mr
Henry Councillor has been appointed Deputy Chair.
Andrew McCallum, who works in Bendigo, is President of the Australian Council of Social Service (ACOSS).
Ben Harris is now Executive Director of the Optometrists Association, Victoria, having moved from the National Competition
Council.
Carolyn Fitzwarryn, Chief Executive Officer of the Alcohol and Other Drugs Council of Australia (ADCA) has resigned and will
take up work as a consultant from the end of April.
Des Graham is leaving the Mental Health Council of Australia for a senior position in the SA public sector. v
14
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Recognition for Women Taking
Action in Australia’s Regions
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The Rural Child

Early childhood health is one of the
Alliance’s priorities. What are the
issues?
What are the benefits of growing up
in the bush? There is ‘the country air’,
peace and quiet, interaction with nature
(“knowing that milk comes from a
cow”), the chance for close community
life, and the absence of road rage, air
pollution, traffic noise and smells. And
your parents can probably get to work
quickly so you might see more of them.
Of the 3.9 million children in Australia, about 1.09 million live in rural and
remote areas. Of every 100 children
born, 28 live in a rural and remote area.
Compared with city kids, children
living in a rural area are:
• twice as likely to die from sudden
infant death syndrome (SIDS) or injury;
• twice as likely to die of drowning;
• more likely to be born with a lower
birthweight; and
• more likely to be hospitalised for a
range of conditions such as intestinal infections, pneumonia, fractures,
dislocations and sprains.
Compared with city kids, remote
children are:
• twice as likely to die from injury in
the first 14 years of their life;
• more likely to stay in hospital
longer; and
• more likely to have congenital
anomalies.
Between 1991-96, of every 1000 infants born, 10 died at birth in remote
areas compared to 6 in the city.
There is no significant difference in
immunisation rates between the city
and the country.
(Stats from the ABS and the AIHW.) v
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The vital role women play in driving
economic and social change within their
communities has been recognised with the
publication of Women Taking Action: Making
a Difference in Regional and Rural
Communities.
Women Taking Action is a series of stories about women who have been a major
force for change within their community,
often without seeking or receiving recognition. This book is about giving due
recognition to the very real and practical
contribution women make to rural and regional Australia.
There are more than two million
women in regional and rural Australia and
they contribute significantly to their local
communities and economies. Whether it
be paid or unpaid, their work in agricultural
businesses, in town-based professional and
commercial fields, and in community work
is critical to the rural and national economy.
However, women’s contributions are often
undervalued and taken for granted; they
can seem to be invisible. This is simply
because if it needs to be done, they just do
it, without seeking praise or recognition.
Stereotyping women and their roles in
a rural culture leads to expectations that
women will adopt the role of carer and take
on other traditional functions. Such expectations serve to reduce the capacity of
women to participate in positions within
the public sphere, and marginalise women
as leaders.
The stories in Women Taking Action are
of women who have made a difference. As
leaders and builders of their communities
they have used their enthusiasm, skills and
wisdom to seize opportunities to change
things for the better. Whether the changes
are big or small, these women share the
ability to inspire, to engender confidence
and to promote a positive outlook among
others.
Women Taking Action highlights the
positive impact that individual women
have made in their communities. The book
has been produced to raise the profile of
women in regional Australia and to acknowledge their contribution and dedication
to their work, families and the future of our
regional communities.
Launching the publication, Deputy
Prime Minister, John Anderson said that
despite their range of experiences, knowledge
and abilities, women were not well represented in public positions of power in
Australia.

“As a nation we are all the poorer for
that, as women can bring a very different
perspective to both economic and social
issues that is critical to good policy debate
and development.”
As an advocate for the involvement of
women in regional policy development, Mr
Anderson established the Women’s Advisory Council in September 1999. The
council provides the Federal Government
with advice to assist the development of
better targeted policies and programmes to
meet the needs of regional Australians.
Mr Anderson said that the women in
these stories represented just a tiny fraction of those who are doing amazing and
inspirational things in Australia’s regions
– things that are making a real difference
within their communities.
The women whose stories are included
in Women Taking Action are from large and
small regional communities throughout
Australia. Through their stories, others can
learn about the importance of maintaining
networks, how to get other people involved
and aware of community activities, how to
utilise individual skills and how individuals can make a real difference to a lot of
people. It is hoped that these stories will
empower other women to believe in their
ability to make a difference and take action.
Copies of Women Taking Action are
available for the Regional and Rural
Women’s Unit of the Department of
Transport and Regional Services on (02)
6274 7328 or electronically at: http://
w w w. d o t r s . g o v. a u / r u r a l / w o m e n /
women_taking_action/index.htm. v
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Health Calendar
April 2002
National Rural Health Network Pre
WONCA Symposium
27 – 30 April 2002
Shepparton, Victoria
Contact: National Rural Health Alliance
Phone: 02 6285 4660
Fax: 02 6285 4670
Email: conference@ruralhealth.org.au
Fifth WONCA World Conference on
Rural Health
‘Working Together, Communities,
Professionals and Services’
28 April - 5 May 2002
Melbourne, Victoria
Phone: 03 9417 0888
Email: ruralhealth@meetingplanners.com.au

May 2002
Tasmanian Rural Health - Collaboration
in Action Post-Wonca event
‘Southern Sites & Services’
4 - 8 May 2002
Phone: 03 6224 3773
Email: lee@cdesign.com.au
Web site: www.ruralhealth.utas.edu.au/
wonca2002
Post WONCA Satellite Conference
Alice Springs, 4 – 6 May 2002
‘Working Together, Sharing Experiences’.
Contact: Centre for Remote Health
Phone: 08 8951 4700
Fax: 08 8951 4777
Email: carly.dolinski@flinders.edu.au
Web: http://crh.flinders.edu.au/wonca

June 2002

August 2002

Third International Conference on
Child & Adolescent Mental Health
11 - 15 June 2002
Brisbane, Australia
Contact: Sue Garvin
Email: GarvinS@aicafmha.net.au
Web: www.iccamh.com

6th National Undergraduate Rural
Health Conference 2002
8 - 12 August 2002
Tasman Peninsular, Tasmania
Phone: 02 6285 4660
E-mail: conference@ruralhealth.org.au
Web: www.ruralhealth.utas.edu.au/
nurhc-2002

Australian Health Promotion Association
Made in the Future
16-19 June 2002
Darling Harbour, Sydney
Contact Conference Secretariat
Phone: 02 9280 0577
Fax: 02 9280 0533
Email: healthpromotion2002@pharmevents.
com.au
Web: www.healthpromotion.org.au
Drug Action Week
Alcohol and other Drugs Council of Australia (ADCA)
24 - 29 June 2002
See website for information and resources
to hold a local event
Phone: 02 6281 0686
Fax: 02 6281 0995
Web: www.adca.org.au

July 2002
Rural and Remote Area Nursing Project
Contact: National Rural Health Alliance
Phone: 02 6285 4660
Fax: 02 6285 4670
Email: conference @ruralhealth.org.au
Web: www.ruralhealth.org.au

September 2002
Health Professionals In the North
Conference
13 - 15 September 2002
North Qld Rural Health Training Unit
Phone: 07 4721 4880
Fax: 07 4721 1910
Email: Joanne_Wardle@health.qld.gov.au
Mobilising Public Health
34th Public Health Association of Australia
Conference
Adelaide Festival Centre
29 Sep - 2 Oct 2002
Phone: 02 6285 2373
Email: conference@phaa.net.au

October 2002
2nd ICN International Nurse Practitioner
Advanced Nursing Network Conference
31 Oct – 2 Nov 2002
Adelaide, SA
Phone: 02 6282 5633
Fax: 02 6282 3565
Email: conf@rcna.org.au

November 2002
4th International Aged Care Housing
Summit 2002
Hotel Sofitel, Melbourne, Australia
6, 7 & 8 November 2002
Phone: 03 9529 4314
Email: nnew@bigpond.net.au

Feb 2003
5th National Allied Health Conference
19 - 21 February 2003
Phone: 08 8274 6060
Fax: 08 8274 6000
Stamford Grand Hotel, Glenelg SA
Email: alliedhealth2003@sapea.ans.au
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7th National Rural Health Conference
The Art and Science of Healthy
Community - sharing country knowhow
Hobart, 1 – 4 March 2003
Contact details: NRHA
Phone: 02 6285 4660
Fax: 02 6285 4670
Email: conference @ruralhealth.org.au
Web: www.ruralhealth.org.au
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