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Banking on Community Spirit
In seven years from 1993 to 2000, 2060 bank branches closed their doors, in many cases leaving once-thriving country towns without
a bank. Closures continue today as banks seek to replace expensive branches with cheaper electronic services. But now a growing
number of communities are taking their financial destiny into their own hands by opening a Community Bank branch of Bendigo Bank.
Rob Hunt writes for Partyline.
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dynamics to develop an
closures swept Australia
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model
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during the past decade. In
Community Bank – which
seven years from 1993, banks
engaged
community,
cut 2060 branches – or 29% of
immediately solved their
all branches – from their
basic
banking
needs,
networks. More than oneimproved their return on
third were in country towns,
capital and, importantly,
some of which saw four or
enhanced
their
future
five branches whittled away
prospects.
to none.
Local investors would
In their wake, the closures
raise the start-up capital and
left anger and resentment.
become shareholders in
Customers whose families
their own banking venture.
might have supported a bank
The Henty community turn out in droves to support the opening of the
Bendigo Bank would provide
for a century struggled to
Henty Branch of the Bendigo Bank
the banking infrastructure
comprehend how one bank
and coverage of its banking
could not “make a go” of a
authority, and the community and the bank would share
town which just a few years before boasted four. There were
revenues. Shared responsibilities – shared rewards. Profits
several reasons – falling population in farming areas, the rise of
made by the local company would be retained with the twin
alternative (share market) investments, and hot competition for
objectives of paying shareholders a reasonable return and
home loans driving down banks’ profit margins. To protect
reinvesting into local enterprise or community projects.
margins, banks closed branches to cut costs.
On 26 June 1998, Australia’s first Community Bank branches
For many country communities, the loss of branch banking
opened in the Victorian Wimmera towns of Rupanyup and
was the latest in a series of body blows. Left to their own
Minyip. By November 2002 there were 80 branches operating
devices, many towns sunk into decline. Natural leaders who
across five states, with an expectation of reaching 100 before
might have arrested the slide were hamstrung by a lack of
30 June 2003.
opportunities to involve, unite and engage their communities in
Community Bank branches have written in excess of
planning and improving their position.
$2 billion in business. The program contributed more than
As Australia’s only regionally based bank, Bendigo Bank
$4 million to Bendigo Bank’s profit in 2001/2002. Just as
recognised the problem and the impact on community. We
importantly, communities themselves are seeing positive
looked for a solution which would not only provide basic
returns from their own businesses, with the first 33 branches
banking services but would capture capital being exported from
(plus others) generating monthly operating surpluses.
the district through the banking system. We therefore combined
our own expertise in running small branches with our
Continued on page 3
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Editorial details
PARTYline is the Newsletter of the National
Rural Health Alliance, the peak body
working to improve health and well-being
in rural and remote Australia. The Editorial
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(Editor), Michael Bishop, Shelagh Lowe,
Gordon Gregory, Sabina Knight, Ralph
McLean, Irene Mills and Storry Walton.
PARTYline is distributed free. Articles,
letters to the Editor, and any other
contributions are very welcome.
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Michele Foley, Editor, PARTYline
PO Box 280,
Deakin West ACT 2600
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Fax: (02) 6285 4670
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The opinions expressed in PARTYline are
those of contributors and not necessarily of
the National Rural Health Alliance or its
individual Member Bodies.
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advertisement subscription.
Phone the NRHA on 6285 4660.

If the volume of contributed articles is a true measure of the worth of a Newsletter, then
PARTYline has come of age! Many thanks to all of the contributors to this edition. Please
keep it coming.
In this issue, Jacinta Peachey from the
Centre for Rural and Remote Oral Health,
tells us about work on oral health in
Western Australia, and Christine Gentry
from Yarram in Victoria describes work
on asthma being undertaken as part of the
Rural Chronic Disease Initiative. Yarram
sounds beautiful: it has “flowing fields of
beautiful trees, grass and flowers”, as well
as “a high percentage of laundry being
hung outside to dry”. But of course that is
not always the best for asthma and
allergies. Christine’s work has “a whole of
community approach”, like a number of
other programs described in this
PARTYline, including the one led by
Denis Lennox. ‘Community Building
Capacity’ is a Queensland Health model
piloted in Kingaroy. It has been heralded
as best practice and won the 2002
National Award for Local Government in
the Rural Health Services and Aged Care
section. Community activities such as
these help to build the resilience of our
rural communities, which is especially
valuable in times of uncertainty.
Speaking of resilience: details of a new
‘Action Plan for Rural and Remote
Nursing’ are in this issue. And Anne
O’Kane brings us an early report on work
of the National Rural and Remote Allied
Health Advisory Service. There are some
important early statements here,
including how ‘allied health’ is to be
defined in the project and how many of
them are in rural and remote areas.
Jane Greacen, CEO of the Rural
Workforce Agency in Victoria (and newly
elected Treasurer of the Alliance), asserts
that we need an Index of Access to Health
Care – and in her article Jane also
emphasises the value of Overseas Trained
Doctors. Nigel Stewart’s challenge on
child health (in Issue 12) has been taken
up by two of his colleagues, Graham
Vimpani and Frank Oberklaid. Graham
comments on the fact that “the speed with
which ideas being hotly debated amongst
the chattering classes of the eastern
seaboard metropolises diffuse across the
nation is still very slow.” Yes indeed! One
needs to read PARTYline and listen to
Radio National to keep up to speed
properly.
Rob Hunt – you passed him on the
way here, as it were – gives us some of the
latest news on the Bendigo Community

Bank phenomenon. A phenomenon it
truly is – and a very heartening one for
rural people as a whole, I would have
thought.
And we need some heartening, don’t
we. The national and international
agendas seem to have been made mad
with fear and divisiveness, so that all of
our ghosts and uncertainties have been
made real at once. International
ideological extremism, which is real, has
been very successfully ‘spun’ into
tangible and personified targets for our
outrage and uncertainty. The polls have
no doubt helped lead the world’s leaders
to the belief that there are profits to be had
from combating generalised uncertainty
through wars on terror, individuals, other
countries.
The real challenge is not to respond in
this way but through intellect, through
international development, and in the
heads of individuals: how does one
combat the tyranny of extreme ideas?
how can the world give ‘a fair go’ to those
who are hungry, poor and without
education so that they do not become
extreme and disaffected? how does one
help individuals in their families, homes
and jobs to be happy and fulfilled in the
face of generalised uncertainty? what are
its causes and how can they be mitigated?
The answers are in the realms of ideas,
collaboration, generosity and spirituality.
Domestically, it is clear again that the
Wide Brown Land is indeed too wide, too
brown. Is it ‘Just Another Drought’ – or
will this be the season that really does
break the bank of confidence of a
generation, in the way that the parents of
the baby-boomers were permanently
affected by the Great Depression?
We hope for a summer of good rains
(“The Great Storm of 2003”?). But even if
that does not eventuate, our confidence
will not be broken. Rural, regional and
remote Australia faces the future with
greater confidence in its future than
before. We are now a stronger community
and we have the means of communication
and the confidence of our convictions. (It
is to be hoped, incidentally, that the
platforms for our communication will
never be eroded – even if privatised.)

Happy Christmas –
and may 2003 be kind to you, and
you to it. ❖
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health therapist model

The Spastic Centre Goes West to Stay
The Spastic Centre, in partnership
with the NSW Department of Ageing,
Disability & Home Care, is planning the
establishment of eight local therapy teams
in 2002/03 across rural and regional
NSW. This has been made possible
through a recurrent funding allocation of
$1.6 million. The proposed locations are
Dubbo, Orange, Armidale, Singleton,
Raymond Terrace, Bega, Nowra and
Goulburn. Each team will employ a mix
of physiotherapy, occupational therapy
and speech pathology professionals.
These locally-based teams will work
to enhance rural communities by
providing services, supports and
information to rural families who have
children aged 6–8 with a disability.
Working with already established service
providers in the area, this funding will
allow The Spastic Centre to transition
from its current outreach model to a
community model where families will
have access to local teams of allied health
professionals who live and work in their
region.
This will be a welcome change for the
families who find the travel to Sydney
difficult or who find it inadeaquate to
have to wait for services to reach them via
an outreach visit once or twice a year.
Priority will be given to children with
a disability who have complex and
significant needs and the aim will be to
work with all key stakeholders to ensure
these families are provided with
appropriate therapy supports and
information. The therapy model currently
provided by The Spastic Centre not only
recognises the education system as an
important player but works beyond this
boundary to ensure families are provided
with support to maximise their child’s
participation in the local community and
at home.
Recruitment and retention of staff will
be high on the agenda for The Spastic
Centre over the coming months. Taking
heed of the various reports conducted in
rural health, The Spastic Centre intends to
Number 13, December 2002
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Deborah Hoffman from the NSW Spastic
Centre talks to PARTYline about the
establishment of local therapy teams in
rural and regional NSW.

Nicole Lu with Spastic Centre therapist Rita Schwerlichovszky
employ a number of strategies to ensure
staff are well supported and keen to
remain working in rural settings.
Strategies
will
include:
regular
secondments
for
professional
development opportunities with peers in
Sydney; a career development program in
the rural teams that will ensure staff do
not feel they need to leave to find a career
in Sydney; student placements; and

embracing technology and developing
skills in videoconferencing techniques to
provide rural staff with opportunities to
exchange information.
If you are interested to hear more
about these developments, please contact
Deborah Hoffman, General Manager,
Organisational Planning on 02 9975 8217
or email on dhoffman@tscnsw.org.au ❖

Banking on Community Spirit
Continued from page 1
Wider benefits are now flowing to
communities. Lang Lang, in south
Gippsland, has used profits to open a
business centre which has attracted
professional services to the town; Upwey
(outer Melbourne) and Coleambally
(NSW Riverina) have started community
development funds; Henty (southern
NSW) has funded a $100,000 reception
centre; a growing number of towns have
paid their shareholders attractive
dividends;
and
virtually
every
community has reported increased
business takings as people return to town
to bank.

The Community Bank movement has
already produced spin-offs which hint at
the achievement of longer-term goals. Not
the least of these is the fostering of a cando attitude in these communities, which
for too long have been told they are
unviable and have had no choice but to
wait and hope that government and
major business “bless” them with a grant,
a subsidy or an investment. Community
Bank has shown that if they have the will,
and there is a demonstrated way, then
local people can make a difference to their
prospects. ❖

Rob Hunt
Bendigo Bank Group Managing Director
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child health
In his article “ What about the children?” (PARTYline, Sept 2002), Dr Nigel Stewart, a paediatrician and Chairperson of the Alliance,
suggested that child health had been left off the political agenda and that the needs of children, particularly in rural Australia, were
not being voiced. PARTYline hears from two other leaders in the child health field, Drs Graham Vimpani and Frank Oberklaid, about
their view on where child health sits on the political agenda. And it appears there is some good news to report.

Nigel Stewart’s comments about the
lack of profile for child health and
development in rural and regional
Australia illustrate that, despite vast
improvements in communication, the
speed with which ideas being hotly
debated amongst the chattering classes of
the eastern seaboard metropolises diffuse
across the nation is still very slow.
From where I sit in a part of
the sprawling Newcastle – Sydney –
Wollongong conurbation, child health
and development is on the political
agenda now in a way that it has not been
for many years. This is reflected in current
discourses in the public domain around
fertility, maternity leave, the need for a
framework for an early childhood
agenda, how to respond to the current
increases in prevalence of a range of
physical and mental health problems of
children and young people (such as
asthma, diabetes, obesity, disruptive
behaviour, drug abuse, substance abuse,
youth suicide) that are occurring against a
background of generally improving
mortality and morbidity. There are
currently two enquiries in NSW by the
Upper House Social Issues Committee
into Learning Difficulties and problems
within the Department of Community
Services that are likely to lead to major
recommendations
around
service
realignments that have the potential to
significantly benefit child health and
wellbeing. Sometimes, when children
themselves don’t seem to feature in some
of these debates, there is no shortage of
child advocates to bring their needs into
view as has happened with the recent
debates around maternity leave.
In addition, government strategies,
such as the Commonwealth’s Stronger
Families and Communities strategy
administered through the Department of
4
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Getting Child Health on
the agenda in rural Australia

Family and Community Services, place
special importance on early intervention
in the life of young children as a means of
investing in the growth of human and
social capital. This is a strategy that is
targeted at the higher needs end of the
socio-economic spectrum which has seen
rural initiatives particularly well
supported.
But Nigel is right in drawing attention
to the plight of children in rural and
remote Australia; on almost all indices
their health and wellbeing status is worse
than that of their city counterparts; just
how much worse will become apparent as
the Longitudinal Study of Australian
Children gets underway over the next few
years.
Small
rural
communities,
particularly those away from the coast
and the tourist market, are dying
everywhere as any long drive through
rural Australia highlights. The sense of
hopelessness that prevails in many of
them is palpable even to the transient

driving through. Children, whose health
status reflects environmental gloom like
the miners’ canaries of old, are impacted
by what is happening around them. But
what is to be done? Are we to ‘smooth the
pillow of a dying race’ and adopt the
failed policy position identical to that
adopted towards Indigenous people in
earlier times; or are we to learn from the
experiences of resilient rural communities
and apply more widely the conditions
that have enabled them to ‘thrive despite
the odds’? Multidisciplinary research that
broadens our understanding of this
phenomenon could well be the critical
success factor that determines the future
health and wellbeing of many of our rural
young people. ❖

Professor Graham Vimpani
Acting Director,
Kaleidoscope in Greater Newcastle
(Hunter Children’s Health Network)
University of Newcastle
Number 13, December 2002
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Child Health –
A Cost Effective Investment
Over recent years, there has been a
remarkable resurgence of interest in the
early years of life. This has been spurred
by an accumulating body of research
evidence suggesting that the early years
of a child’s life impact significantly on his
or her developmental trajectory and life
course. Many of the problems that society
is grappling with – obesity, diabetes,
ischaemic heart disease, mental health
problems, crime, illiteracy, and welfare
dependency – have their origins much
earlier in life. In many instances pathways
to these problems can be traced back to
the earliest years.
We now have a good understanding
of the various risk and protective factors
that operate to place a child at risk of
poorer outcomes, or conversely make it
more likely that the child will grow up to
be healthy and will achieve his potential.
This new research evidence about early
childhood has led to calls for a refocusing
of the way that services to children and
families are delivered, to emphasise
prevention and early detection of
problems and risk factors. There is an
accumulating body of evidence that
investment in high quality services for
young children and their families leads to

services needs to be ‘broad banded’.
Innovative service models are those
where resources are allocated to the local
community, which then determines the
nature and extent of services according to
local need and agreed outcomes.
At a micro level, individual
practitioners need to be able to work in
partnership with each other, as part of a
well-coordinated or integrated service
delivery system. They need to have the
expertise to be able to take a preventive
and family-centred focus, whether they
are GPs, childcare workers, community
nurses or educators.
The importance of the early years is
now very much on the radar screens of
Commonwealth and State governments.
The challenge is now to ‘translate’ this
into appropriate service delivery models
and effective clinical practice. Rural
communities can and should be at the
forefront of advocating for these changes.
Investing in children’s health is the most
cost-effective investment that a country
can make. ❖

improved outcomes in a number of
domains, not just through childhood but
also into adult life.
This
research
has
significant
implications for rural services. It points to
the need for significant changes in the
way that we deliver services to children
and young families, both at a macro and
micro level. At a macro level, evidence
suggests that best outcomes are achieved
when services are organised flexibly at a
community level in order to meet the
specific and unique needs of each
individual community. Funding of

Professor Frank Oberklaid
Director, Centre for Community Child Health
University of Melbourne

The Centre for Adolescent Health
and Youth Affairs Council of Victoria
has released a report entitled ‘Rural life
of us – young people and workers with
young people in country Victoria’. It
provides an overview of the health and
welfare issues facing young people in
rural Victoria, the issues facing workers
in delivering services to young people,
and programs to address these issues.
The report found that young people
in rural Victoria face many challenges
compared to their city counterparts
including
lack
of
recreational
opportunities, high rates of teenage
pregnancies and alcohol abuse, lack of
suitable housing and transport facilities
and a lower status of health and
welfare. Rural Victorian youth are
migrating to the cities at an alarming
rate due to a lack of educational
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Young People in Rural Victoria

opportunities, and negative perceptions
of young people in rural communities.
Those faced with the task of providing
services to young people have difficulty
in retaining trained workers. Other issues
identified were the urbo-centric funding
of services, fragmentation between the

funding arrangements of State and
Commonwealth Governments, and
poor access for young people to
services related to drugs, alcohol and
mental health.
Work is underway in each region to
positively address these issues and
develop models of youth service
delivery that reflect local needs.
For copies of the report or further
information
about
the
Centre
for Adolescent Health contact
Liz Davies on 03 9345 6682 or email
liz.davies@rch.org.au. If you are
interested in finding out more about
rural youth health, the Centre offers a
short course in ‘Rural and Remote
Young People’ by distance education
which can be accredited to the
Graduate Diploma in Adolescent
Health and Welfare. ❖
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overseas trained doctors

Overseas Trained Doctors –
do we need them?
Overseas trained doctors (OTDs) are
Australia’s main source of new doctors for
rural and remote areas. They are also
increasingly filling medical workforce gaps
in public hospitals.
Australia, like other developed
countries, does not train enough health
professionals to meet its own needs, and
has only recently recognised how much it
is dependent on accepting doctors from
developing countries.
This has serious consequences for the
developing countries, which lose essential
resources. There are also consequences for
the Australian community because of the
differences between Australian and other
countries’ culture and community
expectations,
undergraduate
and
postgraduate medical training.
There are three sources of OTDs,
which are doctors who are permanent
residents of Australia, temporary resident
doctors, and those targeted overseas for
recruitment
because
they
have
‘equivalent’
qualifications
and/or
General Practice (GP) experience.
Doctors with equivalent qualifications
and/or GP experience are assessed
carefully, and are given incentives to work
in rural Australia. They receive permanent
residency as soon as they obtain the
Fellowship of the Royal Australian
College of General Practitioners (RACGP),
and after working in approved rural and
remote locations for five years, they are
free to work anywhere.
However, most recruits are doctors
who are already Australian residents and
citizens. These doctors have arrived in
Australia for family reasons or as
refugees. The Department of Immigration
has significant barriers in place to deter
immigration of these doctors.
They can work in Australia as general
practitioners but only in approved rural
and remote locations. They can also
obtain registration to work in hospitals
under supervision. There is no formal
assessment of their medical skills or
6

Jane Greacen from the Rural Workforce
Agency of Victoria
aptitude, although a few of the state rural
workforce agencies conduct some level of
assessment.
OTDs come from everywhere in the
world, and from a wide range of
undergraduate and postgraduate medical
training. Many countries do not train
generalists. In other words, doctors
progress from medical school straight into
specialist training. Others move from
undergraduate training into military
hospitals. Some have cultural and
religious backgrounds that perpetrate
attitudes that Australian culture considers
discriminatory. Some have medical
training that is not patient-focused.

Australia needs these doctors
Australian trained doctors move to
rural and remote areas in very small
numbers. The incentives are poor, and
their interest in rural life, although
nurtured through a range of programs, is
not maintained through significant
periods of training.
So far, the response to the shortages
has been to create a range of partial
solutions cobbled-together to meet needs
without changing the basic premise about

workforce numbers. Attempts to define
need or a benchmark for adequate supply
and access have been based on data also
cobbled together from a variety of
indirectly linked sources such as
Medicare billing. Rural Workforce
Agencies are starting to build a picture,
but it will be another couple of years
before it is clear. Australia needs an Index
of Access to Health Care in order to
properly assess need and people’s ability
to access health care.
In the meantime, OTDs will continue
to be the major source of rural and remote
medical workforce until Australia trains
sufficient numbers of doctors and other
health professionals to meet need.
Australia has accepted (in principle) the
moral stand of not actively recruiting in
developing countries. The Melbourne
Manifesto, which was created at the Wonca
Conference in Melbourne this year, states
that developed countries should not recruit
from developing countries. It sets out
criteria for working productively and
creatively between developed and
developing countries, in such a way as to
support and not deplete precious resources
of developing countries.
OTDs are essential for Australians.
They are committed to providing a good
medical service to the community, and
they are caring people. Overall, rural
communities with OTDs as their GPs
have had very good experiences.
Many of these doctors need to
undertake clinical refresher training and
upskilling, and they may need to come to
terms with differences in culture and
community expectations. All of this may
be happening while they and their
families are settling into a new country,
new language, new laws and new culture.
They need substantial support.
We should support and nurture them,
and give them the training, and the
mentoring and family support that they
need. And we should be establishing
reciprocal programs with developing
countries to support health services in
them. ❖
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Good news for
Rural Asthma Suffers

Yarram and District Health Service
(YDHS) is working with the Department
of Health and Ageing to bring respiratory
health to the forefront of interest in
Yarram
and
the
surrounding
communities. YDHS is one of ten sites
selected throughout Australia to pilot this
project through the Rural Chronic Disease
Initiative (RCDI). Each site was
encouraged to implement health related
projects specific to the needs of their
community over an 18-month period.
Yarram and District Health Service is
about 220 kilometres east of Melbourne
on the South Gippsland Highway. It
services an area of 1840 square kilometres
and about 5000 people in the catchment.
The focus for this community, through the
RCDI, is on improving the health of those
with asthma and Chronic Obstructive
Airways Disease (COAD) through
education and support in a ‘whole of
community’ approach.
Christine Gentry is the project
manager and brings both clinical and
health promotions experience to the role.
Recently arriving from the United States,
she has found many issues surrounding
respiratory health to be similar, but the
methods of controlling some of the
triggers vary in a rural setting. With the
flowing fields of beautiful trees, grass and
flowers in the Yarram area, as well as a
high percentage of laundry being hung
outside to dry, there is a challenge in
assisting those allergic to pollen and other
airborne allergens. Also, indoor wood
heating systems are a difference and a
new focus in control of allergy symptoms
even for her own family, some of whom
suffer from allergies and asthma. She is
pleased with the expert assistance and
information that she has been offered
through different agencies, including
Asthma Victoria.
An exciting variety of methods and
venues will be used to get the message of
respiratory health out to the community.
Number 13, December 2002
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Christine Gentry, the project Manager for
the Yarram and District Health Service’s
Asthma and Chronic Obstructive Airways
Disease program, talks to PARTYline
about the services offered – and some of
the difference with asthma control in her
home country of America.

Christine Gentry, Yarram’s Senior Health
Promotions Officer, sharing her knowledge
to a group of school students on the
dangers of asthma
Asthma Awareness Week, October 7–11,
provided a springboard for the message.
Each class in the six local primary schools
had an age-appropriate lesson presented
in their classroom by Christine and Jarrod
Gunn from the Health Promotions unit at
YDHS. The focus of the message was the
team approach to asthma, through
understanding what it is, reviewing some
of the triggers and teaching Asthma First

Aid in each class. Each school is also
being supported with information and
guidance in becoming an Asthma
Friendly School. Christine will be
working with the local GPs, schools and
parents and carers in getting Asthma
Action Plans, while also educating on the
Asthma 3+ Visit Plan.
Involvement and education with the
community on the health of adults with
asthma and COAD is also occurring
through different mechanisms. The efforts
through the RCDI have received great
support from the two local pharmacists,
Don Clarke and Geoff Neilson, who are
also the Local Champions for the project.
There will be increased integration of
respiratory health issues into the core of
the YDHS business as the project
proceeds. It is envisaged that the people
in the YDHS community will be
empowered to better care for themselves
and others as they become active in the
many opportunities that will be offered
through the RCDI. That empowerment,
along with sharing the education and
experiences with others, will make for
healthier living for everyone. ❖

Rural Chronic Disease Initiative
The Rural Chronic Disease Initiative (RCDI), which is part of the Regional Health
Strategy, aims to assist people in rural Australia, especially those in small rural
communities, to prevent and better manage chronic diseases such as asthma, heart
disease, stroke, hypertension, type-2 diabetes, osteoporosis, chronic airways disease,
certain cancers, depression, and disabilities caused by preventable injuries such as farm
accidents.
In Phase One of the Initiative, 10 pilot sites have been established to develop
processes or models for implementing chronic disease or injury prevention and
management programs in rural communities with populations of less than 5,000.
In addition to these Pilot Sites, Commonwealth funding has been allocated to
25 projects in rural communities of up to 10,000 people, to support implementation of
innovative rural projects. The objective of the Innovative Rural Projects Funding Pool is
to fund project proposals that actively seek to pilot new and innovative ideas and local
approaches to chronic disease and injury prevention and management strategies.
With the benefit of resource material developed from the learnings of Phase 1,
Phase 2 will see up to 50 small rural communities receiving one-off funding over
12 months to develop and implement chronic disease or injury prevention and
management programs.
For further information on the chronic disease part of the Regional Health Strategy
visit www.chronicdisease.health.gov.au/rural or telephone the free rural health national
inquiry line on 1800 020 787. ❖
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indigenous health
For a copy of the Indigenous
Education and Training Report 2001 visit
www.dest.gov.au/schools/publications/2
002/nrpiet/split.htm ❖
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When tabling the National Report on
Indigenous Education and Training 2001,
Minister for Education, Science and Training,
Dr Brendan Nelson, recalled the 1971
maiden speech of Neville Bonner, the first
Aboriginal to sit in Federal parliament.
Senator Bonner said, “I feel overawed by
the obvious education of honourable
senators within this august chamber... I
have graduated through the university of
hard knocks. My teacher is experience”.
There have been some changes in the
education outcomes of Indigenous people since
Neville Bonner’s time, but progress is slow.
Whilst the report found there were
small improvements in some areas of
education for Indigenous students,
including an increase in the number
reaching Year 12, (36% in 2000 compared
to 30.6% in 1995), and obtaining national
reading benchmark in Year 3 (76.9% in
2000 up from 73.4% in 1999) there are still
serious gaps between Indigenous and
non-Indigenous educational outcomes.
Outcomes in literacy, numeracy, student
attendance, retention into senior
secondary education, Year 12 certificates
and completion rates in vocational
education training (VET) and higher
education for Indigenous students remain
considerably lower.
Many Indigenous students face
significant challenges even before they
get into the classroom. Many will come
from poor families, living in overcrowded
housing in communities without running
water or sewerage. Their parents are often
uneducated, unemployed and unwell and
many do not speak English. Many are
likely to be the victims of violence and
alcohol abuse. Some will arrive at school
without breakfast, having had to travel
long distance. Participation in the
classroom is likely to be more difficult,
with the possibility of otitis media, an ear
infection which results in hearing loss
and, depending on the cultural awareness
of the school, the curriculum may or may
not be culturally applicable.
These facts should drive all of us to do
whatever we can to improve the situation:
through political action, through
advocacy, personal commitments, our
own working lives and through a positive
attitude to change.
The significant barriers faced by many
Indigenous students highlight the
achievement of those who do succeed –
their commitment, determination and
family support.
8

Members of the National Rural Health
Network with the Minister for Health and
Ageing Kay Patterson at the 6th National
Undergraduate Rural Health Conference.

The National Rural Health Network (NRHN),
a national network of university student
health clubs and one of the 24 Members of
the National Rural Health Alliance, has made
Aboriginal and Torres Strait Islander Health
a major priority area.
The National Rural Health Network
(NRHN) is proud of its Reconciliation
Statement which signifies the beginning
of further activity within this area. We are
currently working to expand initiatives in
this area and look forward to making a
big impact at an undergraduate level.

National Rural Health Network
Statement of Reconciliation
The National Rural Health Network
affirms that we will work towards:
“A united Australia which respects this
land of ours, values the Aboriginal and Torres
Strait Islander heritage and provides justice
and equality for all.”
(Vision of the Council of Aboriginal
Reconciliation, 1997)
The National Rural Health Network is
a representative body of undergraduate
medical, nursing and allied health
students who share a common passion for
rural and remote health within Australia.
The National Rural Health Network
acknowledges Aboriginal and Torres Strait
Islander people as the first Australians with a
unique culture and spiritual relationship to
land and sea. We also recognise the poor
status of Aboriginal and Torres Strait Islander
people’s health in comparison to other
Australians and we are strongly committed

to improving their cultural, spiritual and
emotional wellbeing and health.
The National Rural Health Network
makes a special commitment to
reconciliation by:
• Ensuring Aboriginal and Torres Strait
Islander people are actively and
positively recruited into all tertiary
health courses.
• Ensuring Aboriginal and Torres Strait
Islander people are adequately
supported throughout the duration
of their tertiary health degree.
• Consulting
closely
with
both
Aboriginal and Torres Strait Islander
and non Aboriginal health professional
organisations and communities in
order to further support undergraduate
Aboriginal and Torres Strait Islander
students
and
support
the
empowerment of Aboriginal and Torres
Strait Islander people.
• Encouraging
tertiary
health
education institutions to adopt an
honest, open and frank education in
regard to the history of Australian
Aboriginal and Torres Strait Islander
people and its impact on their current
health status.
• Actively promoting a multidisciplinary
and community controlled approach to
Aboriginal and Torres Strait Islander
health and wellbeing.
• Working towards increasing the
Aboriginal and Torres Strait Islander
health workforce of Aboriginal and
Torres Strait Islander and nonIndigenous health professionals in
order to improve health outcomes.
• Ensuring that every action we take as
a group is culturally inclusive and
sensitive to the different values that
exist between Aboriginal and Torres
Strait Islander people and nonIndigenous Australians. ❖

No Shame Job –
a Health Career Information Guide for
Indigenous Students
Kiarna Adams, a third year medical
student at the University of Western
Australia, with the support of the
Commonwealth
Department
of
Education, has produced an information
guide for Indigenous students to enter a
health career.
To view the book visit the
www.dest.gov.au/schools/careers/NoSha
mebook.pdf or contact the Department of
Education, Science and Training on
02 6240 8111. ❖
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dental health

Dental patients in rural and remote
areas of Western Australia have had
haphazard access to treatment for too
long. The Centre for Rural and Remote
Oral Health (CRROH) aims to improve
the oral health outcomes of rural and
remote people in Western Australia by
undertaking research to identify needs,
providing more dental clinics, developing
training courses for health workers in
remote areas and also programs for dental
students that will encourage them to take
up practice in rural and remote areas.
Associate Professor Marc Tennant,
Director of CRROH, realised that there
was a need for a more strategic approach
to providing help to rural and remote
patients. A State Government initiative
also targeted oral health in rural and
remote areas with particular reference to
Aboriginal oral health. Rather than
adding a program here and there, a plan
with clear goals was determined and
CRROH was established. CRROH is a
collaborative effort between The
University of Western Australia (UWA)
and the Department of Health, and
operates within the Faculty of Medicine
and Dentistry at UWA.
For the last twelve months CRROH
has been conducting research into many
areas to determine where the greatest
needs for assistance are. Questionnaires
were sent to all non-metropolitan
dentists, dental therapists and hygienists
to determine the highs and lows of
working in the Western Australian
outback. Valuable information was
obtained, especially in terms of incentives
to attract dentists and therapists to rural
areas, as well as information on problems
experienced by the rural workforce.
Research has also been conducted into
the oral health of pre-school children in
Carnarvon. Early intervention will avoid
invasive, expensive and time-consuming
treatment later.
Part of the Centre’s mission is the
development of training courses for rural
oral health workers to provide
appropriate oral health messages.
Educational resource material is being
developed by CRROH and sponsored by
Colgate-Palmolive. The resources will be
used by Aboriginal health care workers to
Number 13, December 2002
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Dr Jacinta Peachey from the Centre for
Rural and Remote Oral Health (CRROH)
tells PARTYline about the work being
undertaken at the Centre to improve oral
health in Western Australia.

Dentistry is not all work! final year student, Daniel enjoying leisure activities while
participating in the Rural Oral Health Outplacement program in Carnavon, WA.
highlight the importance of healthy teeth
and gums to more Western Australians.
The programs will provide the health
workers with up-to-date information
aimed at all age groups, allowing them to
educate residents in remote areas of
Western Australia.
For the past two years dental services
have been provided by CRROH staff at
the
Aboriginal
Medical
Service
Corporations
in
Carnarvon
and
Kalgoorlie. A new clinic will be opened in
Wiluna in November and the end of 2002
will see arrangements completed for a
temporary clinic within the Roebourne
Hospital. These clinics will provide
much-needed dental services to areas that
have been neglected for too long. The
Centre will staff these clinics initially but
is always looking for interested dentists to
work in remote areas.
CRROH, in conjunction with the
School of Dentistry, have introduced a
Rural Oral Health Outplacement program
for final year students. In this program
each student is sent to three different
private and public clinics in rural areas of
Western Australian. Reports from both
supervisors and students have shown
positive results. CRROH aims to promote
working life in the country to students so
they will develop a better understanding
of the joys of country life. Too often
students do not realise the valuable
experience that can be gained from
country life. Rural clinics offer dentists
the opportunity to practise all forms of
dentistry. The community life that is

experienced is enjoyable and unique to
country living. The Centre has been
approached to extend the option
placements program to the Northern
Territory in 2003.
Part of the program for dental
students is to join with the UWA medical
students in an annual event called Rural
Week. First year students examine issues
pertaining to rural life while spending the
week in a country location. The success of
Rural Week in 2002 has given the staff
more scope in their preparations for next
year and there are plans to combine
learning with the Medical faculty.
The Cultural Issues in Contemporary
Australia program for dental students
was another CRROH initiative in 2002.
Final year dental students participated in
activities to build on their existing
awareness of culture and diversity issues
including a strong Indigenous content.
For more information about the
CRRHOH, contact Alice Evans on
08 9380 8682 or visit their website at
www.crroh.uwa.edu.au ❖

The National Rural Health Alliance
has a Position Paper on Oral
Health. For copies, visit our website
at www.ruralhealth.org.au The
Position Papers are regularly
updated and comments on them
are very welcome.
9
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An Action Plan for Rural and Remote Nursing

The Plan calls for action on the
following matters.
1.

2.

3.

4.

5.

6.

7.

10

Pilot projects to establish national
locum
relief
and
mentoring
programs, and additional incentives
for rural and remote nurses in areas
that have difficulty attracting and
retaining staff.
Encouragement to health service
providers to meet their duty of care
obligations to nurses by adopting
risk
management
strategies,
particularly in relation to relevant
clinical skills, occupational health
and safety, violence, cultural safety,
and personal coping skills.
A collaborative effort involving
governments, nursing organisations,
non-government organisations and
the media, to market a positive
image of nursing in rural and remote
areas.
Insistence that schools of nursing,
including in the vocational education
sector, provide nursing courses that
prepare graduates for the realities of
rural and remote areas, including
through
curriculum
content,
placements and meeting the needs of
marginalised groups.
Action to ensure that health service
providers in rural and remote areas
provide workplace environments
with adequate levels of resources,
flexible employment models, reliable
relief systems and professional
support mechanisms.
Action to lobby for the provision to
nurses in rural and remote areas of
regular access to reliable and
relevant information technology,
including telephones and the
internet, and training and support
for its use.
Post-graduate advanced practice
training programs for rural and
remote area nurses that include
context-specific advanced clinical
nursing skills and public health,
clinical supervision and co-ordination
of trainee support and placements. ❖

PHOTO: IRENE LORBERGS PHOTOGRAPHY

At a national workshop on 18 October, a
7-Point Action Plan was developed to
address the recruitment and retention of
nurses in regional, rural and remote
areas, and to help those currently
working there with the professional
challenges they face.

Delegates at the Nursing Workshop: Patricia Heath (Chair of National Review of Nursing Education), Peta
Nottle (Director of Nursing, Nickol Bay Hospital, Karratha), Margaret Conley (Workshop Facilitator),
Isabelle Ellis (new President of the Council of Remote Area Nurses of Aust.), Rosemary Crowley (Chair of
Senate Inquiry into Nursing), Sally Goold (President of Congress of Aboriginal and Torres Strait Islander
Nurses), and Victoria Gilmore (Federal Professional Office of the Aust. Nursing Federation).

Australia’s first Intergenerational Report
The Treasurer, Peter Costello, released Australia’s first Intergenerational Report with the
other Budget Papers on 14 May 2002. The Report “provides a basis for considering the
Commonwealth’s fiscal outlook over the long term, and identifying emerging issues
associated with an ageing population”.
The report has been criticised on
several fronts, mainly for its inflexible
assumptions. Nevertheless there have
been some important and beneficial
consequences following its release.
For one thing, it has increased the
level of public discussion about how
Australia will change in the next 40 years
and about some of the key determinants
of that change, such as the increasing
proportion of elderly people.
The
main
thrust
of
the
Intergenerational Report is that “a
steadily ageing population is likely to
continue to place significant pressure on
Commonwealth government finances”. It
asserts “if policies are not adjusted, the
current generation of taxpayers is likely to
impose a higher tax burden on the next
generation”. This is the main cause of
criticisms of the report and its findings:
that current policy settings will remain
unchanged, including the current
situation with respect to things like
retirement
age
and
private
superannuation.
One of the tangible ways in which the
Intergenerational Report has had a
beneficial effect is through the stimulus it
provided to the establishment of a new
alliance of health care organisations.
Known as the National Healthcare
Alliance, it is a voluntary membership
organisation structured as a forum and
comprised of peak industry associations
that interact directly with the health
sector. The Alliance includes the
Pharmacy Guild of Australia, the
Consumers Health Forum, Carers

Australia, Catholic Health Australia, the
Rural Doctors’ Association of Australia
and the Royal Australian College of
General Practitioners. The National Rural
Health Alliance is also a member.
The new National Healthcare Alliance
is organising a symposium at which the
future shape and financing of the health
care system will be discussed. This
Alliance has the capacity to become a new
and important focus for policies relating
to the health system in Australia. It is to
be hoped that governments and
researchers use it in work focused on
reassessment of the national healthcare
system.❖

Another John Flynn success story
The remote town of Wongan Hills in Western
Australia was the last place in which Michelle
Hyland, a John Flynn Scholar from Burnie,
Tasmania, expected to meet the man of her
dreams. But after meeting Lee Watson, a grain
farmer from Calingiri who was working in the
area, Michelle has decided to trade her coastal
life for the wide-open spaces in what they call
“God’s Country”.
“ I love it out here; I just love the wide open
spaces. The people are so friendly and you just
feel like you belong. Everyone knows who you
are and you get to know them too so you feel like
you can really make a difference. The John Flynn
placement has really changed my life – something
that I really wasn’t expecting”.
Michelle hopes to finish her studies at the
UWA and one day set up a practice, with Lee as
the business manager. “We’re not sure where yet,
but it will definitely be rural”.
If you would like to find out more about the
John Flynn Scholarship Scheme, phone
1800 231 231 or email jfss@acrrm.org.au ❖
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6th Global Conference on Ageing:
Maturity Matters

The overwhelming message was of an
ageing world with a global increase in life
span and a decline in birth rates. These
factors determine the way we need to
consider our mature aged in terms of
workforce, health and retirement.
Dr David Suzuki, Hon. Kevin
Andrews, Prof. Gary Andrews, Dr
Alexandre Kalache and Dr Yitzhak Brick
all presented keynote addresses with
many other eminent speakers giving
presentations at concurrent sessions.
Dr Suzuki related ageing to the
environment and commented that
“human beings are the only species on

Other notable comments were:
• Underdeveloped countries get old
before they get rich, developed
countries get rich before they get old.

PHOTO: IRENE MILLS

The 6th Global Conference on Ageing,
entitled Maturity Matters, was held in
Perth from 27–30 October with 1300
delegates from 24 countries attending.
Irene Mills, Chair of friends and the
NRHA’s delegate at the Conference,
reports to PARTYline.

Patchwork quilt displayed in the main hall
at the Conference on Ageing. Made by the
WA quilters, Australian wildflowers and
animals surround a map of the world with
the flags of the six previous hosting nations
form the top border. The quilt was handed
to the Singapore representatives until the
next Conference in 2004.
earth who use more than they need”. Dr
Kalache said in his address “an older
person who is healthy is not a problem; in
fact they are part of the solution”.

•

Ageing is a journey not a destination.

•

The older employee is too valuable a
resource to waste.

•

We look for complex answers when
we should be looking for simple ones.

•

95% of older people live in their own

•

We should stop treating chronic
diseases as if we all had measles;
good health is much more than
treatment.

•

A global challenge is to have a
contract of care between generations.

The conference was a huge success
and a credit to the organisers and the 400
volunteers. The next Global Conference
on Ageing is to be in Singapore in 2004.
For
further
information,
visit
www.congresswest.com.au/IFA ❖

National Rural and Remote Allied Health Advisory Service (NRRAHAS)
The NRRAHAS is providing support and
advice for key stakeholders in the rural
and remote allied health sector. The
service began in late July 2002. Links
have been established between the many
key stakeholders with an interest in rural
and remote allied health. NRRAHAS has
also started to develop a comprehensive
clearinghouse of relevant reports,
information and papers about rural and
remote allied health.

Defining rural and remote allied
health professions
NRRAHAS has investigated the
definitions of ‘allied health’ used by
seventeen different stakeholders –
professional organisations, employers,
purchasers of allied health services,
private health insurers and agencies such
as the ABS and the ATO.
For the purposes of the project the
professions included in the definition of
‘rural and remote allied health’ will be as
follows: physiotherapy, occupational
therapy, speech pathology, podiatry,
psychology, orthoptics, social work,
Number 13, December 2002

radiography,
audiology,
dietetics,
prosthetics/orthotics. This definition will
be reviewed from time to time to ensure it
remains reflective of broad consensus
opinion.
The
Australian
Standard
Geographical Classification Remoteness
structure (ASGC) will be used to define
rural and remote.
The pattern of employment for allied
health professionals varies significantly
between the major capital cities and rural
and remote areas, and also between
disciplines. Data from the 2001 census
indicate that there are approximately
48,000 allied health professionals in
Australia in the eleven disciplines listed
above, of whom about 12,000 live and
work in rural and remote Australia.
Physiotherapy, clinical psychology
and social work are relatively large
professional groups, with approximately
10,000 professionals each. Radiography
and
occupational
therapy
have
approximately
6000–8000.
Speech
pathology, podiatry and dietetics have
2000–3000 professionals each, and
orthoptics, prosthetics and audiology are
still very small health professional groups
in Australia. The smaller the allied health

discipline the less likely that their services
will be readily available to residents in
rural and remote Australia.
Our next task is to investigate further
information regarding public and private
sector employment status, levels of vacancies
and the number of hours worked per week.
There will also be work on what a
reasonable level of allied health service is
for a given population. Should every small
town have access to a full compliment of a
multi disciplinary allied health team, what
level of population would support a full
time audiologist or dietician or podiatrist,
what models of allied health service
delivery are best suited to regional
Australia?
NRRAHAS has also started to compile
a list of the scholarships, clinical placement
support programs and other supports,
such as mentor programs, that are
currently available at national, state and
territory levels in Australia.
Anyone interested in this document or
the definition paper or workforce statistics
for rural and remote allied health
professional please contact the National
Project Officer, Ann O’Kane on
02 6285 4660 or ann@ruralhealth.org.au
❖
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the global rural community

Health Professionals volunteer
to assist overseas

AESOP Business Volunteers is a nongovernment, not-for-profit organisation
which sends Australian volunteers on
assignments to developing countries in
the Asia Pacific region, and also to
Indigenous
communities
within
Australia. AESOP is largely funded by the
Australian Government through AusAID
(the Australian Agency for International
Development).
Since it was established in 1981,
AESOP has completed more than 2500
assignments in 24 countries in the Pacific
and South East Asia. A small number of
assignments have been completed in
China and Africa.
George Morrow, AESOP Business
Volunteers Chief Executive Officer, says
one of the key goals behind the projects
undertaken by volunteers is to help
communities and businesses in the Asia

PHOTO: AESOP

Seventy-five year old retired engineer,
Alf Eden, has just undertaken his second
project for AESOP Business Volunteers in
Papua New Guinea at the Kapuna Hospital
where he has played a key role in helping
the hospital staff meet the needs of the
local communities. For 10 years, Alf, a
retired motor engineer who “can do
anything”, has been a volunteer with
AESOP, a national program for
professional volunteers overseas.

AESOP Business Volunteer Alf Eden
Pacific region achieve sustainable
development.
“That is why we focus on projects that
deliver training and skills transfer across
a very diverse range of industries and
services,” he says.
“In the medical and health areas, we
look at assignments that involve public
health and hospital administration,
training in new technology and
techniques and areas such as human
resources and IT management.
“We don’t send doctors overseas, for
example, to work as doctors.
“But we do send people with medical
and health skills on assignments that will

help
local
medical
and
health
professionals improve their skills and
knowledge so that they will be in a
position to provide ongoing help and
services to their communities.”
For Alf, the project has been a
personal commitment that has been both
rewarding and life changing. His initial
project was to fit an aluminium boat with
a diesel engine to allow the local doctor
and her team easier access to patients
(they previously used canoes).
He realised that there was more he
could do and with the help of a marine
architect friend, finances from the Kapuna
Hospital and donations in-kind from the
Geelong Rotary Club, Alf recently
presented the community with a new
boat. The ‘floating clinic’ has been fitted
with hospital equipment, medical
supplies and additional extras including
children’s wheelchairs, books, linen and
bikes.
Alf says that undertaking projects like
this through AESOP gives him a great deal
of satisfaction and that it “really gets me
fired up” as there is always more to do.
In addition to this latest project, Alf
has also worked on projects in Fiji,
Micronesia and Tonga twice.
For more information, contact AESOP
on 02 62851686 (ph), 02 6285 1484 (fax)
email info@aesop.org.au or visit the
website at www.aesop.org.au ❖

When it’s right in front of you: Assisting health care workers to
manage the effects of violence in rural and remote Australia

12

Assisting health care workers to manage the
effects of violence in rural and remote
Australia”.
This new manual has been designed
to help health care workers and others in
rural and remote areas prepare for, and
respond to, violence in ways that will
minimise its impact.
The
manual
is
available
at
www.nhmrc.gov.au/publications/synops
es/hp16syn.htm. For queries, contact
Simone Patton on (02) 6289 9881.

PHOTO: NHMRC

The impact of violence on the physical
and mental health of individuals, families
and communities, particularly in rural
and remote Australia, can be severe and
far-reaching.
Health care workers, managers and
employer organisations in rural and
remote areas are often at the frontline of
violent episodes and have few resources
to cope with the effects of such violence.
In order to address this lack of
resources, the National Health and
Medical Research Council has developed
a manual: “When it’s right in front of you:
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local government initiatives
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“We have the population, we have the
need. The Strategy gives us the
solutions”.

Melville City Council’s winning entry in the
2002 National Local Government Awards,
‘Who Says It’s Easy Being a Guy’ booklet

The 2002 National Awards for Local
Government were announced recently.
PARTYline hears from the overall winner
of the Health Services and Aged Care
section: Melville City Council (Perth, WA);
and the Rural Winner in the same
category: Kingaroy Shire Council (QLD).
Being a young man in today’s society
isn’t always easy. This was a comment
that was endorsed by most of the
65 young men (15–25 years) that helped
the City of Melville compile a booklet
filled with practical information on a
wide range of health and wellbeing issues
affecting their gender.
Using direct quotes, topics covered in
the booklet range from self-esteem,
sexuality, families, stress, suicide,
violence and anger, relationships and
drug abuse. The booklet provides a range
of helpful contact information.
It is a publication for young men by
young men and is relevant to the majority
of young males in Australian society,
including those in rural and remote areas.
“Who Said It’s Easy Being a Guy” was
launched in June 1999 and over 8,000
copies have been distributed to families,
and a variety of educational, medical and
youth agencies and schools in WA,
Tasmania, Victoria and the Territory.
For information, please contact Janet
Armarego at the City of Melville on
(08) 9364 0280
or
Email
jarmarego@melville.wa.gov.au ❖
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The health services in Kingaroy, a
regional centre two hours’ drive north
west of Brisbane and servicing a
population of 32 000, were in some
trouble in 1999. The town had lost GPs to
retirement, the general surgeon was
retiring and the closure of the private
hospital was threatened. Residents were
faced with the possibility of a seven-hour
drive for emergency care or costly
evacuations and the threat of losing
businesses and new industries.
The Kingaroy Shire Mayor convened a
public meeting about the developing
crisis to ask for help from State and
Federal Ministers, but the Shire Council
did not at that stage conceive that it or the
community had any greater direct role in
relation to the medical workforce.
Following a meeting of State Cabinet
in Kingaroy in late 1999, Denis Lennox
(Queensland Health’s Medical Advisor
for Rural Health Services) was asked to go
to Kingaroy “to see what could be done”.
After listening and exploring, Denis
proposed a community-building medical
workforce
project,
exploring
the
community’s capacity to manage its own
medical workforce. The Mayor sponsored
a community workshop to develop the
strategy.
The project team, with Wendy Jensen
as project officer, and Denis and Michael
Bishop as co-facilitators, helped the
community to develop a strategy which
was reported back to the community
workshop and signed off.
The strategy proposed a Medical
Services Committee to oversee the
strategy. The Shire Council took the lead
and established the committee with the
Mayor as its chair.
The Strategy has seen increased cooperation between sectors, with facilities
and staff being shared; the reopening of
the private hospital with surgical and
specialist services to the region; the
employment of a number of overseas
doctors; and the attraction of local
students and those studying medicine to
consider a medical career in the area.
Community Building Capacity is a
Queensland Health model piloted in
Kingaroy. It has been heralded as best
practice and has been prepared by

Queensland State health for use in other
communities.
For further information, contact Denis
Lennox on 07 4699 8671 or email:
denis_lennox@health.qld.gov.au or the
CEO of Kingaroy Council Ron Turner
on
07
41626204
or
email
Rturner@kingaroy.qld.gov.au ❖
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Kingaroy Council secures local
medical workforce

Leanne Renfree, Rural Health
WebRing Manager

Rings Around Health Information
Finding information on rural health
isn’t always easy, but one way is using the
rural health web ring. WebRing is a
system where web sites with similar
content are grouped together in ‘Rings’
with each site linked to another by a
simple navigation bar.
The ring, maintained by the Rural
Health Web Consortium co-ordinated
through Yarram and District Health
Service, was established in May 1998 with
funding from the Department of Human
Services, Victoria.
Unlike the major directory and search
sites, which use impersonal software to
organize their database, each Ring is
created and maintained by an individual
website owner called the RingMaster,
who determines the content, look and feel
of the Ring, approves and manages
member sites, and encourages other
websites to join.
There are currently 61,900 Rings made
up of 977,000 active sites. The traffic
through WebRing is huge; in September
there were 27 million hits to Rings by over
3 million unique visitors.
The Rural Health WebRing has
38 member sites, ranging from small
Victorian rural health agencies to
statewide, interstate, national and
international organizations.
For more information, or if you would
like to submit your site to the ring visit the
Rural
Health
WebRing
site
at
www.ruralhealth.org.au
or
email
Leanne.Renfree@dhs.vic.gov.au ❖
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connecting communities
Vast distances, isolated communities
and extreme weather conditions are just a
few of the challenges facing rural health
professionals and their patients. The
Northern Territory trial of HealthConnect,
Australia’s proposed network of
electronic health records, is hoping to
overcome these difficulties.
Currently the subject of two years’
research and development, this joint
Commonwealth, State and Territory
initiative aims to revolutionise the flow of
information across the health sector and
move Australia into an e-health
environment where patient outcomes and
continuity of care are much improved.
“HealthConnect is an exciting project
for rural and remote Australia because it
has the potential to make their important
health information more accessible in
places and times when they need help,”
Federal Minister for Health, Senator Kay
Patterson said.
“The aim is to improve quality of care
by providing for more complete,
appropriate and timely sharing of
information among both health care
providers and consumers.”
Under HealthConnect, consumers who
choose to opt in to the system will have
their health information collected
electronically,
safely
stored
and
exchanged between authorised health
care providers, within strict privacy
safeguards.
The
recorded
health
information could include clinical
diagnoses, treatments and test results,
hospital discharge summaries and
prescribed medications.
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THE TYRANNY OF DISTANCE

The challenge of keeping health records safe is evident in this photo of the
Wugularr Health Centre in the Northern Territory after rain.
The HealthConnect concept is being
tested in two ‘live’ trials. The Northern
Territory trial will address issues
surrounding Indigenous health and
mobile populations in remote locations.
The other trial location is the Clarence
region of Hobart, Tasmania.
The population in the Katherine
region, which has been chosen to trial
HealthConnect,
is
spread
over
approximately 160,000 sq kilometres, so
obtaining
an
individual’s
health
information can be a daunting task. The
Katherine trial will help determine
whether HealthConnect can improve
continuity of care in the region by giving
health care providers timely access to
vital health information.
The extreme weather conditions and
intermittent flooding in the Katherine
region have also meant many health
records have been damaged or lost. It is
hoped HealthConnect will enable

Katherine, and places like it, to store
health records in a safe and secure
electronic format.
Senator Patterson says results from
the two fast-track trials will feed into
longer-term trials in New South Wales
and Queensland which, in turn, will
inform a preferred model in the event of a
national roll out of HealthConnect.
“These trials represent a significant
milestone in achieving Australia’s vision
for a national health information
network,” she said.
“By the end of the research and
development project we should be in a
position to make a decision on the way
forward for this exciting e-health
initiative.”
For
more
information
on
HealthConnect and the current fast-track
trials please visit the HealthConnect
website at www.healthconnect.gov.au or
email healthconnect@health.gov.au. ❖

What do the Consumers Say?
Matthew Hunt, Rural Project Officer
of the Health Consumers’ Council, WA,
tells PARTYline about what consumers
believe to be the advantages and
disadvantages of having health records
available electronically.
The Health Consumers’ Council
believes HealthConnect will give
consumers greater command over
individual health records. Having the
ability to access one’s own records and
controlling who has access to the
information will assist consumers in
taking control of their own health. In the
aspect of confidentiality, providers will
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only have access to records if a consumer
gives prior approval, which if given can
also be withdrawn.
HealthConnect will provide the
platform
to
facilitate
distance
consultations. This means that people in
rural and remote areas who can’t see a
provider may be able to receive a
minimum standard of health care,
supported by HealthConnect. The concern
from this is that, while some care is better
than none, it may lead to providers
delivering services permanently in this
manner and giving rural and remote
consumers little choice in service delivery.

HealthConnect does have a role when a
provider is dealing with a specialist in
Perth and can save the consumer
unnecessary travel.
It shouldn’t be seen as a patch-up
solution for not achieving and retaining a
greater number of health service providers
into rural and remote areas. For most
consumers, the one-to-one encounter in
person with the medical practitioner or
other health provider is of critical
importance in the treating and healing
process. Electronic health should enhance
patient care, not replace the conventional
doctor/patient relationship.❖
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government news

The Foundation for Rural and
Regional Renewal is a philanthropic
organisation with a unique focus on
rural, regional and remote Australia. It
was established almost three years
ago with an allocation of $1 million
from the Sidney Myer Fund.
Based in Bendigo in central
Victoria, the Foundation promotes
partnerships between rural and
regional communities, philanthropy,
government and business to fund and
implement rural development projects
aimed at reinvigorating rural areas,
especially where there is scope for
initiatives to foster new sources of
economic wellbeing.
Its corporate and government
partners include the ANZ Bank, the
Pratt Foundation and the Department
of Transport and Regional Services,
whose Secretary – Ken Matthews –
also sits on the Foundation Board.
With a charter to work with both
small and larger communities, the
Foundation believes its approach
actively
encourages
smaller
communities to apply for funding
assistance. Communicating with the
Foundation has been designed to be as
easy as possible: there are a freecall
number and a website (see below) and
there are no application forms or
closing dates for communities
seeking
assistance.
The
Foundation’s small but dedicated
and professional staff encourages
community representatives to talk
through possible proposals with
them before making a more formal
approach.
Foundation CEO, Sylvia Admans,
explains. “We like people to talk to us,
then write to tell us of their
community’s particular needs. This
way we believe we can help those
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What have you heard about
The Foundation for Rural and
Regional Renewal?

The Hyden community (351km East of Perth) benefited from a $25 000 FRRR grant for a
Youth Centre. The Hyden Youth Base provides a range of activities and services for youth
between the ages of 10 and 25 years.
who aren’t experienced in seeking funds.
What is important is that they know their
own community and it’s sometimes just a
matter of talking that through before an
application can come to the Foundation
for consideration.”
A new small grant program providing
amounts up to $5000 has been launched
by the Foundation this year, focusing
specifically on smaller communities.
Projects that offer a clear public benefit for
small rural and remote communities,
contributing to their development in
social and community welfare, health,
economic, environmental, education or
cultural areas are encouraged, with
applications from communities with a
population of 10,000 or less receiving
priority. (A simple application form for
this particular programme is available

online or by request and closing dates of
30 September and 31 March apply to the
two funding rounds each year.)
The Foundation’s role is evolving over
time, with a greater emphasis now on
leveraging development projects with a
range of agencies, according to
Ms Admans.
“We’re interested in creative ways
of facing the future. The projects
receiving funding from us take
positive and practical action towards
the renewal and revitalisation of rural
and regional Australia. We are
interested in projects with long term
value,” she said.
For more information about the
Foundation for Rural and Regional
Renewal and its grants programmes, call
1800 170 020 or visit www.frrr.org.au ❖
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Don’t forget to register online for
the 7th Conference
www.ruralhealth.org.au
Best wishes for the
Festive Season
and for 2003

