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Inquiry into Health Funding
COST SHIFTING, INEFFICIENT
DUPLICATION, rising costs, an ageing
population, the impact of new technology,
skilled health worker shortages – these are
all pressing issues being brought to the
attention of the House of Representatives
Standing Committee on Health and
Ageing’s inquiry into health funding.
While Australia has one of the best health
care systems in the world, it is time to
see how service delivery can be improved
to ensure that all Australians are getting
value for money from their health dollar.
The Committee will examine what action
the Commonwealth can take to improve
the efficient and effective delivery of
health care to all Australians.
The Committee recognises that in rural
and regional areas the challenges are
sometimes quite different to those in
Australia’s cities. Existing systems often
fail to adequately address inequities
between rural and urban Australia and
Indigenous and non-Indigenous people.

in this issue:
◗ Migrant nurses introduced
to rural and remote practice
◗ Training for work in Indigenous
health
◗ COAG and health reform
◗ Strategic directions for
ambulance paramedics
◗ Pictorial celebration of
country hospitals

The AMA’s submission
to the inquiry raises
concerns with “health
services to the
indigenous community
and to the mentally
ill”, which it says “are
standout weaknesses of
the system”.
Shortages of doctors
and other healthcare
professionals in rural
areas, including
nurses, allied health
professionals, dentists
and pharmacists, and
an absence of private
sector investment
(with the exception of
private medical practice)
are issues that have
been raised with the
Committee. The importance of locally
provided primary health care services is
another. Being able to visit a GP when
you need to or access specialist health
services is something that those of us
in urban areas take for granted. The
Committee is learning that the story for
Australians living outside the metropolitan
areas is often quite different.
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By the Hon Alex Somlyay MP, Chair,
House of Representatives Standing
Committee on Health and Ageing

We have also heard about the role
local governments play in providing
incentives for medical practitioners to
establish themselves in communities

and in promoting good health and
disease prevention through public health
programs. This contribution is often
overlooked and undervalued.
At one of its first public hearings, the
Committee heard from the
Rural Doctors Association
of Australia, whose mission
it is to support the provision
of medical services to rural
and remote areas. The
RDAA told us “the first
point to make is that we all
should recognise that there
continued on page 3

EDITORIAL >>>>>>>>>>>>>>>>>>>>>>>>>>>>

Rum times at Bundaberg
THE EVENTS AT BUNDABERG
HOSPITAL have had dramatic effects
for many and tragic consequences for
quite a few. Patients have died. Staff have
been anguished and now feel beaten up.
Families have grieved. And now a Minister
and a Head of Department have gone.
This is not just a Queensland issue, but a
national matter being played out first and
most openly in a particular location.
An accident waiting to happen, some said.
Only the tip of the iceberg, say others.
And it’s about the system, nothing to do
with where the health staff come from,
others remind us.
The crisis at Bundaberg could have been
avoided if people in the system at various
stages had behaved differently. Even the
best systems (and this does not seem to
have been one) will fail from time to
time if they include people. However one
cannot depend on any health worker, no
matter how well trained, to work safely at
any level in a system that is flawed. So it
is good that, thanks to Bundaberg, health
care systems around the country – around
the globe – are being checked and refined
with greater intensity now than before.
Quality and safety are just as important in
rural and remote areas as anywhere else.
But there need to be different applications
of standards for different classes of issue.
Any procedure involving a patient must
be safe but the management of risk will

be more strict and have less margin for
error where the consequences of the
likely risk are more serious. Heart surgery
and hip replacements must be subject to
more stringent standards (double proof?)
than the administration of medications
for acne. The former must be personproof, with a full understanding of the
consequences that follow from error.
However it does not make sense to talk
in blanket terms about ‘first class’ and
‘second class’ care. Where the risks to
the patient are high, only one class is
acceptable: the best possible. But in many
cases, and especially if the clinical risks
from a lack of intervention are higher
than from limited intervention, some
service will be better than none. This is
the case in many remote areas. The health
care provided by a remote area nurse
cannot be judged as one would a medical
service. The challenge is to maximise the
number of places where there is a medical
service – and to upskill and support the
other practitioners where this has not
been achieved.
And what of ‘informed consent’? Do we
maximise the chance for a pregnant
woman to give birth in her home area
with her family to support her, or
minimise all risks of an adverse outcome
for mother or child? (It is becoming
increasingly necessary to choose between
the two.) What responsibility do we
have to people who choose to visit

an unregistered therapist? More and
more, the answers to such questions are
determined by perceived and actual risk
experienced by the health practitioners
who may be responsible. The Bundaberg
story will strengthen that trend.
The follow-on from Bundaberg will also
impact on role-redefinition in health
care – a phenomenon that is just gaining
momentum. Again there are horses
for courses: some changes in scopes of
practice are quite clearly without clinical
risk, while others are not. In Australia we
need to continue the debate about physios
who can triage musculo-skeletal injury
in hospitals, ambulance officers whose
practice can be extended [see story in this
issue] and nurses who can diagnose and
prescribe. But the Bundaberg experience
will remind us to be careful, if not
very cautious, about role changes that
impact directly on patients and patient
safety. Systems must first be understood,
then analysed and the consequences
of potential change understood, and
then – and only then – changes made
and watched most carefully. As with
aviation, in health there are sometimes no
second chances.
Because of their relative isolation, people
in rural and remote areas have a particular
stake in what happened at Bundaberg and
in what happens next.❖

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.
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to: Lexia Smallwood, Editor, PARTYline, PO Box 280, Deakin West, ACT 2600; Phone (02) 6285 4660; Fax (02) 6285 4670.
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INDIGENOUS HEALTH >>>>>>>>

Great Garma adventure
By Robyn Williams, Co-ordinator of
Indigenous Health Programs, Department
of Nursing, University of Wollongong
THE INDIGENOUS HEALTH
PROGRAMS at the University
of Wollongong (UoW) operate at
undergraduate and postgraduate levels.
They have no specific vocational
outcome but provide an excellent
undergraduate foundation or
postgraduate addition for careers such
as teacher, nurse, community worker,
or policy or program officer. There is
also the opportunity to build on and
improve general understanding and
ability to work cross-culturally, as well as
to gain a solid understanding of political,
social and cultural factors impacting on
Indigenous peoples.
To increase awareness and appreciation
of the diversity and complexity of
Indigenous cultures, UoW Indigenous
health students are given the opportunity
to experience a positive contrast to the
challenging and often depressing picture
of Indigenous health. The Garma Festival
in Arnhem Land1 NT is one such forum.
Regarded as one of Australia’s most
significant Indigenous festivals, Garma
attracts around 20 clan groups from
north-east Arnhem Land as well as nonIndigenous and Indigenous peoples
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throughout Australia, plus a strong
international contingent. The festival
is a celebration of the Yolngu2 cultural
inheritance, and aims to share knowledge
and culture. Garma is organised by the
Yothu Yindi Foundation, a not-for-profit
Indigenous corporation with charitable
status. Garma is one of Australia’s most
significant cultural exchange events, a key
educational forum, and now an awardwinning model for authentic, insightful
Indigenous tourism3.
Students from UoW’s undergraduate
Indigenous Health Program first went
to Garma in August 2002. They carry
out fundraising activities and put in
submissions for funding to enable
interested individuals to attend. They
have to organise their travel and complete
an assignment on Garma that meets the
relevant subject learning outcomes.
The feedback has been overwhelmingly
positive from Indigenous and nonIndigenous students alike. It is a fantastic
opportunity for people from an area like
the Illawarra to experience Indigenous
culture of another part of the country.
As one of last year’s Indigenous students
said: “It is truly fantastic to see Indigenous
people so proud and strong. The time there
made me feel connected and proud of who
I am. I learnt heaps and it brought the

Weaving at the Garma Festival

subject readings to life. Everyone should
do this.”
The field trip is an excellent example of
integration of theory and practice and an
exchange and negotiation of knowledge.
At a more formal, academic level it is
about laying the groundwork for further
relationships and building sustainable
frameworks. It is also a culturally safe way
to be a part of another culture and to
learn new and different protocols. ❖
1. The area is approximately 500kms north-east of Darwin
in the Northern Territory.
2. generic term referring to the Indigenous groups living in
north east Arnhem Land
3. adapted from the Garma website
http://www.garma.telstra.com/aboutgarma.htm

Inquiry into Health Funding – Continued from page 1
is increased morbidity and mortality in
rural areas”. The Association pointed out
that this “serves to give us a focus of why
there should be some further attention to
rural health issues”.
The Committee has received submissions
from other groups with a particular focus

on improving health service in rural areas
but would still encourage individuals or
organisations in rural and regional areas –
medical practitioners, nurses, allied health
professionals and patients – to consider
making a submission to the inquiry.
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The Committee’s terms of reference and
more information about its activities can
be obtained from www.aph.gov.au/house/
committee/haa/index.htm or you can
telephone the Committee Secretariat on
(02) 6277 4145. ❖
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By Percy Knight
ALCOHOL MISUSE IS BOTH
a consequence and cause of disordered
physical, social, emotional and spiritual
functioning in Australian Indigenous
communities. Patterns of consumption
and the burden that alcohol-related
problems impose on Indigenous
communities have been investigated in
some depth over the last decade and
continue to be a focus of attention.
Despite this, the negative consequences
for family and community continue to
increase. These include the emergence
of new problems that reflect not only
individual use, abuse and misuse of
alcohol, but also longer term social
correlates.
To achieve a community’s
full potential we need to
prevent and treat the disease of
alcoholism and alcohol abuse. One
solution is an ‘Alcohol Liberation
Pathway’. Very simply, it links social,
cultural and economic issues to an
individual’s circumstances. It is unrealistic
and ineffective to put people through
a detox program and then return them,
largely unaided, to the situation which drove
them to drink in the first place.
An Aboriginal person before a magistrate
in a rural community such as
Condobolin in Central West NSW, if
guilty of a misdemeanour associated
with excess alcohol, faces the choice of
time spent in Weigelli, a mainstream
clinical drug and alcohol education
and rehabilitation Centre in Cowra, or
Bathurst Correctional Centre. Whatever
the decision, treatment of alcohol abuse
is temporary, a ‘time out’ until return
to a former world and past patterns
of behaviour.
4

Much of the research about the abuse
and misuse of alcohol among Aboriginal
people has been clinically-focused and
undertaken by non-Aboriginal people.
Research for my Masters Thesis at Sydney
University is about a new approach based
on a social, rather than a clinical, model.
It is holistic and inclusive, underpinned
by conceptual thinking of wellness,
healing and cultural behaviour, and
practical implementation of work, play
and social connectedness.

linked to this, but after the first steps at
a clinical level, subsequent steps involve
working with the individual in their social
networks. Hence an individual, within
a case management approach, moves
into a set of circumstances which address
practical realities such as employment.
This issue of links between jobs and
health is a reality in Condobolin. We have
been running an innovative course,
getting people ready for employment for
identified jobs, not just maybes.

The approach is to look at a person
within their wider social context. My
previous investigations demonstrated that
Aboriginal people drink to excess for quite
different reasons than non-Aboriginal
people. As one of my interviewees said to
me, "I don’t need to drink alcohol but my
life sucks, so I drink – and to excess!" He
wanted a job, self respect, strong family
interactions, a place in his community
and some money to pay the bills and for
social activity. He has a job now and is
not the abuser of alcohol he once was.

A social response is required to address
the misuse and abuse of alcohol in
Condobolin and other communities. It is
a community-wide matter. Even if some
still front up to the magistrate, and go off
to Weigelli or Bathurst, they will return
to a situation which is different to the one
they left and where, therefore, any start
made on treatment will not be a waste
of time, but will have a better chance
of success. ❖

Practically, a clinical treatment model
is where most people start. My concept
of a pathway for liberation from the
abuse and misuse of alcohol has to be
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Quorn & District Memorial Hospital, South Australia
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A social model to address alcohol abuse
and misuse in Aboriginal communities
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Increasing the weight
to lighten the load

PHOTO: STEWART ROPER

THE AMA’S 2005 INDIGENOUS
HEALTH REPORT CARD, Lifting The
Weight, aims to create awareness of the
problem of low birthweight Indigenous
babies. The objective is to lift birthweights
to a healthier level and so lift this health
burden from Indigenous mothers,
families and communities. Indigenous
children are more than twice as likely to
be born with low birth weight as nonIndigenous babies, putting 1,140 children
a year at a physical and developmental
disadvantage. “Each year 83 Indigenous
children die because they are Indigenous.
Aboriginal and Torres Strait Islander
babies do not get a good start in life
compared to non-Indigenous babies.
All the odds are stacked against them.”
AMA Report Card Series 2005: Aboriginal
and Torres Strait Islander Health (23 May
2005). ❖

Barker Hypothesis
The Barker Hypothesis asserts that a
baby’s nourishment before birth and
during infancy, best monitored by
observing foetal and infant weight,
‘programs’ the development of risk
factors for a number of diseases in
adulthood: adult onset diabetes, high
blood pressure, high unhealthy fats
in the blood, coronary artery disease,
heart attacks, strokes, mental health
problems, autoimmune thyroid disease.
The list is ever growing. ❖

Filming at Jirnani Childcare Centre,
Nguiu, Bathurst Island, NT

RHEF heads to the
bush to film television
documentaries
THE RURAL HEALTH EDUCATION
FOUNDATION (RHEF) has produced
a series of three documentary-style
training programs about Aboriginal and
Torres Strait Islander health issues, for
broadcast on its national satellite network.
The first documentary, ‘Injury Prevention
in Aboriginal Communities’, has already
been screened. The second and third
are on Aboriginal maternal and infant
care, and early childhood development.
They will address the poor birth outcomes
and early health problems experienced in
Aboriginal communities and highlight
some unique community and government
initiatives helping to combat them.
The series aims to capture the essence of
what is being done in the bush to give
these youngsters a strong start to life so
that they are able to combat early health
problems and set a healthy pattern for life.
In the past the Foundation brought
program participants to a city studio
for filming. For this series, the team
listened to people talking in their own
environments, taping in Alice Springs,
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Hermannsburg, Darwin, Bathurst Island,
Townsville and Sydney.
The RHEF has more than 590 satellite
receiving sites around Australia
where its television programs can be
viewed at no charge. After the
satellite broadcasts, programs
are available for viewing on the
Foundation’s website www.rhef.
com.au via web-streaming, as well as for
purchase on video or DVD.
All Foundation programs are accredited/
endorsed for CPD/CPE by the Royal
Australian College of General Practitioners,
the Australian College of Rural and Remote
Medicine, the Royal College of Nursing
Australia, the Pharmaceutical Society of
Australia and the Australian Physiotherapy
Association.
‘Aboriginal Maternal and Infant Care’
will screen on 30th August; ‘Growing
Healthy Aboriginal Kids: The Early Years
1–5’ on 27 September.
More information:
rhef@rhef.com.au or
(02) 6232 5480 or www.rhef.com.au ❖
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Leaving the bright lights behind
By Susanne Becker, Lecturer,
University of South Australia

Newly arrived nurses enjoy an Asian Banquet made
in the shearing quarters’ kitchen

AS AN AVID SUPPORTER of the rural
and remote nursing workforce, I like to
incorporate into my classes an awareness
of the diversity and challenges that rural
and remote practice can offer to nurses.
When teaching migrating nurses
about the Australian healthcare system
and exploring similarities to their
home countries I was dismayed by
their reactions to rural and remote
nursing practice.
Discussion with students from countries
such as China, India, Thailand, Malaysia,
Korea and the Philippines revealed that
some nurses only worked in rural areas
if a lack of knowledge and/or skills
prevented them from working in city
hospitals. Their view was so at odds with
my own that I incorporated a rural health
visit into their program to
showcase what this area of
nursing offers in Australia.
With the help of several
regional and rural health
services, these students now have
a real appreciation of the unique
experiences nurses in these areas
uncover everyday.
With the generosity and support
of Port Pirie Regional Health Service
(accommodation); Spencer Gulf Rural
Health School (transport costs); Port
Augusta Hospital and Regional Health
Service, Whyalla Hospital, Port Lincoln
Health Service, and Cowell Hospital
(meals); Port Lincoln and Pika Wiya
Aboriginal Health Services, Royal
Flying Doctor Service Port Augusta
and the Nicolson family in Whyalla
(accommodation), we were able to
organise visits to this region.

6

All of these venues were toured with
senior staff who spoke about the
services provided, opportunities for
employment, and professional and
personal development. Extracurricular
activities included a farm visit to watch
sheep being shorn (a new experience for
all), eating hour-old oysters at Cowell,
accommodation in shearers’ quarters
(rated ‘fantastic’ by all), and of course the
obligatory barbeque with sausages, chops
and a bonfire with toasted marshmallows
(again a new experience for all!).
One student summed up these visits
by commenting, “Their generosity and
friendliness is overwhelming. My parents
will never believe this.”
Many have written that students of
nursing (and of medicine and allied
health) need to experience placements in
rural and/or remote areas to appreciate
the extended roles nurses have in these
areas. Many nurses moving to Australia to
seek employment have a significant range
and depth of practice. With no family ties
to the larger city and metropolitan areas,
those interested in pursuing positions can
be encouraged into our regional and rural
communities. At this time three of these

students have gained permanent positions
in South Australia’s rural areas and a year
down the track love the working life and
lifestyle they have found. Several other
students have sought rural employment
but due to budget constraints faced
by rural hospitals were unable to find
full-time positions. Current students
are also looking into rural employment
opportunities.
All of the students who have participated
in these rural health visits have gained
insight into nursing in regional and rural
areas. Several have also found the visits
to be beneficial when working in the city
hospitals and having patients from these
areas. Being aware of where these towns
are and having visited them has allowed
them to forge better relationships with
their patients.
To everyone who has made this
a worthwhile and pleasurable exercise in
showcasing and promoting nursing away
from the bright lights, we thank you for
your generosity and willingness to have
us visit. ❖
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The Australian Midwifery
Competency Project
By Caroline Homer
IN 2004, THE AUSTRALIAN
NURSING AND MIDWIFERY
COUNCIL (ANMC) commissioned
a national research project to examine
the role and scope of practice of the
Australian midwife and to develop
national competency standards.
The aims of the project were to:
1. conduct research and produce
a comprehensive report on the
contemporary role and scope of
practice of midwives in Australia;
2. develop a generic description for
midwives on entry to practice;
3. develop and validate national
competency standards for midwives in
Australia; and

The competency standards were validated
in practice including in rural and
remote settings. The final version of the
competency standards was developed
from this validation. A suite of methods
to disseminate, implement, assess and
evaluate the role of the midwife and
competencies was developed.
This national study is important as, for
the first time, it defines consistent and
valid measures of midwifery practice, and
also supports a consistent
approach to regulation,
safety and quality.
PHOTO: LEANNE COLEMAN

4. develop strategies and tools for
evaluation and review of the role and
standards for midwives.

A multi-method approach was
undertaken. Consultation occurred
with midwives, managers, educators,
academics, consumers and others during
workshops in each state and territory.
Interviews were held with each regulatory
authority and relevant professional groups.
Women who had used midwifery services
and midwives provided additional data
on the role and scope of practice. Public
comment occurred through a web-based
survey, written submissions and external
review.

An important part of the
study has been engagement
with stakeholders
throughout the country.
The report and the
competency standards
will be available from
the ANMC in the next
few months. For further
information contact
Professor Caroline Homer,
Caroline.homer@uts.edu.au

My
Journey
Kit
BREAST CANCER NETWORK
AUSTRALIA (BCNA) has
launched a unique resource for
women newly diagnosed with
breast cancer.
The My Journey Kit was
developed to make the
journey easier for
Australians dealing
with breast cancer,
and includes tips and
suggestions from women who have been
through breast cancer.
The Kit includes an Information Guide
on information and support resources,
and a Personal Record for important
details such as contacts, appointments and
treatment. BCNA aims to send the Kit
free of charge to every woman diagnosed
with breast cancer within two weeks of
her diagnosis. Women newly diagnosed
can request a copy by phoning
1300 785 562 from anywhere in Australia
for the cost of a local call.
BCNA is an organisation of women who
have had breast cancer and works to inform,
empower, represent and link together
Australians personally affected by breast
cancer. Call 1800 500 258.
www.bcna.org.au ❖

❖
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Secret health
By Marie Coleman, Chair of the
National Foundation for Australian
Women Social Policy Committee
DO YOU REMEMBER the ecstatic
interviews in June with Professor John
Dwyer1 following the meeting of the
Council of Australian Governments
(COAG) and the Prime Minister’s
assurance of community consultation?
John Howard told the country one good
idea might be for the States to take
over everything to do with the younger
disabled, while the Commonwealth
would care for the aged.
Since then, it has been
difficult to get even an
acknowledgement of a written
request for consultation.
This issue has enormous
implications for rural Australians.
The rationalisation of State country
hospitals, together with the practical
planning limits set by the Commonwealth
on provision of nursing home beds,
means that small rural hospitals are barely
viable as acute care settings, and have a
significant number of frail older people in
them – as do the hospitals in larger rural
towns and cities.
If a person under 55 sustains a crippling
disability, say from a motor vehicle
accident, or is in need of nursinghome type care as a result of a medical
condition, they must go either to the city
or to a slightly bigger town centre to be
cared for in a long-term care bed along
with the frail elderly.
If the Commonwealth vacates the
field of long-term health care for those
disabled persons who must have it and
are under 55, will the States be able to
provide new rural facilities? Or will such
individuals be removed from family and
friends? Most States have shut down
8
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their own long-term health care settings
for younger people with disabilities.
So often the option of caring for such
people at home with a Home and
Community Care (HACC) program just
isn’t viable. Besides, HACC is part of
the COAG review. HACC, cost-shared
between the Commonwealth and the
States, is supposed to provide in-home
care for both the frail aged and younger
disabled people.
The States are supposed to provide
supported housing (suitably modified) for
disabled people – but some individuals
are so significantly disabled that this type
of living is not an option if their health
needs are to be met.
Can we be sure that officials are
adequately briefed on the concerns held
by residents of rural towns and smaller,
less densely populated areas?
More than six weeks after the review was
announced, with Commonwealth officials
meeting behind closed doors, there seems
no prospect whatever of consultation with
the community.
It is true that the Productivity
Commission, having produced a valuable
report on the Economic Implications
of an Ageing Australia, is now engaged
in related studies. There are also other
reports in production [see the related
article this issue by Alex Somlyay – Ed].
But must public consultation be deferred
until these reports are completed and
available to COAG?
In May 2005 the National Foundation
for Australian Women (NFAW), on

behalf of the WomenSpeak Network,
conducted a workshop on Australia’s
Health Challenges.
The joint meeting in June of all four
of the consortia of national women’s
organisations, representing over
60 women’s organizations in all, and
through them having links to possibly
3.5 million Australian women, including
rural women, agreed to press for
consultation with the COAG officials.
The NFAW/WomenSpeak Report is now
in the community for comment.
It seems that COAG does not want
public consultation to occur. Perhaps
one of the Premiers will take it upon
themselves to instruct their own officials
to break the impasse.
If not, changes with immense
implications, not only for young disabled
people in rural Australia, could be
a ‘done deal’ before the informed public
has an opportunity to be heard on
their preferences. ❖
Websites of interest:
Official communique: www.coag.gov.au/
meetings/030605/index.htm#health
Transcript of joint press conference: www.pm.gov.
au/news/interviews/Interview1415.html
Productivity Commission report:
www.pc.gov.au/study/ageing/finalreport/
mediarelease.html
Other reports in production: www.pc.gov.au/study/
healthworkforce/index.html
www.pc.gov.au/study/medicaltechnology/index.html
National Foundation for Australian Women, May
2005 papers: www.nfaw.org/news_m_releases.htm
1. Editor’s note: the Australian Health Care Reform
Alliance led by John Dwyer is one of the bodies
seeking governments’ commitment to and support for
widespread consultation with the Australian public on
health reform.
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‘Let us take care of the children for
they have a long way to go’
By Sue McAlpin, Chair, NRHA
THE EXPERIENCES, COLLABORATION
AND RESEARCH from fifteen
Australians were shared with people
from 46 nations at the International
Rural Network (IRN) conference held
19-24 June 2005. The IRN is an
inclusive and interdisciplinary network of
academics, rural community practitioners
and activists, and policy makers who
are engaged in rural community
development, health and education in any
country of the world.
This year’s conference, The power of
place, was held in the small town of
Abingdon, South West Virginia, and was
attended by 300 people. It emphasised
the sharing of practical experiences
while highlighting the role of place
and place-based innovation in local
development, rural health, education,
culture and environment, with attention
to the implications for rural policy
and governance.
One of the features of the conference
was the opportunity for delegates
to visit various centres where issues
influencing the health of rural people
were demonstrated. One of these field
trips was to a beautiful part of Virginia in
Wise County. At University of Virginia’s
campus at Wise a presentation was
given on the establishment of a medical
consortium to facilitate recruitment of
medical practitioners to the area in an
attempt to redress the poor health of the
local population.

26% more likely for heart disease
44% more likely for chronic obstructive
pulmonary disease
28% for diabetes
56% for chronic liver disease
57% likely to die from unintentional
injuries
72% more likely to commit suicide
(Virginia Health Statistics Volume 1,
1998–2002)
Visits were also made to the Mountain
Empire Older Citizens health center
and the St. Mary’s Health Wagon.
Through an outreach mobile health
service, community nurse Sister
Bernie had been delivering high
quality services to the uninsured,
underinsured and those in need in the
Appalachian Mountains.
Once a year, a remote area medical
health exhibition is held in the fair
grounds at Wise where, over three days,
free services are offered for adults and
children. The services include dental
(cleaning, filling and extraction), eye care
and hearing, medical services (including
from a range of medical specialists),

services for cholesterol, diabetes,
pulmonary function, pap smears,
medication assistance and cancer
screenings, including mammograms.
The community begin camping several
days before at the showgrounds in
order to access the services provided.
This event is a collaboration of
the St Mary’s Health Wagon,
University of Virginia, Virginia
Dental Association, Norton
Community Hospital and
Kids Central Incorporated.
The opportunity of meeting with others
from across the globe through events
such as the IRN conference enhances
understanding of the issues facing rural
communities in many different settings.
The philosophy underpinning the services
at Mountain Empire Older Citizens Inc.
is one worth sharing. It is based on an
African proverb: “Let us take care of the
children for they have a long way to go.
Let us take care of the elders, for they
have come a long way. Let us take care
of those in between for they are doing
the work.”
At this conference, Sue presented a paper on
behalf of the Alliance and a second paper on
the effects of health sector reform on rural
communities. Former Council member
Megan McNicholl also gave a presentation
in her capacity as Chairperson of Rural
Education Forum Australia. ❖

Compared to the overall population,
people in South West Virginia are more
likely to die from a number of causes:
Sue McAlpin with international delegates at Wise campus, University of Virginia
National Rural Health Alliance, Number 23, August 2005
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NRHA MEMBER BODIES IN ACTION >>>>>>>>>

By Ian Pickering, Executive Director,
Convention of Ambulance Authorities, Inc

approach has been taken to the roles and
education of ambulance personnel.

The specific objectives of the research
project are to:

THE CONVENTION OF
AMBULANCE AUTHORITIES
(CAA) has funded a research project
entitled The rural and regional ambulance
paramedic: moving beyond emergency
response. The outcomes will help improve
long-term links to paramedic education,
workforce planning and overall health
delivery in rural areas.

The School of Public Health at Charles
Sturt University, the University of
Tasmania’s Department of Rural Health
and Rural Clinical School, and Monash
University School of Rural Health, are
carrying out the study, in collaboration
with State ambulance authorities in
Tasmania, New South Wales, South
Australia and Victoria as industry partners.

1. identify Australian and international
trends in the evolving role of
ambulance paramedics;

The project will set the strategic directions
for an Expanded-Scope Paramedic
(ESP) role for rural ambulance services
in Australia by reviewing and analysing
emerging roles of paramedics in regional
and rural areas. It is proposed that
expanding ambulance paramedics’ scope
of practice will offer the potential to
improve patient care and the general
health of the community. Using an
industry partnership approach, the project
will increase the research capacity of
Australian pre-hospital services through
the training of Paramedic Research
Associates. It is the first time a national

Increasingly ambulance paramedics
are becoming the first-line primary
health care providers in many small
rural communities as other services are
rationalized and centralised. Within
a new ESP model, ambulance paramedics
could have professional responsibilities
throughout the cycle of care, such as
in the prevention of injury and illness,
responding to emergencies, facilitating
recovery, and planning future strategies for
a healthy community. They may also have
an important role in the recruitment and
support of community volunteers, who
form an important part of the ambulance
workforce in rural areas.

PHOTO: PHIL TURNER

>>>>>>>>>>>>

The rural and regional ambulance
paramedic: moving beyond
emergency response
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2. compare alternative models of
ambulance practice that are emerging
in rural and regional Tasmania, New
South Wales, South Australia and
Victoria;
3. determine the key characteristics,
roles and expected outcomes for an
ESP that are desirable, feasible and
acceptable to key stakeholders;
4. identify the knowledge, skills and
educational requirements necessary for
ESP roles; and
5. develop an ESP model that assists
Australian ambulance services to set
strategic directions for delivering health
service in rural and regional Australia.
The Chief Investigators are: Associate
Professor Peter O’Meara (Charles Sturt
University), Professor Judi Walker
(UTAS), Christine Fahey (UTAS),
and Associate Professor Daryl Pedler
(Monash University). The Convention
of Ambulance Authorities’ Rural and
Remote Working Group (RRWG) is
represented on the Project Steering
Committee. Feedback on the report will
be sought from the delegates attending
the 2005 Rural and Remote Symposium –
a meeting of representatives of ambulance
services and organisations involved with
the provision of rural ambulance services.
A formal report will be provided for the
CAA meeting in Canberra on the 15/16th
of October 2005 and the final report on
or about the completion of the project on
31 March 2006. ❖
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Australian Healthcare Association
enhances focus on regional and
rural issues
By Prue Power, Executive Director, AHA
THE AUSTRALIAN HEALTHCARE
ASSOCIATION (AHA) is the national
industry body representing the public
and not-for-profit health sectors at area,
regional and district levels including
hospitals, community health centres,
and aged and extended care facilities.
As well as providing a range of services
to members, the AHA’s key roles
are advocacy, policy development,
dissemination of knowledge and research,
networking and representation.
AHA’s vision is that all Australians will
have access to effective health services
of high quality that are appropriate and
responsive to their needs and co-ordinated
across all settings (home, residential
facilities or hospital). The services will be
efficiently delivered by capable personnel
and adequately resourced to ensure
sustainability and safety.

One of the critical issues regarding health
care delivery outside metropolitan areas
is how to provide safe, high quality care
where the capacity to deliver is marginal.
While access to care is essential, it is
equally important to ensure services
provided are on par with the best available
nationally. In other words, equity of
access needs to be considered against

PHOTO: LEXIA SMALLWOOD

As a national body, the AHA has
a strong interest in rural and remote

health issues, and has recently formed
an internal reference group to enhance
its capacity on rural issues. It is led by
Ms Joy Burch, Australian Rural Health
Education Network; Dr Neil Cowen,
Kyabram Health Service; Dr Jeffrey
Fuller, Northern Rivers University
Department of Rural Health; Mr Kade
Dillon, Western District Health Services;
Mr John Smith, West Wimmera Health
Service; and Ms Sandy Thomson, Western
Australian Country Health Service. The
Reference Group will provide expert
advice to the AHA on major issues
with a view to developing policy in this
important area.

equity of outcomes. Communities need to
understand that specialists do not work in
isolation – they can only function safely
within a context of a trained team and
with adequate resources and equipment.
In a similar way to a pilot maintaining
flying hours, they can also only safely
provide specialised care if they maintain
a basic level of ‘throughput’.
Care providers who undertake
a procedure only once or twice
a year are unlikely to develop
or maintain the highest
standards of expertise in the
procedure.
These discussions need to take place with
the acknowledgement that health care
services are vital to the communities they
serve – they are major employers, and
provide a significant community focus.
These considerations also need to reassess
the balance between preventive health care
and wellness promotion on the one hand,
and acute care services on the other. ❖

Food security
and nutrition in
remote Australia
The Alliance has a project on the
improvements that need to be made in the
supply of fresh food at affordable prices
in remote areas. Many people, including
large numbers of Indigenous people, cannot
access good fresh food. This has dramatic
implications for pregnancy, mothers-to-be
and the first two years of life, right through
to the health of older people. Contact

9th Conference in Albury-Wodonga 2007
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EDUCATION INITIATIVES >>>>>>>>>>>>>>>>>>>

Innovative education for chronic care
By Associate Professor Janie Dade Smith
Director, Ruralhealth Education Development (RhED) Consulting Pty Ltd
AN EPIDEMIC OF CHRONIC
DISEASE has swept across northern
Australia’s remote Indigenous
communities in the past decade. This
is particularly so with renal
disease and diabetes, which
rate the highest in the
world on some indicators1.
The Northern Territory
and Queensland developed
Preventable chronic disease strategies
in 1999 and 2001 respectively, in an
effort to reduce the projected incidence
and prevalence of the most common
diseases. Both based these strategies
on a common three-point framework
of prevention, early detection and
management. Yet finding innovative ways
to translate this to the remote and rural
health workforce became challenging.

This initiative has resulted in the
development of a comprehensive,
integrated and population based
curriculum framework that focuses
on prevention, early detection and
management of chronic conditions
and the social determinants of health,
supported by innovative educational
strategies and tools.

all disciplines – Indigenous health
workers, nurses, doctors, health centre
managers and allied health professionals.
This includes undergraduate education,
orientation and professional development
programs, and accredited tertiary
programs across the entire remote and
rural health workforce. This is already
happening in three States and all
developers and implementers of programs
are encouraged to consider this document
in their work as it offers a unique
approach to successfully strengthening the
entire multidisciplinary remote and rural
health workforce in Australia, to work
respectfully together, to deal with this
epidemic of chronic disease.
The curriculum framework was published
in January 2005 and is available in
hardcopy free of charge from Menzies
School of Heath Research, or download
from www.menzies.edu.au ❖

1. Hoy, W et al 1998, Low birthweight and renal

It is intended that the core outcomes
listed in the curriculum will be embedded
into all workforce education across

PHOTO: JOHN HUMPHREYS

In 2002, through the Commonwealth’s
Public Health Education and Research
Program, three universities (James Cook
University, Menzies School of Health
Research and University of Queensland),
two Health Departments (NT
Department of Health and Community
Services and Queensland Health) and two

Indigenous organisations (Apunipima
Cape York Health Council and Aboriginal
Medical Service Alliance of the Northern
Territory) worked in partnership to
improve the capacity of the remote and
rural workforce through innovative
education. The project found that little
prevention and early detection work
was occurring because of an enormous
acute care workload, largely due to
chronic disease, compounded by high
staff turnover rates. A paradigm shift was
required that would alter the single disease
based model towards a comprehensive and
integrated approach.

disease in Australian Aborigines, Lancet, vol 352,
pp 1523–1524.

Roxby Downs Health Services
Roxby Downs is located 92 km from the Stuart Highway, 265 km from Port
Augusta and 571 km north from Adelaide. Mine production commenced in
1988, and as a mining community, Roxby Downs is characterised by a high birth
rate, a low death rate, high population increase and low levels of unemployment.
It has a population of around 4,000. Roxby Downs, originally the name of the
local station, is now a pleasant modern town which houses the mine workers
and their families. In the past Roxby Downs had many separate services providing
health care to the community. Each service ran independently and was situated
in a different location in the town. Due to the increasing demands of the town,
the Roxby Downs Health Advisory Committee, formed in 1990, became active in
developing a ‘One Stop Shop Health Service’. The Roxby Downs Health Services
was opened in August 1998. ❖
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Northern Territory Rural Clinical School
By Emma Kennedy
FLINDERS UNIVERSITY MEDICAL
STUDENTS have an exciting new
opportunity to learn medicine in the
community from 2006 in the Northern
Territory. The Northern Territory Rural
Clinical School will extend opportunities
already available through the Northern
Territory Clinical School and Northern
Territory General Practice Education. To
date students enjoy periods of 4–8 weeks
in Katherine, Gove, Tennant Creek and

additional resources for infrastructure and
teaching in the community, this program
will also add value to the participating
communities, broadening their input
into medical student education and
building on other rural clinical school
experience to improve recruitment to
rural communities in the future.
Dr Emma Kennedy is Senior Lecturer
in General Practice, Northern Territory
Clinical School, Flinders University and
Northern Territory General Practice
Education ❖
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Alice Springs, and remote communities

of the NT. These have been very popular
experiences catering for students from all
universities on application, and our goal
is to continue these opportunities. This
new initiative will expand the options
for Year 3 and 4 Northern Territory
Clinical School students to enable them
to live and study in the communities
for greater periods. This program will
enable a change in emphasis on student
learning, from a predominance of diseasefocused learning, to understanding these
diseases in the context of the person in
their community. We hope that with the

Birdsville Nursing Service handed back to community
Dramatically affected by distance and isolation, Frontier Services nurses and their predecessors provided
treatment and care at the Birdsville Clinic for 82 years. Their work sometimes required them to venture into
the isolated desert dunes surrounding Birdsville on emergency rescue missions. The clinic was established
in 1923 by the Australian Inland Mission, in response to John Flynn’s vision of providing medical resources
to Australia’s most remote areas. In May 2005, a milestone was reached when Frontier Services handed the
Birdsville Clinic back to the community. Frontier Services National Director, Rosemary Young, welcomed the
decision of the Diamantina Shire to provide health services to the area. As well as the local involvement
this entails, it will also release Frontier Services to address new and emerging needs in other remote
parts of Australia. Diamantina Shire Mayor, Robbie Dare, has praised the work of the Frontier Services
team, acknowledging the many lives that have been saved and commending them for their sincerity and
extraordinary professional care. Frontier Services will continue some aspects of its work in Birdsville; their
Remote Area Families Services teams and Remote Family Carers will continue to travel to stations to work
with children and provide respite for over-worked and under-resourced parents. The former site of the clinic is
now home to Frontier Services’ Central West Queensland operations. ❖
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COMMUNITY HEALTH >>>>>>>>>>>>>>>>>>

“Everyone is delighted
that construction has
started,” she says. “The
new building will be a
first class remote health
centre with many stateof-the-art features. It will
mean that more than
1,000 locals and 230,000
tourists every year can be
assured of a wide range of
services and treatments.

By Ruth Gourley
WA COMMUNITY CARE
ORGANISATION Silver Chain has
begun construction work on its new
$650,000 community health centre in
Walpole, located in the state’s south
west. This followed a collaborative
fundraising effort by a number of
bodies, including the Department
of Transport and Regional
Services, Lotterywest, the
Department of Health, Shires
of Manjimup and Denmark
and the local business
community. It is due for
completion by late 2005 and
will deliver a wide range of clinic and
home care services to more than 900
residents in the Walpole area, in addition
to providing medical and nursing
assistance to many tourists throughout
the year.

Constructing the new Walpole
Community Health Centre

“We have already expanded our services
in Walpole although, because of a lack of
space, many of these, such as podiatry,
mental health and physiotherapy, have
been operated off-site. Once the new
building is completed we will be able
to bring all of these services under one
roof which will make them much more
streamlined. The new building will also
include facilities for group education which
will allow the many health education
programs we offer to occur on site.”

Carmen Morgan, Silver Chain’s manager
of remote services, says the start of
construction is a huge milestone for
everyone involved in the project, especially
the local community which has worked
tirelessly to raise over $45,000 in funding
towards equipment for the facility.

PHOTO: IRENE MILLS

Ms Morgan says that the demand for
accident and emergency services as well as
community care, education and wellness
programs have increased substantially in
recent times. “Effective health services

PHOTO: SUE YOUNGMAN

Community collaboration
sees success in Walpole

and resources are very important to all
communities,” she says. “They help
attract and build local and tourist
populations and employ local staff, and as
a result they support positive business and
community growth.”
Silver Chain’s current facility in Walpole
is the only health service available in
the area and provides community care,
lifestyle and wellness education, primary
health and accident and emergency
services to residents and visitors.
Silver Chain has been operating services
from Walpole since 1974. It remains
a charitable organisation and is this year
celebrating its centenary of service in
Western Australia. ❖

Dalwallinu Health Centre and Hospital
The current hospital was built on the old hospital site in 1973 replacing the cottage hospital
built in the 1920s. The Dalwallinu Hospital MPS was one of the first national pilots for the MPS
program in 1993 and went on to become a leader for the MPS program. Dalwallinu Hospital is
a 16-bed hospital with a 6-bed nursing home attached. The MPS provides all health services to
the district including aged care, Home and Community Care and allied health services. The health
service also manages the Frail Aged Lodge within the town and provides outreach services for
aged and disabled.
The Dalwallinu Medical Centre was opened in 1997 and has three consulting rooms. The local GP
uses one and the other two are primarily used for visiting practitioners, with regular visits from the
psychologist, optometrist, podiatrist, and massage/beauty therapist. The Hospital and the Medical
Centre cover Dalwallinu and other towns within the Shire, and some residents from neighbouring
towns in the Shires of Perenjori, Wongan and Moora. ❖
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Australia’s 2003
Communicable
Diseases Status Report
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IN SHORT >>>>>>>>>>>>>>>>>>>

“National immunisation
programs have significantly
reduced the rate of preventable
diseases in Australia while the
number of reported sexually
acquired infections continued to
ralia
increase. … The most commonly
outh Aust
ospital, S
H
a
st
u
g
reported disease [of this type] in
Port Au
Australia in 2003 was chlamydial
infection, with a 23% increase
Rural Medical
in the number of cases reported
Infrastructure Fund
in 2002. Around 67 per cent
The Rural Medical Infrastructure Fund
of all reported cases were in women.
(RMIF), announced in the 2005 Federal
The notification rate of chlamydial
Budget, provides $15m over three years
infection in Indigenous Australians
to help small rural councils establish
was four to eight times higher than in
‘walk-in walk-out’ community medical
non-Indigenous Australians.” (from
facilities, making it easier to recruit or
the 2003 Annual Report of the National
retain general practitioners. Funding
Notifiable Diseases Surveillance Scheme,
is targeted at communities in regional
Commonwealth Department of Health and
and remote areas with populations
Ageing, 26 May 2005). ❖
under 10,000, and is available from
1 July 2005. Further details, including
Preventing
information on the assessment criteria
cannabis-related harms
and application process, can be found at
The DrugInfo Clearinghouse has released
www.regionalpartnerships.gov.au ❖
a free suite of information for health
and education professionals involved in
Therapeutic Guidelines – new
alcohol and other drug related fields.
product for hand-held
Prevention of cannabis-related harms
covers a range of issues relating to
computers
cannabis use and harm minimization.
Therapeutic Guidelines Limited (TGL)
It contains materials for parents, workers
has released a new version of miniTG
and students and includes a discussion
for PDAs (hand-held computers). The
of drug-testing and driving, cannabis
new miniTG includes all ten titles from
use and mental health, cannabis and
the Therapeutic Guidelines series, plus
pregnancy, cannabis cautioning programs
Developmental Disability 2 (as from
and related research and resources.
the October ‘05 update). It has similar
To download free copies of these and
interface to eTG complete, with colour
other resources or for more information
display and intuitive navigation, and is
contact the DrugInfo Clearinghouse
available for either Palm OS or Pocket
Infodesk on 1300 858 584 or go to
PC (Win CE). More information about
www.druginfo.adf.org.au ❖
miniTG, including the table of contents,
system requirements and a demonstration
version, is available from TGL’s website
www.tg.com.au ❖
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District of Workforce
Shortage searchable
database
A District of Workforce
Shortage is defined as a
geographic area in which
the general population’s
need for health care is
not met. The Australian
Government has
developed a District of
Workforce Shortage
searchable database for general
practitioners as part of Strengthening
Medicare. It is accessible at www.health.
gov.au/internet/wcms/publishing.nsf/
Content/health-workforce-otdt-dws.htm
These web pages are to assist in recruiting
overseas trained doctors and it is
envisaged that the users will be primarily
overseas trained doctors, employers and
medical recruitment agencies. Working
in a determined District of Workforce
Shortage allows a suitably registered
doctor to bill Medicare for services
provided. Enquiries to Information
Hotline: 02 6289 5903. ❖

National Relay Service
The National Relay Service (NRS) is an
Australia wide telephone relay service
that enables people who are deaf or have
a hearing and/or speech impairment to
communicate with anyone who uses
a standard telephone. People may use
a TTY (also known as a teletypewriter
or textphone), a computer with modem
or an ordinary phone to access the NRS.
Some people may use their voice or
a voice output device. The privacy of all
parties is respected and all calls are treated
confidentially. The NRS is available
24 hours a day, every day of the year.
Contact 1800 555 660 voice;
1800 555 630 TTY; 1800 555 690
fax or visit www.aceinfo.net.au/Services/
NRS/index.html ❖
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E-FEEDBACK >>>>>>>>>>>>>>>>

I RECENTLY CAME ACROSS the
paper presented to your 5th National
Conference entitled Overcoming
Geographic Barriers through the
Contemporary Education of Allied Oral
Health Professionals by Ms King and Ms
Short. The paper describes the benefits
of the innovative Bachelor of Oral
Health and its complementary Academic
Upgrade for Dental Therapists. I would
like to give your association some updated
information.
I graduated from the Bachelor of Applied
Health Science (Oral Health) course and
spent two years in a rural town. Of my
graduating year there is now one staff
member working in public Oral Health
Therapy out of a graduating class of 13.
As an Oral Health Therapist I have
been continually frustrated by the lack
of professional recognition or public
awareness of my profession; when people
ask me what I do, the only way they seem
to understand is when I say, “I’m the
girl in the school dental van.” This is
often met with a negative response!
Furthermore as a ‘new’ professional
working in a rural area I have felt this
frustration even more acutely.
In my rural practice I had very
limited contact with other oral
health therapy professionals.
I felt increasingly isolated
working inside a Health
Service that did not value
dentistry and had little time
for its staff.
I love the country lifestyle and was
warmly welcomed into my local
community and have many friends there.
Unfortunately this did not make up for
the lack of support and ‘professional
depression’ which I felt during those two
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years. I have now, regretfully, moved back
to a metropolitan centre and left the
public sector. Despite the fact that I love
working with children and the intricacy
of operative dentistry, the support and
financial remuneration in the public
service is meagre compared to private
practice.
After two years in rural practice I didn’t
even know of your organisation! I am not
meaning to complain – only to enlighten
you and update you on the situation of
allied oral health. ❖
Name withheld by request
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A rural oral
health experience

Looking for a shareresearcher
Thank you for sending PARTYline.
I showed it to my family and people in
the hospital and they were very proud.
I want to thank you again for helping
me at the conference. I continue to write
about ‘rural health’ and read all that is
written in the Australian-web. If you
know of anyone interested in doing shareresearch with a researcher from Israel,
I would be happy to hear from them.
I think it can be interesting and fruitful to
both sides. ❖
Hasy Lubetzky, Israel

‘Thank you’ from
Timor-Leste1
Amanda – on a remote working holiday

Heading north!
Thank you for all the encouragement
and support I have received from the
Alliance, especially the magnificent
opportunity to attend the 8th Conference.
The Conference has inspired me to seek
work in remote areas so I have recently
headed north on a working holiday.
I hope to find work in the Northwest,
Northern Territory or Queensland. ❖
Amanda Colyer, Occupational Therapist

Thanks very much from our hospital staff
– nurses and doctors also other technical
staff – for sending towels and gowns.
We received them today. I have delivered
them to staff members and I will send
some to Leonel’s clinics. Keep in touch. ❖
Madalena Soares, Dili
I wish nothing but the best for you.
We have a nurse association but it is still
poor. We believe that we are not alone.
Thank you. ❖
Leonel Guterres, Nurse Association
Co-ordinator of Baucau District
1. Editor’s note: With money raised from the sale of
Commitment Mugs at the Conference, the NRHA was
able to send 250 hand towels and 100 hospital gowns to
Timor-Leste.

National Rural Health Alliance, Number 23, August 2005

8TH CONFERENCE REFLECTIONS >>>>>>>

Looking back and looking forward
FROM MY PERSPECTIVE, as former
chair of the First Conference Committee
in 1991, the 8th National Rural Health
Conference was a great opportunity to
reflect on our progress as rural groups
over the intervening 14 years. From
what was a field of relative scarcity, the
number of rural groups has expanded
almost exponentially over that time.
The organisational growth phase has
been upon us. Maybe a few have moved
to maturity and – dare I say it – a few to
stagnation.
The wonderful aspect of the National
Rural Health Alliance and especially the
activities at the Conferences is the sense of
community. The Alliance was established
to be a community of rural representatives
from rural organisations meeting like
tribes every two years to share their
experiences and rituals. Our Aboriginal
members have taught us a thing or two
about the importance of that over time.
Over the last few Conferences,
the satellite meetings have become
increasingly prestigious and yet still
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By Bruce Chater

Opening Ceremony at 8th Conference in Alice Springs

relevant. There were numerous side
meetings about student issues and
Aboriginal issues, about maternity issues
and research issues. We were fortunate to
have Jack Best of the ‘Rural Stocktake’
lead discussions for the NH&MRC on
rural research.
The social and cultural side is always
a very positive aspect – the old rural ‘work
hard, play hard’ is in ample evidence
despite a bit of grey hair. It was a great
community time.
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Despite all this achievement I still can’t
yet feel satisfied. Our communities have

lost many services, our advocacy has fallen
on many barren fields, our communities
have been the victims of many urban
policies. Many services have fallen below
critical levels.
We must remain focused on what rural
communities deserve – an equitable
distribution of health services that saves
rural people when they are critically ill,
helps them recover from illness, allows
them to deliver their babies at least close
to home and helps them help themselves
in avoiding preventable illness. I hope we
are in time. ❖

Forbes Health Service
For an outlay of £49 Forbes gained its first hospital in 1861, a weatherboard structure with four beds,
to serve a booming mining community of 20,000 people. Once mining began to wane, little was
done to secure adequate hospital facilities for the township until an aroused public in 1900 sent a
deputation, under the leadership of the Member for the District, Mr J D Reymond, to interview Sir
John See. The result was the erection in 1901 of the brick building, which remains the central feature
of Forbes Health Service today. In 1903 the farmers of the District donated the fence and beautiful
wrought iron gates following an excellent season producing a `bountiful crop’. This commitment and
financial support from the local community is vital and is still evident. In the years after World War II,
Dr G L Young, from Forbes, extended the influence of Forbes District Hospital over the region with
the operation of a ‘Flying Doctor’ service until 1952. Older residents talk of Dr Young using the street
beside the hospital as a landing strip! A significant upgrade to the theatre complex was completed
in 2004, providing much improved day surgery and staff facilities. Visiting Specialists from Orange
and Sydney provide a wide range of Surgical services. A new maternity wing containing two patient
suites and two birthing suites, as well as much-needed new amenities for nursing staff, was opened
in 2005. ❖
National Rural Health Alliance, Number 23, August 2005
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US RURAL HEALTH >>>>>>>>>>>>>>>>>>>>>

The US National
Rural Health Association
Dr Wayne Myers, Immediate Past
President, [US] NRHA
THE NATIONAL RURAL HEALTH
ASSOCIATION is the voice of rural
health in the United States, promoting
leadership, communication, education,
research, and advocacy. It was formed
in 1989 through the combining of
two older entities, one representing
rural community health centers
and clinics, and the other
university-based teachers and
researchers. Membership
was stable for many years
at around 1,700 individuals
and organisations. Since
2003 the NRHA has offered low cost
affiliate membership to members of State
rural health associations. Since then our
membership has grown to 9,400.
“The [US] NRHA answers the call
for rural health assistance in many
forms. From educational events to
Congressional testimony, and from
publications to model programs,
the [US] NRHA serves as a resource
to keep members apprised of and
involved in changing rural events, and
as an advocacy trainer and partner
to influence change that keeps rural
communities healthy and viable.” (from
the website)
The Association consists of eight
Constituency Groups (CGs) and two
Councils. Members generally select
their Constituency Groups on the
basis of where they work: for example
the hospital CG made up mostly of
hospital administrators. Members of the
Research and Education CG are generally
university faculty people.
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[US] NRHA governance is divided.
Business affairs and the hiring of the
Executive Director are the responsibility
of the Board of Trustees, consisting of
the chairs of the CGs and Councils.
[US] NRHA policy is set by the Policy
Board, a larger group made up of multiple
representatives of the CGs and Councils.
The Association has a paid staff of twelve.
Membership matters, publications and
general administration are handled from
the Association Headquarters in Kansas
City, Missouri. Government affairs
(lobbying and agency advocacy) are
handled from a smaller office in a suburb
of Washington DC.
Membership provides different things
for different people. For the researchers
and educators, networking at national
meetings may be the most important.
In the government arena advocacy for
rural hospitals, clinicians, pharmacy etc
have been the major issues.
A new initiative concerning the quality
of rural care is gaining momentum.
The US recognizes it has serious problems
with the quality of its health care. It is
[US] NRHA’s contention that small
rural communities can lead the way in
developing new, better co-ordinated,
patient-centered, evidence based
health care.
[US] NRHA’s 2006 Annual Meeting will
be in Reno, Nevada, May 15–19. Now
is just about the right time for Aussies to
begin planning to attend! We would love
to see some of you.

Garry McDonald in Roma, Queensland, speaking
at a Community Forum on Depression

Driving the campaign
against depression
across Australia
beyondblue: the national depression
initiative is on board the Rotary Health
Safari as it travels for six months around
Australia raising awareness of depression
and promoting the importance of
good mental health. The purpose-built
Winnebago motorhome will visit more
than 400 towns in all states and territories
with interactive software to identify
symptoms of depression and carry the
message that depression is an illness,
recovery is common, effective treatments
are available and people need not be
ashamed to talk about it.
August – Brisbane, Townsville, Mt. Isa
September – Alice Springs, Darwin,
Carnarvon, Geraldton, Perth, Albany,
Ceduna
October – Broken Hill, Adelaide, Ballarat,
Melbourne
November – Hobart, Launceston,
Canberra, Bathurst
December – Coffs Harbour, Sydney
For more details call 03 9810 6100 or
click on Events at www.beyondblue.org.au
or visit www.rotaryhealthsafari.org.au ❖

Further information: see the website at
www.nrharural.org ❖
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BOOK REVIEW >>>>>>>

Warriors once more

Why Warriors is a study of the Yolngu
people of north-east Arnhem Land,
and begins with a confronting history
of these people since white settlement.
It is an emotionally demanding read,
arousing feelings of anger against the past
activities of a society which I now call
my own, of indignation against so much
cruel injustice, of relief that there was at
least some interaction with white people
of good repute. Overall, as with much
reading of Aboriginal history, it aroused
a sense of hopelessness over the irreparable
nature of the damage done. The next
section is about the current lifestyle crisis
being endured by the Yolngu as their
culture collides with that of the dominant
culture. Again, it reads like a bad
dream without the waking up panacea.
I read these first two sections slowly,
in small bites, because they were quite
overpowering. It should be pointed out,
however, that the emotion was elicited
by the content, not the style. Trudgen is
not out to exploit the reader. There is no
sensationalism, no manipulation; there is
simply power in the facts.
The emotional pressure eased
considerably in the remaining sections.
Trudgen’s study of the implications
of different language systems was
both fascinating and enlightening
as a subject in its own right – and
challenging in this context. Similarly
revealing was introduction to the
Yolgnu world view and cultural

Australia’s Indigenous challenges
are perplexing, especially
for well-meaning onlookers.
I have often puzzled over, (if
we could go back and do it
again), how settlement might
have been ‘done right’. Given
that impossibility, I puzzle how
it might now be ‘fixed up’.
But, historically, even the best
intentioned attempts at doing
it right and fixing it up seem
to produce even worse
disorder. It is seemingly
the most frustrating of all
types of problem
– one without
a solution. The
value of Trudgen’s
book is that it allows the
possibility of a solution – of a harmonious
relationship that works, of two different
cultures co-existing with mutual benefit.
It doesn’t preclude white settlement or
Indigenous progress; it allows hope. It is
a hope worth taking a risk for; it is a book
worth reading. ❖
PHOTO: LEXIA SMALLWOOD

WHY WARRIORS LIE DOWN AND DIE
by Richard Trudgen was commended
to me as “a book that will change your
life”. I quite enjoy my life as it is and
wasn’t sure I wanted it changed, but when
this book was listed as required reading
for a training seminar I was to attend
on Capacity Building in Indigenous
Communities I decided to take the risk.

Richard Trudgen

knowledge base. As I continued
reading I began to notice thin veins of
hope appearing. Again, this was not
spelled out by Trudgen; there was no
prescription, no telling what to think
– the hope was embedded in the facts.
As the book progressed the thin veins
broadened into a rich lode which was
just waiting to be mined. But to reach it
people need to get down into the dirt and
darkness of the underground to where
the colour is. At first I was disappointed
that there was so much dirt and
darkness right at the start of Trudgen’s
book. Not because I thought the past
should be overlooked or whitewashed,
but because of the deterrent effect on
sensitive readers; the Yolngu’s pain can
become a personal burden. But I could
think of no alternative way of laying the
foundation for what was to come, so had
to concede that Trudgen had done it the
right way. My purpose in writing this
review is to encourage a complete reading
of the book.
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Health inequities around the world…

Children in Togore Village, Solomon Islands

IN MARCH 2005 THE PRESIDENT
of the Republic of Chile and the
Director-General of the World Health
Organisation launched the Commission
on Social Determinants of Health,
a new body “to spearhead action on
the social causes behind ill-health”.
Adelaide’s Fran Baum is one of the
Commissioners to the new body.
During the three-year mandate of the
Commission, the Scientific Secretariat
at the University College London will
issue updated facts and figures on topics
relevant to social determinants of health.
The announcement was accompanied by
a set of facts and figures compiled from
various sources, including those below.
A link to the new Commission is at
www.ruralhealth.org.au under
‘Links’ then ‘Other health sites’.
Between countries
Mortality among children
aged under five ranges from
316 per 1000 live births
in Sierra Leone (highest in
the world) to three per 1000 in Iceland
(lowest in the world). [1]
Life expectancy at birth ranges from
34 years in Sierra Leone (lowest in the
world) to 81.9 in Japan (highest in the
world). [1]

Births attended by skilled health personnel
range from 100% in Sweden to 12% in
Bangladesh and 6% in Ethiopia. [3]

Sources

Within countries

[2] World Health Report 2003: Shaping the
Future. WHO, Geneva.

In Indonesia, under-five mortality is
nearly four times higher in the poorest
fifth of the population than in the richest
fifth. [4]
In the USA, there is a twenty-year gap in
life expectancy between the least and most
advantaged. [5]
In England and Wales there was a 7.4 year
gap in life expectancy between men in
professional occupations and men in
unskilled manual occupations (1997–
1999 figures). [6]
In Australia, there is a 20-year gap in life
expectancy between Aboriginal and Torres
Strait Islander peoples and the Australian
average (1999 – 2001 figures). [7]
The postneonatal (28 days-11 months)
death rate for American Indians and
Alaska Native people is almost double
that of white Americans. [8]
Among the women of Northern Ireland,
those in the lowest social class are 60%
more likely to experience some form
of neurotic disorder than those in the
highest social class. [9] ❖

[1] World Health Organisation. The World Health
Report 2004: Changing History. WHO,
Geneva.

[3] The Human Development Report 2004, United
Nations Development Programme.
[4] Victora CG, Wagstaff A, Schellenberg JA,
Gwatkin D, Claeson M, Habicht JP. Applying
an equity lens to child health and mortality:
more of the same is not enough. Lancet 2003;
362:233-41.
[5] Murray, C. J. L., Michaud, C. M., McKenna,
M. T., and Marks, J. S. U.S. Patterns of
Mortality by County and Race: 1965-94. 1-97.
1998. Cambridge,MA, Harvard Center for
Population and Development Studies.
[6] Donkin, A., P. Goldblatt, and K. Lynch. 2002.
Inequalities in life expectancy by social class,
1972-1999. Health Statistics Quarterly, no.
15:5-15.
[7] Aboriginal and Torres Strait Commissioner,
Statistics, Human Rights and Equal
Opportunities Commission. A statistical
overview of Aboriginal and Torres Strait Islander
peoples in Australia, 2003.
[8] “Health, United States, 2004”, US Department
of Health and Human Services (2002 Figures).
[9] Ministry for health, social services, and public
safety. Investing for Health. Belfast: Northern
Ireland Assembly, 2002. http://www.dhsspsni.
gov.uk/publications/2002/investforhealth.asp.

The probability of a man dying between
ages 15 and 60 is 8.3% in Sweden, 46.4%
in Russia, 90.2% in Lesotho. [2]
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