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50 towns in 50 weeks
by Anna Reynolds
EVERY YEAR 600,000 CHILDREN
are admitted to hospitals in Australia.
Of these, 210,000 are from regional and
remote communities. People living in
regional Australia who require medical
assistance often face enormous challenges
such as extended periods away from home
for treatment, special emotional hardship
and isolation from their peers and family.
The Starlight Children’s Foundation
aims to relieve these problems through
a year-long journey to brighten the lives
of hospitalised children nation wide.
Appropriately named 50 Towns in 50
Weeks, this twelve-month journey sees
Captain Starlight, the face of the Starlight
Children’s Foundation, travel to regional
and remote communities across Australia
to bring smiles and laughter to children in
rural hospitals.
A unique aspect of this project is the
support gathered from the Caltex
community who are assisting not only by
fuelling the Starlight van but by providing
on-the-ground support.
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“Living with illness or injury can cause
enormous strain on the lives of children
and their families. The everyday joys of
childhood often take a backseat to the
stress of treatment and hospitalisation.
Captain Starlight provides a welcome
relief for hospitalised kids by taking
their minds off medical treatment for a
while,” said Starlight’s Chief Executive, Jill
Weekes.
Caltex’s General Manager Marketing,
Mark Burrowes, said sharing a laugh with
Captain Starlight was likely to be one of
the few positive experiences a child
would take away from their
time in hospital. “This road
trip will

bring a lot of happiness to rural Australia
and have a positive impact on the lives of
the children it reaches,” he said.
Captain Starlight is an important part of
Starlight’s innovative distractive therapy
programs. For those away from their
loved ones Captain Starlight makes
their hospital experience a little brighter.
Having already travelled in excess of
15,000 kilometres across three states,
Captain Starlight still has a lot more
laughter to spread. ❖

Helen with Captain
Starlight in Alice Springs.

EDITORIAL >>>>>>>>

Irwin, Brock and Warriors

The deaths of these men and the
unexpected outpouring of grief from the
Australian community which ensued, raise
points of comparison with other tragic
deaths: those that occur in Australian
Aboriginal communities. Deaths in
Indigenous communities, while not so high
in profile, are much higher in proportion
to the rest of the population. The tragedy
in Indigenous communities is compounded
by the fact that Aboriginals who die have
frequently been denied the opportunity to
live life to the full, they do not die doing
what they love and, overwhelmingly, they
die at a much younger age than their white
counterparts. It has become increasingly
apparent that these premature deaths
result from a combination of frustration,
disempowerment, poor health, and social
and economic disadvantage. It is an
additional tragedy that many of these
people, given the opportunity, would
have been leaders and key figures in their
communities.
The grief that Australians experienced
at the deaths of Steve Irwin and Peter
Brock surprised many and touched even

Steve Irwin lived life to the full.
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IT WAS INTERESTING TO OBSERVE
in September the impact on the Australian
psyche of two (or perhaps three?) high
profile deaths. Firstly Steve Irwin and
then Peter Brock – both men who lived
life to the full – were tragically killed
doing what they loved. Squeezed in
between the two was the less-noticed
death of another renowned Australian,
Colin Thiele. Thiele’s death didn’t rate
quite the same media attention – perhaps
because writing isn’t such a high risk
lifestyle, or perhaps because he had
achieved his ‘three score years and ten’.

more. But it is a grief tinged, surely,
with some satisfaction and gratification
because these men had achieved, had
contributed and had left proud legacies.
Their lives had demonstrated purpose,
power and personal passion. Compare
this with the overwhelming grief that is
experienced in Indigenous communities
when their would-be heroes submit to a
death without honour, without hope and
without the historical significance that
might have been their destiny.
The statistics on Indigenous mortality
are confronting. The Australian Bureau
of Statistics reported in 2003 that life
expectancy for Indigenous people is
twenty years less than for the total
population. Indigenous life expectancy
today is the same as it was for the total

Australian population eighty to ninety
years ago. Evidence from the Australian
Institute of Health and Welfare suggests
that Indigenous people continue to
suffer a greater burden of ill health
than the rest of the population. They
experience lower incomes than the nonIndigenous population, higher rates
of unemployment, poorer educational
outcomes and lower rates of home
ownership – all of which can impact upon
a person’s health and wellbeing. The
problem is both serious and complex
– and is becoming increasingly urgent.
Awareness of the inequities and disparities
is not new but effective solutions remain
frustratingly elusive.
continued on page 19
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When literacy can mean life
by Jeff McMullen
WHEN THE FORMER US Surgeon General, David Satcher,
visited Central Australia a few years ago he was pressed for a
solution to the crisis that sees Indigenous people dying 17 to 20
years before the rest of Australians.
Satcher’s answer? Life-skills education.
When I filmed for the ABC’s Four Corners in the Native
American lands in the early 1970s, their life expectancy lagged
12 to16 years behind that of white Americans. Today the gap
is 3.5 to 5 years. Clearly we have not been willing to learn
enough from those who are closing some of these gaps. Australia’s
Indigenous children are by any measure the most disadvantaged
in any developed nation.
Their health disadvantage is inextricably linked to their family’s
educational disadvantage. There is a complex chain of factors
that produces disadvantage, beginning at birth and developing
into a loss of control over individual lives and even the destiny of
whole communities.
It is no co-incidence that in a zone of distress in the NT, where
life expectancy for Aboriginal men is just 46, you find illiteracy
rates as high as 93%. Closing these gaps is the major civil rights
challenge of our time in Australia.
Readers on the front line of the Indigenous health crisis
understand there is in the heartland of our country a terrible
plague of chronic illness known as ‘Syndrome X’. Diabetes, endstate renal failure, hypertension, strokes and heart disease have
created this epidemic - scything through several generations of
Aboriginal people. It is now understood that Syndrome X is
nothing to do with a so-called ‘weak gene’.

“I want all children to have the same opportunity to be strong and
smart. It is the best way to build a healthy nation.” Jeff McMullen

A pattern of hunger and poor nutrition and a high incidence of
smoking and drinking by young Aboriginal women while they
are pregnant are among the major causes of dangerously low
birth-weight babies.
We plainly need to make a far more vigorous and creative effort,
with messages shaped by Indigenous people, to help educate
young teenage mothers to understand that it is not only their
health that is threatened. It is the future of their child, including
the child’s intellect and ability to learn.
Education is not a ‘white thing’ or something you find only
in ’Gubba’ institutions. Life empowering education is how
you find out who you are and why you have reason to
be proud of your culture and origins.

In the case of some children the disadvantage starts in utero.
American scholar, Paul E. Barton, found that of fourteen major
factors contributing to the racial gap in educational achievement,
eight occurred before the child reached school. Barton found
that hunger, nutrition and dangerously low-birthweight were
important contributors.

Doctors have told me that every extra year of education
provided to a community of young mothers may add
up to four extra years of life expectancy for their first child. Ken
Wyatt, Head of Aboriginal Health in NSW, adds that increasing
mothers’ education by a single year can reduce the danger of
infant mortality for their babies by 7 to 10%.

Professor John Bertram, of Monash University, explained that
the lower a baby’s birth weight, the fewer nephrons there will be
in that tiny kidney. After birth you don’t catch up on nephrons:
the hand you are dealt at birth is what you must get through
life with. If the child has poor nutrition, as so many Indigenous
children do, if they become obese as a result of bad diet and
lack of affordable healthy food, there is a greatly increased risk
of scarring and subsequent kidney failure as well as high blood
pressure and heart disease.

This is what I think of when I say literacy can mean life. ❖
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Jeff McMullen is Honorary CEO of Ian Thorpe’s Fountain for Youth
Trust www.ianthorpesfountainforyouth.com.au
The NRHA has recently published a revised Position
Paper on The health of Aboriginal and Torres Strait Islander
Australians, available at www.ruralhealth.org.au
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Architecture and remote hospitals
by Micky Pinkerton
RURAL HEALTH PRACTITIONERS face many challenges in
the provision of care, not least of which is having to carry out
their work in facilities which their metropolitan cousins
wonder at.
A new hospital in a remote area is therefore eagerly anticipated
and a cause for celebration. However, months before the
foundation stone is laid, the project architect begins undertaking
the research to explore the design solutions that are appropriate
to that particular building and its community.
The participation of the people who use the hospital – staff,
patients and visitors – is vital to the design success of any
healthcare building. When the architect is based 1000 kilometres
away from the users of the building, this can be problematic.
But distance is something that Pieter Melis, a Senior Associate
with Suters Architects, is used to. Although based in the firm’s
Queensland office, he has worked on projects in Far North
Queensland, NSW, Victoria and China, and is well-versed in
long distance client relationship management.
“We find that, generally, hospital staff already have a good
idea of what they want,” says Melis. “However, sometimes the
suggestions of users will be based upon having only worked with
limited and inadequate facilities. Through our experience of
a large number of different projects, clients, and research, we
allow the healthcare workers to envisage design elements that
they may not otherwise have considered. The architect’s role
in these initial stages is to help staff assess what requirements
are realistic and, where appropriate, to offer alternative
solutions which may be more functional or cost effective.”

For example, because both hospitals are in cyclone-prone areas,
masonry or in situ concrete construction has been used; but this
method of construction has reduced insulation capacity – which
is a problem in an environment that experiences extremes of
temperature and humidity. If a building is not well insulated it
will ‘sweat’ in high temperatures, preventing the use of timber
(because it would rot) and requiring specialist paints for steel
work to avoid corrosion in the salt-laden air.
It is also prudent for an architect’s plans to allow for potential
changes in function. It is currently the case that all expectant
women in the Weipa area are sent to Cairns Hospital for the
final six weeks of their pregnancies, but this may not always be
the case. It makes sense to build into such a hospital some space
that has current utility and which will also meet the statutory
requirements for other uses, for example a current stage 1
recovery room may later serve as a birthing suite. Aboriginal
customs have also impacted on the design, affecting the
arrangement and location of public waiting rooms and amenities
to avoid cultural offence.
Ultimately an architect has to design for best practice
circumstances and plan for worst case scenarios – much like
healthcare practitioners themselves. ❖

Two hospital projects are presently being worked on in
Weipa and Innisfail, both of which have required regular
site visits and strong communication with Queensland
Health staff. The factors an architect must consider when
interpreting a hospital brief range from the physical
arrangement of spaces within the hospital in order to
address interdepartmental circulation and safety issues, to an
understanding of the technical requirements of each piece of
equipment, such as which medical gases and power sources
are needed in each room.
“In many ways it is like trying to get a complex
mathematical equation right,” explains Mr Melis. “You have
so many factors on one side of the equals sign that relate to
the building itself and then on the other side of the equation
you have the needs of the stakeholders, and it needs to
balance.”
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Innisfail Hospital – design stage.
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Water Safety in the Bush
by Nicole Beattie
PHOTO: LEANNE CLOVERLY-BRANDIS

WATER SAFETY IS A REAL CONCERN in Australia,
particularly in rural and remote areas. Drowning is the principal
cause of death for children 0-15 years on farms, accounting for
roughly 41% of all child deaths on farms.
Water Safety in the Bush is a project targeted at rural and remote
children and their communities. Its aims are to reduce the risk
of drowning and near drowning in rural and remote Australia,
to increase local skills and to develop a community’s capacity to
create and maintain a water safe culture. Its key objectives are to
teach water safety and basic life saving skills to isolated children
across the country, drawing on the Royal Life Saving Society’s
Infant Aquatics and Swim & Survive programs, and to provide
safety signage at water hazards in local areas.
Throughout Australia, water safety training is mostly provided to
children within schools or at local aquatic centres. Many isolated
children do not have access to these organised water safety
programs. Water Safety in the Bush offers a way to fill this gap,
providing an opportunity for isolated children to receive training
and education in water awareness, familiarisation and safety.
The project has been developed by the Combined Universities
Centre of Rural Health, the Commonwealth Department of
Health and Ageing and the Royal Lifesaving Society of Australia.
Water Safety in the Bush was piloted in the Murchison Shire
of WA in 2005, with support from Farmsafe WA Alliance, the
Royal Lifesaving Society (WA), the Geraldton Aquarena, and the
Murchison Arts Council. The program proved a huge success;
27 people received water safety training over the course of a few
months. “It was an unbelievable experience for our kids and us. I
was amazed – my husband and I grew up in the bush and we are
just not confident in the water. This has impacted on our kids.
But now our kids are so much surer of themselves in the water,”
said one mother involved in the pilot.
Based on the success of the pilot project, the Commonwealth
Department of Health and Ageing has extended funding for a
national phase of the project, which will see the delivery of the
project in eleven isolated communities across the country this year,
including:
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Instructor Sarah Pike and family from Murchison Shire
during an Infant Aquatics lesson.

• Thamarrurr Regional Council, Wadeye, in the Northern
Territory;
• The Shire of Halls Creek, Station Owners in the Pilbara
region, the Shire of Mt Magnet and WA Country Health
Service Goldfields South East – Eucla in Western Australia;
• Open Access College Port Augusta; and Riverland Health
Service in South Australia; and
• Cairns, Longreach and Charters Towers Schools of Distance
Education and St Joseph’s Primary School, Barcaldine, in
Queensland.
Over the next few months the Water Safety in the Bush project
will be delivered in each of these sites, providing water safety
instruction to more than 500 children. These children, who
would otherwise have no access to organised water safety
programs, will receive formal swimming, water safety
and life saving instruction. It is hoped the evaluation of
this national phase of the project will enable it to
be a template in the development of water safety
programs for rural and remote communities in the
future. ❖
For more information about Water Safety in the
Bush visit www.cucrh.uwa.edu.au/wsb or contact Nicole Beattie at
nicoleb@cucrh.uwa.edu.au or on (08) 9956 0200.
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The health sector in 2020: beware the
wisdom of hindsight!
The shortage of health professionals is a world-wide
phenomenon. And if you think it’s bad already, consider the
dramatic reduction in the new entrants to the Australian labour
force in the next fifteen years. Access Economics has estimated
that, while the working age population currently grows by
around 180,000 people every year, it will grow by 175,000
for the entire decade of the 2020s – less than one-tenth of the
current pace.1 So the competition for skilled and unskilled
labour is going to be hugely stronger than it is today.
Those struggling to meet the shortage of health professionals
will be battling even more fiercely with employers in the mining,
tourism, IT, education and entertainment sectors.
By 2020 there will be greater numbers of elderly and so a greater
demand for family as well as professional carers. With global
shortages and a dry continent Australia cannot look to increasing
its labour supply from overseas - indeed in the health area it
should not, given its relative affluence and good health. So
there are three other ways to meet this challenge: to reduce the
amount of caring demanded and needed; to shift more of the
care to non-professional carers (family, friends); and/or to share
the unavoidable demand for professional care between greater
numbers of people.

PHOTO: LEANNE COLEMAN

Applying this formula to the health sector has a number of
implications. Individuals must be encouraged by every means
to care more for themselves, which means greater investment in
health promotion, public health campaigns and managed self-care
strategies. Family carers must be encouraged, trained and supported.

These two will help reduce the demand on trained professionals.
But, notwithstanding the success of such measures, there will still be
an increase in the legitimate need for professional care.
This will keep the focus on our shortages of doctors, nurses,
dentists and allied health professionals. This in turn means
that the primary care provided by these professionals will have
to be shared differently between them and also with other
professionals and paraprofessionals. Good things are happening
in this respect in doctors’ surgeries through greater use of practice
nurses. But in most other respects we seem to be scared of new
roles, relationships and professions – or hidebound by existing
professional structures.
There is a great fear of ‘professional substitution’ and little
use made of nurse practitioners, physician assistants and
paraprofessionals – and, in some areas, deep suspicion of
alternative therapies. However, we should both accept the
inevitable and welcome a more desirable situation. Doctors,
nurses and podiatrists will still be in short supply (if standard
roles and distributions of work are considered), but many of
them will only be willing to serve if they can be confident that
they will bear reasonable burdens and have the assistance of other
professionals around them. This does not have to mean any
reduction in quality standards.
It is often said that rural and remote areas display less of the
interprofessional rivalries and more of the trust, the sharing
and teamwork that we will need in the future. The Australian
Journal of Rural Health is making a contribution to the
development of this teamwork by providing a vehicle for
publishing and reading high quality research reports and other
articles related to interprofessional work. In its ownership and
management, the AJRH models this interdisciplinary nature by
involving as Journal Associates doctors, nurses and allied health
professionals. The Journal is gaining a reputation overseas as well
as in Australia and there were over 80,000 full article downloads
in 2005.
Teamwork doesn’t happen automatically: it requires energy,
commitment and good communications between the individuals
involved. ❖
www.blackwell-synergy.com
www.blackwellpublishing.com/ajr

Keeping the team in view.
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1. projections supplied to the Department of Employment and Workplace
Relations; www.jobwise.gov.au/Jobwise/Employers/FactsAndFigures.htm
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Putting dental health back on the
national agenda
by Julia Gillard MP, Shadow Minister for Health
ACOSS HAS RECENTLY ESTIMATED that 40 per cent
of Australians don’t get dental care when they need it and for
a majority of those people, cost is the reason. Going without
dental care can have serious health implications. Malnutrition,
mouth, lung and blood infections, increased risk of heart disease
and low birthweight babies, as well as social isolation, could be
prevented if people got dental care when they needed it.
It is an absolute disgrace that Australians are missing out on
this vital health service because they can’t afford to see a dentist
when they need to. Australia needs a Federal Government that is
willing to accept dental care as an integral aspect of health care.
Section 51 (xxiiiA) of the Australian Constitution states that the
Commonwealth Parliament has powers with respect to “medical
and dental services”.
Costing around $100 million annually, the Commonwealth Dental
Health Program (CDHP) was a creation of the Keating Labor
Government. The Federal initiative delivered complementary
funding through existing State public dental systems and delivered
around 1.5 million services in just three years, virtually eliminating
waiting lists.

Federal Labor recently warned of a crisis in dental health if
Australia does not train more dentists. According to a recent
study, there are only about 9000 practising dentists in Australia.
86 per cent of them work in the private sector, where they alone
determine hours, fees and the location of their practice. With a
national shortage of dental care providers it is not surprising that
rural and regional areas are experiencing the worst of it.
Within four years Australia is predicted to be short some 1500
dental care providers, which is equivalent to 3.8 million dental
visits a year. With less than 250 dental students graduating every
year in Australia, the shortfall will not be addressed and rural
Australia will continue to be the hardest hit.
Unless there is adequate investment in training more dentists and
dental therapists, rural and regional Australians will miss out. And
the local GP and hospital, already over-burdened, will be left to
treat the serious health consequences.
A Beazley Labor Government will deliver a national dental
program to get thousands of Australians off dental waiting lists
and into a dentist’s chair. In government, Labor will deliver a
federally-funded dental scheme focused on early intervention and
prevention. Federal Labor is committed to a dental scheme that
ensures Australians are being treated by the right people at the
right time and in the right place. ❖
PHOTO: FRANCINE RILEY

One of the first acts of the Howard Government in 1996 was to
abolish the CDHP. Now there are at least 650,000 Australians
waiting for dental treatment around the country. Some of them
are waiting three, four, five years for the treatment they need.
There have been staggering stories of individuals extracting their
own teeth with pliers because they can’t keep waiting for public
dental care.

Even though State Governments have increasingly invested
in dental care, they can’t do the job without the Howard
Government playing its part.

Touch football on the beach at Great Keppel Island in Queensland. This photo was taken at the Annual Joint Rural
Health Club Weekend in April which promoted interaction between students of the rural health clubs in Queensland:
RHINO (Rural Health in the Northern Outback - James Cook University) and TROHPIQ (Towards Rural and Outback
Health Professionals in Queensland - University of Queensland).
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Maternity service closures –
Who saves? Who pays?
IN THE LAST DECADE rural maternity services have been
closing at an average of about one a month. Why is this
happening ... what are the costs and benefits ... and what is the
impact on rural communities and families?
While there have always been shortages of appropriately
qualified health professionals in rural and remote areas, there is
little evidence that maternity service closures are entirely a result
of workforce shortages. Birth rates have fallen in some areas
but, again, the falls have not been sufficient to explain or justify
so many closures.
Similarly, closures are rarely made for safety reasons. In fact,
evidence shows that, for normal births, small rural maternity
units are as safe as those in metropolitan hospitals.
Governments presumably see the cuts as cost-saving measures
which can be defended by a generalised belief that bigger is
better. They are only possible because of a general acceptance of
service ‘rationalisation’ in smaller towns.
But is it really economically sound? Is it cost saving or simply
cost shifting?
When rural maternity units are closed to avoid the
costs of maintenance and staffing, it may look like
cost saving on paper, but it is actually cost transference
– from governments to individual consumers and their
families. The services are still needed (of this truth there
could be no better example than maternity services).
But now families must travel to metropolitan or regional
centres. This involves both money and time.

Increased distance creates a barrier for mothers seeking antenatal
care. This too is likely to increase clinical risk. Whereas local
birthing units once eliminated or managed much of the clinical
risk, in many areas it has been inappropriately transferred to
rural families and emergency services.
Paradoxically, in a ‘reverse transfer’, management of the
pregnancy and birth is less and less determined by the
rural families involved and more and more prescribed by
circumstances and the availability of services. As those in
authority make more choices to close hospitals, so rural families
have less choice about their birthing options.
In the interests of both equity and safety, regional maternity
services should be well maintained and able to respond to the
needs of surrounding smaller communities. This will involve
government commitment of additional funds to regional areas,
not withdrawal of funds and closure of services. The shift of
costs, responsibilities and risks from governments to individuals is
having a profound and detrimental impact on the choices available
to rural families, on the cost and management of their birth
experiences, and ultimately on the whole rural community. ❖

The NRHA has recently published a Position Paper:
Principles for Maternity Services in Rural and Remote
Australia, available at www.ruralhealth.org.au

As well as the expectant mother, travel might also be necessary
for her partner and other children. If other children do not
travel, they will need to be cared for at home. The need for
accommodation in the lead-up to the birth (up to six weeks for
normal pregnancies and longer if there is risk), or afterwards
(if there are post-birth complications) adds to the family’s cost
burden.

There are other costs as well. When mothers must travel
greater distances to give birth, there is increased chance of birth
occurring en route. When births occur outside an appropriate
care setting, there is a higher risk of associated complications.

PHOTO: DEBRA CHAMBERS

For some, there is the additional cost of employing alternate
workers to do the work while the family is away from home, or
of a partner losing income while being away from work.
This hoto
d
as
w contribute.
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Judea Belly Dance Group keeping fit in Carnarvon.

8

National Rural Health Alliance, Number 27, August 2006

The feral state of buckpassing
POVERTY, SOCIAL DISADVANTAGE and poor education
have long been recognised as determinants of ill health. People
in rural and remote areas are worse off than their city cousins on
all these factors and there is yet another (perhaps less well known)
that may be equally important. It is increasingly apparent that
another thing holding back rural health is the funding system.
Those working in health will be familiar with the frustrations
that arise when one level of government excuses its inaction by
identifying the other as the responsible funding body. Federal/
State fuzziness is a major inhibitor of improvements in provision
of hospital-based services and all non-medical primary care,
including dental services. It is also touted as a reason why the
inequities and inconsistencies of the patient accommodation and
travel assistance schemes across jurisdictions cannot be addressed.
Unfortunately, simply keeping aware of the problem does
not fix it.

to see a dentist do not appreciate their poor health being the stick
with which different levels of government can beat each other.
Where contention remains about which level of government
carries financial responsibility, as with oral and dental health, it
is easy for State and Federal governments to pass the buck, at the
expense of consumers.
But not all governments are satisfied with disclaiming
responsibility. There are some local governments that recognise
and seek to address some of the disadvantage and suffering of their
communities. For some time local authorities have been using
their own funds to build health facilities and underwrite salaries
in order to recruit health professionals to their area. There must
be a substantial opportunity cost associated with these outlays, but
good on them: their ratepayers must be pleased that someone is
‘getting on with the job’ rather than off-loading. ❖

Professor John Humphreys’ declaration at the Public Seminar
on Rural and Remote Health Issues in Canberra in October
resonated with many of those who heard him. “In many ways I’m
a centralist,” he said. “States are only useful for State of Origin
matches; they get in the way of lots of other good things.”
Andrew Podger, former Secretary of the Commonwealth
Department of Health and Ageing, has outlined his ideas about
health system reform, including the handing over of all health
funding to the Commonwealth. He envisages regional health
areas smaller than the states working within the Commonwealth
‘funder’ model, and also the possibility of sub-regional
arrangements to assist community responsiveness. The funding
system would involve three parties – the Commonwealth as
funder, regional areas as purchasers, and health professionals and
institutions as providers.
The Minister for Health, Tony Abbott, has echoed views similar
to Podger’s in the past, but not again of late. He clearly stated
his current opinion at a meeting with the Council of the Alliance
in October, when he said he was contemptuous of the States for
being “so monotonously and predictably derelict in their duties”.

PHOTO: KEM HAZELTON

He was reluctant to commit the Commonwealth to greater
involvement with dental health because such action would reduce
the pressure on the States to invest more in that area. In order to
protect their bottom line, all governments will avoid “picking up
the pieces” when another fails to spend enough.
But consider how many votes would be in it for whichever level
of government would take the initiative and actually solve the
problem!
For consumers, the issue is far removed from the purity of
jurisdictional division of functions. What really matters is the
health of the Australian people. People who have to wait four years
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Sarah Sahlqvist at the ARABs Inc Spring Show in Hall with
Maarkinzi whose ribbons include Champion Arabian Mare.
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DEPARTMENT OF HEALTH AND AGEING >>>>>>>>

REMOTE COMMUNITIES IN AUSTRALIA are already showing
tangible benefits from a commitment by the Australian Government
of almost $11.5 million to develop and introduce a Building Healthy
Communities (BHC) program.
The BHC initiative gives communities the resources and support
required to find their own sustainable solutions to prevent or
tackle health problems identified locally.
It aims to improve health and lifestyles of people living in
remote, mainly Indigenous, communities by taking a preventative
approach, and looking at ways to lower some of the risk factors
for chronic disease such as inactivity, boredom, lack of exercise
facilities, limited access to healthy food options, smoking,
excessive alcohol consumption and drug use.
Some communities have started Quit Smoking campaigns, fruit
and vegetable gardens, dance classes, young mothers’ groups,
campaigns to increase knowledge of good nutrition and eating
habits, and disease and drug awareness initiatives.
In the Torres Strait, people worried by an increasing number of
diabetics in the community are trying to find their own ways to
reduce the impact of this disease.
One community member observed: “If there is no improvement
in the poor diet and exercise habits of our people, our children
will not live half the life their grandfathers and grandmothers
did.”
Traditionally, the islanders hunted, travelled on foot, rowed
canoes and were involved in routine activities that kept them fit.
The Danalaig Niai Idid (or ‘Our life, our way To Live Longer’)
BHC Project is examining ways to re-introduce elements of the
traditional way of life.
The communities plan to grow traditional fruit and vegetables
such as cassava, taro, sweet potato, yam and watermelon in
a community garden. They will also encourage youth to get
involved in regular island dance practice and other cultural
activities, such as traditional games.
“The project will give our people the chance to understand more
about their health and bodies through meaningful programs and
activities,” a community member said.
“Well persons will stay well and sick persons can manage their
health by taking the right medication and eating the right foods.”
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For a community to have a BHC project, the funded organisation
has to show it is willing, where possible, to employ local people,
show that the community wants to undertake the project, and
agree for the project to receive support with skills development.
As a result, many projects have been integrated into local Shared
Responsibility Agreements, which could lead to long-term
sustainable results.
The program is providing local employment, which develops
valuable leadership skills and ensures people working on the
projects have a strong interest in the outcomes.
Although the BHC program is in the early stages, many of
the communities involved have taken to the challenge and are
making positive changes that will mean a brighter outlook for the
future. It is also bringing communities together and showing how
much can be achieved when people work as a team.
There are many challenges and achievements still to come which
will result in reduced chronic disease risk factors and stronger and
healthier communities.
The 31 BHC projects are based on the community development
model detailed in the Building Healthy Communities Resource
Guide*. This easy-to-understand guide could help other
communities set up their own activities program to help promote
healthy communities. ❖
*Available on line at www.health.gov.au/internet/wcms/publishing.
nsf/Content/ruralhealth-pubs-BHC.htm or free of charge from
National Mail and Marketing. Phone: 02 6269 1000, email:
nmm@nationalmailing.com.au
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Remote communities take up
healthy challenge

National qualifications for Indigenous
Health Workers
by Robin Flynn
THE PEAK ORGANISATION for vocational skills development
in the community services and health industries is the Community
Services and Health Industry Skills Council (ISC). One of the
major roles of this ISC is development of the national industry
qualifications in the HLT02 Health Training Package and CHC02
Community Services Training Package.
The ISC has recently completed a major review of the HLT02
Health Training Package. The Package includes 85 qualifications
and is expected to be ready for delivery by Registered Training
Organisations (RTOs) in early 2007.
For the first time the Health Training Package will include eight
qualifications, at several levels, covering the role of Aboriginal
Health Worker and Torres Strait Islander Health Worker.
Development of these qualifications began in 2002 following
establishment of the National Aboriginal and Torres Strait
Islander Health Workforce Strategic Framework by the Australian
Health Ministers’ Advisory Council (AHMAC). The Framework
identified the need for a revised Health Worker skills framework
for the vocational education and training (VET) system.

alcohol and other drugs and family violence issues as well as
health promotion, advocacy, liaison and community support.
The new Aboriginal Health Worker and Torres Strait Islander
Health Worker qualifications will be endorsed in early 2007 at
the same time as all other qualifications in the Health Training
Package. Some of the other qualifications include ambulance,
allied health assisting, health technicians, dental assisting, enrolled
nursing, medical practice assisting and population health. The
availability of the new Health Training Package therefore provides
improved career pathways for Aboriginal Health Workers and
Torres Strait Islander Health Workers both within Aboriginal
and Torres Strait Islander Health work and the broader
health industry. ❖
For further information contact the Community Services and Health
Industry Skills Council www.cshisc.com.au, 02 9263 3589.

PHOTO: STEWART ROPER

In developing the qualifications, the ISC has worked closely
with industry, including employers from both the community
controlled and government sectors and unions. Industry groups
have recently signed off on all qualifications, recommending their
endorsement by government.
The eight Health Worker qualifications include career pathways
from Certificate II to Advanced Diploma level. The qualification
pathways feature Certificate II and III level qualifications
and then two streams of qualifications from Certificate IV
to Advanced Diploma. The two streams are: Practice and
Community Care.
The Practice stream reflects more clinically-oriented work roles
that include functions such as basic health care assessments and
implementing basic health care. The Practice stream qualifications
will, for example, form the basis of training for the licensed
occupation of Aboriginal Health Worker in the Northern
Territory.
The Community Care stream reflects more community- oriented
work roles and includes working with clients with mental health,
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Traditional dancing.

The NRHA has recently published a Position Paper
on Aboriginal and Torres Strait Islander Health Workers,
available at www.ruralhealth.org.au
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KEEP FIT PROJECTS >>>>>>>>
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Triathlon – community event
of the year

Blue Hat Project
from Rosemary Burnett
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from Lisa Baker
Speech Pathologist from North Burnett Health Service District
FOR THE PAST FOUR YEARS the North Burnett Community
Health Service has held a triathlon to promote healthy lifestyles in
our district. The triathlon is based in Gayndah, a town of around
2500 people in Central Queensland.
The triathlon is the brainchild of our team’s physiotherapist Emma
Zahl and has been organised to help promote healthy living in our
rural communities. It is an opportunity to promote exercise as a
regular part of a person’s lifestyle, healthy eating and the positive
aspects of not smoking, and to showcase the benefits of exercise on
mental health. The event has local and government sponsorship as
well as community support, and encourages people who would not
normally exercise (far less undertake a triathlon!) to give it a go. Not
having to travel for a few hours to reach such an event is also a big
positive in a rural area!
To encourage family participation in healthy lifestyles we have
incorporated a ‘walk and talk event’, an under 8’s mini triathlon as
well as junior and senior individual and team events. Sponsorship has
allowed us to provide loan bikes for entrants, serve healthy food on
the day, give ‘healthy lifestyle’ prizes such as sporting equipment and
sun safe clothing, and provide general health promotion information
over a period of months.

PHOTO: CHERYL CUMMING

The Community Health team works hard to pull together a great
event and this year was awarded the 2006 Community Event of
the Year at the Gayndah Australia Day Celebrations. The event
continues to grow, this year attracting over 100 entrants, with
most participants never having competed in a non-North Burnett
triathlon before, which for a small township like ours is pretty good
going! We are already planning for our next triathlon in October
2007, with the theme to be focused around the positive impacts of
exercise on mental health. ❖

“Modelling our creations.”

ON MONDAY 31 July and Tuesday 1 August, about eleven
ladies arrived at Essdale Park Lavender farm for a fantastic creative
experience. Waltraud Reiner, from Torb and Reiner in Melbourne,
was our teacher, and what a treat we had for the two days.
Waltraud promoted the Blue Hat Project, which proudly raises
awareness for beyondblue. All workshops were supported by Flying
Arts Qld and were meant to promote fun and a feeling of wellbeing
with participants being able to make, wear and express themselves
through hats.
Waltraud travelled around the State doing 28 workshops over about
a three month period. At each venue Waltraud gave a talk on the
beyondblue initiative and how depression can affect people’s lives
and that it does not need to be suffered in silence. One does not
need to live with depression. It was a wonderful and fun way to raise
awareness of a very serious health issue.
Our hats were made from sinamay fibre, and Waltraud guided
students as to a suitable size and style to suit their body shape and,
most importantly, personalities and how it makes you feel when you
wear a hat. Our photo shows the finished products.
The local branch of Qld Rural Women’s Network was proud to be
a part of this workshop; the only downside was that classes had to
be kept small and filled quickly. Maybe we can work together with
other rural areas and Flying Arts for a return visit next year.
We thank Waltraud so much for sharing her life experiences and her
exceptionally creative talents with this group. ❖

Gayndah triathlon.
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For more information on Blue Hat project: www.bluehatproject.org.au
Hat week: www.hatweek.com.au
Torb and Reiner Melbourne: www.torbandreiner.com
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On the Moooove fitness
challenge
from Bev Hayhurst, Cairns RFDS
THE RFDS HEALTH TOWNS PROJECT focuses on promoting
and supporting healthy lifestyles in four Qld rural and remote towns:
Croydon, Georgetown, Coen, Chillagoe. We have been working
with the whole community including local councils, health services,
community members, employers, schools, governments, interest
groups and non government organisations to develop solutions to
address participation in physical activity and nutrition issues.
Since June we have been running a very successful “on the Moooove
– Georgetown” fitness challenge. It started with 25 town-based
participants with a 10,000 steps challenge. In a month they walked
6.5 million steps! This developed into a teams challenge with over
55 participants from the town and stations in the surrounding
Shire. So far they have walked 14.7 million steps and increased the
activities from walking to include
dancing nights, resistance training in
the school hall and, come November,
aqua aerobics.
A wonderful partnership and success
story don't you think? ❖

Georgetown participants attended a night of fun activities when the
presentation was made for the most steps walked.

Keeping fit in Whyalla
from Tahna lee Pettman
PhD Candidate and Research Assistant at Spencer Gulf Rural
Health School
AT THE SPENCER GULF RURAL HEALTH SCHOOL, at
the University of South Australia, Whyalla, we are conducting a
study involving combined dietary and exercise strategies to improve
metabolic and physical fitness in the regional community. It is a
randomised controlled trial that will run over two years. The study
is a collaborative initiative of the Australian Technology Network
Centre for Metabolic Fitness and the Spencer Gulf Rural Health
School. We aim to reduce body fat, increase physical and metabolic
fitness and reduce risk factors for cardiovascular disease and diabetes.
The intervention involves a combination of dietary modification
(without energy restriction) and increased physical activity. The
program incorporates a proven model of chronic disease ‘self
management’ adapted to provide focus on diet and lifestyle changes
for consumers.
We conduct a variety of exercise classes weekly to encourage variety,
frequency and appropriate intensity of physical activity. Some of
these include ‘Walk-aerobics’, Dancing, Flexibility (stretching) and
core body (pilates) workouts, Resistance (Strength) training, Group
Walking wearing Heart Rate monitors, and Circuits (combined
Flexibility, Core body, Resistance and Aerobic). ❖

The Tai Chi class is run weekly as an optional addition to the
supervised exercise classes. The move shown is called “Fair lady
works at the shuttle”.

Your photos welcome
Sporting teams in rural areas help to build healthy individuals and healthy communities. The photographic theme in this
edition of PARTYline is ‘keeping fit in rural areas’. Thank you to all our contributors.
The photographic theme for the next edition will be ‘country kids having fun’. We hope your photos will capture the joy of
living that children and young people experience in their rural communities. Please send photos to partyline@ruralhealth.org.
au. We need high resolution images for publication, so please don’t reduce file size when emailing. We’d love it if you’d write a
few words that can be used as a caption with your image. We look forward to hearing from you.
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COMMUNICATIONS FOR HEALTH >>>>>>>>

CBT training via telehealth
by Michelle Tonkin-Smith
Psychologist, North Queensland Workforce Unit
PROVIDING MENTAL HEALTH CLINICIANS in rural
locations with training and supervision in evidence-based
interventions increases consumers’ access to relevant services. It
is also likely to help with workforce development and retention.
However, in the past it has been hard for isolated clinicians
to be given access to professional development. Over the past
few months, mental health clinicians in rural and remote
locations throughout Queensland have had the opportunity
to receive training in an evidence-based therapy via their local
videoconference systems.
An innovative pilot using telehealth technology, the CBT
Telehealth Project, has seen over 30 Mental Health Clinicians
in the Northern Downs, Southern Downs, Gladstone, Emerald,
Charters Towers and Mount Isa districts of Queensland receive a
Cognitive Behaviour Therapy Resource Toolkit and six sessions
of training in its use. The training sessions were delivered
via videoconference by a trainer in Cairns. The Resource
Toolkit is now being refined so that it may become a standalone resource accessed through the Queensland Health
intranet.
Cognitive Behaviour Therapy (CBT) is an evidencebased psychological intervention that has been the
subject of a large body of research. Meta-analyses
of research studies investigating CBT (Butler &
Beck, 2000; Reinecke, Ryan & DuBois, 1998)
have concluded that CBT is an efficacious treatment for adults,
adolescents and children with depression. Many studies and

The Emerald Mental Health Team, (L-R) Charmain, Gido, Rob, Bev
and Paula, with Michelle Tonkin-Smith (Trainer) on screen.
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several meta-analyses have also supported the efficacy of CBT as
a treatment for anxiety disorders (Oei, Llamas & Devilly, 1999;
RANZCP, 2003; Rodebaugh, Holaway & Heimberg, 2004;
Mitte, 2005; Butler et al., 2006), Bulimia Nervosa and Anorexia
Nervosa (Bacaltchuk, Hay, & Trefiglio, 2002; RANZCP, 2004).
Although further research is needed, some studies suggest that
CBT may also be beneficial for relapse prevention in Bipolar
Disorder (Lam et al., 2003; Lam et al., 2005; Scott et al., 2006).
Research indicates that consumers with psychotic disorders who
receive adjunct CBT in addition to standard pharmacological
treatment experience improved outcomes (Drury et al., 1996;
Tarrier et al., 1998; Sensky et al., 2000; Corrnac et al., 2004, all
cited in RANZCP, 2005).
This Project has involved collaboration with the Queensland
Centre for Mental Health Learning, the newly-established Centre
for Rural & Remote Mental Health Queensland and Cairns
Consumer and Carer Advisory Group (CCCAG). Sylvia Pattison,
a member of CCCAG, is a passionate advocate for Cognitive
Behaviour Therapy, and says that while CBT is “hard work”, it
“gives you (the consumer) a lifelong skill you can take away and
use forever”.
In a comprehensive national review of Australian Mental Health
services, the Mental Health Council of Australia (2005) identified
Queensland’s use of e-health and telepsychiatry as a positive step
toward overcoming geographical challenges in service provision.
Thus, although the current project is nearing completion, it is
hoped that its findings will support future opportunities for rural
and remote clinicians to access training via telehealth.
One of those who received the training said “I have found that
working with mental health patients in a rural community can
be challenging and isolating at times. These challenges are often
not experienced by mental health workers in more populated
areas. Having professional development within easy reach through
videoconferencing is such a blessing.” ❖

The NRHA has recently published a Position Paper
on Healthy regions, healthy people, available at
www.ruralhealth.org.au
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Telelinking people in rural areas
PHOTO: LEANNE COLEMAN

Vianne Brain tells the story of how Telelink arrived in Tasmania...
THE CENTRAL HIGHLANDS is about one quarter the area
of Tasmania. It has a population of only 2500 and is quite hilly.
Many places have no mobile telephone service and the Internet
service is very slow. It may take about 35 minutes to download
one page of A4 in a pdf file. Email can take over two minutes
to download and often drops out.
When the Ouse Hospital had a change of doctors, the new
doctor and hospital receptionist were Doctor Tony Tymms and
his wife Martha. Martha had taken part in a Telelink program
in Victoria, and thought it would be ideal for the Central
Highlands. Martha called a meeting for volunteers to be
trained as leaders. After a successful application for Home and
Community Care funds Telelink began in February 1995.
Telelink is a project for rural and remote communities which
aims to reduce isolation, and encourage personal growth and
self esteem in participants. The project creates opportunities
for enjoyment and friendships through providing mental
stimulation, social support and education, particularly with
regard to health.
Telelink is like a telephone conference, linking up eight
participants, a leader and a guest speaker. The leader is
responsible for making everyone feel comfortable and for giving
everyone the opportunity to have their say. Each weekly linkup lasts 45–60 minutes. After eight weeks, there is a four week
break, during which time groups meet together for lunch.
Guest speakers are invited to the lunch too.

PHOTO: ROSS ATKINSON

Clients are referred to Telelink by their GP, Community Health
Nurse, community members or family. A new client is

The Allied Health Department of Warwick Health Service in Queensland
offers a service to maintain hydrotherapy classes. The aim for some is
to maintain mobility and, for stroke-affected clients, it is rehabilitation.
25-30 people attend classes each week.
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Sarah, Liz and Seraya playing touch football in Booroowa, NSW.

visited at their home by the co-ordinator and leader of the
group they will join. Information is left with them. Before a
new session begins, letters are sent with the dates, times and
subjects of the program. Clients can just listen until they feel
comfortable with the group, though they will be given an
opportunity by the leader to join in. Clients are invited to
nominate guest speakers or subjects they are interested in.
Thanks to our guests we have ‘travelled’ to the northern
Australian Gulf country Watson River Station of 1000
square miles where we did fencing and rounded
up cattle and brumbies; we have toured Europe;
and been around Australia on a 2 year campervan
holiday. Ambulance drivers have talked of their
experiences and given some first aid tips; we have attended
a Calgary Stampede; we have learnt about the weather from
a weather bureau manager and in turn he was told in no
uncertain terms by some of the old timers of their bush
instincts and the weather! Margaret Scott, poet and author,
spoke to the group and attended one of the lunches. One of
Tassie’s first female GPs to do rural medicine gave a fascinating
account of her adventures. Other Telelink guests were from the
RSPCA, Lifeline, Royal Guide Dogs and many more. ❖
The Ouse Telelink group is grateful for assistance from HACC and
Telstra, enabling the continuation of this valuable service.
Vianne is happy to respond to enquiries aboutTelelink:
gcbrain@southcom.com.au
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RURAL CARERS

Anyone, anytime, anywhere
by Anthony Watkins

supervision with absolutely everything.
Don says that he and his wife would not
have been able to support her at home
without help.

RARELY DO WE PREPARE for the role
of carer, although the statistics indicate that
almost all of us will be carers at some point
in our lives. National Carers Week, held in
October, had as its theme Anyone, Anytime
to highlight the fact that carers come from a
diverse range of backgrounds and situations.
According to the Australian Bureau of
Statistics, there are close to one million
carers living outside the major cities. This
is more than a third of Australia’s total carer
population of more than 2.6 million. All
carers face a multitude of challenges, but for
those in more remote areas, the challenges
can be compounded by a culture of selfreliance, lack of services and social isolation.
In rural and remote areas, carers are often
forced to take on more than they can manage
for the simple reason that there is no one else
to do it. However, there is also a culture of
self-reliance in rural Australia that discourages
some carers from making use of the limited
number of services available to them.
There is a natural tendency amongst carers
to feel that their own health requirements
are secondary to those of the person in
their care. Compared to someone with a
disability, chronic condition, mental illness
or who is frail aged, the carer may feel that
their own concerns with anxiety, stress,
insomnia or pain are less important. As a
result, they may put off having their own
health checked, or they may simply
forget.

Respite care has enabled us to continue as
long as we have. You’ve got to have time out
somewhere along the line,” says Don from
Minyip

there does seem to be an attitude in many
parts of the country that asking for help is
somehow an admission of failure, and the
last thing carers want to do is to let down the
person they care for. Unless you look after
yourself, you will not be able to provide the
level of care that your loved one needs.”
Don, from Minyip in Victoria, has been
a carer for four years. His 76 year old
mother-in-law suffers from Alzheimer’s
disease that has now got to the point
where she
needs

Of course, accepting that you need help is
of limited use when the services you require
are not readily available. Carers in rural
and remote areas are constrained by the
availability and reliability of many services
that their metropolitan counterparts take
for granted. The inequalities that rural and
remote carers have to contend with are
broad in scope, and include poorer physical
infrastructure such as roads, transport and
communication services, and less access to
training and appropriate equipment.
Social isolation is another challenge.
Although many carers who live in country
areas report that their community is
supportive, it is difficult for people who are
not in the same situation to appreciate what
carers actually do. Sometimes it helps just
to talk to someone who knows what it is
like – who understands why some days are
better than others. ❖
Carers Australia provides information and
support through the Network of Carer
Associations in every state and territory.
More information is available at www.
carersaustralia.com.au or by phoning the
Commonwealth Carer Resource Centre on
1800 242 636.

Carers Australia President,
Ben Chodziesner, says, “The
idea of wanting to do
everything yourself
without assistance
from others is not
unique to rural and
regional carers, but

Photograph courtesy of Lynton Crabb Photography.
Models used for illustration purposes only
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E-FEEDBACK

Letters to the Editor
Global shift
For the first time in global history, more people reside in urban
rather than agricultural areas. Who will encourage a change
in Federal Government economic ideology to favour rural and
remote Australia?
In Australia, urban electorates hold the power and are steadily
increasing their power base (ie in WA alone, eight country seats in
State parliament have recently been transferred to the city). The
model used to structure electoral boundaries - including fly-in
resident workers casting their votes in their city home electorate
- has, in my Federal seat of Kalgoorlie, one MHR parliamentarian
representing 91% of WA’s land mass - which contains the resource
industries which are currently powering the nation.

problem continues to fester, it acts as a disincentive to even the
most committed rural dweller.
It is important that we give voice together - that the partnerships we
have are used effectively. As a volunteer parent organisation, ICPA
(Aust) is privy to both family stories and national statistics. It has
recognised serious consequences of there not being a tertiary access
allowance - to students, families, communities, and even to the
health of those struggling under the burden.
National rural health can be improved - as access to tertiary
education is improved.
Karen Morrissey, WA

Informative network

The decision for Australia at this time - and particularly for urban
Australia - is do they want or believe they need a populated
rural and remote Australia? And if they do, are they sufficiently
convinced of the importance of maintaining robust communities
to pay the price? Perhaps pushing for a comprehensive regional
development policy from the Federal Government will also require
stronger national rural and remote (and urban!) partnerships.

I will shortly be leaving Department of Transport and Regional
Services. Please put [my replacement] in your email contact list. I
have told her what a valuable and informative network yours is.
Thank you and your people for all the strengthening you do for
rural health policy.

In my experience, pushing for bite-sized budget changes isn’t
easy, whether for dental health care or access to tertiary studies
which may deliver more health professionals in rural and remote
regions, but it is providing a targeted solution to an identified
problem. This in itself would add to rural and remote Australia
becoming more attractive place to live and work. While the

Nurse Practitioners

VK

Why do they not use Nurse Practitioners in rural Australia. I am
a Nurse Practitioner and I have been and worked in OZ and it’s
a perfect fit.
JH

PHOTO: OWEN ALLEN
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400 people from 5 - 55 years (and
climbing) play field hockey in Atherton
NQ on fields with a magnificent
backdrop. This U17 game has two
state representatives. Not too many
overweight kids in that lot.
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IN THE NEWS

THE COUNCIL OF AUSTRALIAN GOVERNMENTS in
July confirmed the need for widespread reform of governments’
involvement with health and wellbeing in Australia. Its
Communiqué covered a range of issues, including a number that
relate to Indigenous health and wellbeing. Rural and remote
issues in general are not high on the agenda but the health of
country people will certainly be improved in the long-term
through a number of the proposals.
It was pleasing to note the enthusiasm of the States and
Territories for joint work with the Commonwealth. The absence
of a strategic framework for developing the interdisciplinary
health team is a concern, as is the lack of a long-term vision for
rural and remote areas. The special focus on chronic diseases is
sensible and important provided that rural and remote issues are
properly accounted for. ❖

‘Money to move’:
attacking the
symptom rather
than the cause
THE GOVERNMENT’S PLAN to offer people financial
incentives to move to where jobs are available is a short-term
and ad hoc response to a long-term issue of national significance.
A one-off five or ten thousand dollars might persuade some
individuals to move to a job in Darwin or Tom Price, but it will
not help such places to have a diversified and sustainable future.
Australia needs a long-term vision for rural, regional and remote
areas and a long-term strategy involving significant policy areas
like taxation, transport, water, housing and health services in
order to give all of Australia an equal share in the wellbeing of
the nation.
What’s important is to build the capacity of rural and, especially,
remote areas so that they can compete with major cities to attract
workers. If governments fail to make substantial investments
now in rural and remote regions, the next generation will have
the need, as we do, to turn to short-term programs to meet skills
shortages in such places. ❖
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Dental solution
requires political will
WITH POLITICAL WILL and affordable investment, Australia
could fix the terrible state of oral and dental health among its
adult population which has the second worst adult oral health
of all OECD countries. In October ACOSS and the Australian
Dental Association launched a campaign which would see the
Australian Government covering the minimum costs of basic
dental care for adults who cannot afford private fees. ACOSS
has estimated the cost to the Government at around $160
million in the first year, rising to $800 million in today’s prices in
year 5 once the States’ capacity to deliver has been built up.
Continued provision of Commonwealth funding would be
contingent on States making satisfactory progress in building
services and meeting minimum standards in children’s dental
services, preventive checks and emergency dental services. ❖

The full Alliance media releases on these issues are
available at www.ruralhealth.org.au
The ACOSS paper is available at www.acoss.org.au The
Alliance’s Position Paper on oral and dental health is
available at www.ruralhealth.org.au
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COAG’s plans:
complex, overdue,
agreeable, gratifying

Young Indigenous people learning traditional games to be showcased
at half-time of the 2004 Victorian Aboriginal Youth Sport and
Recreation Grand Final.
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9TH CONFERENCE

A room with a view
Put a health consumer from the wheatbelt of Western Australia
in a room with a procedural GP from south-west Queensland
and it won’t be long before they bond. The consumer used to
be on the local hospital board – long since abolished. The GP
has seen his fellow proceduralists in neighbouring towns retire
and he wonders whether it’s worth paying so much more these
days for indemnity insurance and whether he can find a locum
for a holiday next year.
These two strangers both love life in the bush but very soon
find themselves talking deficits: the lack of specialists, the
absence of rain, the closure of the bank, the retirement of
the doctor an hour down the road. Let them be joined by a
remote area nurse (highly motivated but often on the edge
of danger and tiredness), a rural ambulance officer and a
long-standing rural health service manager. The team feels
united. They emphasise what they have in common – their
love for rural Australia and its people (among whom they are
numbered). They identify with rural and remote areas and
lament the fact that it always seems to be an uphill struggle to
sustain the health and vitality of country communities.

with challenges which it is often not possible to meet. They
feel responsible. They, too, care. Many of them were indeed
rural people themselves. But in their position they are
between a rock and a hard place. The rock is the Australian
‘fair go’ – that everyone should have equivalent health and
access to services. The hard place is the tyranny of
distance and the reality that there will never be dialysis
machines in remote settlements, or facilities for babies
to be born in very small communities.

This, then, is a microcosm of the National Rural Health
Conference.

Come to Albury in March to be part of this
colourful panorama. Expect people not just to
care but to have views about what should be done
to improve the situation. Get involved in sharing information
and agreeing on who should do what to meet the challenge.
Stand up for rural health. ❖

Its people don’t want to emphasise the deficits but it is
impossible to avoid the realities. Throw in policy makers and
researchers. Their attitudes are more equivocal: they are faced

9th National Rural Health Conference
7-10 March 2007
www.ruralhealth.org.au

Irwin, Brock and Warriors
continued from page 2
Some worthwhile initiatives are in place, for example systems to
provide fresh and affordable food, provision of swimming pools in
remote communities, some successful self-help programs and the
valuable contributions of Indigenous Health Workers, remote area
nurses and other health professionals. However, comprehensive and
effective progress will only be achieved with considerable investment
by governments coupled with a genuine will to work with Indigenous
leaders and communities. Research is needed to provide a solid
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base of evidence for negotiating and developing both short-term
and long-term policies. Short-term policies are urgently needed to
halt the spiralling downward trends in personal health and social
wellbeing. A high priority for long-term policies will be to restore to
Indigenous people a sense of power over their own destinies, of actual
empowerment in regard to legal, social and economic structures,
and restoration of an environment in which personal choice and
opportunity are possible and supported. ❖
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IN SHORT >>>>>>>>

Invest in a career as an AVI
volunteer

Maternal continence resources
The following resources are available
FREE and in quantity from the
National Continence Helpline.

More than 6000 volunteers over the past 50 years have learned
that their efforts not only bring benefit for the communities
in which they serve, but also boost their own skills and career
choices. On 10 November, Australian Volunteers International
launched its end-of-year recruitment drive with more than 100
new positions available. AVI needs people with expertise in
areas such as health, education and training, communications,
agriculture, IT, environment, community development,
engineering, early childhood development, finance and
management for volunteer assignments in Asia, the Pacific, the
Middle East and Africa. ❖

• Expecting a Baby? (leaflet)
• Pelvic Floor Muscle Exercises for Women (leaflet)
• 1 in 3 Who Ever Had a Baby Wet Themselves (booklet)
• The Continence Guide - Bladder and bowel control explained
(booklet)
• Urinary Incontinence – What is it? (leaflet)
• Good Bladder Habits for Everyone (leaflet) ❖

Visit www.australianvolunteers.com or phone: (03) 9279 1763.

National Continence Helpline – freecall 1800 33 00 66.

New website for Indigenous
Community Volunteers

GirlZone

Indigenous Community Volunteers (ICV) is a not-for-profit
organisation co-ordinating volunteers who give their time
and expertise to help Indigenous Australians gain new skills.
Communities, organisations or individuals identify their
skill needs then ICV matches the projects with volunteers to
address those needs. Volunteering with ICV is about sharing
skills and knowledge and mutual learning.
ICV has just launched its new website: www.icv.com.
au Discover inspiring stories, images and useful
information about volunteering and hear direct from
volunteers and Indigenous communities about their
experiences. ❖
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Women’s Health Loddon Mallee is excited to advise that
GirlZone is now available in two formats.
For Girls: With participation and ideas generated by young
women, GirlZone is both representative of and appealing to
females 15-18 years. GirlZone is an A5, 50-page innovative
health information resource on a range of health issues as well
as being a personal address book, which can be carried around
for daily use and as a reference to provide help to friends. Topics
include eating disorders, relationships, drugs, self esteem, the
reproductive bits, stress, contraception, feeling sad, abuse, safer
sex, let’s eat, STIs, unplanned pregnancy, same sex attraction,
regional contacts.
For Health Workers: The GirlZone Facilitators Package is a
resource for health workers to use when working with young
women. The DVD/video is a locally produced short film which
looks at health issues facing young women and aims to educate
about gender-specific health issues and developing effective helpseeking strategies.

PHOTO: CHRIS SHOEMAKER

GirlZone can be purchased as a separate Health Information
Resource for $5.00 each (plus postage), or the Package can be
purchased for $25 (plus postage). (Please specify if you want the
Video OR the DVD). ❖
For orders, contact: Cathy Wheel, Marketing and Communications
Worker, Women’s Health Loddon Mallee, 47 Myers Street, Bendigo,
Vic 3550.
Phone: (03) 5443 0233 Fax: (03) 5441 4074
Free Call 1800 350 233
Email: whlm@whlm.org.au Website: www.whlm.org.au

The Gippsland team took the Trophy on home soil of the annual
Victorian Aboriginal Youth Sport and Recreation Football and
Netball Carnival.
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Rural health education
Postnatal Depression DVD & video
Thanks to the support of beyondblue: the national depression
initiative, the Rural Health Education Foundation’s program on
postnatal depression is now available free on DVD and VHS
video.
It examines causes, risks, management and support systems
for women, their children, partners and families. Postnatal
depression can have a traumatic impact on women and their
families. Left untreated, the long-term effect on children
includes a higher incidence of depression and cognitive and
behavioural problems.
Program participants include Professor Philip Boyce, Professor of
Psychiatry, University of Sydney; Dr Nicole Highet, Psychologist
and Deputy CEO, beyondblue; and Ms Lynore Geia, Indigenous

Midwife and registered nurse. For further information go to
www.rhef.com.au/programs/609/609.html To order your free
copy (one per person or organisation only within Australia),
please email us at rhef@rhef.com.au; ring us on (02) 6232 5480
or fax us on (02) 6232-5484. ❖

Five-part dementia series
The Australian Government has funded
the Rural Health Education Foundation
to produce a series of educational television
broadcasts to assist GPs, geriatricians, aged care workers and
other primary healthcare professionals across all settings to better
understand and deliver quality care and support to people living
with dementia, their carers and families.
The Dementia Series 2006 comprises five programs:
• Dementia: Assessment and Diagnosis (LIVE broadcast
Tuesday 21 November 2006).
• Dementia and Physical Comorbidity (LIVE broadcast
Wednesday 6 December 2006).
• Dementia, Mental Health and Neurological Comorbidities
(LIVE broadcast Tuesday 30 January 2007).
• Quality Use of Medicine in Dementia Care (Pre-recorded
broadcast Tuesday 20 February 2007).

Photograph courtesy of Lynton Crabb Photography. Models used for illustration purposes only.

• Dementia: Carers and Families (Pre-recorded broadcast
Tuesday 27 February 2007).
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Information about the Dementia Series 2006 can be found by
visiting the Foundation’s website www.rhef.com.au ❖

Preventing family violence
On 8 and 9 July 2006 the National Rural Women’s Coalition
(NRWC) conducted a workshop on Preventing Family Violence.
The NRWC has received Australian Government funding to
print and disseminate the following two pamphlets through their
various networks:
• Relationships Booklet – targeted at young adults and teens, this
aims to explain what a healthy/safe relationship should be and
what to do and who to turn to if you are in a relationship you
feel may be unhealthy/unsafe.
• What to do when she tells you? – this is targeted at those
who suspect a friend or family member may be a victim of
violence. ❖
To obtain pamphlets, email vlang@anasonic.com.au or phone:
03 5596 2014.
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R3* – a sound investment
DURING ITS ANNUAL FACE-TOFACE MEETING in Canberra in
October, Council of the Alliance met
with Health Minister Tony Abbott and
presented five opportunities for effective
investment in rural health outcomes
– relating to dental health, patient travel
assistance, rural research, interprofessional
education and placements, and rural
undergraduate scholarships.
The first of these was a renewed call for
short-term and long-term investments
in better oral and dental health. People
in rural Australia continue to suffer poor
oral and dental health and face great
difficulty in accessing dental services.
The three-part proposal includes an extra
120 places at Australian Dental Schools;
undergraduate scholarships for students
from rural and remote areas to study
dentistry (and some additional places for
hygienists and school dental therapists);
and relocation incentives for dentists.

Recognising the potential benefits of
minimum standards in all States and
Territories, the Alliance believes the
Australian Government should lead the
development of a national approach
to patient accommodation and travel
schemes. In the first instance, there should
be a national inquiry into the arrangements
currently in place. All jurisdictions should
then agree on targets to be met in the
context of their joint work on the next
Australian Health Care Agreements.
The health of people in rural and remote
areas could be substantially improved if
successful service models were applied
more widely. This requires increased
evaluation of rural health services and
more evidence about the location of
clinical need in rural areas and the effects
of selected interventions in particular
disease states. Regional health authorities
would also welcome such evidence,
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The second proposal relates to the States’
reimbursement schemes for patient
accommodation and travel to major
cities to access specialist health services.

Resources, conditions, information,
accessibility and procedures vary from
State to State, resulting in a great degree
of inequity, as well as complications if
travel involves more than one State.

Cycling in Alice Springs.
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allowing them to focus on effective
programs and reduce waste.
In its third proposal, the Alliance
therefore urged an increase in the number
of full-time staffers on rural and remote
health research at the Australian Institute
of Health and Welfare from one to three.
In view of the fact that 20 per cent of
Australian Research Council linkage
grants go to rural and remote research
projects, it proposed that the same
principle be applied to research funds
provided by the NHMRC.
The experience of medical education
shows that a positive and well-supported
rural placement experience enhances
the chances of the graduate spending at
least some of their working life in a rural
area. This suggests that major benefits
would flow from the development
of an integrated, interdisciplinary
undergraduate rural placement system for
the major health professions (medicine,
nursing, allied health, pharmacy, dentistry
and health service managers). The
Alliance proposed that there be joint work
between the education and health sectors
to further develop this valuable concept.
The final proposal sought expansion
of the undergraduate scholarships for
medicine, nursing and allied health
that are already in place. Without
exception, these scholarships have
succeeded in increasing the number of
health graduates who actively consider
rural and remote practice and, without
exception, the existing schemes have been
oversubscribed. The Alliance proposed
a substantial increase in the numbers
of scholarships and also supported
an expansion of the Puggy Hunter
Scholarship Scheme and of the National
Indigenous Cadetship Scheme.
Adoption of these five proposals would
cost less than $10 million in the first
year and would constitute a valuable
investment in rural health. ❖
* Rural, Regional and Remote Australia
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Alliance continues to grow
COUNCIL OF THE
NRHA has recently
welcomed two new Member
Bodies, bringing the
number of organisations
in the Alliance to 26. The
two new members are
the Australian Indigenous
Doctors’ Association
(AIDA) and the Australian
Rural and Remote
Workforce Agencies Group
(ARRWAG).

The admission of AIDA will
bring another Indigenous
organisation into the
Alliance and another Indigenous voice to the table. Given the
Alliance’s priority focus on Indigenous health issues, this is a very
welcome and important addition. Membership for ARRWAG
sees people associated with some of the mainstream rural health
workforce programs included in the Alliance and contributing
even more closely to its work than in the past.
Romlie Mokak represents AIDA on
the Alliance Council

At the NRHA’s annual face-to-face meeting in October, John
Wakerman from Alice Springs was re-elected for another year
as Chairperson. Other Board members re-elected at the AGM
were Jenny May from Tamworth as Deputy Chairperson, Lynne
Sheehan from Rockhampton as Secretary, New England-North
Coast pharmacist Alison Aylott as Treasurer, Sue McAlpin from
Charles Sturt at Wagga Wagga (Immediate Past Chairperson)
and, as Ordinary Members of the Board, Owen Allen (from
Atherton), Liz Drew (Ipswich) and Stephen Gough (from the
Queensland Ambulance Service at Caloundra). ❖

$500 first prize
Don’t forget the deadline for the friends amateur photographic
festival is 31 January 2007. You have to be in it to win it. And
you have to be a friend to be in it.
The competition aims to highlight life in rural and remote
Australia by friends submitting a photograph that captures the
unique feel of country life in Australia. The festival is proudly
sponsored by Relate Human Services from Mackay.
Entries are to be submitted electronically or in hard copy. Full
details and the entry form can be found on friends page of the
Alliance’s website www.ruralhealth.org.au
Winners will be announced and exhibited at the 9th Conference
and will be featured in the Alliance’s 2008 calendar. ❖
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Standing up against poverty
On 16 October NRHA and SARRAH staff were among 91,987
Australians who joined over 23 million people worldwide to set the
World Record for the most people to Stand Up against poverty.
Stand Up events were held in 321 locations around Australia with
a total of 11,646 events in 87 countries. A Guinness spokesperson
called it the “largest single-coordinated movement of people in the
history of the Guinness World Records”.
At the ‘Stand Up Afternoon Tea’ staff supported the eight
Millennium Development Goals for 2015:
1.
2.
3.
4.
5.
6.
7.
8.

eradicate extreme poverty and hunger
achieve universal primary education
promote gender equality and empower women
reduce child mortality
improve maternal health
combat HIV/AIDS, malaria, and other diseases
ensure environmental sustainability
develop a global partnership for development

These goals are time-bound, measurable, and have the public
promise of every Head of State in the world. ❖

Be a friend in '07
All memberships of friends of the
Alliance expire on 31 December 2006.
By joining or renewing as a friend in
2007 you will receive the ‘Rural and
Remote Health Papers 1991-2007’
CD that will be updated following
the 9th Conference, a 2007 friends
certificate, regular issues of PARTYline,
and be eligible for a discounted registration for the 9th National
Rural Health Conference to be held in Albury in March 2007.
Membership will also allow you to be involved more closely with
the Alliance’s information dissemination and policy work. You will
become part of a group of people who contribute to and support
the work of the National Rural Health Alliance. If you do not
join friends you still have the option of remaining on our database
to receive PARTYline in either hard copy or electronically.
We hope you consider joining for 2007. Please keep in touch. ❖
Irene Mills, Chair of friends

Visit the Alliance website www.ruralhealth.org.au for
the full text of all Alliance publications. Hard copies
of publications and extra copies of Calendar 2007 are
available on request: nrha@ruralhealth.org.au
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There’s no drought about it:
it’s climate change
In rural advocacy, there are not many
new issues. It is usually the ever-present
challenges that continue to need ongoing
(or better, or different) attention.
However, there is now clearly another
issue that, after many years in the wings,
is at centre stage. It is climate change.

In some areas, schools are providing
breakfasts for children because of the
deteriorating financial situation of some
families. The Alliance is among those
bodies now being urged to advocate
for responsible environmental practices
because of their health impact.

People in rural and remote Australia
are facing the effects of the worst
agricultural drought in living memory
and unprecedented water shortages in
country towns. Droughts have plagued
rural communities since Hanrahan was a
boy, but there is a growing fear that the
current situation is not caused merely
by drought, but is the early impact on
Australia of global warming and climate
change.

To be effective, strategies must be
long-term. But in the interim, rural
communities want to be assured that
governments (and the Australian
population) know and care about the
hardships they are facing. It will be
encouraging to rural communities
(who are feeling particularly in need
of encouragement at present) if the
government enables them to at least
maintain current local services until
the problem is past or more adequately
addressed. By supporting country people
to maintain their way of life, governments
can give them hope for the future.

There are short-term and long-term
implications. Most immediately, there
is concern about the health effects of the
prolonged drought – especially on men.

One thing that would go a long way
is a commitment from governments
that existing services will not be further
reduced. John Howard provided such
a commitment at Nyngan in January
2000 when he pledged his government’s

Nyngan Declaration
“I’ve also come to say that we as a country are living in very
strong economic circumstances but as Prime Minister I’m very
conscious that not everybody is sharing to the same degree as
others in the national economic welfare.” - - “I don’t want to see
any further services, government services levels withdrawn from
or taken away from the bush. I indicated yesterday and again this
morning in Bourke that one of the things that I’ve asked all of
my Ministers to do - and I’m in the process of writing to each
of them - and I gave instructions for that this morning when I
spoke to my office in Canberra, that in any future Government
decisions that, in effect, a red light flashes if that Government
decision involves a reduction in the delivery of an existing
Commonwealth service.” - “Ladies and gentlemen, the other thing I want to say is that my
commitment, and that of the Government to rural Australia
to the regions to the Australian bush is not something that is

Hope and support are key ingredients
for seeing through this difficult time.
Country people are resilient and creative
and, despite the current difficulties, most
of them believe that with a reasonable
amount of targeted investment, their
communities will continue to enjoy
a high quality of life on a sustainable
basis. For some time governments have
shied away from the sorts of intervention
alluded to in the Prime Minister’s
‘Nyngan Declaration’.
Tony McMichael, Australia’s leading
researcher on the health effects of climate
change, will be one of the Keynote
Speakers at the 9th Conference. For
him the phenomenon of climate change
and its risks are nothing new. It’s just
that now everyone agrees we have to do
something about it.
It’s time for a renewed Nyngan
Declaration from all sides of politics. ❖

just couched in economic terms. It is not just a question of
maintaining communities that provide such an enormous share
of Australia’s export income and through it generate enormous
aggregate national wealth for our country. It is not only for
that, but we seek to preserve the social infrastructure of rural
communities because they are part and parcel of what it is and
has always been to be an Australian, and to imagine the Australia
that I grew up in without those rural communities as viable
economic and social entities is to really think the unthinkable.”
“So not only is the cause of preserving and supporting rural
Australia an economic issue but above and beyond that it is
really a social and national issue. It is about preserving the kind
of Australia we love. It is about preserving the kind of Australia
we grew up in and it is about preserving the kind of Australia,
admittedly with changes, with modernisation, with different and
improved ways of doing things, of the kind of Australia that we
want to pass on to our children.”
John Howard, PM, 31January 2000
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The prosperity and sustainability of
rural communities have always been
inseparably linked to the weather but
suddenly, so it seems, the link has taken
on a darker hue.

commitment to “rural Australia, to the
regions, to the Australian bush” and
to maintain their level of services and
preserve their communities and social
infrastructure.

