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Taking the health reform debate to
its next stage
EDITORIAL

THE DEBATE ON HEALTH REFORM is a most important one
for anyone involved in the health sector -- and that includes
all of us. It has the capacity to affect the lives of patients,
consumers and taxpayers, as well as the work of health
professionals and governments. Reforming the structure
and financing of the health sector also has the potential to
improve health services and health outcomes across Australia,
and to provide great benefits in rural and remote areas where
current deficits are most pronounced.
Today’s discussions about health reform are full of principle
and rhetoric. But they are lacking in terms of what they
communicate to consumers and health professionals about
how life would be different under a reformed system.
The debate is being led by people of vast experience,
who have a high level of intellectual capacity, and detailed
knowledge of clinical outcomes and health systems
governance. The focus therefore tends to be on how reform
would affect these: how it will improve ‘patient pathways’
for older people and those with chronic disease, reduce
inter-governmental cost shifting and blaming, simplify public
accountability, and increase cost effectiveness.
But to ‘sell’ health reform to the Australian public - and this
is what needs to be done - people need to understand what
it will actually do for services, consumers, access and costs
on the ground.
It is not sufficient merely to assert that things will improve.
There are many issues which patients and citizens care
about and which the media has the capacity to inform us
about. Those promoting health reform in Australia need
to move away from statements of principle and assertions
about patient and clinical outcomes, and demonstrate that a
reformed system will also answer some more basic questions.
[Some of these are highlighted on this page.]
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The situation is also very complex at the governance level.
People need to understand what it would mean for them
to have their State agree to a Commonwealth-State Health

Commission. There will always be interest groups concerned
with particular professions, disease groups and regions, and
they will want to be assured that they will remain players in
the system if, for example, it becomes regionalised.
Health Ministers and Treasury officials will be among those
who need evidence about the net effect of health reform
on healthcare costs. There is currently considerable scope
for reduction here, given that public health care costs have
been increasing at a rate above CPI for several years, with
simultaneous increases in out-of-pocket costs.
Partyline has attempted to come to grips with some of these
issues by publication of a lead article based on the views of five
experts who spoke at the 9th National Rural Health Conference.
It spells out some of the endpoints of reform, but much
remains to be done to demonstrate to the public the urgent and
important need for significant health reform in Australia. ❖

How will health reform address these questions:
What will health reform mean for doctor and hospital
waiting lists? Will it be easier to see a GP where
currently they are in short supply? What will happen
to costs? Will out-of-pocket costs remain the same for
everyone or be higher for those who can afford them
and lower for others? How fast will they increase?
What will it mean for the relationship between the local
GP and the Area Health Service? Will patients with
chronic disease find themselves with an easier and safer
path through the health care system? How will services
be provided in remote areas where fee-for-service is
unlikely to be sustainable?

A

Will nurses, doctors and allied health professionals
have better conditions, pay and working relationships?
Will resources be found for greater numbers of multiprofessional health practices? Will health students be
enabled to strengthen relationships across disciplines
at undergraduate level and through integrated coordinated placements? Who will bear the burden of
mentoring and supervising the large number of overseas
trained health professionals and students on placement?
Who will lead the emerging debate about so-called midlevel practitioners: physicians’ assistants, generic allied
health professionals, independent nurse practitioners
- and how will professional bodies respond?
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How will more integrated care work on the ground?
For instance, will hospital and pharmaceutical systems
be streamlined to reduce demands on patients and the
likelihood of communication breakdowns? Would a
reformed system mean less adverse outcomes in acute
care and aged care facilities? How can the private
health insurance rebate system be better utilised?
Visions of a better health system.
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Realising health reform
Understanding health reform
ONE OF THE DIFFICULTIES in the health reform debate is
that, while there is strong agreement that things could be
better, there is as yet no clear and simple proposal about
what a better system would look like.
Another difficulty is that Australia’s generally high level of
life expectancy can lead to a loss of motivation for change.
However, this complacency is confronted by (among other
things) the appalling state of health among our Aboriginal
and Torres Strait Islander people, and the poor access
to services for people in rural and remote areas and for
many people on low incomes. If we are serious about a
fair go, we must strive to ensure that this high level of life
expectancy is accessible to all Australians, irrespective of
ethnicity, location and income.
Those who promote health reform will therefore want to
demonstrate that the generally high rates of life expectancy
can be retained while at the same time enabling a more even
distribution of good health and long life, as well as better
access to health services.

Key issues in health reform
There is a worrying drift towards a two-tier
system of health care ... This represents a
loss of universality in health care in a country
which prides itself on its egalitarianism.
Even if the outcomes from health reform are not clear, the
key issues involved surely are.
First, there is a worrying drift towards a two-tier system of
health care, in which people who are well-off have access
to excellent, high quality and affordable services, while
people on low incomes and in more remote areas have
limited access. This has consequences for the timing and
clinical effectiveness of care, and therefore for patterns
of morbidity and mortality. It also represents a loss of
universality in health care in a country which prides itself on
its egalitarianism.
Second, there is a massive and continuing failure on
Indigenous health.
There are other burning issues as well. A very small
proportion of the total health budget is spent on
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BY GORDON GREGORY, EXECUTIVE DIRECTOR, NRHA AND LEXIA SMALLWOOD, EDITOR, PARTYLINE

9th Conference Opening Ceremony – Welcome to Country.

illness prevention. Rates of hospitalisation are high by
international standards. Hospitals should be the last resort
in health. There should be greater investment in the
social determinants of good health, and a concentrated
development of a more coordinated, integrated primary care
system across Australia. Also, there are far too frequent
quarrels between the Commonwealth and state health
agencies which inhibit progress and are sometimes used to
defend inaction and a lack of resourcing.
One of the reasons why the case for health reform is
strong is that the people leading the push for it are so very
well qualified, credible and respected. They include the
previous head of the Commonwealth Department of Health,
some of Australia’s pre-eminent public service and private
sector leaders, and more than one ex-head of the State
Departments of Health.
All of these experts agree that Medicare – universal health
insurance – should remain the centrepiece of Australia’s
health system. However, they disagree about the extent to
which there is currently a problem with it. John Menadue
is among those who believe that the value of universal care
and of Medicare needs to be re-established and re-asserted.
If a two-tiered health system does develop, people in rural
areas will be amongst those most adversely affected, given
their lower incomes and poorer access to health services and
professionals.
Commentators such as Menadue argue that private health
insurance is not an alternative to a progressive and publiclyfunded health insurance system. They point to evidence
from around the world showing that countries with a strong
...CONTINUED ON PAGE 4
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...CONTINUED FROM PAGE 3

Rural residents do not gain the same benefit
from increased private health insurance as city
consumers.
private health insurance system have escalating costs.
John Menadue argues that this is because private health
insurance misdirects resources from low-cost to high-cost
services. In Australia there has been a major expansion of
private hospitals as a result of the growth of private health
insurance, but few of them are in rural and remote areas.
For this and other reasons, rural residents do not gain the
same benefit from increased private health insurance as city
consumers.
John Menadue believes there are four other areas in which
immediate and significant improvement could be made in
the health system. He argues passionately for the expansion

John Menadue – universal care, reformed workforce, community engagement.

Proponents of health reform – knowledge, experience and diverse views
JOHN MENADUE has had a most distinguished career
in both the private and public sectors. He was Private
Secretary to Gough Whitlam when leader of the
Opposition, General Manager of News Ltd in Sydney, and
Head of the Department of Prime Minister and Cabinet.
He has also been the Australian Ambassador to Japan, the
Head of other Commonwealth departments, a Director of
Telstra and, for three years, the CEO of Qantas. Recently,
John Menadue has undertaken reviews of the health
services of two States, and he is now one of the leaders of
the push for health reform in Australia.
ANDREW PODGER is President of the Institute of Public
Affairs and an Adjunct Professor in Public Administration
at Griffith University and the Australian National University.
Andrew was previously Secretary of the Department of
Health in Canberra. Few people have such detailed
knowledge of the ‘insides’ of the Australian health system
and, like John Menadue, Andrew Podger believes we can
do much better. He wants us to engage in systemic reform,
while continuing with incremental reform as long as it is
compatible with the overarching reform needed.
MIKE DAUBE was previously head of the Department
of Health in Western Australia and is now Professor of
Health Policy at Perth’s Curtin University of Technology.
He has a different view of the world from Andrew
Podger, perhaps reflecting the differences between state
and federal interests. Nevertheless, Mike agrees that

the Australian health system is flawed and would be
much improved if a significantly greater proportion of its
resources were allocated to health promotion and illness
prevention. As far as Mike is concerned, however, “there
is not a scintilla of evidence” the Commonwealth would
run the health system any better than the states.
RHONDA GALBALLY is founder and CEO of Our
Community, a leading social enterprise that supports the
community sector, business and government by providing
a range of resources, training, advice and linkages.
Rhonda has had a distinguished career with over 20 years’
experience as CEO of organisations in government, nongovernment and business sectors. She was foundation
Director of the Australian International Health Institute at
the University of Melbourne’s Faculty of Medicine and,
for 10 years, CEO of VicHealth with responsibility for
pioneering health promotion in Australia. Prior to that
Rhonda headed the Australian Commission for the Future
and the Myer Foundation and Sidney Myer Fund.
PHILIP DAVIES, Deputy Secretary of the Department
of Health and Ageing, represented the current health
public service in the debate on health reform at the 9th
National Rural Health Conference. Philip has a detailed
understanding of the health systems of the UK, New
Zealand and Australia and does not think that any one of
them has ever managed to come up with a structure that
“covers all the bases”.

...CONTINUED ON PAGE 5
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...CONTINUED FROM PAGE 4
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This ‘specific means’ is John Menadue’s proposal
for a coalition between the Commonwealth and any
State Government that is prepared to set up a joint
Commonwealth-State Health Commission. He considers it
unlikely that health service delivery will ever be handed
over to the Commonwealth or that an Australia-wide health
commission will be established. A joint Health Commission
would develop an integrated plan for the State, with
citizens’ involvement in the planning and no governmental
boundary issues in service delivery - most of which would
be undertaken through existing providers and many of the
current methods.
Andrew Podger has
higher hopes for national
reform. He argues
that the Australian
Government should
take full financial
responsibility for health
as a precondition
for longer-term
improvements. Podger
stresses that this does
not mean a takeover
of all responsibilities
for health by the
Commonwealth. His
proposal distinguishes
responsibilities for
funding, purchasing and
Andrew Podger – a single national
providing health services;
solution with regional and community
and also national from
balance.
regional and local
(community-level) responsibilities. Podger argues that the
focus of his model is that the regional and community levels
balance the national one.
Andrew Podger also asserts that the potential benefits of the
arrangement he proposes are probably greater for rural and
remote than for urban communities. Currently the greatest
deficits in access to health services, workforces and costs
are in rural and remote areas. Under Podger’s proposal,
there would be much greater transparency in the allocation
of resources. Secondly, there would be greater flexibility to
find local solutions to regional problems. And thirdly, there
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of primary health care through the establishment of new
health care centres; for a strong attack on health workforce
problems; for greater community engagement in the health
sector so that people can decide what their priorities are in
health; and for a specific means by which CommonwealthState fragmentation may be overcome.

Rhonda Galbally – confident about our ability as a nation to provide individuals
with greater control, belonging, and a sense of hope and future.

would be room for informed choice by communities about
local services and access to specialists.
Rhonda Galbally also agrees the health system should be
improved, but her focus is on one of the fundamental
determinants of people’s health -- the extent to which they
feel connected to their community and in control of their
lives. Rhonda captures our attention with findings from a
long-term British study showing that smoking and obesity
are in fact not the greatest threats to heart health. The
Marmot study shows that people experiencing lack of control
in their lives have a 64 per cent higher risk of heart disease,
while factors such as smoking, unhealthy eating patterns and
insufficient exercise increase risk only 46 per cent.
For Mike Daube the key emphasis is a greater focus on
health promotion and illness prevention.

We need both systemic reform and
incremental change that is
compatible with it.

Systemic reform or incremental change?
It would be a mistake to assume that this is an ‘either-or’
choice. All of our experts subscribe to the view that we
need to work on both fronts - to be bold enough to adopt
system-wide change while continuing to support incremental
changes that are compatible with it.
Andrew Podger points out that there are many examples of
further incremental changes that would be valuable. For
example, the Australian Institute of Health and Welfare could
prepare regional health reports identifying population health,
...CONTINUED ON PAGE 6

Partyline, Number 30, June 2007

5

Realising health reform
...CONTINUED FROM PAGE 5

Andrew supports other incremental changes as well. The
Australian Government should increase funding for primary
care and preventive health, especially some additional
money for those regions with lower than average health
spending relative to need - not through MBS but in a very
flexible way through a regional framework. Funding should
be increased for primary care in Indigenous communities to
provide them with services at the same level as is available
to other Australians with similar needs. The Commonwealth
could assume full financial responsibility for all non-acute
aged care services.

Why is system reform needed?
Our current reliance on separate and
distinct services no longer delivers what an
increasing number of patients need.
New systems are required.
Apart from Indigenous health, the major national challenge
faced by Australia’s health sector is in large part a
consequence of its success. Life expectancy has improved
to such an extent that new systems are needed to serve the
many more old people, frail aged people, and the growing
number of people with chronic illnesses who have survived
the onset of heart disease or cancer.
Our current reliance on separate and distinct services no
longer delivers what an increasing number of patients need.
They need continuity of care, seamless boundaries, a care
management focus on the patient, rather than a management
focus on the different types of providers – GPs, hospitals,
specialists, community care providers, or residential aged
care providers – all in their own separate programs.
Moreover, allocation of resources through these separate
programs is unlikely to deliver effective value for money.
Andrew Podger is the first to agree that successive
governments have been addressing these concerns through
(mostly) sensible incremental changes. Some of these
have already helped to blur boundaries between programs
and have provided a more supportive service focused on
patients. But he insists that until we address the underlying
fragmentation of our system, in which program boundaries
are reinforced by separate funding responsibilities, we will
fall well short of what we could achieve.

Mike Daube supports change but argues that large scale
restructures of health agencies do not solve problems;
according to him they usually cause chaos. He argues that
the essential need is for more funding, and points out the
Federal government’s current substantial surplus provides a
good opportunity for this.

Indigenous health
One of the most important outcomes from health system
change will be an improvement in the status of Indigenous
health in Australia. This is so important that most people
would argue that its impact on Indigenous health outcomes
is almost a defining feature of desirable change. With
the right approaches, it will be possible to halve the life
expectancy gap for Indigenous Australians over ten years.
There needs to be greater recognition of the particular
additional determinants of ill-health with which Aboriginal
and Torres Strait Islander people are faced, including a
history of colonisation, ensuing economic and educational
disadvantage, cultural dislocation, social exclusion, loss
of traditions and social structures, in some cases imposed
separation of families, enforced removal from traditional
lands, and ongoing lack of resolution regarding land rights
and reconciliation. Commissioner Tom Calma is leading
the Close the Gap campaign to secure equal health for
Indigenous peoples within a generation.
Mike Daube’s recipe for success on this front has seven
parts.
First, health must be a priority, not only for health
departments but for all Government agencies at all levels.
Second, what is known must be applied. There is no need
for repetitive research to show that Aboriginal health is poor.
Research in Indigenous health should focus on informing the
policy process and how to make necessary changes.
PHOTO: LEANNE COLEMAN

service utilisation and total government spending to inform
governments and the public of the regional distribution of
resources.

Yvonne Buza and Tom Calma – campaigning for equal health within
a generation.
...CONTINUED ON PAGE 7
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At the Conference, Philip Davies expressed the accepted
view that Aboriginal health problems do not arise
fundamentally from biological or health deficiencies, but
from inadequacies in housing, employment, education and
so on. He recognised that dealing with such issues in an
integrated, whole-of-government fashion is not something
that comes naturally to a traditional bureaucratic structure
and would pose certain challenges. Philip acknowledged
that governments and others have much to learn in this area.

Increasing the focus on prevention
Mike Daube – large scale restructures of health agencies do not solve problems
... they usually cause chaos.

Third, there must be a single approach. There is a huge
amount of Commonwealth/State duplication and Mike’s view
is that all funding for Indigenous health should be pooled
and administered by State and Territory Departments. He
holds this view because Indigenous health must be linked
with broader service delivery and the States have experience
of direct service delivery. Also, he points out that state
Governments are more responsive to local pressure.
Fourth, more should be done to investigate and learn from the
experience of other countries, such as the US Indian Health
Service, where the life expectancy gap is down to less than
three years. Fifth, there should be a major focus on personal
behaviours. Aboriginal people still smoke at levels the rest
of the country left behind decades ago. In combination with
poor nutrition, alcohol and injuries, these risk factors result in
an epidemic of chronic disease such as diabetes.

... new programs and behavioural change
need more than exhortation and funding
from governments. They require a
partnership with the community ...
Sixth, any new programs and behavioural change need more
than exhortation and funding from governments. They
require a partnership with the community and support
through advocacy and example from community leaders.
And seventh, governments should provide clear strategies
and measurable targets that are publicly reported. Their
response to Aboriginal disadvantage should be judged on
whether their plans and actions contribute towards reducing
the life expectancy gap. Mike says that it will be to the
public’s continuing shame if it is does not hold governments
accountable for any continued failure on this issue.

... some of the determinants of poor
health like the abuse of alcohol, poor diet
and inactivity ... are issues where health
promotion can bring substantial benefit.
According to Mike Daube, Australia currently spends
2.5% of its health expenditure on prevention - less than
McDonald’s spends on advertising. This is despite the fact
that many of the most serious health problems are amenable
to prevention. Between them, cancer and cardiovascular
disease cause 70 per cent of our deaths. It is Mike
Daube’s contention that more than half of the cancer and
cardiovascular disease (as well as much of the diabetes) is
preventable.
The fact that Australia as a whole, and rural areas in
particular, have serious problems with some of the
determinants of poor health like the abuse of alcohol, poor
diet and inactivity can be seen as good news in the sense
that these are issues where health promotion can bring
substantial benefit. Mike asserts that there is nothing that
would make more difference to the health of rural and
remote Australians than work on the prevention of ill health.

Workforce
John Menadue describes Australia’s workforce structure
as “19th century” with major problems of restrictive work
practices and demarcations. Childbirth provides a good
example: in Australia only 10 per cent of normal births are
delivered by midwives; obstetricians and doctors maintain
control of the rest. In the Netherlands midwives manage
over 70 per cent, and in the United Kingdom 50 per cent.
According to John, Australia’s health workforce embraces
practices that would not be tolerated in other industries,
and they mitigate against an effective and efficient system of
health delivery.
...CONTINUED ON PAGE 8
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... it is unlikely there will ever be enough GPs
and other doctors to meet a conventional view
of the ideal health workforce.
Philip Davies suggested it is unlikely there will ever be
enough GPs and other doctors to meet a conventional view
of the ideal health workforce. This strengthens the argument
for changing the mixture of work practices of the various
health professions.
Work practice problems can be addressed through nurses
having greater responsibility for prescribing; chemists
authorised for repeat prescribing for chronic illness; enrolled
nurses taking on some of the tasks currently done by
registered nurses; midwives substituting for obstetricians; and

Menadue would like to see the Commonwealth attach
conditions to funding for state hospitals and use the
Medical Benefits Scheme as a lever and incentive to break
down demarcations and open up new career opportunities.
He even suggests that doctor provider numbers could be
auctioned on the basis of postcode, pointing out that this
would be a market-based method of overcoming much of
the mal-distribution of the medical workforce across this
country.
As Philip Davies pointed out, the changing balance between
episodic acute disease and longer term chronic conditions
is shifting the emphasis in healthcare from transactions to
relationships; from treatment involving a brief one-to-one
interaction with a doctor to programs of care that involve a
variety of professional skills and may extend over many years.
The desirable growth of team-based care presents both
challenges and opportunities. Rural areas have a particular
role to play because professional boundaries there are often
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... doctor provider numbers could be
auctioned on the basis of postcode ...

recognising clinical assistants, physician assistants, surgical
assistants and carers. Such changes would result in a more
clinically effective and cost-effective health workforce.

The awesome Conference Choir performing at the close of the Conference.
...CONTINUED ON PAGE 9
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less rigid. Rural doctors, nurses and allied health workers
already have much experience working collaboratively
to meet patients’ needs - collaboration typically based on
established trusting relationships between professionals.
These professional changes – affirmed by similar
recommendations from the Productivity Commission - would
help to achieve the situation in which practitioners come
together into larger groupings that are better able to deal
with changing demands on their time and skills. Such
groupings would employ allied health professionals and
practice nurses, or facilitate co-location of premises, instead
of relying on today’s more ad hoc arrangements. They
would also provide a better critical mass for investment in
modern IT systems, as well as establishing a stronger basis
for organising leave rosters, professional development, and
recruitment activities.
Philip Davies suggested that, in the future, smaller
communities may have a virtual organisation where there is,
for example, a podiatrist employed to work across four or
five practices, or one hub practice that handles appointment
bookings for a number of smaller satellite practices.
A move to such integrated and aggregated practices has the
capacity to improve rural health professionals’ quality of life
by allowing them to focus more on their core role of patient
care. It may also deliver economies of scale and efficiencies
that would increase the financial viability of some practices.
Among other things, such multidisciplinary and larger rural
practices would be more accommodating of the expectations
of health professionals (more of whom are now women) for
flexible working arrangements.
It is important to note, however, that the establishment of
such larger, integrated health practices will be much harder
in more remote areas. Those areas will continue to provide
very specific challenges to the existence of sustainable
private practices and the general provision of health services.
The health workforce problem, according to Philip Davies,
is multidimensional, requiring constant attention and
constant pressure on all fronts. Governments can do a
certain amount but the rest will depend on the creativity of
communities and practitioners who can knit together the
required solutions. Rhonda Galbally also emphasised the
creativity of community groups.

Community engagement
As both individuals and a nation, Australians must concede
that we cannot have all we want in health. There are
limited tax dollars to go around the various functional
areas like education, transport, housing, social security and
health. Having said that, most people also agree that there
is nothing magical about the 9.8% figure representing the
proportion of GDP currently spent on health. A greater
proportion of GDP will be directed to health if enough
electors agitate for it.
PHOTO: DYANNE PHOTOGRAPHY

... the changing balance between episodic
acute disease and longer term chronic
conditions is shifting the emphasis in
healthcare from transactions to relationships...

Currently many services in rural and, particularly, remote
areas depend for their success and sustainability on single
individuals. Despite the commitment and energy of rural
health professionals, the goal should be health services
which are less balanced on a knife edge than this.

Deal or No Deal – re-allocating the Australian health dollar.

John Menadue, like the Australian Health Care Reform
Alliance, argues for greater citizens’ engagement in the
health sector as a means of ensuring that the system meets
real needs and respects the priorities of local people. Tony
Abbott, on the other hand, believes that in a representative
democracy the duty of Ministers is to listen to elected
Members of Parliament, rather than to individuals or interest
groups.
Philip Davies was among those who agreed that innovation
needs to come from the bottom up, especially in rural
communities, where one-size-fits-all solutions will not
succeed. Philip said that the role of governments is to
establish the financial and regulatory environment in
which the enthusiasm, commitment and creativity of rural
communities can flourish.
...CONTINUED ON PAGE 10
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The view from Mt Augustus in the Gascoyne region of Western Australia.
Known as Burringurrah by the local Wadjarri Aboriginal, it is the largest
monolith in the world, 2.5 times larger than Ayres Rock.

●

Rhonda Galbally knows that health and safety issues are of
major concern in regional Australia, but emphasises that health
services are not the best way to deal with them. Experiencing
a lack of control over their own lives can cause people to
experience ill-health. Rural advocates, like others, should
therefore look beyond the health portfolio and treatment
services for health solutions. Rhonda reminded people at
the Conference that other fundamental causes of ill-health
are a sense of hopelessness, isolation, disconnection from
community, and a sense of not belonging.
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... other fundamental causes of ill-health
are a sense of hopelessness, isolation,
disconnection from community, and a sense
of not belonging.

Because people in rural and remote areas have poorer
health, they arguably have even greater need for community
and lifestyle settings that promote good health. They will be
healthier with a greater sense of belonging and membership
in supportive families, workplaces and community groups.
The groups should be inclusive, well-run, robust and
financially well-supported. They will be available for
everyone: playgroups, sports for young people, adult groups
such as service clubs, chambers of commerce and industry,
farm associations, and groups such as bowls and bridge
clubs and senior citizens centres for older people.
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Looking beyond the health sector
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However, even with an imperfect and costly
telecommunications system, there are likely to be significant
changes in the pattern of delivery of health service. For
some areas, telehealth will provide more and better services,
with a corollary being increased centralisation of those
services. Some people will see such centralisation as a
downside to desirable technical change.

Full transcripts of all keynote addresses are available at
www.ruralhealth.org.au Other key links are “A model
health system for Australia”, Andrew Podger, Inaugural
Menzies Health Policy Lecture, March 2006 (available at
www.ahpi.health.usyd.edu.au/Menzies/launch.php); www.
ourcommunity.com.au/; and New Matilda’s “A Health Policy
for Australia: reclaiming universal health care” (available at
http://cpd.org.au/category/all-articles/health-0)

END

Another driver of the need for health reform is the reality
that technical change will impact significantly on how
health services are delivered. There is a long-standing
hope that this will be to the advantage of people in rural
and, especially, remote areas. We should not hold our
collective breath, however, if the necessary platform for
such improvements in remote areas is a secure, speedy
and affordable communications network. Holding one’s
breath on this will be particularly dangerous when the main
network provider is a private enterprise, driven by the need
to maximise profits and its share price.

While Rhonda acknowledges the huge task that confronts
those who seek to achieve social equity, she is confident
about our ability as a nation to provide individuals with
greater control, belonging, and a sense of hope and future
- including in rural and remote areas. ❖
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Technical change

A rural action plan for Indigenous
health equality in a generation
27 MAY 2007 marks the 40th anniversary of the passage of
the referendum commonly acknowledged as the initiative
recognising citizenship for Australia’s Indigenous people.
It is therefore timely for all Australians to reflect on what
progress has been made in advancing the wellbeing of
Aboriginal and Torres Strait Islander people and, more
importantly, consider what we as people and as members of
our communities in a generally prosperous country can do to
make a difference now and in the future.
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BY ANDREW WATERS

The National Rural Health Alliance has held Aboriginal and
Torres Strait Islander health as a priority from its outset, and
many National Rural Health Conferences have included preconference events addressing Indigenous health.
For the 9th conference, the Indigenous health workshop was
subtitled ‘Health Equality in a Generation: a Rural Action
Plan’. The call for health equality within a generation has
gained momentum following an open letter to Federal,
State and Territory Governments and the Australian people
published in a national newspaper on December 11th 2006.
The letter included the minimum necessary requirements to
achieve health equality in a generation and was endorsed
by over 35 leading Indigenous and non-Indigenous health
and human rights organisations, including the National Rural
Health Alliance (NRHA). The workshop organisers, National
Aboriginal Community Controlled Health Organisation
(NACCHO), Australian Indigenous Doctors’ Association
(AIDA) and the NRHA chose to develop a rural plan for
action in the workshop, based around the six minimum
requirements noted in the open letter. Those minimum
requirements can be summarised as follows:
1) better access to primary health care,

Rom Mokak presenting the draft rural action plan to 9th Conference
delegates who endorsed the goal of equal health within a generation.

further work over the next few months by the NRHA with
NACCHO, AIDA and workshop participants to develop the
action plan. ❖
Links for Indigenous health: www.reconciliation.org.au;
www.antar.org.au; www.naccho.org.au; www.aida.org.au;
www.oxfam.org.au/campaigns/indigenous/health.php;
www.indiginet.com.au/catsin; www.ianthorpesfountainfor
youth.com.au

2) more Indigenous health workforce,
3) nurturing Indigenous community controlled
health services,
4) improving access to mainstream health services,
5) attention to child and maternal health, and chronic
disease management, and
6) investment in population health and social
determinants of health.
Five keynote speakers took the nearly 100 participants
on a journey through the challenges in improving
Indigenous health, the role of government and the benefit
of reconciliation through reconciliation action plans.
Participants then set to work on actions necessary to
define the place of rural Australia in the challenge and to
develop approaches to progress each of the six minimum
requirements. This proved no easy feat and by the day’s
end an agreed action plan was still in draft form. However
a document was agreed which will provide the basis for

It is inconceivable that a country as wealthy as Australia
cannot solve a health crisis affecting less than 3% of its
population...
There are clear signs of some improvement in health
status – infant mortality rates are continuing to fall,
communicable disease mortality is falling, and research
shows some improvement in some chronic diseases...
These improvements are testament to the fact that
change can be made...
The importance of early intervention in childhood to
prevent poor health outcomes in adulthood should not
be underestimated. ...
from Close the Gap! Solutions to the Indigenous Health
Crisis Facing Australia
(April 2007, NACCHO and Oxfam)
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9th Conference opening addresses
From country Australia to rural medicine
Marie Bashir, NSW Governor
IN HER OPENING ADDRESS to the Conference, Professor
Marie Bashir described the journey into medicine from her
home town of Narrandera. A primary factor, in a community
which included a significant Wiradjuri population, was
a first-hand understanding not only of lives affected by
marginalisation, poverty and powerlessness, but also of the
capacity of the human spirit to survive and achieve in the
face of considerable disadvantage. She commended the
Conference’s focus on Indigenous health and was gratified to
see this most important area of Australian health, and of rural
and remote health, now commanding particular recognition
in medical education.

in the town’s three outstanding medical practices. As a
child, she became aware of the wonderful work of the Royal
Far West Children’s Health Scheme and its life-sustaining
interventions for countless country children.
Her messages to the Conference included the need to aspire
to and work for a more equitable society, for social justice,
for improved health and opportunity and advancement
of our Indigenous Australians, and for greater care of the
environment. She recognised the high levels of major
depression, including suicide risk, in country men, young
and old, across the severely drought affected areas of our
nation, and asserted that campaigns of health promotion
must not be intermittent but must remain constantly on the
agenda. She assured the health students present that they
were the hope of the future, and that they had embarked on
“a most wonderful and rewarding pathway”.

PHOTO: DYANNE PHOTOGRAPHY

In her own life, Professor Bashir recognised the strong
encouragement she received from family members – both
her grandfather and his brother had been doctors in
Lebanon. A third influence was her desire to work in a field
which would provide a never-ending source of intellectual
stimulation. Also influential were the inspiring role models
from the rural community in which she spent her formative
years, including competent, caring and skilled practitioners

...a first-hand understanding not only of lives
affected by marginalisation, poverty and
powerlessness, but also of the capacity of the
human spirit to survive and achieve in the
face of considerable disadvantage.

Professor Marie Bashir, NSW Governor, and Sir Nicholas Shehadie enjoying the 9th Conference with John Wakerman,
Chair of the NRHA. (Conference delegates will notice the chocolate and recall its significance!)
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Country Australians deserve an equal share
in Australia’s wealth
Tony Abbott, Minister for Health and Ageing
The Health Minister asserted that in rural areas the health
focus was no longer solely on doctors, but on a range of
health professionals. He acknowledged that governments
have an obligation to provide salaried and public sector
positions, both full-time and part-time, to make sure services
are available in areas where the standard fee-for-service
system does not work. He spoke about the significance
of the bush ethos on what it means to be Australian, and
described the situation where country people suffer poorer
health outcomes as “a travesty”. “Country Australians
deserve to share in the benefits of Australia’s wealth as much
as all other Australians. It is a question of justice,” he said.

Healthy, wealthy and strong
Senator Kate Lundy, Shadow Minister for Local Government,
Sport, Recreation and Health Promotion
Senator Lundy described herself as a strong advocate for
“fixing the duplication and inconsistency” between the
States and the Commonwealth. She held the ‘blame game’
responsible for stopping things from being done. She
recommended a focus on delivering services that are
patient-based, with affordable access to quality services
and with minimum inconvenience. Senator Lundy
stressed the importance of working against chronic and
largely preventable diseases, especially among Indigenous
Australians. “Promoting health is about more than just
preventing illness – it is about improving quality of life,
of which illness prevention is just one part,” she said.
“Preventative health and health promotion make good
economic sense. Healthy populations drive wealthy and
strong communities.”

The long dry

Tony McMichael – climate change poses major research challenges.

very grave - arising from changing patterns of land use,
population pressures, other demands on freshwater supplies
and biodiversity losses, as well as social, economic and
demographic disruptions, not just in parts of Australia but in
the world at large.
Consideration of the health risks of climate change should
include those relating to mental health and child emotional
development, and to some additional risks faced by remote
Indigenous communities from the climate-induced loss of
traditional plant and animal food species.
Weather patterns are by nature changeable, and there are
many natural influences which cause variations and cycles.
So the question is not if Australia’s current drought is due
to climate change, but to what extent the drought has been
influenced by the superimposing of human-induced climate
change on the natural climate processes.
This reveals a major research challenge. We need to
understand the health risks, and how different patterns of
community response can modify the impacts on health.
Those insights will help us shape intervention and adaptive
strategies, social policies and health care. ❖
Full transcripts of these keynote address are available at
www.ruralhealth.org.au

Tony McMichael, Director of the National Centre for
Epidemiology and Population Health at the Australian
National University, canvassed the scientific data
currently available about the impacts of climate change
on the environment and health. He warned that, if not
constrained, climate change will be a serious biological
threat to health and life on earth. His message to the
Conference is encapsulated in the brief précis below:
Changes to biological processes, and to their timing and
nature, have the potential to affect human health directly.
There are also subsequent threats to health - more elusive,
hard to quantify, numerous and diverse, and potentially
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The policy impact of Conference
recommendations
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DR STEVE CLARK, Secretary of Council of the Queensland
Institute of Medical Research, reflected on the previous eight
National Rural Health Conferences held over 17 years. He
acknowledged the small number of delegates who had
attended all Conferences, and was pleased to see the young
audience at the 9th – a sign of generational change – and
expressed the hope that many of these delegates would
attend the next eight conferences.

Australia, undergraduate and postgraduate issues, community
controlled services, community participation and local
management, and service delivery and transport issues.
Dr Clark noted how these issues had been incorporated into
Healthy Horizons, first signed off by Health Ministers and the
NRHA in 1999.
Other issues high on the agenda have included the need to
maintain a skilled and responsive health workforce and to
develop needs-based flexible funding arrangements.
Dr Clark’s review of the budget papers showed both wins
and losses for rural health. Aboriginal health and research
have gained significant increases in funding. A number of
workforce issues have been addressed, with a wide range
of support for rural medicine and some developing support
for nursing, allied health and dentistry. Some inappropriate
perceptions of family life and lifestyle in the bush have been
overturned, and a more realistic perception of the role of
rural health professionals has been evidenced.

Steve Clark – both wins and losses in “a magic history”.

Dr Clark’s aim was to asses the impact of previous
Conference recommendations on government policy. He
collated the major themes of all eight Conferences to date,
and compared them with the last ten years’ budget papers
for elements the two had in common.
The collation revealed only two topics that were discussed
at all eight Conferences: the need for strategic reform of
Aboriginal health policy; and the importance of health and
medical research. (He was confident that Aboriginal health
would remain on the agenda for the Conference until the
problem was fixed.)
Aged care had been an issue for seven of the eight
Conferences. At six Conferences there had been
considerations of workforce, education, recruitment and
retention and health services, especially the access and
availability of those services and health financing. Five
Conferences had seen reference to the need for training
and communications technology in rural and regional

14
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In particular, the budget papers of 1997/8 acknowledged
a rural health workforce crisis, including the problems
of professional isolation for people working in rural and
regional areas; poorer rates of remuneration; and limited
opportunities for work and training. Dr Clark recognised the
significance of these unprecedented acknowledgements: “I
think it’s amazing that the Commonwealth Government came
out and said these things and recognised those problems in
public in the budget papers. And they did it because you
told them.” That budget led to considerable structural and
strategic reform.
He concluded by telling delegates: “The key message is
about your obligation. If you care about rural health, then
you’ve got to get involved in the recommendation process.”
He urged delegates to write smart recommendations
– recommendations that are specific and measurable,
containing actions with some
revenue, and timely. “This has
been a magic history. It has to be
said that the Alliance has delivered
and the Government has listened.
And they’re going to listen some
more.” ❖
The Conference communiqué and
all recommendations and the full
transcript of Steve Clark’s keynote
address are available at www.
ruralhealth.org.au

Priority recommendations
9TH NATIONAL RURAL HEALTH CONFERENCE
1. The Australian Government should immediately
invest substantial funds in research to establish
the impacts of the current drought and water
shortages on rural community and child and
family wellbeing. Such research would be
the basis of new interventions to support
community resilience and adaptive human
behaviours and will help prepare rural and
remote Australia for the consequences of
global warming and climate change.
2. Workers in agricultural support roles (eg rural
financial counsellors, Rural Lands Protection
Board staff, Department of Primary Industry
staff) and other rural human service workers
(such as police, teachers and clergy, etc) are
often the first points of contact with people
at-risk of and experiencing mental health
problems. Such workers should therefore be
provided by State government agencies with
structured support and development programs,
including Mental Health First Aid training, and
should have formal links with mental health
services at local and regional levels.
3. The Australian Primary Health Care Research
Institute (APHCRI) needs to be funded to
research, monitor and measure the acuity and
outcomes for patients with an acute mental
illness who are treated in the general beds of
rural hospitals. This will provide the basis for
planning to ensure that people with a mental
illness in rural areas receive care equal to that
received by patients in metropolitan areas.
4. Delegates at the 9th National Rural Health
Conference endorse the statement of
principle on Indigenous health agreed at
the workshop on 7 March, and charge the
NRHA to work, with community and expert
involvement, to revise the action plan for
equal health for Indigenous people within a
generation. The action plan developed will
require new targeted funding from a range of
governmental, private sector and community
agencies. Delegates ask the NRHA to monitor
progress with this rural action plan and to
provide a report on it at the 10th National
Rural Health Conference.
5. Given the critical importance of infrastructure
in determining health and quality of life for
Indigenous people, delegates to the Conference
condemn this week’s announcement that the
Community Housing Infrastructure Program
will no longer be available for building
housing in remote Indigenous communities.
6. There is substantial evidence that arts activities
are valuable both as a means of communication
of health messages, as health promoting and
community development activities, and as
therapy. Commonwealth and State health
authorities should therefore have substantial
budget line-items for arts-in-health programs,
including those that are already established
and shown to be effective. In addition,
the Australia Council should create a new
program specifically for arts-in-health.

7. The Department of Education, Science and
Training and the Department of Health and
Ageing should develop budget weightings for
universities (including University Departments
of Rural Health) to boost curriculums
and training programs that are modelled
on interprofessional education for health
practitioners. This approach should also be
taken by State governments in relation to
training undertaken within their jurisdiction,
including in hospital settings.

reduced as a matter of urgency. This can
be done through resourcing stores in remote
areas to better manage the perishable supply
chain, providing additional resources and
support including training for remote area
store managers, and further work on market
basket surveys, ‘food hardware’ and nutrition
programs, and freight improvement initiatives.
Progress on this work should be assessed
at a national forum on food in remote
communities in mid-2008.

8. There needs to be a collaborative effort by
governments and the rural and remote health
sector to develop and agree on a successor
to Healthy Horizons for the period after 2007.
The National Rural Health Alliance should
take a lead for the rural and remote health
sector in negotiations on this matter.

14. The Australian Government should exercise
leadership, including through a national
inquiry, to develop more uniform and better
funded patients’ assisted travel schemes
(PATS) in all jurisdictions. A rigorous, fully
funded system designed to achieve crossborder equity and improved patient outcomes
should be written into the Australian Health
Care Agreements for endorsement of all
jurisdictions.

9. Evidence shows that for undergraduate and
vocational training of health students, from
both country and city areas, a well-supported
rural placement increases the likelihood of
practice in a rural area. It is recommended
that the Departments of Health and Ageing and
Education, Science and Training work together
to continue to build a placement program
that is coordinated, supported by adequate
physical and educational infrastructure (which
must include support for clinical mentors
and trainers) and which allows students to
undertake placements in their local region or
the area where they plan to practise.
10. The Commonwealth and State/Territory
governments should support, through COAG,
a regional cancer care reform program built
around cancer centres of excellence in larger
rural centres. These would significantly reduce
the distance travelled by isolated patients
and have spin-off benefits in other areas of
rural/remote health care. Remote patients
would be further supported through improved
funding and coordination of patient travel and
assistance schemes (see 14).
11. Instead of continually devising new
service models, State and Commonwealth
governments should commit to providing
sustainable, ongoing funding to programs that
have been trialled or piloted once they have
been evaluated and shown to be successful.
12. Rural hospitals continue to be closed and
downsized, despite good outcomes in low
risk obstetrics and a crucial role in initial
stabilisation in trauma and treatment of
chronic and complex conditions. State Health
Departments must move urgently to preserve
and support rural hospitals where evidence
shows that they meet the health needs of the
local community better than any alternative.
13. The Remote Indigenous Stores and Takeaways
(RIST) Project needs to collaborate closely
with Indigenous Business Australia and its
Outback Stores work to ensure that the price
and quality differentials in fresh food are

15. Chronic disease self-management (CDSM)
programs provide cost-effective and
efficacious means of reducing morbidity
and are particularly valuable where there
are limited numbers of health professionals.
There are a range of CDSM models that health
professionals should consider for various
conditions. The more widespread adoption of
these programs, with the workforce supported
in their application, will reduce the burden
of chronic disease. CDSM programs should
be based on sound theory, integrated with
clinical practice, appropriately funded by
State and Commonwealth governments, and
properly evaluated.
16. Given the lack of uniformity and the increasing
cost to health and community service agencies
of obtaining police checks for workers, the
NRHA is asked to work with other bodies to
investigate what approaches could be made to
reduce the associated complexity and cost of
obtaining and renewing such clearances.
17. The Regional Health Services program is part
of the Rural Health Strategy which provides
some of the key Commonwealth programs
specially targeted to rural and remote areas.
Conference delegates call on the NRHA to
be involved with the Commonwealth in
evaluation of the programs in the Rural Health
Strategy in order to increase their effectiveness
and sustainability and their commitment to a
primary health care approach.
18. Conference presentations have emphasised
the fact that there are currently changes in the
structure and operation of health services at
all levels. This makes it even more important
that managers of health systems engage
genuinely with rural and remote people. This
citizens’ engagement needs to be properly
resourced: in effect, the more remote the
area, the higher the costs of community
consultation.
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One of the lasting impressions from the 9th Conference was the multi-faceted impact of its arts components.
An arts-in-health stream has long been included in National Rural Health Conferences, but in Albury it was not
peripheral – it was integral. The value of arts for healthy people and healthy communities was acknowledged in
keynote addresses, in concurrent papers, in plenary performances and also in a wide range of participatory events
and activities provided for delegates during the four days. The three uses of the arts for health were displayed and
persuasive at every turn: art as a tool for health education and promotion; participation in art for individual and
community health and wellbeing; and art as therapy.

Art and health:
a successful
partnership

social and cultural participation (including visiting cinema,
museums, art exhibitions or concerts) as predictors of
survival. The studies also point to the need for continued
frequent replenishment of cultural stimulation – just once is
not enough.
More generally, the significant and unquestionable role
of non-medical interventions in health has been clearly
demonstrated over the past hundred years with the adoption
of practices and policies relating to clean water, sewage,
hygiene, exercises, and healthy eating as knowledge has
increased about the causes of disease.

Marily Cintra, Executive Director, Health and Arts
Research Centre, Inc.

In 1997 the Jakarta Declaration focused on the pre-requisites
– what Marily termed the ‘salutary’ factors – for health:
peace, shelter, education, social security, social relations,
food, income, empowerment of women, a stable eco-system,
sustainable resource use, social justice, respect for human
rights, equity and freedom from poverty.

THE CONNECTION BETWEEN ARTS AND WELLBEING is
very old, seen from earliest times in story telling, music,
dance, paintings and sculptures. Over the past 30 years
there has been a renewed interest in arts in the context of
health and wellbeing. From ad hoc activities has arisen a
body of research that attests to the value of arts interventions
for health. Marily spoke about a number of studies which
point to what many knew already - the therapeutic value of
the arts.
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The full text of Marily Cintra’s paper is at www.ruralhealth.org.au

THI

ED BY

S PHO

BUT

T

O

What does this mean for rural health? That there needs to be
support and opportunities for people living in regional and
rural areas to engage in artistic and creative activities as part
of their regular lifestyle. ❖

RI
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In 2004 the Arts Council of England commissioned a review
of medical literature about arts and health which documented
a number of medical areas in which better clinical outcomes
have been achieved through the intervention of the arts.
Another study highlighted the connection between design
and the reduction of stress. Longitudinal research has shown

As the social and environmental determinants of health
become better understood, and the need for multidisciplinary
work becomes central, it is clear that the arts have a major
role to play in supporting a salutogenic, rather than a
pathogenic, model of health.
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●

Bob Cooke led a very active life firstly as a farmer and then as the chief
photographer at the Northern Daily Leader in Tamworth. Now that he is less
mobile, he spends much of his time on his art work.
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Touchwood Theatre in Mount Morgan was developed by local businessman
Larry Fox to provide residents with an opportunity to go to see the latest
films locally, rather than making the trek into Rockhampton.
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Art for health’s sake
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Verbal Medicine – poetry & health
BY TIM METCALF, RURAL DOCTOR AND POET
POETRY HAS BEEN A FUNDAMENTAL TOOL for healing
from the beginning: think of a mother soothing her ailing
infant with a lullaby. Beginning with imitative sounds
that we term onomatopoeia, language soon developed a
sympathy between the sound of words and the object or
feeling being described. Poetic language is a necessary
tool in human communication. For example, in order to
describe what is happening under their skin (the point at
which their knowledge of the body often stops), patients
must revert to the devices of simile and metaphor: ‘It felt like
a brick pressing on my chest’.
Like the other arts, poetry forms bridges between our
intellectual and emotional worlds; between rational and
irrational, planned and instinctual; between science and
suffering, doctor and patient. A vast depth of human

PHOTO: LEXIA SMALLWOOD

As the science of the body advances,
we need to take care not to lose the
art of the mind.

Poetry allows verbal complexity and
ambiguity, and tolerates lack of resolution in
ways that ordinary language dares not.
experience can be accessed in a simple, quickly read but
long-savoured language.
Whilst I am glad that people are gathering the evidence
about arts and health, I regard the need for this evidence
as a sign of a dysfunctional society, one that must find
monetary reasons to practise art.
Dr David Caplan has given a concise history of the
therapeutic use of poetry between the two world wars. In
‘Bibliotherapy’, anthologies like ‘The Poetry Cure’ of 1925,
were prescribed for general health, as well as for common
disorders like tuberculosis and shell shock, to ‘quiet the
nerves’ and ‘create a hopeful outlook’.
Poetry allows verbal complexity and ambiguity, and tolerates
lack of resolution in ways that ordinary language, and
certainly clinico-medico-legal discourse, dares not. Reading
or writing it may be a practical part of the treatment of
prolonged illness, especially in palliative care.
So long as we live, so long as we struggle against the
inevitable, we will have ill health to confront. Today we
are facing epidemics of chronic disease and the urge to
write about this is strong, as reflected in a growing market
of illness narrative. Some of these books are international
bestsellers. To write a fine book about surviving breast
cancer can bring healing to the writer as well as giving
enormous support and courage to others who also suffer.
The National Association of Poetry Therapy has published a
book called Giving Sorrows Words consisting of poems that
have been found most helpful for patients who are grieving.
As the science of the body advances, we need to take
care not to lose the art of the mind. They have essential
interconnectedness for us as human beings. Verbal Medicine
attempts to speak in both paradigms, and importantly,
it records the voice of our clinical workers right here in
Australia. ❖
The full text of Tim Metcalf’s paper is at
www.ruralhealth.org.au
For the book Giving Sorrow Words, go to
www.poetrytherapy.org

“In the bush, where we may feel isolated, poetry is the hand of all
humanity that reaches out to reassure us, and to remind us who we are.”
Tim Metcalf (Photo: Tenterfield, NSW)
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* Verbal Medicine (edited by Tim Metcalf) is a collection
of poems from twenty-one contemporary clinician-poets
of Australia and New Zealand. See
www.timmetcalf.com.au/Verbal-Medicine.100.0.html
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...one town is in New South Wales and one
in Victoria. Different States meant different
health legislation, different bureaucracies and
a restriction on access to services because of
a patient’s residential address.
Kerry Strauch and Nicki Melville provided an inspiring
overview of this project which started with the principle
that ‘cancer doesn’t know any boundaries’. Yet the reality
for cancer sufferers in the Albury-Wodonga region was that
the integrity of the services provided was compromised
because one town is in New South Wales and one in Victoria.
Different States meant different health legislation, different
bureaucracies and a restriction on access to services because
of a patient’s residential address.
An initial survey of the needs of cancer patients and their
carers showed that not all their needs were clinically based.
47 per cent of needs were classified psycho-social, 26 per cent
clinical and 17 per cent centred around service access issues.
One of the key success factors in this project was the
appointment of two Cancer Care Co-ordinators (CCCs).
Significantly, as a result of the above survey, one CCC was
from a nursing background and the other not. Direct contact
with and easy access to the CCCs by the patients and their
carers were important prerequisites.
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Albury-Wodonga provided an ideal geographical location to
attempt to break down the obstacles to providing professional
holistic care for cancer patients and their carers who were
hitherto disadvantaged and their care compromised because of
a State border dividing their community.

●

THE BORDER CANCER CARE COORDINATION PROJECT
(BCCCP) presentation at the 9th National Rural Health
Conference generated considerable hope and excitement
amongst those present to hear the remarkable results
achieved.
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Cancer (like other disease) knows
no boundaries

Kerry Strauch and Nicki Melville.

essential to the success of both the conferencing and the
project in general.
Communication between all stakeholders was another
significant component. A dedicated website was piloted
and proved to be an ideal solution to a multitude of
communication issues. The website provides a local service
directory and information for health professionals, patients and
carers about local, state and national events and information.
(There are now 60 workgroups sharing the site.)
The Border Cancer Care Coordination Project has been
an outstanding success in demonstrating what a flexible,
innovative and patient-centred approach to transjurisdictional
services can achieve. The service that has evolved from the
success of this project is an ongoing testimony to this. ❖
More details on both the BCCCP and current services is
available at www.bordercc.com

Multi-disciplinary case conferencing also emerged as a critical
factor in the success of this project. This was trialled in the
project for three tumour strains – breast, gastro-intestinal
and urology – and included surgeons, medical and radiation
oncologists, pathologists, radiologists, GPs, registrars, the
CCC, specialist nurses and an oncology social worker. This
type of case-conferencing proved invaluable, but was also
time consuming and demanding to coordinate. It was found
that dedicated staff for administration and coordination was
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Conference Impressions
from Julie McCrossin, Conference MC

Jane Thompson and James Rigby, that demonstrated the key
reason why this Conference was so successful. The singing
fostered relationships and emotional connections between
people. And it is those relationships that will ultimately
sustain us for another year in the often difficult work
that we do.

THE NATIONAL RURAL HEALTH CONFERENCE in Albury
was a tremendous experience for me as an MC. Great
people, important work, real caring.
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from Bill Laing of Spectrum Graphics
PHOTO: LEANNE COLEMAN

But the two things that left a truly lasting impression were
the large group of students who came along and the
theatrical and musical performances. The students and the
performances engendered a sense of optimism and energy
that influenced everything else that happened. The students
were a mix of medical, nursing and allied health trainees
from all over the country and they were passionately
enthusiastic about multidisciplinary care. They’d all attended
the National Rural Health Network Forum in Albury in the
days before the National Rural Health Conference. These
students gave me bucketloads of hope and faith that we can
solve even the toughest challenges, like improving the health
and well-being of Indigenous Australians. If we’re going to
attract and retain health professionals in rural and remote
Australia we need hope, so I reckon these students should
be flown en masse to every health conference in the country.
We need them!

My first impression of the
Conference was the enormity
of it all. There seemed
to be so many delegates
and so many venues I felt
overwhelmed for the Alliance
crew who needed to ensure
that everything was in place
for the stampede of eager
attendees the following day.
Spectrum Graphics was responsible for the overall look, or
branding, of the Conference. With all the printed materials,
stage and booth designs, Powerpoint presentations, cartoon cutouts of juggling clowns, hot air balloons, cockatoos and planes,
the production of A frame signs, banners, large clocktowers and
‘clapometers’, we certainly had our hands full. Fortunately the
Alliance staff, despite all their own fast approaching ‘must be
done by’ dates, were a delight to deal with.
My task in Albury was to ‘dress up’ the stage and set up
the Alliance Exhibition booth and the Brochure booth.
We employed a new technology for the Alliance booth.
We printed the ‘cartoon’ branding we developed directly
onto 13 metres of floor vinyl which we applied along the
booth’s wall and floor. The next evening we attended the
Conference dinner – a wonderful night of music and food.
The cover band entertaining us was a riot!

Deal or No Deal.

And we also need the mob from Murray Arts led by Chris
Pidd, who co-ordinated the best line-up of entertainment
I’ve ever seen. Everyone will have their own favourites,
but I adored the Fruit Bats Older Person’s Circus and their
youthful inspiration, the internationally acclaimed Flying
Fruit Fly Circus. The joy and physical courage of these teams
inspired me to get moving more myself. The Chopped Liver
performance by an Aboriginal theatre company about the
impact of Hepatitis C was a powerful and effective example
of health promotion.
But perhaps most electrifying of all was the Deal or No Deal
extravaganza created by Gordon Gregory which involved
over 20 Conference attendees in a debate about how the
national health budget is allocated. It sounds impossible,
but it really worked. Yet of all the performances, perhaps
it was the group singing with the Conference Choir, led by

We have done the Conference graphics for the Alliance for
many years and were well versed in all their promotional
collateral ... or so we thought! But the Albury Conference is
the first I have attended and I know now I have been guilty
of not truly appreciating their Herculean efforts.

from Duncan Rintoul (Urbis Keys Young),
independent evaluator
The conference provided a great platform for the evaluation
of the Alliance, with plenty of opportunity for ad hoc
interviews and a response rate of more than 40% to the
written evaluation survey. Diversity is one thing that sticks
in my head - diversity in the mix of delegates, diversity
in the range of political perspectives and policy options
presented for debate - and of course diversity in dancing
styles exhibited at the conference dinner!
...CONTINUED ON PAGE 21
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Conference Impressions
...CONTINUED FROM PAGE 20

from Janene Chitts, delegate
Overall I found the Conference fabulous. It was
meticulously well organised, everything seemed to happen
as it should. I was a bit overwhelmed by the stall holders
and the volume and extent of the resources they had to
give away. From my point of view, the money spent on the
resources would have been great for me to run my health
education programs in my four communities! My health
promotion budget is small so I have to make a little bit of
money go a long way.
I attended the Conference because I am Indigenous and I work
in Aboriginal health. Aboriginal health was certainly on the
agenda, but for the 17 years the Conference has been held,
there still seems to be a lot of talk and not much action or
results on the ground for Aboriginal people. Given we make
up only 2 per cent of the national population, it astounds me
that we have such chronic and seemingly unmanageable health
problems. Why is our life expectancy so much less? Why is our
infant mortality rate so high? And so it goes on...

Aboriginal people view health in a holistic way and I really
liked the presentation Rhonda Galbally did on building
resilience, health and wellbeing in regional Australia. I could
identify with what she said and it made such a lot of sense
for our mob.
I missed some of the workshops that you had to pre-register
online for (I don’t have internet access). Some of them were on
Indigenous health which I was obviously disappointed to miss.
Julie McCrossin was an absolutely fabulous MC. She had a
natural ability to engage the audience and was both funny
and witty - a great choice of MC.
The venue was great. A bit of walking between locations but
that was OK; it gave us a chance for exercise and clearing
our mind before we attended the next presentation.
I found Tony Abbott’s speech on Wednesday 7th a bit of
“electioneering” more so than discussing issues and solutions
for health problems. I was a bit disappointed in his approach.
The Chopped Liver performance was really great as well. It
was a medium that provided the opportunity for learning
while at the same time I was entertained. I also really
enjoyed the south west Queensland healthy communities
program. It demonstrated what can be achieved in terms of
partnerships and truly engaging communities. ❖

PHOTO: DYANNE PHOTOGRAPHY

I also noticed that none of the keynote speakers were
Indigenous. Speakers such as Rick Osborn spoke for
approximately 40 minutes whereas Romlie Mokak, who gave
a report on the pre-Conference Indigenous health workshop,
spoke for only 10 minutes. I thought that was a bit of a
token gesture really and I would like to see (as I’m sure all
Indigenous people would) an Indigenous keynote speaker at

every Conference who is given the same opportunity as nonIndigenous keynote speakers.

Doing the ‘chicky chicky’ jig with Brad Martin from WILDFIRE at Monsah.
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Almost 300 in number, health science students accounted for more than a quarter of the delegates on any given day
of the Conference. They brought with them liveliness, energy and eagerness to learn – and took away information,
insights and ideas for their own futures in the rural health sector. These stories attest to the value for health
students of their time in Albury.

Preparing for
take-off

BY NIDA AWAN, 2ND YEAR MEDICAL STUDENT

BY EMILY PASCOE, NEWCASTLE UNIVERSITY, MED III

ATTENDING THE 9th National Rural Health Conference was
a fantastic experience. In four days I went from being mildly
aware of rural and remote health issues to deeply interested
with many ideas of my own. I had always been interested
in aid work as a doctor in developing countries because I
thought that was where I could really make a difference.
But it was a shock to find out what a difference one can
make even in Australia by working in rural and remote
areas.

EVER SINCE I CAN REMEMBER I have wanted to be a
doctor. Ever since my mum told me about the Royal Flying
Doctor Service I have wanted to be a flying doctor. I just
wish she had told me that you can’t fly the plane and save
the patient’s life at the same time. It was quite embarrassing
in first year when a fellow student had to point out that the
two roles are mutually exclusive.

Another major thing the Conference did for me was to
help me realise and believe that one person can make
a difference. Inspirational stories of cancer care across
borders, running an attachment disorder clinic and getting
a particular sewerage problem in remote Australia fixed up
really motivated me and actually provided me with ideas on
how to tackle equity problems.

PHOTO: LEANNE COLEMAN

As a student in a Bonded Medical Place, I want to thank the
Department of Health for providing me with the opportunity
to attend the NRHC. It was an amazing experience. ❖

PHOTO: RFDS

One can make
a difference

My attendance at the 9th National Rural Health Conference
in Albury reignited my passion for rural medicine and the
RFDS; it reignited the flame that was extinguished on that
demoralising day in first year. I met so many motivated
health professionals and attended many interesting sessions,
a few of which were:
RFDS on the Road: from aircraft to 4WD – delivering
health services in the Pilbara, Michelle Bodington
Rural and remote cardiac outcomes: examination of a
state-wide emergency medical service, Bronwyn Young,
Vivienne Tippett, John Woodall, Louise Plug
Serious disease and injury in remote Queensland: a detailed
analysis of 12 years of aero-medical retrievals by the Royal
Flying Doctor Service, Stephen Margolis, Valmae Ypinazar

Students networking at the 9th.
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One of the main messages I took away from the Conference
was the need for health professionals to be adequately
trained and prepared (as much as is possible) for the
situations and challenges that rural and remote medicine
presents. I feel privileged to have attended the Conference
and confident that the National Rural Health Network and its
members are working so hard to improve the future of rural
and remote medicine in Australia. Hopefully, in the future,
that confidence will mean that I am prepared for take off.
Even if I’m not sitting in the pilot’s seat. ❖

Lending a hand
BY JESS TURNER – RURAL OUTLOOK STUDENTS TOWARD ALLIED HEALTH (ROUSTAH) RURAL HEALTH CLUB

PHOTO: LINDA NINK

WE LIVE IN A SOCIETY of intellectual and technological
bliss but moral and social despondence. We’ve hit a point
as a society where the standard of our intellect and research
is far beyond the evolution of the systems to support us. To
me, this seems unsustainable. To try to bridge this gap and
achieve sustainable health intervention, it is our responsibility
as life’s ‘doers’ and as fellow human beings to get out to
regional and remote Australia and lend a hand to our mates
where a greater number of healthcare providers is most
needed. Community health care relies on an interdisciplinary
and holistic approach to intervention, and this is where I feel
I fit into the picture.

My name is Jess Turner, I’m a 4th and final year
Occupational Therapy Student from the University of South
Australia with a passion to live and work in rural and/or
remote Australia. I’m a proud member of the National Rural
Health Network on both a personal and Rural Health Club
(ROUSTAH) level. The network’s values and philosophies
are very much congruent with my own, with a commitment
to supporting students who see improving outcomes for
Australians in rural and remote areas and addressing the
life expectancy and health of our country’s First People as a
priority for health practice.
The recent National Rural Health Conference in Albury was
the icing on the cake for what was a delectably sweet
week for the 280-odd student representatives of the
nation’s rural health clubs. The week began with
the National Rural Health Network (NRHN) student
conference combining interdisciplinary practical
skills sessions with student presentations of personal
rural experiences, tips on running rural health clubs
and, best of all, informal networking, socialising
and sharing of each others’ stories in the country.
The week was glued together and polished by the
presence of a long time hero of mine - both as a
wealth of knowledge and entertainer - Julie McCrossin.
It was an absolute honour to be in her company, and
even better to have had a few chats and laughs with
her.
Personally, the week was an opportunity for me
to learn from many likeminded students and
professionals with greater and different experiences
to me. It was also a chance for me to share
how my passion for living and working rural
had so much to do with the positive work that
the rural health clubs nationwide are involved
in. Croc Fest was the clincher for me, which,
through networking amongst South Australian
rural health clubs, brought some of my dreams
of occupational therapy practice to reality. As
well as bringing personal focus and direction
to my own life, attending and working at Croc
Fest in Port Augusta led me to a very positive
rural placement and project experience at the
Pika Wiya Aboriginal & Torres Strait Islander
Health Service in Port Augusta.
The NRHN is committed to harnessing
good intent, and as a soon-to-be health
professional, I can’t wait to put that intent
into practice.

Jess Turner promoting rural workforce for the
“Deal or No Deal” Conference keynote session.

Until next time, may the rains be with us but
the cyclones stay offshore. ❖
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A photo with many memories
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The trip involved more than 2,000
km of driving with a four troupie
convoy – involving damaging springs
to one troupie, a cracked radiator in
another (requiring an unscheduled
stop at a mine for repairs), failed airconditioning and finally a bogged car
on a sand dune requiring two hours
of digging! However, all is well that
ends well and the young people who
participated loved the experience – so
much so that their first comment the
day after returning home was ‘can we
do it again next year?’ (I have to say
that is not exactly what I was thinking
at the time....)
I would also like to thank the NRHA for
the support that allowed 300 students
to not so subtly invade the Conference!!
Being able to be a part of a professional
conference gave new perspectives to
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Prize-winning pic!

the issues we had discussed at a student
level at the earlier 2007 NRHN Forum,
as well as allowing us to see the reality
of the rural and remote workforce
beyond our universities. Participating
in workshops, attending concurrent
sessions, watching the ‘Deal or No Deal’
spectacular (and learning about the
realities of the budget!), and meeting
with professional organisations were all
opportunities for skills development.
The arts-in-health component made this
conference so much more powerful
and made us see that health can be
approached in many ways – we can all
think of innovative ways to meet the
needs of patients.
We all came away having developed so
many new skills, built new networks,
and grown professionally. Look out for
us in the years to come as the future
rural and remote workforce – we can’t
wait to get there! ❖

PHOTO: DYANNE PHOTOGRAPHY

THIS PHOTO WAS TAKEN IN 2005
while I was working as the Children,
Youth, Sport and Recreation Officer
at Walungurru community, Northern
Territory. (I have now returned to
university and am in my final year of
medicine at the UNSW Rural Clinical
School in Albury.) We organised a
combined school holiday program
with Balgo community which included
a trip to Paruku (Lake Gregory) in
Western Australia, a freshwater lake
covering approximately 270,000 ha. It
was certainly an amazing sight to see
the bright blue water and white sand
appear out of apparently nowhere from
the red desert – even more so to see
the smiles and round eyes of the little
kids that were part of our group

PHOTO: ANGELA TITMUSS

Angela Titmuss was the winner
of the friends photographic
competition held in conjunction
with the 9th Conference. Angela’s
photo was voted into first place by
delegates at the Conference. Angela
writes for Partyline about her
winning photo and her Conference
experience...

Irene Mills, Chair of friends, presents Ange
with the $500 prize.

Rural health winners...
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ONE OF THE INTERNATIONAL DELEGATES at the 9th
Conference was Papua New Guinea physiotherapist, Joe
Kombeng. Joe works at Kindiawa General Hospital in PNG’s
Simbu province in the Highlands.
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Joe’s attendance was the result of winning a prize for his
academic achievement in his physiotherapy studies. The prize
– attendance at any Australia conference of his choosing!
Joe chose the 9th National Rural Health Conference because
he was keen to see, experience and learn more about rural
Australia and in a rural setting.
RI

Under the Rural Doctor Mentor Program, all RAMUS scholars
have a rural medical practitioner as a mentor. This mentoring
aims to reinforce the scholar’s ties to rural and regional
Australia and to provide support to scholars during each year
of their medical studies, outside the university and formal
study environment.

T

and former RAMUS scholars are invited to nominate mentors
who have provided support and inspiration and who have
opened doors to special experiences, people or events.
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Dr John Hall and Michael Tremellen.
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International winner - Joe Kombeng
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The annual RAMUS Mentor Award recognises mentors who
have given exceptional support to RAMUS scholars through
the RAMUS Rural Doctor Mentor Program. Each year, current

Dr Hamdorf was
nominated by
Dennis Millard, a
fourth year student
at the University of
Dr Mostyn Hamdorf.
Western Australia.
“Mostyn is an inspirational doctor. He gives me an example
of what I might become in the future, and reveals the
positive aspects of choosing rural GP as a profession. He is
not only a great doctor but he’s also a really good bloke. He
has fantastic rapport with his patients. He has an absolute
wealth of knowledge in medicine, and possesses the ability to
explain complex issues in simple language that patients can
understand.” ❖

●

DR JOHN HALL of Stanthorpe, Queensland, and Dr Mostyn
Hamdorf of Dunsborough, Western Australia have received
RAMUS Mentor Awards for 2006. The awards were announced
on 10 March 2007 at the 9th National Rural Health Conference
in Albury.

IEND

BY SUSAN MAGNAY

strengths is that he
can tell what level a
student is and gives
them tasks that are
sometimes a little
stretching but not
beyond our ability.”

FR

Two great blokes –
RAMUS Mentor Awards 2006

A
END

●

PHOTO: DAVID PETTY

FRI

Dr Hall was nominated by Michael Tremellen, a fourth year
student at the University of Queensland. In his nomination,
Michael said that Dr Hall “is a great teacher, a huge
encouragement and a great bloke”. Michael also said that Dr
Hall has a contagious enthusiasm towards rural medicine and
has been able to give direction about the areas to concentrate
on to become a well-rounded rural doctor. Michael said that
Dr Hall “is a fantastic teacher as he is very patient and happy
to spend a bit longer with me (and other students) so that
we can actually learn skills. I think one of John’s teaching

Joe Kombeng chose the 9th Conference in Albury as his academic prize.
...CONTINUED ON PAGE 26
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Rural health winners...
...CONTINUED FROM PAGE 25

Joe spoke of the many insights he gained into rural health
during the conference, with the value of networking the most
important and immediate thing that he would be taking home
and addressing within his own remote setting. It won’t be
easy. There is a complete absence of telecommunications
and IT infrastructure connecting the villages and outposts
in the district that his hospital services. Furthermore, the
only contact with these places is by road or by foot. He is
already planning a central meeting place at which he hopes to
introduce regular face-to-face meetings.
While in Albury, Joe visited the physiotherapy department at
the Albury Base Hospital and was astounded to find some
twelve physiotherapists on staff. At home, Joe works under
the mentorship of an American volunteer physiotherapist
and the two of them comprise the entire physiotherapy
department.
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Des Murray Scholarship winners

S CONTR

THE DES MURRAY SCHOLARSHIPS are awarded in memory
of a great friend to the rural and remote community. The
scholarship provides for one or more young persons from
a more remote area to attend the National Rural Health
Conference.

RUE KWEDZA may just be the most well-travelled dietician/
nutritionist in remote Queensland, if not Australia. Working
for the Mount Isa Health Service District, Rue’s territory
includes the communities of Normanton, Karumba,
Camooweal, Cloncurry, Dajarra and Julia Creek. Her nearest
community is one and half hour’s drive from base and the
furthest six hours.
Originally from Zimbabwe, Rue overcame the many obstacles,
challenges and financial imposts placed on overseas students,
to gain a place at Griffith University to start her new life in
Australia.

Joe’s final words on the Conference “...energising and very
friendly and helpful people”. ❖
WA

In presenting the scholarships to this year’s three winners,
Mary Murray recognised the contributions of the recipients
and paid tribute to the NRHA for keeping alive and honouring
the memory of Des. For each of this year’s winners, the
scholarship meant their only opportunity to attend the
Conference.

A typical trip in Rue’s work life will include driving to the
community and running a small pre-arranged clinic usually
focussing on patients with chronic illnesses and child and
maternal health needs which will run until about 6pm. The
next day will start with assisting specific interest groups, eg
diabetes support group, providing them with resources or
speaking at their group meetings. Then to the school where
she works in the tuckshop and provides resources for the
teachers and students, such as the “2 & 5” promotion (2
pieces of fruit and 5 servings of vegetables a day). From the
school to the local grocery store and application of green label
stickers – a project to identify shelf items which have good
nutritional value.

PHOTO: DYANNE PHOTOGRAPHY

Rue valued networking at the Conference – especially
appreciated by one who has worked solo for so long. “I
have met many dieticians at the conference and am intent on
pursuing these networks permanently,” she said. “Conference
highlights included a paper on social and economic inequities
which I see first hand in my patients on a daily basis, as well
as it being a specific personal reminder of my homeland. The
Breast Cancer Workshop enabled me to identify some gaps
in services offered in my own district and provided some
solutions that I can introduce to the team with a view to
implementation.”
In the immediate future, Rue will be embarking on a research
program over the next four years, with the aid of some
research mentors she has met at the Conference.
LANI NEWTON hails from Arno Bay on South Australia’s Eyre
Peninsula. She works for Eastern Eyre Peninsula Health and
Aged Care as the Youth Development Officer. Her position
(l to r) Robyn McKinnon, Mary Murray, Rue Kwedza and Lani Newton.
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Rural health winners...
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...CONTINUED FROM PAGE 26

The National Institute of Clinical Studies’ Rural Paper Award for Evidence
into Practice was given to the paper: Improving perinatal health care:
multidisciplinary teams in a rural setting presented at the Conference by Jo
Lawrence. Gordon Gregory presented the award to staff and managers from
Greater Southern Area Health Service involved in the roll out of the program:
Annie Flint - Women’s Health Co-ordinator; Fran Peterie - Community
Midwife, Monaro; Simon Milligan - Clinical Network Manager, Child Youth
and Family Health; Jo Lawrence - Families First Co-ordinator; Rona Murray Families First Project Officer; Gabrielle Mulcahy - Manager, CAMHS Strategy.

has a specific health promotion role directed at young people,
as well as responsibility for co-ordinating visiting health
professionals from Whyalla, some 150 kms away.
Lani was one of four team members from her workplace
who attended the Conference, sharing a car and a house
to save costs. “The Conference surpassed my expectations.
I expected a valuable but draining experience, but was
delighted that it was very dynamic and exciting, with activities
I hadn’t anticipated. The use of arts-in-health as a tool to help
anger management and bullying has opened up a whole new
dimension for working with youth. The Wild Choir was an
inspiring experience as well.”
Lani now heads back to the Eyre Peninsula taking many new
concepts with her that can be implemented in her community.
Just listening to ROBYN MCKINNON speaking passionately
about her typical week’s work can be quite an exhausting
experience. Robyn works and lives in the northern
Tasmanian Midlands district with her workplaces spread across
Launceston, Longford, Cressy and Campbelltown.
Her jobs include co-ordinator of a youth community program,
chaplain, a sexual assault crisis counsellor and a research

Dr Rafi Ahmed with Julie McCrossin

and program development role with the sexual assault crisis
centre. On top of this Robyn has found time to study for a
Batchelor of Applied Social Science (counselling).
Learning more about networking has been the highlight for
Robyn at the Conference.
Robyn is concerned about a lack of programs, services and
facilities for the 12 – 25 year age group in rural communities.
“This is the age when youth are most vulnerable,” she says.
Robyn’s big vision is for a youth and community centre which
would incorporate a diverse range of services and facilities
for all members of the community. Robyn is well recognised
in her community for the work that she does and this has
resulted in her being asked to present to the National Youth
Affairs Conference. ❖

Other award winners
General Practice Education and Training Ltd Rural
Registrar Award:
Dr Rafi Ahmed
Toowoomba Hospital Foundation Louis Ariotti Award:
Dr Peter Macneil, Ms Nancye Piercy and Dr Geraldine Duncan
Infront Outback Research Grant for Rural and Remote Health:
Australian Health Care Reform Alliance in conjunction with the
Health Issues Centre
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Policy and program across borders
NEWS FROM THE DEPARTMENT OF HEALTH AND AGEING

“Ensuring that people in regional, rural
and remote Australia will be as healthy
as other Australians and have the
skills and capacity to maintain healthy
communities”.
This quote from Healthy Horizons (1999) formed the central
theme of Mr Philip Davies’ speech at the 9th National Rural
Health Conference on Thursday 8 March 2007.
In his presentation, Mr Davies, who is a Deputy Secretary
in the Australian Government Department of Health and
Ageing, explored the nature of the ‘rural health challenge’, the
progress that has been made and the opportunities that lie
ahead.

PHOTO: DYANNE PHOTOGRAPHY

Much has already been achieved in rural health with
governments, health professionals and communities working
together. The Rural Health Strategy, elements of the
Strengthening Medicare package and the current Council of
Australian Government (COAG) initiatives are assisting in
meeting the needs of rural Australia. These programs have
increased health promotion activities and sought to address
some of the factors that lie behind higher death rates in rural
and remote Australia.

Mr Davies noted that breast and cervical screening rates
are generally higher in rural areas than they are in major
cities and also that there is little difference between child
immunisation rates in rural and urban areas. He described
those achievements as tribute to our rural health services
and to the health professionals who work throughout rural
Australia.
Looking to the future, Mr Davies spoke of the importance
of new technology and the exciting potential it will unlock
for health services to be delivered remotely. Telephone call
centres and tele-diagnosis, while still in their infancy, are
examples of channels that are already making a difference to
what is available in rural communities.
In addition to the progress that has already been made and
the potential for further positive developments in rural health
Mr Davies also highlighted the importance of collaboration
among rural health professionals. In rural areas professional
boundaries are of necessity less rigid and doctors, nurses
and allied health workers are used to working collaboratively
to meet patients’ needs, based on established trusting
relationships among professionals.
Mr Davies stated that, in his opinion, we might soon start
to see groups of rural health professionals coming together
to form larger, multi-disciplinary teams which might either
be co-located in a single practice or work as a ‘virtual’
practice across several different locations. Such groupings,
he suggested, could be better able to meet the needs of the
growing numbers of people who are living with chronic
diseases as well as facilitating more flexible patterns of work,
supporting ongoing professional development and establishing
a ‘critical mass’ for investment in premises, equipment,
support staff and IT systems.
Breaking down some of the organisational boundaries that
currently separate individual practitioners in this way could
turn out to be a true win-win.
Mr Davies concluded his presentation with an
acknowledgement that the pressures on rural health care
providers are great but so are the opportunities to achieve
positive change by working across some of the boundaries,
whether they are geographical, professional or organisational. ❖

Philip Davies – breaking down barriers in the health sector.
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Creative resilience
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RURAL ARTery is based on a premise that a person’s natural
resilience and emotional strength will be enhanced if they
address everyday experiences of loss and grief close to the
time when they occur. This can be achieved through selfsustaining groups using a well-tested and proven creative arts
facilitation process.

WA
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Rural ARTery will establish self-sustaining rural groups and
support them into the future. While the service has been
operating in Gippsland since 2004, Victoria’s Mallee district
will be a special focus during the next three years. The value
and timeliness of RURAL ARTery has been underlined by the
Conference Priority Recommendations 2 and 6 concerning
mental health and art therapy. ❖
For more information: trishfitz@iimetro.com.au OR
viviennehowson@hotmail.com
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The method used by RURAL ARTery enables participants to
do a reality check on their present situation, and allows them
to put into words what otherwise might be just a bad feeling
or a sense that things are not right in their lives. Gaining
this understanding is the first step in learning how to identify
potential mental health issues and avoiding or resolving them
using the person’s own initiative. It allows participants to
look at possibilities and then make choices based on personal
conviction with focused energy.
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“People often say ‘I’m no good with paint and brushes’ “ says
Vivienne, “But the important thing that people need to know
is that ‘art’ in this instance can include any creative activity
from painting, drawing and writing to music or even just
making sound.”

●

The service directs the creative arts processes to build
resilience in the mentally healthy rather than as therapy for
those with a diagnosed mental illness.

IEND

PREVENTION IS THE EMERGING EMPHASIS in mental health,
particularly in rural communities. RURAL ARTery is a recently
developed service aimed at enhancing and maintaining
positive mental health in rural families and communities using
creative arts processes.
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Letter to the Editor
Global partnership
First, I wish to convey my profound gratitude to all of
you in Australia for the warm hospitality you showed
me during my time with you at the 9th Rural Health
Conference in Albury. We had an entirely delightful
time there and everywhere we went in your wonderful
country.
Second, I continue to be impressed by the similarity of
our rural health issues, including resources, workforce,
disparities, emergency medicine, chronic disease and
other policy level issues. I believe there is tremendous
opportunity for strong global leadership by our two
organisations working together, and that increased
communication and collaboration between leadership and
membership of the two organisations could be mutually
beneficial. As communication and awareness grow, the
possibilities seem almost limitless. Learning will occur,
effectiveness may increase and mutual benefit seems
highly likely!
Forrest W. Calico
National Rural Health Association (USA)

RURAL ARTery is the vision of Trish Fitzsimmons and Vivienne Howson who
have qualifications and experience in teaching and creative arts therapy.

Partyline, Number 30, June 2007

29

AJRH promotes Making rural
good writing
health personal
BY PETER BROWN
WITH A RECORD OF OVER 15 years publishing as a quality
refereed journal, the AJRH has established a reputation as
an important forum for scholarly articles on rural health.
AJRH encourages articles by rural health practitioners in all
disciplines. Recognising that many health professionals with
important knowledge and experience to share are not always
skilled writers, AJRH sponsored a seminar – Writing for
Publication – as part of the pre-conference program of the 9th
National Rural Health Conference in Albury on 7 March 2007.
Those attending included health professionals and academics
from Queensland, New South Wales, Victoria and South Australia.
The seminar featured presentations by the AJRH Editor,
Professor James Dunbar, and Assistant Editor, Professor
Prasuna Reddy on such topics as preparing a scientific paper
and specific tips for getting published in the AJRH. Denis
Muller, former Chief Sub-editor, News Editor and Assistant
Editor of the Herald and Associate Editor of The Age, gave a
number of tips to encourage simple style and writing. Vanessa
Farrant, from Blackwell Publishing Asia, outlined the process
of on-line manuscript submission.
The seminar was rated highly by participants. One remarked:
“I would have been happy to drive the five hours to and from
Albury just to attend this seminar.” To extend access to the
seminar, NRHA has published the presentations on-line. ❖

Good writing resources:

Improving policies and programs for rural health is a complex
matter and, whatever we might think, it is not only good
evidence that leads to change. Anecdotes can be more
powerful than theoretical argument. It is often the personal
stories which, when added to an evidence base and an active
interest group, result in a change in policy.
The media can help in this by making rural health personal
– but only if people are willing to tell their stories.
The Alliance is often approached for case studies to illustrate
particular policy issues. So if you live in a rural or remote area
and are willing to tell your health story, the Alliance would
like to hear from you. This is an opportunity both for people
who would be willing to talk directly to the media, as well as
in people who would like to provide anecdotes anonymously.
If you would like to contribute in this way, please email
leanne@ruralhealth.org.au (or write to NRHA, PO Box 280,
Deakin West, ACT 2600) with your name, phone number,
whether or not you wish to be anonymous, and the issues
in which you have a particular experience and interest (e.g.
cancer treatment, diabetes, aged care, mental health, antenatal
care, unavailability of services, what happened when the
doctor left town or the pharmacy closed, etc etc). Or you
could write your story and send it to us.
As the opportunity arises and according to people’s
preferences, we will put them in direct contact with the media
or use their input anonymously to support the Alliance’s own
policy papers and submissions. ❖
PHOTO: LEANNE COLEMAN

AJRH Writing for Publication Seminar 7 March 2007
[Cited 30 March 2007]
http://nrha.ruralhealth.org.au/ajrh/
?IntContId=170&IntCatId=20
This site contains links to audio visual recording and
transcripts of seminar presentations.
AJRH Writing for Publication Seminar 7 March 2007
is also available at no cost on CD. Please phone 02
62854660 or email ajrh@ruralhealth.org.au and include a
mailing address.
Editorial: How to get published in the Australian Journal
of Rural Health
Aust. J. Rural Health (2006) 14 239-240
Tim Albert: How Not to get published
[Cited 30 March 2007]
http://careerfocus.bmj.com/cgi/reprint/331/7529/254
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The 9th Conference provided many opportunities for Alliance Chairperson,
John Wakerman, and many other speakers, to advocate for improved rural
health.

PHOTOS: DYANNE PHOTOGRAPHY, LEANNE COLEMAN AND GMCT

Images from the Conference

Delegates achieving balance in their lives with the help of the Fruit Bats.

Alva Courtis and Rory Spinaze (with mum Anna) – the oldest and youngest delegates.

Students getting around health issues.

Core services for all.

The Deal or No Deal spectular.

Jane helping the Conference
Choir to warm up.

Tear drop signs and pink shirts help delegates find their way.

The Conference dinner was a colourful occasion.
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The face of rural health
FACING AUSTRALIA is a national photographic project that drills into demographic data and transforms them into
photographic portraits. To create a composite portrait, a strategic analysis of relevant statistics is undertaken. For the
photographic phase of the project, participants provide their demographic details and have their photograph taken.
The individual portraits that correspond with the statistical breakdown are layered to create the composite portraits.
Facing Australia constructs an image that belongs not to one individual or group but to all people: it is the sum of our
differences and similarities.
Facing Australia is a collaboration between artists Karen Donnelly, Raimond de Weerdt and Tony Nott. The 9th National
Rural Health Conference received funding from the Australia Council to create the ‘Face of Rural Health’. Photos and
demographic profiles were taken of delegates throughout the Conference. This enabled the ‘Face of Rural Health in
Australia’ to be produced. It will now be used to promote the Conference and its purposes.

1991-2007 Rural and Remote Health Papers Out Now!
So you couldn’t get to Albury for the 9th Conference in
March? Fear not - the full proceedings are now available
on the NRHA’s updated CD ROM which will soon be
released.
Not only that, but you can re-live all the previous National
Rural Health Conferences and access their papers. The
whole CD - with over 20,000 pages on rural, regional and
remote health - is searchable by key words and phrases.
As well as past conference proceedings the CD also has
back copies of the Alliance’s newsletters, Partyline, and
the full text of all articles in the Australian Journal of
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Rural Health from1992 to 2005 as well as abstracts of 2006
issues.
Whether you have just a general interest in a fair go for
rural people, or a specific rural interest in, say, diabetes or
heart health, the CD will be invaluable to you.
The CD is free of charge to 9th Conference delegates and
to financial friends of the Alliance. If you would like to
receive the CD and you did not attend the Conference
or are not a friend of the Alliance, you can join now. A
membership form can be found on the friends page of the
Alliance’s website at www.ruralhealth.org.au

International speaker shares ideas
for Indigenous health
WA

S CONTR

HI

T

communities. Practical, culturally relevant projects, driven
by cancer survivors themselves, have been instrumental in
effecting this change.
According to Dr Kaur, cancer care and cancer control
strategies can effectively work for Indigenous populations
only when communities are able to take control of their
own health issues. By encouraging community input into
research and planning, and fostering community leadership,
Dr Kaur believes that sustainable and appropriate strategies
aimed at lessening the burden of cancer can be developed.
Dr Kaur illustrated how her program, the Spirit of Eagles,
has successfully done this by granting funds for communitybased cancer control projects to Native population groups and
working in close alliance with community leaders. ❖
To find out more about Dr Kaur’s visit, or to download a full
transcript of her speech, please go to www.ipp-shr.cqu.edu.au.

PHOTO: DYANNE PHOTOGRAPHY

Dr Kaur described the “Big Pink Shawl” project in which
groups of Native women became involved in making traditional
dance shawls to be worn at tribal gatherings to honour cancer
survivors and family members who have had cancer. Practical
programs such as this have enabled communities to progress
from a point where the subject of cancer was too shameful to
discuss, to a point where communities can openly name and
talk about cancer and survivors can share their stories and be
proud of their journeys.

●

During her Australian visit she shared valuable insights into
the cancer issues faced by American Indians and Alaska
Natives, many of which are highly relevant for Australia’s
Indigenous populations.

IEND

Dr Kaur is the director of the Native American Programs at the
Mayo Clinic Comprehensive Cancer Centre, Minnesota, and is
one of only two American Indian oncologists in her country
today.

FR

THE INTERNATIONAL PROGRAM of Psycho-Social Health
Research (IPP-SHR), in conjunction with the Cancer Council
Queensland, recently hosted Native American Oncologist,
Professor Judith Kaur, for a day of information sharing on
Indigenous cancer issues.

TED BY A

S ARTICLE

BU

BY ZOE MCGRATH, IPP-SHR PROJECT OFFICER

I

Reflecting on the success of participatory, community-based
research, Dr Kaur says, “It’s amazing the ideas people come
up with. Success happens when a community feels it can
address its own problems.”
Dr Kaur’s program has also done pioneering work with Native
American cancer survivors, enabling them to find a powerful
voice and provide strong leadership within their own

Information sharing on Indigenous cancer issues.

The Flying Fruit Fly Circus. (Best Conference photo – Editor’s choice!)
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Rural health news
Don’t let falls get you down
Research shows that older people who
come to an Emergency Department for
treatment of an injury after a fall are
likely to have another fall within the
next 12 months.
Falls are a leading cause of nonfatal injury and account for
23% of Bairnsdale Regional Health Service (BRHS) Emergency
Department’s visits by older people. The National Ageing
Research Institute (NARI) will be working with BRHS
Emergency Department staff to identify people who are likely
to have another fall. Emergency Department staff hope to use
a range of allied and Community Health services to follow
up and help prevent further trips, slips and tumbles. This will
ensure that people receive best practice care after leaving the
Emergency Department.

Territory Remote Area Nurse Recognised
Outstanding RAN Libby Bowell was
awarded the Meritorious Service
Award by the Australian Red Cross
in Sydney in March 2007. Ms Bowell
is highly respected in remote health,
working as a RAN in several remote
posts including Wadeye in the Top End, before taking on the
national lead role in coordinating the Council of Remote Area
Nurses of Australia’s remote emergency courses. Libby also
served with the Tsunami Response Team in Banda Aceh from
June 2005 until August 2006
In Darwin on 11 May, Northern Territory Nurses and Midwives
who have excelled within their professions were celebrated.
Three of these have worked tirelessly to improve remote
health.

This Victoria-wide falls prevention study is being supported
by a new falls prevention project established by the East
Gippsland Primary Care Partnership called ‘Upright &
Independent’. ❖

Margaret McLean, winner of the Remote Nurse of the year
award, is the Health Centre Manager at Elliot Clinic where she
has worked to improve Aboriginal health across Australia for
over thirty years.

The project worker for this new initiative is Cathy Pendergast
who can be contacted at BHRS Community Health Centre on
(03) 5152 0222.

Desley Williams is a highly experienced Midwife who visits
many remote communities across the Top End and educates,
empowers, cares and advocates for isolated women. Desley
won the Midwife of the year award.
Carolyn Lloyd works as a Remote Area Nurse at the isolated
Aboriginal community of Numbulwar. Carolyn finished her
graduate nurse program in 2006 and won the Graduate nurse
of the year award. ❖

Rotary rural scholarships
The Australian Rotary Health Research Fund (ARHRF) has
launched a new scholarship program to encourage medical
students to complete at least one year of training in a rural
area. The 26 scholarships, worth $5,000 each, have been
awarded to students from every State and Territory who are
undertaking a Bachelor of Medicine/Bachelor of Surgery
(MBBS) at one of the Australian Government’s 13 Rural
Clinical Schools.

Pauline Galvin (NARI), Darren Jacob (Nurse Unit Manager, Emergency
Department), Cathy Pendergast (Falls Prevention Project Officer), Amanda
Bingham (NARI).

As part of the scholarship, the students are expected to
become actively involved with the local Rotary club in the
area to help them get to know and become part of the
community.
...CONTINUED ON PAGE 35
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Rural health news
...CONTINUED FROM PAGE 34

ARHRF Program Coordinator Cheryl Deguara said, “It’s difficult
enough moving to a new place but when you’re also working
very long hours and studying, it can be very difficult to feel
part of a community. We hope that by providing students
with a ready-made network of contacts, we can minimize the
sense of isolation that some medical students in the past have
commented on.”
Acting Associate Dean at the University of Sydney’s School
of Rural Health, Associate Professor Joe Canalese, said “The
students will get a true picture of what the local community
can offer them, their families and partners. Hopefully this will
encourage them to pursue a medical career in a rural area
after they’ve graduated or finished postgraduate studies.”
The Australian Rotary Health Research Fund is a multidistrict project for Rotary in Australia and is one of the largest
independent medical research funds in Australia. ❖

Reality check for students
To help students learn the harsh reality of what happens if
they fail to concentrate and use commonsense on the roads,
a Mock Crash was held for 280 year 11 and 12 students from
Edward John Eyre High School and St John’s College. Jeff
Croft, Youth Health Worker at the Whyalla Community Health
Centre co-ordinated a 2-day program in conjunction with the
Road Awareness and Accident Prevention Program (RAAP).
The RAAP program is designed to give students a hard-hitting,
realistic insight into road accident trauma. The exercise
showed the students what happens when there is a major
accident, what each emergency service does at the scene of
a major accident, and the impact major accidents have on
emergency service personnel, nurses, doctors, country towns
and, more importantly, family and friends. ❖

For more information see www.arhrf.org.au or contact
Cheryl Deguara, ARHRF Program Coordinator 0419 465 962;
(02) 8837 1900.

Make a difference... to someone with
terminal illness
Do you know someone who is living with terminal illness
– either as a patient, carer, family member, work colleague or
community member? Then you are not alone. Each year in
Australia at least half a million people experience the impact
of terminal illness and dying, and lose touch with their lives in
some way.
Palliative Care Australia and its member organisations will
launch a new National Community Education Initiative in May
to help make a difference to these people in your community.
The National Initiative will seek to provide all Australian
communities with information and education about what to
say and do to make a difference to someone living with a
terminal illness.
The National Initiative began formally with the launch of
National Palliative Care Week (20-26 May) and it will run until
World Palliative Care Day (6 October), when national awards
will be made from the National Palliative Care Story Collection.
Every Australian is being asked to play a part in increasing
understanding about dying, death and loss in our community.
Knowing about illness and dying, and importantly the
questions to ask about the types of specialised care and
support available - known as palliative care - is the key to
accessing the best care when needed. ❖
Events Resource Kits containing the new informational
brochures and posters can be ordered from www.pallcare.org.
au and www.livingcaringworking.com

Students participated as accident victims in the Mock Crash.

Medicare Easyclaim
Medicare Easyclaim, the EFTPOS based claiming system
that lets practices and patients process their Medicare
claims electronically and on the spot, is due to rollout
from July 2007. A list of frequently asked questions has
been compiled for practices and providers. To find out
more, visit www.medicareaustralia.gov.au/easyclaim or
call 1800 700 199.
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Resources
Therapeutic Guidelines:
Oral and Dental
Written in conjunction with the
Australian Dental Association
and providing the best available
current evidence about oral and
dental problems, this text will
assist in the overall care of
patients with oral and dental
problems, and give a solid
basis for decisions regarding
appropriate referral to a
dental practitioner. ❖
Copies are obtainable from
Therapeutic Guidelines
Limited, 23-47 Villiers Street, North
Melbourne, VIC, 3051. Freecall 1800 061 260
Email: sales@tg.com.au www.tg.com.au

Meeting the needs of the whole palliative
care community

New action on alcohol and pregnancy
The Alcohol and Pregnancy
Project at Perth’s Telethon
Institute for Child Health Research
has recently launched a range
of resources to help health
professionals discuss the dangers
of alcohol in pregnancy with all
women of child bearing age.
Project leader Professor Carol
Bower said, “Health professionals
have an important role in talking to women about the
consequences of alcohol consumption during pregnancy. The
most important message is that no alcohol in pregnancy is the
safest choice. The amount of alcohol that is safe for the fetus
has not been determined.”
In response to health professionals’ requests for more good
quality information to pass on to women, the Alcohol and
Pregnancy: Health Professionals Making a Difference packs
have been developed and will be sent to health professionals
throughout WA during April 2007. The resources include a
comprehensive booklet, fact sheet and information wallet
cards for women. ❖
The Alcohol and Pregnancy Project has been made possible
by funding from Healthway and is a collaboration between
the Telethon Institute for Child Health Research and Edith
Cowan University. For information, contact: Elizabeth Chester,
Telethon Institute for Child Health Research on 0409 988 530.

Finding relevant and high quality information can be
frustrating for anybody. But when a person has a life limiting
illness the need for reliable and easily accessible information
becomes even more important.
The CareSearch website is the result of a project funded by
the Department of Health and Ageing to improve the evidence
for palliative care clinicians, researchers and educators.
Originally the focus was on up-to-date, quality-assured
evidence-based information for the clinical community. In
March this year new pages specifically for general practitioners
and patients, carers, families and friends were launched along
with new PubMed searches.
You are encouraged to visit the CareSearch website at
www.caresearch.com.au and become involved by providing
feedback to: caresearch@rgh.sa.gov.au ❖
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For your calendar
Health Care Reform Summit

Anti-poverty week

The Australian Health Care Reform Alliance (AHCRA) is a
coalition of 44 organisations representing consumers and
health care providers advocating for a fairer and more
effective health care system. The NRHA is one of AHCRA’s
members and its delegate represents rural interests on the
AHCRA Executive.

14-20 October 2007

AHCRA will be convening a National Summit in July with the
aim of raising the profile of health reform in the lead-up to
the Federal Election and allowing input into the formulation
of more detailed reform proposals. The Summit will be open
to a broad range of health and health consumer groups. Both
the Health Minister, Tony Abbott, and Shadow Health Minister,
Nicola Roxon, are expected to attend. ❖
Date:
Venue:

Monday-Tuesday 30-31 July 2007
Old Parliament House, Canberra

You can register for the AHCRA Summit at http://www.
healthreform.org.au/page.asp?category_id=2&page_id=7
or through the NRHA at www.ruralhealth.org.au

Anti-Poverty Week focuses on
poverty around the world, including
Australia. Its main aims are to
strengthen public understanding
of the causes and consequences
of poverty and hardship; and
encourage research, discussion and
action to address these problems.
Last year, over 400 organisations and more than 7000 people
were involved around the country.
Everyone is welcome to organise activities or join in
something being organised by other people. The activities can
be large or small, and activities at local levels are especially
welcome. ❖
The website www.antipovertyweek.org.au includes basic fact
sheets, promotional material, a calendar of activities and links
to other sources of info and ideas. Contact 1300-797-290 or
apw@antipovertyweek.org.au

Frailty: a robust approach to management
PHOTO: FRONTIER SERVICES

A travelling workshop to demonstrate the value of early intervention
and interdisciplinary team approaches to the management of
frailty will soon hit the road. Improved management of frailty,
especially in elderly people, can lead to new levels of comfort and
independence in this growing population. Demonstrated results will
inspire participants to become active advocates in their own interest
groups and communities.
A team of experienced allied health professionals from Greater
Southern Area Health Service Aged Care Services, Charles
Sturt University and University of South Australia will hold
workshops in rural areas so that country practitioners can
more easily attend. ❖
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Contact Annette Lamont alamont@csu.edu.au or write to
Project Officer, School of Biomedical Sciences, Charles Sturt
University, Locked Bag 588, Wagga Wagga NSW 2650.
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20 May 2007
24 June 2007
19 August 2007
2 September 2007
16 September 2007
28 October 2007
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Sunday
Sunday
Sunday
Sunday
Sunday
Sunday
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Wagga Wagga NSW
Lismore NSW
Mount Gambier SA
Queanbeyan NSW
Port Augusta SA
Berri SA

A

●

You are invited to attend the NSW Rural Allied Health
Conference 2007. This event will attract a range of delegates
from across rural and remote NSW to the city of Dubbo on
18 -19 October 2007. The call for abstracts is now open. ❖
Details are at www.nswrahc.com

END

Someone ought to do something – and that someone is you

FRI

Rural Allied Health: Actions and Solutions

Getting it right for the elderly Indigenous residents of Juninga includes
providing wide verandas that bring the outdoors inside, and opportunities for
traditional pastimes, like fishing, walking and chewing white gum bark for
its medicinal effects, in an environment which reflects, where possible, the
environment that so many of them call home. Juninga is managed by Frontier
Services on behalf of the Gwalawa Dariniki Association, the traditional owners
of the land.
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Budget 2007 - Environmental
(and other) omissions
MOST COMMENTATORS AGREE that Budget 2007 was a
patchwork quilt of an affair designed to provide some warmth
to every interest group, but failing to substantively solve
urgent and important challenges that face Australia.
The Alliance has a particular interest in at least two of these
challenges: dental health and global warming. This might
seem a peculiar pairing, as the first appears to be just one of
the unmet needs in Australia’s health sector, while the second
may have enough bite to devastate the ecology and economy
of the whole world.
The Alliance’s interest in dental health is long-standing, and
is due to the fact that the status of dental health is appalling.
It is especially so among Indigenous people and people on
low income everywhere, especially in many rural and remote
areas where there is a very serious shortage of dentists and
limited access to public dental services. Our particular interest
in global warming is because it is rural areas and industries
that will feel the brunt of the ecological, economic and social
changes it brings about.
Both challenges can be met – their worst outcomes are
preventable. The longer we wait, the more serious they
become and the more difficult it will be to resolve them. So
it is disappointing that Budget 2007 provided nothing for
global warming and only a little for oral and dental health.
It is widely expected that the government’s announcements
on greenhouse gas emissions and climate change will come
over the next few months, and certainly before an election is
called. The news is less good on the dental front: the reality
is that we probably have to be thankful for what we have
received.

The other three oral and dental health initiatives are very
welcome. The first is $65.1 million over four years for a
new School of Dentistry and Oral Health at Charles Sturt
University, with facilities to be constructed at Orange, Wagga
Wagga, Albury, Bathurst and Dubbo. Secondly, existing dental
schools at metropolitan universities will provide new rural
placements for dentists in training. Finally, the Puggy Hunter
Memorial Scholarship Scheme will be augmented through the
establishment of three scholarships for Indigenous students of
dentistry. This is a very modest but welcome start; currently
there are only six Indigenous dentists in practice in Australia.
However, there is disappointment that the opportunity was
not taken in the Budget to meet the challenge in a more
comprehensive fashion. As one observer has remarked, it is
sad that only those people with serious chronic disease will
progress more rapidly through the huge waiting lists for dental
services.
The Australian government will argue that to have done more
would have let the states and territories off the hook. So the
decision to design this little bit of the patchwork quilt may
again be attributed to concerns about cost shifting. If so, it is
yet another illustration of the need for the major reform of the
health system discussed in the feature article in this edition of
Partyline. ❖

PHOTO: LEXIA SMALLWOOD

What we have received is delivered on four fronts. Most of
the new resources will enable people with chronic disease or
complex conditions (and who need dental care) to receive it

through a GP referral to a dentist. Medicare will pay up to
$2000 a year in such cases. The government’ estimates that
this will provide dental assistance to up to 50,000 extra people
a year. This number has to be compared with the estimate
from the National Oral Health Alliance that there are around
650,000 people on the waiting lists for public dental services.
(This initiative has built-in rural disadvantages – many areas
that are more remote do not have a dentist to whom a GP can
refer; and in some areas there is no access to a GP.)

Somerset Dam on the Stanley River, serving the Esk and Kilcoy Shires in SE Queensland, at 28% capacity in May this year.
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Budget night used to be exciting

These days nobody in their right mind smokes and most of
what is in the budget is leaked beforehand, presumably in
order to get more political mileage out of each element -- to
have something for the evening news over as many days as
possible. There’s always at least one rabbit out of the hat,
and this year it was the Higher Education Endowment Fund.
But much was known before budget night: the tax cuts, the
estimated surplus, and several of the specifics like childcare
payments and the extra money for the Royal Flying Doctor
Service.
It was never the case that a single budget changed everything,
because much of the policy in place had been set for four
years by previous budgets. But it was true that a single
speech of 30 minutes’ duration would chart new directions in
major policy areas, and usher in significant numbers of new
taxation and spending arrangements.

In an election year there is a further reason why a single
budget will not effect too many major changes. One’s powder
has to be kept dry and one’s armoury full enough for the
election campaign.
It’s going to be an interesting year, for there will be de facto
‘budget announcements’ with great regularity from both sides
of politics over the next six months. ❖

PHOTO: DYANNE PHOTOGRAPHY

In the good old days, the Federal Budget was the evening
when a raft of new initiatives for the coming four years was
announced for the first time. Correspondents would enter
the budget lock-ups with a real sense of excitement: What
would be announced in education and health? What would
the estimated surplus be and the projected rate of economic
growth? What would happen to tax rates and - most critically
- what would the price of cigarettes be after the budget?

Balance and excitement.

The Indigenous Wellbeing
Endowment Fund (IWEF)
People seem to have been impressed
with the creativity and long-term
vision embodied in the Treasurer’s
announcement of a Higher Education
Endowment Fund (HEEF) with an initial
$5 billion from the 2006-07 surplus, and
with the prudence of having policies
which underwrite future productivity or
sustain our economic growth.
But what about focusing some of this
creativity on the here-and-now -- on

urgent problems which already confront
us? It might seem churlish of us to
complain about the HEEF, but consider
the worth of an Indigenous Wellbeing
Endowment Fund of $5 billion for
improving the health and wellbeing of
Australia’s Indigenous peoples.
This challenge will require a wholeof-government, whole-of-the-nation
commitment. It will need changes to
economic policies, special initiatives

Partyline is the newsletter of the National Rural Health Alliance, the peak body
working to improve health and wellbeing in rural and remote Australia. The Editorial
Group for this Partyline was Lexia Smallwood (Editor), Gordon Gregory, Leanne
Coleman, David Petty and Andrew Waters.
Articles, letters to the editor, photographs and any other contributions are always
welcome. Please email these to: partyline@ruralhealth.org.au or send to:
Lexia Smallwood, Editor, Partyline, PO Box 280, Deakin West, ACT 2600;
Phone (02) 6285 4660; Fax (02) 6285 4670.

to enhance school retention rates
for Indigenous peoples, support for
vocational education and training,
extra investment in housing, water,
fresh food; support and incentives for
Indigenous commercial entities, and so
the list goes. And the total cost might
be more than $5 billion over 25 years.
But it will be money well spent and a
job well done. And equity and a fair go
will be abroad again. ❖

The opinions expressed in Partyline are those of contributors and not necessarily of
the National Rural Health Alliance or its individual Member Bodies. The Australian
Government Department of Health and Ageing provides the Alliance with core
operational support. Partyline is distributed free. To subscribe, email your contact
details to partyline@ruralhealth.org.au Partyline is also available online at
www.ruralhealth.org.au
ISSN 1442-0848
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“Look at him, doctor”

PHOTO: LEANNE COLEMAN

BY TIM METCALF

“Look at him doctor, his nose runs green,
it’s all I can do to keep his lip clean.
He’s a fever as well, and is off his drink,
there’s something not right, I’m approaching the brink!

Beware of dismissing this trivial case,
look hard in her eyes, the lines on her face,
she’s young: the answer’s not buried too deep.
Ask her gently; you may see her weep.

We’ve always had dinner promptly at five.
If he misses a meal do you think he’ll survive?
I watch his breath, he can’t breathe all night,
I’m worried to death and dying of fright.”

Between husband and baby she gets no rest.
They both want her time, they both want her breast.
Her mother-in-law hassles day-long,
and all that she does is utterly wrong.

The child she describes looks grumpy but well,
in a minute or so he’ll start to raise hell.
Look at his ears and his nose and his throat;
recite the remedies, teaching by rote.

Look at her doctor, her eyes are red.
The treatment’s to listen to each word that’s said.
To take care of the baby, take care of its mother.
See her outside...then show in another.

The doctor who cares will look twice at this mother,
she’s told you one problem, but there is another.
Why’s she so anxious about a mere cold,
here so often with her four-month-old?

Tim Metcalf is editor of “Verbal Medicine: 21
Contemporary Clinician-Poets of Australia and New
Zealand” (Ginninderra Press; Canberra; 2006). See
www.timmetcalf.com.au/Verbal-Medicine.100.0.html

