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Fair shares for all
high employment and low amenity, such as some remote
mining towns where wages are high but living conditions poor;
those with medium employment and reasonable amenity, such
as larger inland towns with a range of industries, good service
and cheaper housing than the major cities; and those with low
employment and good amenity such as the coastal areas that
have attracted many retirees.

It was good to hear recently that Walgett has its best wheat
crop in a couple of decades – although now late rains have
jeopardised the harvest and reduced the value of the crop.
How things change! With large parts of the country still stuck
in the worst drought in living memory, some of the north west
of New South Wales - historically a tough and underprivileged
region - had a big crop and too much rain.
So the well-known phenomenon of boom and bust is alive and
well. But the fear is that for some parts of rural and remote
Australia the trend around which that variation moves is
downwards: due to climate change, ecological
losses, unmet infrastructure deficits, and
‘What is it
consequent losses of services and population.
What this may well mean for people in the
areas concerned is fewer lifestyle options, less
choice, and poorer health and wellbeing. At
the same time, we have large parts of rural
and remote Australia where communities
are experiencing very rapid growth and the
challenges are due to the high price of local
assets and inadequate infrastructure and
services.

The government has recently received a report entitled It’s
about people: Changing perspectives on dryness, an assessment of
the social impacts of drought, prepared by the Expert Social
Panel specially appointed for the purpose.

that

makes a rural or
remote community
sustainable? And what
is the relationship
between sustainability
and health?’

What is it that makes a rural or remote
community sustainable? And what is the relationship between
sustainability and health?
A sustainable rural community may be deemed to be one
that maintains or grows its population over time: when its
deaths and emigration are balanced or exceeded by its births
and immigration. If it is to sustain or improve its level of
population over the long-term, the community will need to
maintain the infrastructure and natural resources on which
its prosperity and quality of life depend. It might also work
to diversify local sources of income, ‘drought-proof ’ local
businesses, and keep money in the area.

This is one of three parts of the Government’s
current work on the drought, the other
two being undertaken by the Bureau
of Meteorology and the Productivity
Commission.
At the launch of the report, Tony Burke,
Minister for Agriculture, emphasised that the
report was about all members of the family,
not just the farmer and the unit’s productivity.
The emphasis, he said, is to ensure more
effective preparation for the next dry period.

Peter Kenny, Chair of the Panel, said there
needs to be an emphasis on planning for
dryness, in terms of both farm planning and personal
preparedness. He referred to the possibility of greater mutual
responsibility, meaning that perhaps only those who did their
own preparations would be eligible for assistance.
He referred to the need for “an urgent statement on the
government’s commitment to strong vibrant rural and
remote communities”.
Hear hear to that.
And good luck to Walgett.

In a 2001 study the Australian Bureau of Agricultural and
Resource Economics concluded the two key issues determining
sustainability of rural towns are employment and amenity.
Sustainable towns fall into three broad categories: those with
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Tracking the rural health commitment
On Friday 7 December 2007, the
day after the new government’s
first Cabinet meeting, Kevin Rudd
travelled to Roma with Tony Burke,
the Minister for Agriculture.
While much of the emphasis that day
was on climate change, what perhaps
caught the eye of readers of Partyline
was what the Prime Minister said about
health:
“The other part of our concern as an
incoming Government of Australia
and helping rural Australia is this.
It goes to the core challenges of the
adequacy of the supply of rural doctors
and nurses. ... No matter which rural
community I visit in New South
Wales, Victoria, in the West or here
in Queensland, there is a problem of
supply of rural doctors and nurses.
... And what we propose to do is this:
we will conduct now an immediate
audit of the shortage of doctors and
nurses and other health professionals
in rural Australia, number one.
Number two: we will examine the
reasons for these shortages. And
three: we’ll be asking the Department
of Health and Ageing to provide us
with a range of options for attracting
and retaining health professionals in
rural Australia.

classification structure (eg RRMA) and
of all existing programs that support
rural health professionals “to determine
how to better support communities
in most need of assistance”. There
was also the commitment to continue
to invest in rural and regional health
services, and an immediate boost in
funding for Rural Clinical Schools
and University Departments of Rural
Health.

in opposite directions. Between them
these programs provide some $600
million a year to rural, regional and
remote health services and programs.

On 2 July Minister Roxon confirmed
the establishment of the Office of Rural
Health (ORH) which will draw together
rural workforce distribution and rural
service delivery programs, and will
provide a focus for the reform of federal
rural health policy and programs.

• workforce distribution (as distinct
from supply);

The ORH was given 12 months to
review the Australian Government’s
65 targeted rural health programs, as
well as the classification systems that
determine eligibility for rural program

The programs subject to review fall
within five broad themes:
• access to services;
• infrastructure eg the new National
Rural and Remote Health
Infrastructure Program;

• workforce education and training;
and
• partnerships, between the
Commonwealth, States and
Territories.
Rural and remote health was also
specifically included in the terms of
reference for the National Health and
Hospitals Reform Commission.

You see, you can’t expect people to
come out and farm these parts of
Australia unless you’ve got basic
health services.”
The audit was undertaken by the
Department of Health and released
on 30 April 2008. It confirmed the
well-known shortages and concluded
that the current supply of health
professionals is not sufficient to meet
current needs. It said that the situation
will get worse as both the population
and the workforce age, and that 41 per
cent of the doctors working in rural and
remote areas were trained overseas.
The Government’s response was to
embark on what it described as “a
comprehensive overhaul of the rural
health workforce programs”. This was
to be undertaken through immediate
establishment of an Office of Rural
Health “to drive reform in the rural
health sector”, and an examination over
the next 12 months of the remoteness
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funding. Six organisations, including
the Alliance, are to be involved in
this work, with broader stakeholder
consultation to be undertaken “at
appropriate stages throughout the
process”. The first meeting with the
group of six was on 30 September and
further individual meetings held in
October and early November.
The targeted programs being reviewed
are from a range of past policy
initiatives, including the Council of
Australian Government (COAG). Each
program has been useful in directing
additional resources to rural health, but
there is now some possibility of overlap
between them, or even some that pull

Once work to streamline the
Commonwealth’s current investment
in rural health has been completed,
the ORH will no doubt pick up again
in earnest its collaborative work with
the States and Territories. When that
happens, it is to be hoped that the
development of a national rural health
plan will assume a high priority for all
jurisdictions.
In the meantime people in rural and
remote areas hope to hear how the
reviews and the streamlining will result
in increased allocations and better
health outcomes overall.
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Beyond ‘health’
Much current political activity promises to have an impact on rural health. The National Health and Hospitals Reform
Commission is developing a plan for long-term reform to (among other things) “improve the provision of health services
in rural areas” and “improve Indigenous health outcomes”.
The recent roundtables for the
Maternity Services Review gave some
priority to the characteristics and
needs of mothers, families and health
practitioners in rural areas.
The recent announcement by Prime
Minister Rudd and Health Minister
Roxon of $148 million to establish new
GP training places included promises
of incentives for those who commit
to rural or remote general practice
and funding to support those training
in Aboriginal health services. The
Rudd Government’s polemic that “all
Australians should be able to get the
health care they need, when and where
they need it” acknowledges the longstanding plea of the rural health sector
and sits well with its vision of equal
health by 2020. The Government’s
promise to support medical graduates
“to work in areas where the community
needs them most - providing frontline

care to those who do not enjoy the
same good health outcomes as the rest
of Australia” is clear recognition that
the health of rural and Aboriginal and
Torres Strait Islander people is on the
political radar.
It is also pleasing to see
acknowledgement of that health status
will improve if individuals take more
responsibility for their own behaviour,
attitudes and self-care. The National
Health Preventative Taskforce has
recently released a discussion paper
Australia: the Healthiest Country by 2020,
which spells out a range of options
for improving our health, reducing
premature death and avoidable
suffering and increasing the nation’s
productivity. Three technical papers
have been released dealing with
tobacco, alcohol and obesity, and the
taskforce is consulting with interested

parties in its work to develop a
preventative health strategy.
A greater focus on illness prevention
and health promotion is very welcome.
And it is to be hoped that the effort
will spread from the ‘big three’ –
tobacco, alcohol and obesity – to
other determinants of health status.
These include quality of housing,
water supply, sanitation, levels of
education, availability of fresh and
affordable food, good roads, income
level, having a job, employability, local
infrastructure, a sense of self worth
and belonging, living within a resilient
community, having ‘control’ in work,
life choices and social engagement and,
for many Aboriginal and Torres Strait
Australians, cultural safety and the
capacity to overcome a history of social,
emotional and economic dislocation.
It was encouraging to hear that many
of the proposals taken by Mayors and

Communities that provide good housing, good quality local schools, career opportunities, social and artistic outlets, safe roads and affordable fresh food are healthy places for children and
families. They are also more likely to attract and keep a wide range of service providers including health professionals.
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Shire Presidents to the Prime Minister
on 18 November were related to
infrastructure for an active lifestyle –
playing fields and swimming pools – but
the truth is that $300 million will hardly
touch the sides.
The Department of Health is in
effect the Department of Health Care
Services and while it is pleasing to
see the current strong emphasis on
prevention, there is a limit to what a
Health Department can do. Much of
the work being done for rural health
is being impeded by insufficient
whole-of-government attention to the
determinants of illness that fall outside
the scope of the health sector.
Many of the determinants of health (eg
education, housing, food) fall within
the scope of other departments over
whom the health department has no
authority and for whom health outcome
is not a key performance indicator.
Some determinants, such as a sense of
self worth and belonging, do not fall
within the jurisdiction of any particular
department – may not be manageable
by governments at all.

Social determinants greatly control the
capacity of people to access and manage
what the empowered among us would
call healthy or non-healthy choices.
These are subject to many influences
quite outside the scope of the Health
Department. A revised, reformed and
improved health system alone is not

‘To be entirely successful,
health reform needs to be
accompanied by a strong, wholeof-government approach to the
determinants of health.’
the sole solution to the challenge of
improved health outcomes.
To be entirely successful, health reform
needs to be accompanied by a strong,
whole-of-government approach to the
determinants of health. The potential
contribution to national health
outcomes and to equity of outcomes

should be key indicators for policies
and programs in many sectors. There
needs to be significant investment in
infrastructure, housing, education,
employment opportunity, sanitation
and healthy food, with the greatest
investment in areas of highest need.
There must be additional whole-ofgovernment response to the particular
impacts on Indigenous health arising
from a history of colonisation and
welfarism, social exclusion, cultural
dislocation and loss of lands and
traditions.
It would help so much if governments
regarded expenditure on the economic
and social infrastructure required for a
healthy lifestyle as an investment, not
a cost, and took a wider view that does
not confine initiative and accountability
for rural health outcomes to a single
department.
These and related matters were
taken up by the Alliance in its second
submission to the NHHRC, which can
be read on the Alliance’s website.

Register online at www.ruralhealth.org.au
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Rural medicine – my first impressions
During my last University break, I had the privilege of
accompanying my RAMUS mentor, Dr Lesley Skinner, on
a Rural and Remote Women’s Health Program visit to
Kununoppin in the Wheatbelt region of Western Australia.
The program is run by the Royal Flying Doctor Service
(RFDS), and involves flying female doctors out to rural and
remote areas every two months or so to allow the women
living in these areas to have their health needs met by a
female doctor.
Today, the population of Kununoppin and its surrounding
areas is about 1000, with most people owning or working on
wheat farms surrounding the town. As with many places in
WA the farms have become bigger and the population has
decreased. When the population was approximately four
thousand, the Kununoppin and Districts hospital was built. It
included an operating theatre where visiting specialists from
Perth routinely carried out minor surgical procedures and
where babies could be delivered. Currently the hospital has
about thirty patients staying at the hospital - many of them
long-term - and about forty staff members.
Once the plane landed we were picked up by Sophie, the
multi-skilled orderly, and driven to the hospital where we
began seeing the local women. The list of patients waiting
to be seen by Lesley was full – having a female doctor visit
is a great opportunity for the women to discuss things they
may prefer not to discuss with a male doctor, and saves them
driving for three hours to reach the same service in Perth.
People were really excited about having a student visit, and I
was made to feel incredibly welcome.
In the afternoon, I had the opportunity to sit with Dr
John Radunovich, who has been the town’s doctor for fifty
years. While meeting his patients, I was astounded by his
encyclopedic knowledge of everybody’s medical history - he
had delivered many of the patients himself. I loved how not
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only the patient’s medical problem was discussed, but also
how their family was going, and the success of their latest
fishing/golfing trip. Dr John was crucial for the development
of the hospital, and still oversees its running. He only works
three days a week now, but on the days he works he runs his
normal outpatient/GP clinic, sees patients in the hospital,
dispenses some medications and performs his own minor
surgical procedures.
Dr John is retiring at the end of December and there is
uncertainty about who is going to be the town’s GP when he
finishes up. While talking to his patients, it became obvious
how important the local doctor and the hospital are to the
people living in the town, and how willingly they become
involved in fundraising activities for equipment and supplies
for the hospital. It truly would be a shame if no doctor can
be found and the hospital must be closed. The effect on the
people of the town, the staff, and the long-term patients
staying in the hospital would be devastating.
Towards the end of the day, Lesley and I went and had a look
at the wildflowers in bloom in the Billycatting Reserve. When
we got back I was completely exhausted. Dr John however was
still seeing patients. He truly is an inspiration.
I have heard it said about rural practice that you are
really appreciated, become part of the town and have the
opportunity to do things that you normally wouldn’t do
working in a metro area. The RAMUS scholarship has allowed
me to see that all these things are definitely true. You also get
to work in a team where every person is multi-skilled, and
everybody helps out where they can. The people you meet are
absolutely lovely, too!
Overall, visiting Kununoppin was a wonderful experience,
and an experience that will definitely influence my decision to
become a rural GP.
Marie Leknys
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What price better health?
The new fiscal environment, in which
the Government finds itself moving
into budget deficit territory again,
could prove a boost for the reform of
health services.
To be a boost, there needs to be a
planning horizon longer than the threeyear electoral cycle, and confidence
that investment in health-promoting
lifestyles and in illness prevention
will actually save public money in the
medium term.
It won’t be easy. The Minister for
Health will find it challenging to
persuade Treasury and Finance that
investment now in health promotion
is justified on the grounds that it will
increase economic productivity and
reduce the need for public expenditure
on health services in five years or so.
A cost-benefit analysis of current
expenditure on health promotion will
ask two questions: what is the present
value of reduced public expenditures
on health care services in future?
and what will be the increased future
revenues from taxation due to people
being healthier and thus remaining
productive and in the workforce
for a longer period? Both reduced
public expenditure on health, and
increased revenue from taxation, will
be on the credit side of the current
account deficit/surplus equation. But
the expenditure required will only be
considered justifiable if it is lower than
the present value of those projected or
future streams.
Cost-benefit analysis ‘discounts’ future
cost and revenue streams in order to
come up with a present value of them.
And this is where the imperatives of
a short electoral cycle win out over
common sense. If new programs are
funded and expenditures increased,
there will be more fiscal pressure now,
ie the current national budget is more
likely to be in deficit than surplus. And
the perceived electoral damage and fear
of going into budget deficit overcomes
evidence and common sense (although
this is more ideological than rational).
In effect, a very high discount rate is
applied to future savings and future
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earnings because of the political
imperatives of a short electoral cycle.

The eight ‘top ideas’ for health at the
Summit were:

It will therefore be a challenge for the
Health Minister and her colleagues
to meet the workforce and service
provision ambitions identified at the
2020 Summit on 19-20 April 2008 and
presented to the Prime Minister in the
Summit’s final report at the end of May.

• “Create a Health Equalities
Commission.

Given the likely difficulty of the
Government agreeing to find
substantial new financial resources
in the present economic climate, the
question for us now is to consider which
of the specific targets identified in the
health stream at the Summit can be met
without new expenditures.

• Set up a regional health partnership akin to the ASEAN model.

The five ambitions in the
Workforce and Service Provision
stream at the Summit
By 2020 Australia should aim to
become the most healthy, health
literate, physically active and health
conscious nation.
By 2020 there need to be greater
links between health and all sectors.
By 2020 we need fair distribution
of health.
By 2020 we need a single integrated
community-centric health care system
with one set of legislation and common
data across the nation to inform
resource allocation based on needs.
By 2020 we should be self-sufficient
in producing our workforce and
assisting in enhancing health
throughout the region.

• Create a National Preventive Health
Agency - akin to VicHealth funded by
taxes on tobacco and unhealthy food.
• Ensure evidence based allocation of
health resources.

• ‘Fast fruit, fresh food’ - making
healthy food choices easy in schools
and regional areas.
• Completely rethink the shape of the
health workforce.
• Promote better translation of
Australia’s research efforts into
commercial and health outcomes.
• Create a ‘Healthbook’ web-based
personal record - like Facebook.”
And the stream’s top ‘out-of-the-box’
ideas were as follows:
• “a ‘Wellness Footprint’;
• first aid training for all children,
the training being delivered by
volunteers;
• an opt-out system for organ donation;
• health impact statements; and
• half an hour of physical activity built
into sedentary jobs.”
These were the targets: tell Partyline
what you think about progress with
the ones that particularly interest you,
and how further progress can be made
without adding to the dreaded fiscal
bottom line.
And if you aren’t already doing so, try
to fit some exercise into your already
busy life!
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Making a difference in Aboriginal health
There is a myth, a belief held by many Australians, including those in the media and in politics, that vast amounts of
money have been spent on Aboriginal health over decades but all to no avail. This myth needs to be challenged.
It’s a myth on two counts. First, any
increases in resources for Aboriginal
health have been modest and patchy,
as evidenced by the plethora of pilot
programs that are trialled but not
universally implemented. Secondly,
despite the relatively small increase
in investment, there have been some
measure of improvement in Aboriginal
health status in recent years.
The recent commitment to close
the gap in life expectancy between
Aboriginal and non-Aboriginal
Australians within a generation is
welcome. However no one should be
under any illusion that this can be
done without significantly expanding
resources. I would suggest three key
areas for action.

expect long-term changes in the health
of Aboriginal communities.
Second, there is abundant evidence
from overseas, both from Indigenous
and non-Indigenous contexts, that
access to appropriate, comprehensive
primary health care services is critical to
good health. There is also accumulating
evidence from within Australia that
improved primary health care services,
especially those under Aboriginal
community control, are contributing
at both the local and national levels to
better health in our communities. So
we need to make a determined effort
to extend and improve primary health
care services.
Third, we need better and more
appropriate hospital care for Aboriginal

have treatment in hospital than other
patients, and it seems that this difference
is at least in part due to the differences
in the way that Aboriginal patients are
dealt with by the system and individuals
within it. So we need to look at how
hospitals are delivering health care
to Aboriginal people, to learn from
and reward those doing well and to
encourage those who are not doing so
well to put good systems in place.
Will this be enough - increased
dedicated funding; action on poverty,
education and housing; well resourced,
comprehensive primary health care
services; and a more responsive hospital
system? Sadly, no.
The missing ingredient, if you like,
is genuine and real engagement
between Aboriginal and non-Aboriginal
Australia. We are consulted, sometimes
endlessly, but it seems that what we say
doesn’t really get heard, or doesn’t get
translated into action. We are often
- mostly at this point - intellectually
excluded from debate and dialogue.
Many of us hoped, and many of us still
hope, that the apology delivered by the
Prime Minister in February this year
marked a new approach and counter
current to the interventionist thinking.
Yes, we need resources for education,
housing, primary health care and better
hospitals and many other areas of
disadvantage; but we also need genuine
dialogue and engagement if we are to
turn these issues around.
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First we know that a person’s social
and economic position in society,
their early life experiences, their
exposure to stress, their educational
and employment status, and their
exclusion from participation in society
all exert a powerful influence on their
health throughout life. Of particular
importance are poverty and education,
including parental and particularly
maternal education. Therefore we have
to make a determined effort to address
the social determinants of health if we
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people. In recent times the focus
has been very much on primary
health care as the key strategy for
improving Aboriginal health. This is
as it should be given the long-term
gains it is bringing to the detection
and management of disease. However,
we should not lose sight of the fact
that one in six Aboriginal people in
Australia report having been admitted
to hospital in the last 12 months.
Despite staying longer when admitted,
Aboriginal people are less likely to

We need an open, candid and
respectful dialogue between Aboriginal
and non-Aboriginal Australia, not only
about important issues like poor health
and housing shortages and lack of
educational attainment, but about the
very place that we occupy in the nation
and the nation’s psyche.
Pat Anderson
Chairperson, Cooperative Research Centre for
Indigenous Health
(from an address at the Alliance’s Public
Symposium: National Planning in the Rural and
Remote Health Sector, in September 2008)

INDIGENOUS HEALTH

Partyline, Number 34, December 2008

Understanding the impact of inhalants:
new resources available
The misuse of inhalants - also known
as petrol, paint or glue sniffing,
chroming, huffing or dusting, - is a
significant problem which affects
many rural and remote communities
in Australia. The term ‘inhalants’
describes a group of household,
industrial or medical products that
are intentionally inhaled in order to
become intoxicated.

Information Service (NIIS). The
booklet is available free of charge to
community groups and individuals who
are requiring support and information.
It provides a structure for generating
and maintaining community strategies
through a step-by-step process of
forming an action group, identifying the
problem, considering other campaigns,
recognising community resources,
clarifying objectives, implementing
interventions and reviewing and
modifying strategies as needed.

Efforts to understand and curb the
misuse of inhalants has been increased
by the Alcohol and other Drugs Council
of Australia (ADCA) through the launch
of an interactive web-service and more
recently a new booklet. These provide
information, research and support
for the Australian community, parents
and teachers, alcohol and other drug
(AOD) workers and other professionals
assisting users of inhalants. This
initiative was launched by ADCA’s
National Drug Sector Information
Service (NDSIS) in Alice Springs in
June this year.

Dr Maclean highlights the approach
used in remote Indigenous
communities, advising that communitybased interventions are essential.

ADCA CEO David Templeman says,
“There is no safe level of inhalant use.
These two new resources provide an
opportunity for health workers and
anyone else concerned with this issue
to access vital information and make a
difference in their local community.”

The booklet also provides practical
examples of programs which have
been successful in remote areas, such
as the Mt Theo-Yuendumu Substance
Misuse Program, the Cairns Inhalant
Action Group and the Mt Isa Volatile
Substance Misuse Action Group.

The new booklet “Developing an
Inhalant Misuse Community Strategy”
was written by an expert in the field,
Dr Sarah McLean, of Turning Point
Alcohol and Drug Centre, and has been
produced by the National Inhalants

The booklet is well supported by
ADCA’s inhalants web-based service –
www.inhalantsinfo.org.au

“It is essential that interventions
proposed by the community
complement those of families, and
vice versa. Support is required from
agencies such as police, clinics and
schools, as well as Indigenous groups
and individuals. Supply reduction,
through substituting conventional fuels
with alternatives, has been a particularly
successful strategy in remote Indigenous
communities,” she says.
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National Inhalants Information Service (NIIS) Coordinator
Ruth Mahon accessing the website

information and support, as well as
providing a forum for the exchange of
ideas between different communities to
those assisting users of inhalants.
This website examines aspects of
inhalant abuse including information
about the inhalants used in Australia,
treatment guidelines, where to go for
help, user stories, new resources and
projects as well as links to other sites
and major reports on inhalant use. It’s
hoped the new booklet and website will
fill a vital gap in increasing knowledge
and awareness of issues of inhalant
misuse as well as enhancing the ability
of people to respond to this significant
health issue.
Naomi Giles
Strategic Communications & Policy Officer
Alcohol and other Drugs Council of Australia

The NIIS central on-line service
provides a much-needed link to
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Broome NAIDOC Festival
val
a
In July 2008, a team of six allied health students from Charles Sturt University in Albury travelled to Broome to take part
in a community NAIDOC festival run by a local Indigenous organisation.
The purpose of the trip was to develop an appreciation
of health issues specific to rural and remote communities
as we met with local health professionals and took part in
Indigenous cultural festivities. As a first year physiotherapy
student with roots in the country myself, it was a great
experience that challenged my definitions of rural and remote
and deepened my appreciation of the work being done in
our remote communities to address the inequalities in health,
specifically amongst our Indigenous population.

and future plans. At the local health services we were told of
the realities of health care in remote areas and the difficulties
in attracting health care professionals. We experienced one
reality when we went to the local supermarket to purchase
some ‘fresh’ produce and were shocked at the frightening
prices on the supermarket shelves. We experienced life in an
Indigenous community and this gave us a new appreciation

Situated in the far north west of Western Australia, Broome
has a population of just over 14,500 residents. This number
triples during the tourist season. Known as the gateway to
the Kimberleys, it presents as a sleepy, outback town where
time runs slowly, and happy locals gather in groups under
shady trees to let the midday sun drift across the sky as
frantic tourists rush about from one adventure to the next.
Our initial impressions of this picturesque remote holiday
destination were of a tropical paradise in the middle of a
desert. However the facade of glossy brochure images and
a fresh air-ed, healthy lifestyle were quickly dispersed upon
learning, first hand, of the gross inequity that lies in the
health of remote populations and their Indigenous majorities.
We were privileged to experience Indigenous food tasting
with a bush tucker meal that included dishes of acacia seed
duck, roasted bush turkey, boiled camel tail, bush damper,
satay kangaroo and lobster. The cultural centre and the
Indigenous free-to-air television station were evidence of the
work being done to preserve the rich Indigenous culture of
the area and ensure that future generations are educated in
the ways of their ancestors.

We visited the local university, Notre Dame, to see how health
courses were run and met with members of the newly formed
health club. We were able to swap stories of past club events

of the rich Indigenous culture that is so strongly tied to the
beautiful country we all call home. The closing ceremony of
the NAIDOC week celebrations were held at the local Town
Beach. We made curly apples and fruit skewers which were a
hit and quickly snapped up by the large number of people
milling around the beach lawns. We entertained the swarms
of kids with games of soccer, tug of war, skipping and various
other spontaneous activities, listened to local Indigenous
bands, sang karaoke with some of the local women and
painted peace flags for the Indigenous community centre. As
we swam off Cable Beach we admired the fantastic sunset over
the water and the evening camel train parading in silhouettes
before us. We realised why people travel across the world to
Broome.
The time we spent in Broome was an eye opening experience
to all six of us allied health students, (including many of
us who are of country origin), as we were brought face to
face with the challenge of providing quality health care in
Australia’s remote areas. Despite the serious need of the
area, we were left with a strong sense of hope for the future
as we met some of the dedicated individuals from all over
the nation addressing this challenge head on. It seems the
true Aussie spirit is alive and well in the Kimberleys and that
health care in the bush has a promising future.
Sam Johnson
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Improving rural cancer services
Evidence shows that the further from
a metropolitan centre a patient lives,
the more likely they are to die within
five years of a diagnosis of cancer1,2,3.
In general there remains a 5-7 per
cent disparity in outcomes. For some
cancers, remote patients are up to
300% more likely to die within 5 years
of diagnosis4.
The Clinical Oncological Society of
Australia (COSA) is Australia’s peak
body representing multidisciplinary
cancer care professionals and includes
a dedicated rural and regional
oncology group.

overcome this Dr Sabesan and his
colleagues set up a weekly video linked
clinic between the two centres that runs
for 60-90 minutes. The clinic involves
a medical oncologist in Townsville,
and a senior medical officer dedicated
to oncology, an oncology nurse and
the patient and their family in Mt
Isa. Each centre has access to a large
screen television and scan images and
pathology can be reviewed at each
end. The medical officer in Mt Isa acts
as the proxy examiner. The majority
of patients reviewed are receiving
chemotherapy but provision is also
made to review urgent new patients.
Twenty-five patients were surveyed by
telephone and high levels of patient

Patient safety was also maintained. Over
the time of the study more than 150
chemotherapy treatment cycles were
delivered. Only 4 patients required
admission to hospital for chemotherapy
related complications. There were no
treatment related deaths.
Other benefits derived from such clinics
include enhanced education for the
doctors and nurses at the remote clinic.
Overall these clinics are well received
by all and are certainly a novel way of
overcoming the problems that arise
as a result of the tyranny of distance.
The model of care is safe and probably
cost effective and will help patients to
continue to receive cytotoxic cancer
therapies closer to home.

A COSA study of rural and regional
oncology services showed that
access to cancer care decreases with
geographic isolation, with the quality
and availability of services by location
correlating with survival rates4,
The National Service Improvement
Framework for Cancer identified the
need to improve access to diagnostic
and treatment services for all
Australians regardless of where they
live. The framework recommended
support for models of care that link
smaller centres to larger centres of
specialist expertise.
One such model is currently in place
linking the Townsville Cancer Centre
(TCC) with an outreach clinic at Mount
Isa via a video linked medical oncology
clinic. Dr Sabe Sabesan is the lead
clinician in this project. At the 2008
COSA Annual Scientific Meeting,
results from a patient satisfaction and
safety and cost effectiveness survey will
be presented5.

satisfaction were ascertained. Safety of
chemotherapy delivery was determined
by retrospective chart analysis. Cost
effectiveness was not possible to
calculate due to the large number of
variables and scenarios.

Mt Isa is approximately 800 km from
Townsville. For a visiting oncologists
to travel such distances on a weekly
basis to review relatively small numbers
of patients is not sustainable and
significantly impacts on the running
of the main· treatment centre. To

All patients felt satisfied with the level
of care provided by the TCC. Twentyseven per cent felt that examination by
the specialist would be preferable but
92 per cent preferred consultation via
video link rather than having to travel
to TCC.

PHOTO: STEWART ROPER

In recognising the importance of
such projects COSA and the Medical
Oncology Group of Australia have
invited Dr Sabesan to present the full
results of his study and to discuss the
practicalities of running these clinics
at the NRHA conference in Cairns in
May 2009. A cancer stream is planned
at the conference and I look forward to
meeting you there.
Dr Adam Boyce
Medical Oncologist Lismore NSW
Chair Regional and Rural Group, COSA

1

Australian Institute of Health and Welfare and Australian Association of Cancer Registries. Cancer survival in Australia 1992-1997: geographic categories and socioeconomic status. Canberra: AIHW,
2003. (Cancer series No 22. AIHW catalogue No CAN 17.)

2

Jong et al. Rural inequalities in cancer care and outcome. Med J Aust 2005; 182: 13-14.

3

AIHW. Health in rural and remote Australia. Canberra: AIHW, 1998. (AIHW Cat. No PHE 6.)

4

COSA, Mapping Regional Oncology Services, 2006.

5

Ian Marr, Peter Piliouras, Sabe Sabesan. Dept of Medical Oncology, Townsville Cancer Centre. Patient satisfaction, safety of chemotherapy delivery and cost effective analysis of video-linked clinics
- A North Queensland experience: abstract 403, Proceedings of the COSA ASM 2008.
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The place to be
Between 14-16 February 1991 the 1st
National Rural Health Conference was
held in Toowoomba. By all accounts
it was an exciting event, with some
350 people from all parts of Australia
meeting for the first time to focus
on what it was in rural and remote
health that they agreed on - rather
than their differences.
This has remained the key principle
for work in the rural and remote
health sector, to which the NRHA has
been pleased to contribute since it was
established a couple of years after that
first conference.
Who would have thought that a Remote
Area Nurse in the Pilbara, a wool grower

not be perfect and they may have come
together in a piecemeal fashion: but
they are there, and without them there
would be a much larger difference in
life expectancy between remote and city
areas than is the present case.
Since Toowoomba in 1991 the
Conference has taken place every other
year. It is the flagship or centrepiece
for the sector. It helps some of the old
lags by providing them with a burst of
renewed enthusiasm, and enables others
to learn that they belong to a community
that shares their aspirations, their
resilience and their determination not to
be ignored and not to be unhealthy.
The cynics might argue that despite
the development of the sector and its
relative coherence, little has improved.
They may point to the fact that the
presentations in Toowoomba all those

exists today between practitioners
and consumers in rural areas and the
Health Department in Canberra. And
arguably of the greatest importance,
that first Conference made it obvious to
people that by combining their number,
their experiences and their different
professional interests, an authoritative
base could be developed which could
continue to argue the case for equity,
access and special consideration for
rural and remote people.
A small number of those original
participants will be in Cairns for the
10th Conference. Some of the challenges
will remain the same. But the successful
services to be showcased will be new
ones, the barriers to be overcome are
now better understood - and there has
never been a time when significant
reform of health systems, funding

CAIRNS CONVENTION CENTRE

at Hay, a doctor in Mount Gambier and
a community store manager in Bamaga
would have so much in common? But
they do. They all care about their own
health, the health of their family and
the health of their community; they
share the reality of having poor access to
emergency and specialist services; and
they all make substantial contributions
to the economic and community life of
the nation.
The magic of the past 17 years has
been that it has been possible to bring
together such diverse individuals
into a rural and remote health sector
which has considerable coherence and
identity. Notwithstanding the problems
we still face, State, Territory and
Australian governments have responded
by putting in place special programs
for rural and remote health. They may
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years ago included some on the health
of elderly people, on challenges
for education and training of rural
health professionals and overcoming
disincentive to rural practice.
Inadequate infrastructure was an issue
then as it still is today. There were
sessions on improving undergraduate
preparation for rural practice,
postgraduate training and continuing
professional education. And there was
a significant session on Aboriginal and
Islander health.
But it was that first Conference that
endorsed the first National Rural
Health Strategy, and demonstrated to
rural and remote health consumers
the power they could exercise and the
respect in which they would be held.
The 1991 Conference laid the basis
for a working relationship which still

and workforce is more central to the
national agenda.
It is certain that the 10th Conference
will play a significant part in ensuring
that the rural and remote health sector
restores and refreshes itself, finds new
leaders, looks back in order to know
the better way forward, and proposes
recommendations for improved policies
and programs. There may be no new
ideas under the sun but it may be that
the time has now come for some of the
old and good ideas. Persistence and
resilience will be rewarded.
Certainly enthusiasm for the Conference
is unabated. 370 abstracts were
received for the 100 places available in
concurrent sessions. Cairns is the place
to be if you want to be involved.
May 17-20 next year at the Convention
Centre. See you there.

friends
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friends of the Alliance in full swing
There has been a flurry of activity
for friends of the Alliance over
recent months.
Regular readers will be aware that
the friends of the Alliance Advisory
Committee recently held elections for
a new Chairperson. As a result, Janie
Smith was elected to the position and
will sit on the NRHA Council. Janie
has been actively involved nationally in
remote, rural and Indigenous health
as a practitioner, academic, researcher
and policy writer for almost thirty
years. She was very proud to be elected
to the position and looks forward to
contributing to the work of the Alliance.
Members of the new friends Advisory
Committee have been active
introducing themselves to other friends
of the Alliance. Each State or Territory
representative has sent a message and
biography to other members in their
own jurisdiction, and is encouraging
friends to contact them about issues they
would like brought to the attention
of the Alliance. The response has
been encouraging and the Advisory
Committee is looking forward to
discussing these issues at the next
teleconference. If you did not receive
the email, or you are a new member
who would like to be introduced to your
regional representative, email friends@
ruralhealth.org.au and we will arrange
for the introductory message to be
forwarded to you.

Join friends to
benefit at the
10th Conference!
Photo & Poetry
competition
Janie Smith was recently elected to Chair the friends of
the Alliance Advisory Committee

The friends Advisory Committee has
also been busy planning for a variety of
exciting and interesting events at the
10th National Rural Health Conference
in Cairns in May 2009. Cairns will

‘The friends Advisory Committee
has also been busy planning for a
variety of exciting and interesting
events at the 10th National
Rural Health Conference in
Cairns in May 2009.’
certainly be the place to be if you want
to meet some friends! Among other
things, friends of the Alliance will be
hosting a photographic competition
(see the break-out box on this page for
more details).
Partyline Readers are reminded that if
you join friends of the Alliance you will
receive a discounted registration for the
10th Conference. You can join friends
by calling (02) 6285 4660 or by filling
in the form on the friends page of the
Alliance website and faxing it to us.
Later on in December you will be able
to register for the conference at www.
ruralhealth.org.au
James Easterbrook
Manager, friends

Calling all amateur photographers
and poets! Have you taken a
photo, or written some verse, in
the past year that signifies rural
and remote Australia to you?
Open to all members of friends,
the finalists will be exhibited and
the winners will be announced at
the Conference and will receive a
cash prize.

friends Sun Hat
Upon presentation to the
registration desk in Cairns,
friends will receive a sun hat
ticket. Take the ticket to the
Alliance booth to receive your
hat and go in the draw to win
a hamper. What a great way
to spot other friends at the
conference and start a chin wag!

Hamper Promotion
friends will be encouraged to
donate something small that
is unique to their region for
inclusion in a hamper to be drawn
during the conference.

‘Unsung hero’
Award
This will be presented to a
rural person who has made a
‘grassroots’ contribution to rural,
remote and/or Indigenous health.
Get ready to make a nomination.
Further details early next year.
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Improving the design of our health workforce
You can take your pick: it can be ‘skill mix change’,
‘task shifting’, ‘re-profiling’, ‘re-engineering’, ‘role
enhancement’, ‘job enlargement’, ‘job redesign’, or
‘scaling up’.
But the good news is that some positive change is at last
happening in Australia’s health workforce.

South Australia and Queensland are trialling physicians’
assistants (PAs), with half a dozen to be appointed in SA and
four in Queensland (including two in rural/remote areas). The
United States now has 134 PA training programs, graduating
over 4,200 a year. The number of programs is up from 49 in
1987; that sounds like a serious growth industry!

Physicians’ assistants work in delegated practice roles: the
physician (doctor) may delegate to a PA some of the medical
“Our health workforce structures are a major economic
duties that fall within their (the doctor’s) scope of practice.
burden. Health is our largest industry, approaching 600,000
The profession started in the US in the 1960s, driven partly
employees or 7 per cent of our civilian workforce. About two
by the availability of medics returned from service in Vietnam.
thirds of health expenditure is labour
The profession received a boost in the
cost. More efficient workforce practices
70s when, with a shortage of doctors,
are essential. The problems arise not
‘The NP profession offers great
their Federal Government started
because of individual failure but because
hiring PAs for work in prisons and
potential
and
the
Government
of failure to address the structural
the Indian Health Service. PAs now
inefficiencies. Archaic work practices
should negotiate with State and
make a major contribution to care
deny career opportunities, especially for
in rural and remote areas. In the US
Territory counterparts for the
nurses and allied health workers.
as a whole there are 690,000 active
The system is rife with demarcations and
establishment of additional nurse
physicians (persons, not full time
restrictive work practices. We need role
equivalents), which is 230 per 100,000
practitioner positions, particularly people. There are about 71,000 PAs,
renewal and the creation of new types
of health workers. We need upskilling,
or 16 per 100,000.
in rural and remote locations.’
multi-skilling, broad-banding and team
Becoming a PA is often a second
work. - The Medical Benefits Scheme
career, with substantial clinical
(MBS) could be one lever to help
experience
required,
so
that the intake to PA training courses
influence change.”1
includes many nurses and allied health professionals. There
are trends to feminisation and specialisation: 70 per cent of
trainees and graduates are now women and about a quarter
PHOTO: STEWART ROPER
of the total now work in surgery. PAs also staff emergency
departments some of the time with emergency medical
personnel on call, enabling ED to remain part of the service
in smaller rural hospitals.
PAs are part of the health workforce in Holland and are being
considered or trialled in Canada and the UK as well as (in our
cautious or glacial way) in Australia.
In Australia we are also continuing to develop the nurse
practitioner (NP) profession, with Minister Roxon having
recently described NPs as “the great unrecognised successes
of Australia’s health care system”. A 2007 survey of nurse
practitioners in Australia, which achieved an 85 per cent
response rate, identified only eight working in rural areas.
(Given their skills and the expectations loaded onto them,
some regard Australia’s Remote Area Nurses as de facto NPs,
recognising however that they may not have the formal
training and almost certainly do not have the regulatory
support or remuneration of NPs.)

1 John Menadue, “Obstacles to health reform”, Centre for Policy Development,
July 2007; http://cpd.org.au/article/obstacles-to-health-reform
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The NP profession offers great potential and the Government
should negotiate with State and Territory counterparts for
the establishment of additional nurse practitioner positions,
particularly in rural and remote locations. The Rudd
Government’s recent decision to provide rural nurses with
PHOTO:STEWART ROPER

OCCUPATIONAL THERAPY
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Northwest Occupational Therapy Symposium
Exploring the Potential of OT

On 26 and 27 September 2008 the inaugural Northwest Occupational Therapy Symposium was held in the West Pilbara.
Twenty occupational therapists from Kununurra, Derby, Broome, Port Hedland, Newman, Karratha, Carnarvon and Perth
participated and together explored “The potential of OT”, this year’s symposium theme.
Highlights of the symposium included
presentations from Alma Dender, Senior
Lecturer from Curtin University; Kate
Smith, research fellow at the University
of Western Australia; and Gillian
Griffiths, occupational therapist from
Perth. These inspiring occupational
therapists shared their experiences of
research and practice in areas such as
Indigenous health and development,
and child assessment and treatment.
Importantly the symposium emphasised
the amazing skills, talent and passion
of Northwest Occupational Therapists,
proving that knowledge and experience
don’t necessarily have to come from
metropolitan services and that rural
and remote occupational therapy has
earned the right to be recognised as a
quality service provider.

Nicole Kingwell, Senior Occupational
Therapist in Newman, presented
her experiences of a community
development project in Bangladesh
and demonstrated how the skills used
from that project are being applied
in working with remote Indigenous
communities.
Di King and Sarah Thomas,
occupational therapists in Karratha,
presented a new model of service
delivery for school aged children.
Throughout the two days, forums were
facilitated generating new ideas for
future practice and research in the
Northwest. A Northwest Occupational
Therapy Interest group was formed
providing a platform for discussion
and action on occupational therapy
and health issues in the context of the
Northwest of WA.

scholarships of up to $15,000 a year for two years to upgrade
their skills is a significant policy breakthrough.
Nurse practitioners use advanced practice and have highly
developed skills and knowledge that allow them to provide
extended clinical services, working independently or within
multidisciplinary teams. Whereas NPs may be autonomous,
PAs expect to work to a doctor.
In the UK there have been NPs for twenty years and the trial
there of PAs may be seen as posing a threat to the scope and
territory of the NPs. Whereas Scotland is trialling PAs, Wales
is not, assertedly because in Wales there was more vociferous
opposition to PAs from the nursing profession.
Skill mix change is not a quick fix but it is important. It can
help ameliorate staff shortages while also containing costs.

The symposium was also an
opportunity to showcase the Pilbara
and celebrate the uniqueness of the
region. A welcome reception was held
at Dampier Palms, day one had the
beautiful backdrop of Roebourne, and
there were trips to see Aboriginal rock
art on the Burrup and the sights of
Point Samson on the last afternoon.
It is hoped that future occupational
therapy symposiums will be held
strengthening the profession and aiding
in recruitment and retention of skilled,
educated occupational therapists in the
Northwest.
Occupational Therapy week was
held 19-25 October 2008 and
more information can be found at
www.ausot.com.au
Sarah Thomas

Our current skill mix situation has been determined by
culture, history, regulation and pay relativities. We have to wait
for training systems to be established and to feed through, for
trials to demonstrate success, and for new generations to bed
down new attitudes and culture.
But let’s start now and move forward confidently; not for us
the spats between professions. There is plenty of work for
everyone and even if PAs work in a medical model and NPs
in a nursing model, we will get on and further develop both
professions in the interests of patients.
Note: for many of the facts and ideas in this article, Partyline is indebted to the
presentations by Eric Larson and James Buchan to an AHWI/MICRRH Seminar
at the ANU in November. Full responsibility for the interpretation and views
expressed, however, rests with the Editor of Partyline and her team.
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What the review means to rural consumers
In September this year, Federal Health Minister Nicola
Roxon announced a review of maternity services. As
someone who has advocated for maternity reform for
nine years my response to the news was mixed. Another
review - this will make 38 since 1985!
On reading the discussion paper I became more hopeful.
The Minister clearly understood the need to enhance access
to midwifery care, in line with midwives’ education and
registration standards.
Seven years after medical practitioners were afforded
indemnity insurance protection it seemed this review was
moving towards a level playing field where all maternity
professionals are funded and indemnified, including
midwives. This can have only positive impacts for women,
particularly those in rural and remote areas.
Few issues have been reported more widely than the ‘rural
maternity crisis’. Current power dynamics are still firmly
entrenched and in rural services midwives work well below
capacity. Current ‘risk management’ requires a service to
close when anaesthetic/obstetric cover is not available. When a
maternity unit closes due to a perceived risk to a few women
because of the absence of some services, the result is that
risk is transferred to 100 per cent of pregnant women in the
region who are consequently forced to relocate or travel in
labour, which brings a range of new short-term and longterm risks including that of having a roadside birth. Rural
women often have interventions - simply to control the time
of birth - that also carry risk. Unfortunately this is often more
acceptable to some practitioners and governments than a
primary midwifery unit that could safely care for the majority
of women with healthy pregnancies.

PHOTO: LEANNE COLEMAN

who cannot access free antenatal care and go without; women
who are surprised by quick labours and are forced to labour
and birth behind curtains in accident and emergency because
the local hospital has stripped its non-functioning maternity
unit; Indigenous women sent to larger centres with no family,
money or other support.

Over the years the consumer voice has been muffled by the
might of vested interest. Now we are discredited as being
‘unrepresentative’. Women’s bodies are up for sale; birth
in Australia is an industry which is not sustainable in its
current form. The answer is to develop
a maternity care system where midwives,
“When a maternity unit closes,
GPs and obstetricians all have access
risk is transferred to 100 per
to funding and indemnity. Individual
women should be empowered to make the
cent of pregnant women who are
choice best for them, but with only one
option - a medical model of care - women
consequently forced to relocate
do not have choice.

Maternity care must come back to
women. For too long, interdisciplinary
squabbles have marred the ability for safe
and sustainable care to take place. There
are many ways care could be provided,
from midwives providing primary care
to midwives working with GPs. Those
practising in isolation, perhaps due to
distance, who provide the entire care
or
travel
in
labour,
which
brings
We do know that many women want
for healthy women and babies, need
care in their local communities, with
a
range
of
new
risks
including
to be networked to a system of other
family support. It is our government’s
providers to be consulted as appropriate.
duty to offer a local primary service
that of having a roadside birth.” Understanding the appropriate role
wherever possible. If this can be achieved
of each maternity carer and the rights
with concurrent reductions in perinatal
of women to choose them must be
mortality and caesarean sections in remote Canada - where
paramount. Sound like a panacea? Perhaps, but this is what
the nearest obstetric unit requires a five hour plane ride
we need to keep women and their babies safe.
(when able to land on ice) - why can’t we do it here?
What keeps many consumer advocates focussed on reform
are the stories from women. Hundreds of these have been
submitted to the maternity review. Women in a rural area
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Justine Caines is a rural consumer advocate, former President
of the Maternity Coalition and mother of seven children, four
born in rural NSW.

STUDENT NEWS
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City to Country
ARMS Inaugural Academic Dinner
On Friday 12 September 2008 the
ANU Rural Medical Society (ARMS)
held its inaugural Academic Speaker
night at Bruce Hall, ANU.
This event was held to encourage
medical and allied health students to
consider rural practice as a genuine
career option through hearing firsthand narratives from our peers who
have worked on the front-line in rural
areas. Dr Jill Bestic, Mr Sascha Saharov
and Professor Frank Bowden addressed
the forum of forty medical and allied
health students on the topic of ‘City to
Country’.
Dr Bestic opened the evening with
a brilliant and inspiring speech,
sharing with us a true reflection of her
experiences as a general practitioner
in many rural locations including
Gundagai, Dubbo and rural Nepal.
She described the many rewards and
sacrifices that come with choosing to
practise rural medicine, leaving us with
wonderful thoughts for contemplation
and the overall feeling that the benefits
of rural medicine can outweigh the
sacrifices.
Sascha Saharov is a 4th year medical
student at ANU. He shared his
experiences as a medical student
from an urban background who has
embraced the idea of rural medicine.
Sascha spent his entire 3rd year in
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L to R: ARMS co-presidents David Corbet and Alicia Paul with guest speaker Dr Jill Bestic and her husband Dr Bestic.

Bega as a long-term rural student
and his experiences there seem to
have given him a new perspective on
medicine. He described the wonderful
friendships made with both colleagues
and community members and the
benefits of working in a close rural
community. Sascha showed us that with
an adventurous spirit and a willingness
to get involved, rural medicine can be
rich and rewarding.
The final speaker was Professor Frank
Bowden who showed us how flexibility
in your career path can add richness
to your medical career that you may
not otherwise have had. He shared
with us his experience as a suburban
hospital specialist and the unexpected
inspiration from a patient support
person that lead him to apply for a job

in Alice Springs and ultimately spend
10 years in Darwin. Professor Bowden
encouraged us not to plan our careers
from the outset but to work hard and to
be good at the job we enjoy – “then one
day you will look back and find that you
have had a great career”.
The night was a raging success and a
good time was had by all. Thanks are
due to Kristen Overton who planned
and executed a wonderful evening for us
all to enjoy, to ARMS presidents Alicia
Paul and David Corbet for hosting the
evening and finally to our three guest
speakers for sharing their personal
experiences and inspiring us to consider
rural practice in the future.
Daniel Fry
ARMS Publicity Officer

Much government policy in Indigenous affairs reflects the failure to apply even the most rudimentary
principles of social science to understanding why there are so many social problems and what should be done
to reverse them. Understanding concepts like learned helplessness, locus of control, self fulfilling prophecies
and attribution theory, for example, would undoubtedly assist in devising better policy. In “Why Warriors Lie
Down and Die”, Richard Trudgen drew attention to the pernicious effects of “learned helplessness” amongst
the Aboriginal people of Arnhem Land. It is a concept well understood in psychology and encompasses
research which shows that when people repeatedly experience unpleasant events over which they have no
control, they will not only experience trauma, but will come to act as if they believe that it is not possible to
exercise control over any situation and that whatever they do is largely futile. As a result, they will be passive
even in the face of harmful or damaging circumstances which it is actually possible to change.
Dr Carmen Lawrence, “Us and Them: Breaking Down the Barriers” presented at Fullbright Conference:
Healthy People Prosperous Country, 11 July 2008

PHOTO: GRAHAM STEPHINSON
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Depression - don’t beat about the bush
In times of crisis, stress is a normal
reaction, but what if the stress is
ongoing, relentless and becomes
something more serious than a
normal reaction to adversity?
If you have persistent negative thoughts
that don’t go away, find it difficult
to carry out usual day-to-day tasks,
experience extended periods of intense
sadness for no apparent reason or find
you don’t enjoy the activities you used
to, it could be depression – and it’s
important to seek help early.
Depression is a serious and potentially
debilitating condition that affects
around 300,000 rural Australians each
year. beyondblue: the national depression
initiative is working to raise awareness of
depression and anxiety across Australia
– its signs, symptoms and where to get
help.
Over the last few years, beyondblue’s
Don’t Beat About the Bush campaign has
targeted rural communities to help
spread the awareness. In association
with the Rural Doctors’ Association
(RDAA), beyondblue produced a TV
commercial featuring RDAA Patron
Tim Fischer and provided all doctors
practising in rural areas with a free
copy of John Ashfield’s self-help book
Taking Care of Yourself and Your Family.
The book is also included in beyondblue’s
free rural info kits along with fact

sheets, posters, DVDs and a manual on
how to organise a community forum on
depression.
These are available to order via www.
beyondblue.org.au or by phoning the
beyondblue info line – 1300 22 4636
(local call cost from a landline).
For people with internet access, another
useful resource is the Rural Assistance
Information Network (RAIN) Map on
the beyondblue website. The interactive
RAIN map shows services available
to country people in their region.
Information can also be obtained by
phoning the beyondblue info line – 1300
22 4636.
beyondblue-accredited mental health
professionals who have either lived or
worked in the country are currently
conducting three-hour depression
awareness workshops in droughtaffected areas of NSW, Victoria, South
Australia and Queensland as part of
the National Mental Health Drought
Initiative. This Initiative which is
funded by the Department of Health
and Ageing is a partnership between
beyondblue and the Australian General
Practice Network. The workshops are
being rolled out in regional areas in the
four states divisions from now until the
end of 2009. The sessions aim to help
community leaders become aware of:
• the signs and symptoms of depression
• how they can talk to a person about
whom they’re concerned

FACT BOX
Did you know that under Federal
expansion of mental health funding,
you can get help for depression
and anxiety under Medicare? If
you qualify for a referral from your
General Practitioner, psychiatrist or
paediatrician, you could be eligible
for rebates for up to 12 individual
consultations with a psychologist,
social worker or occupational therapist
(18 in exceptional circumstances)
and up to 12 group therapy sessions
each year. Ask your referring
practitioner for more information
or view www.beyondblue.org.au.
• how to assist people to get help and/
or information they need.
The Mental Health Drought Initiative
provides funding for each AGPN
Division to employ a Community
Support Worker (CSW), who can
provide crisis counselling and
referral to local services. The CSWs,
in association with beyondblue, are
establishing information kiosks where
people can get beyondblue materials
including fact sheets about depression,
anxiety, available treatments and where
to get help.
While research indicates the incidence
of depression is the same in country
and city communities, access to services
is lower and the rate of suicide is higher
in rural areas, particularly among men.1
Alcohol and drug use as self medication
is common and worsens depression.
If left untreated, depression can be a
risk factor for suicide. However, with
the right treatment (medical and nonmedical) most people recover from
depression.
For comprehensive information on depression,
anxiety, bipolar disorder, related drug and
alcohol issues, available treatments and where
to get help go to www.beyondblue.org.au or
call 1300 22 4636 (cost of a local call from a
landline).

1 Caldwell, T.M., Jorm, A.F. and Dear, K.G.B.
(2004) Suicide and mental health in rural,
remote and metropolitan areas in Australia.
Medical Journal of Australia,
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One of the voices of future health professionals
joins the beyondblue board
IN August, beyondblue: the national
depression initiative welcomed five
new Board members to help continue
the organisation’s work beyond 2010.
One of the new members, Michael
Bonning, is President of the Australian
Medical Students’ Association and
a final year medical student at the
University of Queensland having
previously completed honours in
molecular biology.
At 23, Mr Bonning is the youngest
person to be appointed to the
beyondblue Board.
Through his involvement, he hopes
to advocate more rural training
placements for allied health students.
“Nursing is the only health profession
where there is a roughly equitable
distribution across Australia. The
majority in the other professions are in
the major cities,” he said.
According to Mr Bonning, one
possible solution would be to
replicate and expand rural training
placement programs for allied health
students, such as the new Federal
Government’s Allied Health Clinical
Placement Scholarship Scheme. The
scholarships allow allied health and
oral health students to undertake
clinical placements in rural or remote
Australian communities during their
tertiary studies.

established medical undergraduate
rural exposure scheme, the John Flynn
Placement Program.
“A lot of the ideas that have been
pioneered in medical courses, such as
undertaking a majority of training in a
rural area, are initiatives I’m sure we’ll
start seeing more of in other health
practice courses,” Mr Bonning said.
“Those programs are proven to have
positive retention values for rural and
regional areas. beyondblue hopes to
see programs like this continue to be
promoted by the Government.”
As well as increasing the number of
mental health professionals working
in rural, regional and remote areas
of Australia, Mr Bonning hopes to
advocate better mental health within
the medical profession.
“The suicide rate of female doctors
is six times that of general population
and for males it’s twice as high as the
general population. Those are the stark
facts,” he said.1

‘The work beyondblue does is
so very important - not just the
research and policy shaping
- but in terms of making
depression an issue that people

A free resource booklet called When
the Cowpat Hits the Windmill is
available from beyondblue to medical
students on rural placements.* The
55-page booklet, written by students
for students and produced by the
National Rural Health Network,
teaches them to look after their own
mental health while studying. It can
be printed from www.beyondblue.
org.au or www.nrhn.org.au - or
ordered by calling the National Rural
Health Network on 03 8825 4500.

Michael Bonning speaking after being awarded QUT’s
Outstanding Young Alumnus of the Year for 2008.

feel comfortable discussing.’

Introduced in July this year, the
scholarship scheme reflects the

FACT BOX

PHOTO: ERIKA FISH

“Medical professionals are charged
with helping people who are distressed,
but if there is a rise in the burden of
mental health problems within our own
workforce then we are less able to meet
those demands. The work beyondblue
does is so very important - not just
the research and policy shaping - but
in terms of making depression an
issue that people feel comfortable
discussing.”

1 Keeping the Doctor Alive - A Self-care Guidebook for Medical Practitioners, Royal Australian
College of General Practitioners, July 2005.

The beyondblue Board now has 12 Board
members and is chaired by The Hon.
Jeff Kennett. At the end of 2010, Mr
Kennett will resign from his role as
chairman of beyondblue along with some
of the more senior Board members,
leaving the new recruits to carry the
organisation into the future. In addition
to Michael Bonning, the new Board
members include former ACT Chief
Minister, The Hon. Kate Carnell,
Western Australia under-Treasurer Tim
Marney, former Democrats senator
Natasha Stott-Despoja and Associate
Professor Leanne Rowe, Deputy
Chancellor at Monash University. Mr
Kennett expects the Board will seek two
or three new members mid-next year.
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Letters to the editor
In September 2008 the NRHA issued a media release ‘High-powered team to discuss need for health care
planning’(available at www.ruralhealth.org.au). Reader responses included the following emails:

Plan for dental care, transport
and shelter
Many rural areas in Queensland have no dental services
while some areas have limited public dental access. A few
have limited private costly alternatives which leave a gap for
those who don’t have a health care/pension card and aren’t
wealthy enough to access the private providers. If you watch
the rare smiles in rural areas many of them show bad teeth.
Transport is a real issue, and while there have been many
talkfests around Queensland to discuss this problem, no
resolution has been implemented. The problems relate to
transport to and from specialist services, especially for the
elderly, and transfers between hospitals in rural areas where
no public transport exists.
Accommodation is necessary for the aged, the disabled, and
the relatives of those who have to travel to hospitals many
miles from home for medical, birthing or specialist services.
Hospitals are overcrowded and accommodation to support
access to health services is at crisis point.
Councillor Gail Nixon
Central Highlands Health Community Council

Rolling plain

Re-thinking rural health in the west
One of the difficulties in providing consistent and reliable
health care to Aborigines who live in remote locations is not
only the alcohol that can be delivered far more easily but the
remoteness of the delivery area and the security of the people
who have to work there. (In a community suffering high levels
of drunkenness the staff have to share the perils that the
Aboriginal women face constantly.)

‘The fact of the matter is that Health as a
Government Department is a leaking barrel.
You can throw as much money as you like into it
and it still wants more.’
Those of us who live in rural Australia lack the voting power
for change. Hospitals are being planned for Perth and Albany,
but the rest of the rural community are dependent on people
with additional skills – such as a pilot’s licence – to deliver
the care needed. Our rural hospitals are little more than
nursing posts because the Government of the day sees it more
profitable to tell us, “If you want treatment you had better
join the rest of us in the Regional Centres or Perth. We are
not going bush and, what is more, the RFDS is too expensive
for us to run.” The RFDS in WA now have bigger aircraft with
turbo prop engines that have a distinct abhorrence of dusty
runways. So rural health becomes a matter of choice for the
individual – if you want to live in the bush it is up to you to
survive the best way you can, for as long as you can.
The fact of the matter is that Health as a Government
Department is a leaking barrel. You can throw as much money
as you like into it and it still wants more. That is basically
what was said in the WA State election broadcast. In WA at
present we are a wealthy State from royalties being paid from
the mining industry yet we have had poor response from the
Government to the challenges of providing a health service to
metropolitan and rural populations.

Straight road

Dust cloud retreats
Small town

One thing that concerns us is that people are not being
taught or encouraged to cope with basic first aid but they
turn up in the local outpatients department with injuries
that only require cleaning and covering. People do respond
when interest in them is shown. This prevents clogging the
outpatients department and ensures better outcomes when
wounds are attended to before infection is established.

Hospital closed
Doctors gone

Although we are far away from Canberra maybe these few
comments will provide food for thought.

Town gone

Jean and Gordon Williams
Note: Videos of all presentations at the Public Symposium: National
Planning in the Rural and Remote Health Sector are available at
www.ruralhealth.org.au Ed.

Kathy Kirkpatrick
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Family day care – from the city to the outback
Family day care is an accredited
home-based child care service that
enables your child to learn and grow
with a small group of other children
in a secure family home with one
professional carer.

Families can apply for the full range of
child care fee subsidies such as Child
Care Benefit and the Child Care Tax
Rebate. Currently 40 per cent of family
day care services assist rural families
throughout the country and in some
cases family day care is the only child
care option available. For information
about family day care in your local area:
Freecall 1800 621 218
PHOTO: DAVID OTOTT

TOMNET – for men
Established in 2001, TOMNET
(Toowoomba Older Men’s Network
Inc) is a not-for-profit community
organisation.
The network offers a range of support
services for older men in regional, rural
and remote locations in Toowoomba and
South-west Queensland.

Membership in TOMNET is open to all
men 50 years or over, regardless of their
circumstances, and provides peer support
networks and services that improve their
physical, mental, emotional and social
wellbeing. TOMNET positively promotes
the role of men supporting men in
the community and provides weekly
meetings, social outings and activities,

mentoring programs, professional
development and is a source of
friendship and a sense of belonging.
The content of the program is
determined by the men themselves
and is progressively developed.
For more information, phone: 07 4638
9080, email tomnet05@tomnetinc.org,
or visit www.tomnet.org.au

Auslan services for the deaf
Not so long ago, deaf and hard of
hearing people had to resort to writing
down their medical ailments on
scraps of paper for their GP.
Their GP would have to write hasty notes
in reply. This often left diagnosis not
fully understood by the deaf patient, or
the GP not understanding the full extent
of the deaf patient’s complaint.
Australian Sign Language (Auslan) is
the primary language of the Australian
Deaf community. The National Auslan
Interpreter Booking and Payment
Service (NABS) was set up to provide

free Auslan interpreting services to
all deaf and hearing impaired people
in Australia attending private health
practices, including GPs, specialists,
chiropractors, psychologists and
endocrinologists. If the deaf patient is
living in an isolated rural area and needs
the service of the Flying Doctor, either
the deaf client or the Flying Doctor
service can request a NABS Interpreter
to accompany the Flying Doctor on visits
to where the deaf client is living and
needs medical assistance.
The majority of NABS clients prefer
Auslan but NABS also provides
Interpreters in signed English, and

deaf blind tactile. NABS also provides
information presentations to both
the deaf community and the medical
profession Australia-wide.
To request a presentation, email:
j.kerwin@nabs.org.au
To make a direct booking:
P: 1800 24 69 45
F: 1800 24 69 14
TTY: 1800 24 69 48
SMS: 0427 671 261
E: bookings@nabs.org.au
Online: www.nabs.org.au
James Kerwin
Communications Officer, NABS
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From strength to strength
For sixteen years, the Australian Journal of Rural Health (AJRH) has been
serving the rural and remote health sector through its support of a multidisciplinary approach to training, practice and research, and it is moving
from strength to strength.
The headline achievement for the AJRH
in 2008 is its acceptance into the Science
Citation Index-expanded (SCIE) and
Social Science Citation Index (SSCI).
Coverage commenced in January 2007
and will lead to an impact factor for

• AJRH was ranked in the top ten
journals most used by the Consortium
of Australian University Libraries
from the nearly 800 titles hosted on
Blackwell Synergy (the publisher’s
website); and

‘The AJRH publishes high-

• institutional access through library
consortiums increased by nearly 2000
libraries in Australia and overseas.

quality content relevant to
Australia’s rural and remote
health challenges.’
the AJRH in the 2010 Journal Citation
Reports, making it only the second
journal in the world with a focus on
rural health to be listed by Thomson ISI.
Underpinning this achievement is a
very solid performance in terms of
useage and appeal, as shown by the
following 2007 indicators:
• AJRH articles were downloaded 87,022
times, an increase of 3% over 2006;
• articles published achieved average
full text downloads of more than 200
per article;
• manuscript submissions to AJRH
increased to 159 from 118 in 2006;

A key service provided by the AJRH
is its e-alert. This is a free, automatic
e-mail of the table of contents of the
forthcoming edition. By the end of 2007
there were 830 readers registered for the
AJRH e-alert service, an increase of 2
per cent from the end of 2006.
The AJRH publishes high-quality
content relevant to Australia’s rural and
remote health challenges. In addition
to the regular bimonthly issues, the
last 12 months have also seen virtual
issues on Indigenous health and mental
health. The Indigenous virtual issue
was comprised of 22 articles on aspects
of Indigenous health published in the
last 10 years and there was significant
reader access. Special interest came
from tertiary teaching institutions
using the virtual Indigenous issue as
a teaching resource. A second virtual
issue - on mental health - has recently
been published.

The AJRH will continue to develop its
national and international reputation
into the future. In 2007, the AJRH was
available in 7,297 institutions globally.
The AJRH has recently committed itself
to contributing to the improvement of
health outcomes overseas and to an
exchange of information valuable for
the Australian rural and remote health
sector.
The Australian Journal of Rural
Health is owned and managed by
the National Rural Health Alliance,
published by Wiley Blackwell, and
is the official Journal of Australian
Nurses and Midwives, the Council
of Remote Areas Nurses of Australia,
the National Rural Faculty of the
Royal College of General Practitioners
and Services for Australian Rural
and Remote Allied Health. Further
information, Author Guidelines,
and registration for e-alerts can be
accessed at www.blackwellpublishing.
com/AJR Online submission is available
at http://mc.manuscriptcentral.com/
AJRH.

“Dear, oh dear! It was terrible to think he had wasted the greater part of his life among
the hills where the mail came but once a week, and where the nearest town, of 650

inhabitants, was forty-six miles distant.And the road had been impassable for vehicles.
Here, only seventeen miles from a city like Goulburn, with splendid roads, mail thrice

weekly, and a railway platform only eight miles away, why, man, my fortune is made!”

Miles Franklin, My Brilliant Career (1901)
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Evaluating the Alliance
Between September 2006 and April
2008 the National Rural Health
Alliance underwent a comprehensive
external evaluation, conducted by
Urbis, which produced specific
findings on six of its key functions.
The Alliance was seen as an effective
advocacy group and champion for rural
health. Its non-adversarial approach
was valued, as were the evidence-based
policy statements. It was felt better use
could be made of the Alliance’s Position
Papers, which were well regarded.
d.

The survey undertaken by Urbis at
the Albury Conference generated
an excellent, positive response.
Stakeholders appreciated the Alliance’s
role in “amplifying the quiet voice of the
bush in the noisy corridors of power”.
The Alliance is trusted and respected by
the Department of Health and Ageing
and the tension potentially involved with
advocating to its funding body was seen
to be well managed on both sides.
Although it is not easy to measure,
Urbis concluded that there is no
question that the Alliance is seen as
having made a positive contribution
to policy improvement. The Alliance’s

staffing, organisational sustainability and
financial reliability were identified as
its strengths. There are risks if comfort
becomes complacency. Challenges
for the Alliance include finding ways
to encourage and enable quiet voices
to be heard and to keep rural health
prominent and active – to “maintain the
urgency”.
For the future Urbis has recommended
the Alliance consider some ‘step change’
to enhance the organisation’s work
and viability. The aspirational vision
of equal health by 2020 elicits a range
of reactions – from unrealistic and
unattainable, to inspirational.

Partyline
wishes all
its readers
a Merry
Christmas
and a year
of Peace, Joy
and Cheerful
abundance.
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Flying Doctor

