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EDITORIAL

The ‘climate change debate’: clarion
call, media proxy or red herring?
Focusing on the pros and cons of an ETS and the uncertainties of
climate science must not distract us from agreed and urgent global
human goals.
In 1798 Thomas Malthus published his Essay on the Principle of Population.
His central thesis was that the world’s population naturally tends to
outgrow agricultural production, requiring a return to subsistence levels of
human existence.
There can surely be no argument with the belief that a world whose
physical resources are finite cannot support ever-increasing numbers of
people with ever-increasing demands for individual consumption and
prosperity – as long as that consumption and prosperity are based on
physical resources.
Skip forward nearly 200 years and in 1972 the Club of Rome published
Limits to Growth, which predicted that economic growth could not continue
indefinitely because of the limited availability of natural resources,
particularly oil. Its second publication, Mankind at the Turning Point, was
more optimistic, noting that many factors were within human control and
therefore that environmental and economic catastrophe was preventable.
Just as the Industrial Revolution postponed or confounded the predictions
of Malthus, so the Green Revolution (based on hybrid varieties,
mechanisation and pest control) led to the general belief that the Club of
Rome was wrong.
The Industrial and Green Revolutions were ‘step changes’ in the capacity
of the world to increase the provision of physical resources required
for improved quality of life and personal consumption. And these step
changes helped the world accommodate a growing number of people: one
billion in Malthus’ time and 6 billion by the year 2000. (It is estimated to
be around 9 billion by 2050. Population forecasts suggest that Australia will
have 35 million people by 2050 and the Prime Minister has said he believes
in “a big Australia”.)
And as the world’s population grew, great inequality in levels of
consumption and quality of life developed and persisted. The World
Bank’s 2000/2001 World Development Report estimated that 2.8 billion people
were living on less than $2 a day. Today there are said to be 800 million
people going hungry on a daily basis, thanks to our failure on the three Fs:
food, fuel and finance.
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Global food security is widely seen as the most critical of the worldwide
challenges. The first of the UN’s 1990 Millennium Development Goals
is to eradicate extreme poverty and hunger. That Goal’s targets relate to
the proportion of people whose income is less than one dollar a day; the
availability of productive employment and decent work; and halving the
proportion of people who suffer from hunger.
What happens to agricultural production in Australia is one of the
determinants of the world’s capacity to feed its people. After good
seasons Australia exports enough wheat to feed hundreds of millions of
people every day for a year. When, as now, Australia is affected by a onein-1000-year drought event, the impact is felt by people all over the world.
Concerns have recently been expressed about the diversion of food crops (eg
maize, sugar cane, vegetable oils) to the production of bio-fuel, shifting food
supplies from the poorest people to the wealthiest (the big users of energy).

Global food security is widely seen as the most critical of the
worldwide challenges.
The agricultural, industrial and transport systems of wealthy nations
depend to a large extent on the availability and relatively low cost of oil.
Some people believe that ‘peak oil’ has already passed, with optimists
believing it could occur as late as 2020. Whatever the truth of this
matter, it is widely accepted that the world should continue in earnest its
development and adoption of sustainable (and greener) sources of energy.
The greening of energy and transport systems has two major benefits in
addition to the prudential one of providing an alternative to depleting
reserves of petroleum. First, the majority of alternative energy sources
(solar, wave, hydro, wind, geothermal) are relatively ‘clean’. Secondly, they
form the basis of new industries, particularly in rural and remote areas.
It is possible that issues relating to the supply and demand for fresh water
will have an even greater impact in the world than developments in the
petroleum sector. Australia has long-term and first-hand experience with
this phenomenon. The Murray Darling system has been in decline for a
generation.
Australia is a dry nation with an erratic climate, with long droughts
alternating with periods of reasonable rainfall. About 75 per cent of water
consumption is for irrigation, and overall water use has increased by 65 per
cent since 1985. In 1992, the Council of Australian Governments (COAG)
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was established to provide a forum for negotiation of cross-jurisdictional
matters such as water management. In June 2004, COAG agreed to
establish a national market to trade water rights.
Water trading schemes set a cap on current water use and allow new
users to obtain water supply and current licence holders to sell water
entitlements if they wish. It was a new answer to an old problem. There
are still major challenges to be overcome, with competing demands from
the environment, irrigation and households. But at least a cap on water
use is in place.
Climate change is a natural phenomenon which is influenced by human
action. According to Google, the first reference to ‘human-induced climate
change’ was in 1937; ‘global warming’ gained in currency after 1988. The
Earth’s climate will continue to change.

It is dangerous to have the public debate on climate captured
by the pros and cons of a particular model of Emissions
Trading Scheme (ETS).
Whatever effects human activity have on its direction and speed, climate
change impacts on a number of vital human challenges. Through changes
in weather patterns and sea levels it affects (both positively and negatively,
according to different regions) agricultural productivity and fresh water
supplies – and, so, food security. It therefore alters the capacity of
different parts of the world to support existing and greater populations,
with some regions likely to become less and others more hospitable. (The
distributional effects of climate change – how the changes affect different
areas in different ways – have to be included in any global assessment of its
impact on the Earth and its human population.)
Although levels of carbon in the atmosphere have changed in the past and
will presumably continue to change through time, it is prudent to minimise
the rate at which the change is driven by human activity. A cap and trading
scheme for carbon emissions therefore makes sense in the same way as
a trading system for water: both of them provide a mechanism by which
scarce resources (in one case water, in the other the right to emit carbon
dioxide) are allocated.

STUDENT REPORT

Housing, education, employment,
empowerment – the keys to
improved health
One of the requirements of the Rural Australia Medical
Undergraduate Scholarship (RAMUS) Scheme is that recipients
report on their rural placements. The following has been drawn
from the report from Sarah Brew.
During my time at an Aboriginal Medical Service (AMS) it became
apparent to me that the mainstream population is too hung up on being
politically correct to effectively instigate change in the
Indigenous community.
We are failing the Aboriginal population because we are too self
conscious to implement the radical changes required. This fact was first
flagged to me by a 39 year old Aboriginal man with schizophrenia. He
deduced, quite a lot more colourfully than I am about to do, that the
problems are going unsolved because the strategies proposed do not
address the causes of the problems.
It’s all too easy to point the finger, but we can’t blame those people
responsible for the policies and funding strategies as many of them sit in
offices far removed from the reality: they respond to figures, trends and
data. Our social policies and intervention strategies are failing to deliver
Programs to help young people develop healthy eating habits will be more effective if they are
supported by improvements in the social and economic determinants of health.
Photo: COURTESY OF Craig Edwards and Angela Colbey

But it is dangerous to have the public debate in Australia on all things
related to climate captured by the pros and cons of a particular model of
Emissions Trading Scheme (ETS). (In part the focus on an ETS probably
reflects the public’s craving for small bites and simplicity - and the media’s
readiness to oblige on this matter.)
Instead of focusing myopically on an ETS and scientific uncertainty, let’s
devote substantial and urgent attention to population policy, the availability
and distribution of fresh water, how to develop new and cleaner sources of
energy, and how best to contribute to global food security.

4

5

STUDENT REPORT
outcomes because of a misguided agenda and a lack of contact with reality.
Let me illustrate through the story of an eight year old girl I met whilst
visiting a community.
I was part of a group conducting child health checks. It was my role to
engage the kids in health promotion activities whilst they waited to see the
doctor. I would teach them how to brush their teeth, to wash their hands
and eat well. It was during these activities that I met the girl at about two
o’clock in the afternoon. I asked her why she hadn’t gone to school. She
had missed the bus because she slept in. I asked what time she went to bed
and she said after midnight. I explained that it’s important to get to bed
early so that she can get up in time for the community bus. As we chatted I
learned that she doesn’t get to bed before midnight because she is living in
a house with eighteen people. Furthermore, her home is the ‘drug house’
of that community. She proudly told me that she knows how to call the
police when everyone is too noisy in her house and, smiling, told me she
has done it four times. Perhaps you might think it would solve the problem
to make the community dry. Did I mention that this is already supposedly a
‘dry’ community? I should also mention that on my way home I was jeered
by a mob of six to eight blokes, each with as many slabs as they could carry,
sitting on the fringe of the community throwing a few back.

Until housing, education and employment are tended to, and the people
feel empowered, what good is it telling this eight year old to eat well?
You must understand what I fool I felt, sitting there telling this girl that
she should drink water, not coke, and eat fruit, rather than lollies. She is
hardly in a position to dictate what foods she can eat. Her greatest concern
is whether or not she’ll get through the night unharmed. And as she grows
older she’ll be frightened by the threat of sexual abuse. We must accept
that the altruistic agenda of health education is simply not practical for
the situation on the ground, and this is representative of many programs
running with unrealistic objectives.
Those working in the health sector could be forgiven for likening
themselves to the hammer in the carnival game where you have to knock
the rabbits on the head as they come out of their holes. We are merely
tending to spot-fires. The actual front is raging and is fuelled by the everincreasing gap between the social determinants of the mainstream and
Indigenous populations. Until housing, education and employment are
tended to, and the people feel empowered, what good is it telling this eight
year old to eat well? You can’t blame her for non-compliance. It’s simply
not her priority, and you feel as though you’ll grant her any small pleasure
in the meantime.
I don’t pretend to have the answers, and it appears every new initiative
seems destined to fail. The more we try to do the right thing, and the more
innovative we are in our approach, the more complicated the situation
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becomes. Even the dry communities are anything but that. The housing
crisis is (supposed to be) addressed by shipping subcontractors into
communities to build housing. However, in doing this, skilled members
of the community who could be employed to help build these houses are
disempowered and ground down by the lack of confidence in them. So they
turn to drink, they resign themselves to receiving handouts and they can
see no incentive nor any avenue to improve their situation.

The more we try to do the right thing, and the more innovative we
are in our approach, the more complicated the situation becomes.
Aboriginals who have achieved an education and are working professionals
find themselves caught in a kind of purgatory where they are not fully
accepted by the mainstream community because they are expected to
associate with their ‘black’ friends, and not now accepted amongst the
Aboriginal community who think they see themselves as ‘too fancy’ for
their fellow Indigenous people. I met a teacher in this situation who was so
distressed by her newfound loneliness she suffered severe depression and
had tried to take her own life.
These were not particularly extra-ordinary occurrences. I spent a short time
on this placement, so don’t think you must go digging deep to see such
things. They are in plain view on many street corners in any town in the NT.
I don’t say these things to be cynical, but it is a soul crushing experience
when you realise that despite the efforts of many organisations, very little
is changing.
Photo: STEWART ROPER

I do not believe that in Australia
you can successfully advance an
economic reform agenda without a
complementary agenda for social
reform. Unless we make a priority
of tackling entrenched social
disadvantage, our economy will
be weaker not stronger, because
inequality and disadvantage
contribute to poorer education
results, lower productivity, worse
health outcomes, shorter working
lives and lower workforce
participation.
Kevin Rudd
16 October 2009
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Taking rural health to Capital Hill

3.

establish regional primary
healthcare organisations
(PHOs) to monitor and
plan health services ensuring that there are
specific roles and levels/
sizes of PHOs for remote
areas;

4.

augment and revitalise the
network of Multipurpose
Services;

5.

move urgently to establish a
more uniform, well-funded
and better-publicised
system of patient assisted
travel schemes;

6.

with the States and the NT,
establish clear principles,
targets and performance
indicators for rural and
remote health through a
new national Framework
for Rural and Remote
Health;

Council members of the National Rural Health Alliance met in Canberra in
November 2009 for five days of intense policy development, networking,
team building and training, information sharing and advocacy.
This annual event, tagged CouncilFest, has become the occasion for
Parliamentary delegations, meetings with the Department of Health and
Ageing, a Public Symposium on an issue of importance to rural and remote
people, the Annual General Meeting and the Alliance’s Annual Dinner.
The Final Report of the National Health and Hospitals Reform
Commission provided the stimulus for much of the policy discussion. The
result was a set of carefully agreed positions on a range of important issues
and proposals that the Alliance could take to Parliamentarians.
Council Members spent a full day in Parliament House, presenting the
message that rural and remote Australians want health reform action to
begin soon. They also made a claim for it to be rolled out first in rural and
remote communities, because people in those areas have both greater need
for the benefits of an improved health system, and the characteristics to
make reform work well.
Photo: MATT MCLINDON

Council of the Alliance spends a day in Parliament House promoting the rural health message.

Given this once-in-a-lifetime opportunity for significant health reform,
the Alliance delegations advocated the following priorities for Federal
Government action:
1.

provide broad-based ‘equivalence funding’ for under-serviced areas,
to ensure that rural and remote health services get their fair share of
national health resources;

2.

assume responsibility for all public primary care;
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Matt McLindon making the case for collaborative
partnerships for health.

7.

improve oral health services in rural areas through urgent workforce
measures and the establishment of an expanded Commonwealth
Dental Health Program;

8.

move on the establishment of the National Preventive Health Agency;

9.

ensure that the National Maternity Services Plan, to be developed with
the States/Territories, focuses in part on reinvestment in maternity
services in rural and remote areas;

10. pull together various rural and remote health workforce initiatives including through the leadership and funding of the National Health
Workforce Agency; and
11. ensure that all families, businesses and health services in rural and
remote areas have access to broadband, either through fibre-to-thehome/business or through a commercial grade satellite system available
at an affordable price.
The message was presented to Health Minister Nicola Roxon, the Minister
for Indigenous Health, Rural and Regional Health and Regional Services
Delivery, Warren Snowdon, Shadow Minister for Health Peter Dutton, and
thirty-five other Members of Parliament from all Parties.
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From creative ageing to end-of-life in
rural and remote Australia
One of the speakers at the Alliance’s Public Seminar in November was
Rosemary Young, CEO of Frontier Services.
Rosemary’s address was entitled Ageing in the bush: what is remotely possible?
and began with an assertion that all people have a right to residential care
services (both high and low care), community care services, respite (and
respite for their carers) and information and resources. She spoke about
some of Frontier Service’s aged care facilities that are providing such a
valuable service in remote parts of Australia.
Rosemary then outlined some of the obstacles to providing such care.
Much higher costs are involved in providing physical infrastructure in
remote areas, and there is often an added challenge when building projects
exceed their time and budget allocations. There are very few aged people
sufficiently well off to provide a capital bond, and services have to rely
on one-off grants. Perhaps above all, it requires major effort and costs to
recruit, retain, house and train staff.
An unnecessary obstacle is the negative impact on morale in the sector
caused by the perception that aged care is a low status, poorly-paid sector
characterised only by hard work and growing amounts of accountability
and regulation. It is especially irksome when services are required to
conform to regulations which are designed for metropolitan services
and are not relevant in remote areas. The aged care facility in Wyndham
(comprising 9 stone cottages with cement floors and no fabrics) was
required to meet the same fire upgrade requirements as 300-bed facilities
Photo: ARTHUR MOSTEAD
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Rosemary Young talking about what is ‘remotely possible’.

in Melbourne or Sydney, resulting (among other things) in a bill for
$28,000 for a “fire service connection to the nearest fire station” which is 75 kms away in Kununurra!
Remote aged care faces special challenges for Indigenous service provision,
including staffing and rostering issues and staff balance.
But it’s not all bad news. Rosemary was pleased to report the opportunity to
be flexible, creative and mobile in the way services are provided, including
Home and Community Care, meals, personal care, wound management,
chronic disease management, respite care and cultural considerations. A
flexible approach will assist in providing everyone with access in their place.
For the future, she hopes that Governments will come to an understanding
that not all holes are round, that the aged care workforce will be valued and
supported as highly as any other, that there will be appropriate recognition
of the fact that the cost of service provision is higher in remote Australia.
Also, there needs to be planning now for the future when the capacity for
aged care will be more fragile and costly.
Overseas speakers at the Seminar were Susan Perlstein, Director
of Education and Training, National Center for Creative Ageing,
Washington, DC, Mike White, Senior Fellow in Arts in Health, Centre
for Medical Humanities, University of Durham, UK, and Alison Clough,
Director, Pioneer Projects and Looking Well Centre, Bentham, UK.
They were joined by Margret Meagher, Arts and Health Australia, Port
Macquarie, NSW; Dr Jenny May, NRHA Chair; Joan Hughes, CEO of
Carers Australia; and Donna Daniell, CEO of Palliative Care Australia.
Videos and presentations from the Seminar are available at
www.ruralhealth.org.au
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WORKFORCE DISTRIBUTION

RECONCILIATION

Classifying rurality

The diplomacy dance is not helpful

The classification system for rurality now preferred by the Australian
Government is the five-point Australian Standard Geographical
Classification - Remoteness Areas (ASGC-RA).

Kirstie Parker, Editor of the Koori Mail, presented Lecture Four in
Reconciliation Australia’s Closing the Gap Conversations Series in
Canberra on 12 November 2009, from which the following comments
have been taken.

This defines Sydney, Melbourne, Brisbane, Adelaide, Perth, Newcastle,
Wollongong, Gold Coast etc as Major Cities, other areas being successively
defined as Inner regional (IR), Outer regional (OR), Remote (R) and Very remote
(VR) areas.
You can find out the classification of your home town (or any other
place) by searching on: http://www.doctorconnect.gov.au/internet/otd/
Publishing.nsf/Content/RA-locator
Photo: STEWART ROPER

I have been a journalist for 20 years on and off, the past three as Editor
of a wholly Aboriginal community-owned newspaper with the biggest
guaranteed circulation of any regular Indigenous publication in the
country. We don’t claim to know all there is to know about our communities
but I think we have a better idea than most, especially about the vast
diversity of opinion and the general ‘mood’ out there.
This lecture is not grounded in new statistics. I have neither the resources
to deliver them nor the inclination, given that Aboriginal and Torres Strait
Islander people are already drowning in statistics – though, as is becoming
increasingly clear, not all of them are targeted where they need to be.
As you’d all be aware, the gap is measured against a wide range of
interconnected indicators targeting chronic disease, poor nutrition, access
to clean water and sanitation, child abuse and neglect, substance and
alcohol abuse, overcrowded housing, and job and income levels.

Changes in doctor numbers 2003-2007
The latest AIHW report on the matter shows that, on average, medical
practitioners were working fewer hours per week in 2007 than in 2003.
Between 2003 and 2007, the number of Full-Time Equivalent (FTE)
primary care practitioners per 100,000 population declined by 4 per cent
in major cities. In regional areas the number fell by roughly 10 per cent,
but it rose by about 5 per cent in remote areas.
So in 2007 people in Inner regional and Outer regional areas had only 90
per cent of the ‘doctoring’ available to them in 2003.
To what extent was this reflected in increasing waiting lists to see a doctor
and in numbers of people not being able to see a doctor at all? To what
extent might it reflect doctors using their time more effectively and
spreading the load through the use of practice nurses? How much of the
slack has been taken up through greater access under Medicare for non-GP
services under Enhanced Primary Care items?
The ultimate question is what effect the reduction in access to doctors had
on health outcomes of people in regional areas.
See http://www.aihw.gov.au/publications/index.cfm/title/10723
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The facts are that – statistically – fewer Aboriginal or Torres Strait Islander
Australians make it out of childhood alive but those of us who do are much
more likely than other Australians to have trouble reading and writing,
having a safe, clean and comfortable place to live, or ever having a job.
Statistically, I’m much more likely than my non-Aboriginal neighbour to be
bashed by my partner, land in prison, make less money, and end up hooked
up on a dialysis machine.
It’s crazy but there is a risk in just stating those facts. There are those who
will happily ignore the complex mix of historical, social and cultural factors
behind them and use them in unhelpful ways, furthering the politicisation
and demonisation of Aboriginal or Torres Strait Islander people.
There are two sides to this coin. I don’t believe Indigenous Australians
can ask for a hand up and simultaneously deny that there are major
problems in our communities. And non-Indigenous Australians, however
well-intentioned and for whatever reasons, cannot paint themselves as
decent and fair if they do nothing to alter the status quo. I understand the
reasons – self-preservation, ignorance or habit – but I am sick of this dance
of misplaced denial, unnecessary diplomacy, accusations and mistrust.
Australia will not Close the Gap unless it stops.
Kirstie Parker’s full lecture is available at http://www.reconciliation.org.au/
home/get-involved/events/closing-the-gap/ms-kirstie-parker
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Health reform – your say
Following the release of the Final Report from the National Health
and Hospitals Reform Commission, the National Rural Health Alliance
produced a series of Health Reform Notes that are available for
comment on the website. A small sample of responses to those
Notes is reproduced here.

Should the Commonwealth be responsible for all primary care?
...The basis of any approach should be that all Australians should be
considered as equal. With equality, it should follow that all are given equal
access to health care. For one authority to support this service would call
for it to be national. People in remote areas would still need targeted
programs for accessing more specialised care. Then, for those who need to
relocate to a larger centre, a realistic level of assistance should be provided
for relocation and accommodation...
...This is not my expertise but I do have extensive experience of other
policy areas where Commonwealth-State cooperation is necessary for good
results. The record is mixed to say the least. Prima facie, rural health is an
unsuitable candidate for increased Commonwealth intervention because
so many services are organised at the State level. Moreover – not that their
attitudes or interests should be of overriding influence – medical specialists
and their organisations would be reluctant to engage with Commonwealth
bureaucracies when they are already torn between public health and private
practice at the State level...
...There are definite advantages in a single locus of policy and planning. It
provides a better opportunity to improve planning, distribution and equity
of access to services, standardisation of quality etc. Importantly, it carries
opportunity to remove the ‘firewall’ between public and private sector
services which in some sectors has mitigated against sustainable medical
services in rural communities. However, it ought not be considered the
solution to all rural primary care problems. It is after all a funding solution
only. Some States currently have good arrangements for continuity of care
for people who need both community and acute-based care. A patient
with a mental illness, for example, may be cared for most of the time by
community-based services but in the event of an acute episode would
require in-patient care. So we need to take care not to “throw the baby out
with the bath water”...

Partyline, Number 37, December 2009
are popular in rural areas where people place a high value on self-reliance;
they are low cost compared to pharmacological treatment approach; and
the workload can be spread across a range of individual therapists...

Patient Assisted Travel Schemes (PATS)
...Nurse-initiated treatments that are overseen by specialists should be
covered by PATS. Once the renal dialysis unit in Port Augusta (96km
away) is full, patients must travel to Clare (which takes a good hour’s
travel). Patients going to Port Augusta can access from the health service a
free renal dialysis bus to get there; however those clients who have to travel
to Clare do not get PATS because the treatment is provided by a nurse...

Workforce
...There need to be more Aboriginal and Torres Strait Islander nurses,
doctors, social workers and teachers working in the Indigenous
communities as this empowers the community when they see their own
succeed and gives them someone to trust when they need to access care.
This would also encourage community action and ownership over the
factors that affect the health of the community....
...I am a 4th year medical student at Bond University. Our MBBS degrees
cost upwards of $225,000. Of this, the Commonwealth makes $104,000
available through the fee-help loan system. During the first and second
years of my degree I didn’t much contemplate how I would repay this
amount - which is already at over $130,000 through the compound interest
applied. Now, however, I am concerned by the burden of debt, as are
others in my cohort. I am aware of a scheme which repays HECS debt over
a period of years in exchange for rural service. I believe a similar scheme
to repay FEE-HELP for rural service would be extremely attractive to the
majority of students in my year...
The health reform notes are at www.ruralhealth.org.au

Primary healthcare organisations (PHOs)
...Strong support should be given to integrated health care, including the
influence of eastern medicine practices supporting more natural methods
of treatment such as the energy-based therapies (acupuncture, kinesiology,
bio- and neuro-feedback, breath work) and hypnotherapy strategies. These
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Preventing poor health

• more children and adults at healthy body weight, meeting guidelines for
healthy eating and physical activity;

Preventable illnesses and health risk factors are more common in
rural, regional and remote areas than in capital cities - and the gap
is widening. A large part of the difference in health status between
advantaged and disadvantaged Australians, and between city dwellers
and those in rural and remote areas, can be attributed to obesity,
tobacco and alcohol use - the initial targets proposed by the National
Preventive Health Strategy.

• reduced smoking;

National prevention programs targeting some of these risk factors have been
less successful in rural and remote than in urban areas. For example, rates
of smoking in the major cities decreased by more than 15 percent between
1995 and 2004-05, whereas over the same period the rates in regional and
remote areas appear not to have changed. Similarly, in the same period, the
incidence of a sedentary lifestyle decreased by 5 percent in the major cities,
while in regional and remote areas it increased by about 5 per cent.

Preventive health programs should include efforts to set in place the
building blocks of a healthy environment - empowerment, employment,
education, housing and sanitation - as well as programs related very directly
to health. Where there are regional shortfalls in workforce distribution,
supplementary funding will be required to support health promotion and
illness prevention work.

Preventive health interventions are often classified according to the groups
of people they target.
Universal prevention addresses the broad target population (national, local
community, school, district). Everyone, without screening, is provided with
information and skills necessary to prevent the problem, eg misuse of
alcohol, tobacco and other drugs.
Selective prevention focuses on subgroups of a
population which have a higher than average risk
of developing problems. The subgroups may be
distinguished by characteristics such as age, gender,
family history, or economic status.
Indicated prevention involves a screening process, and
aims to identify individuals who exhibit early signs
of risk, such as substance abuse and other problem
behaviours. Identifiers may include falling grades
among students, consumption or conduct disorders,
or alienation from parents or school.
Environmental prevention, involves a regulatory
approach to preventive health care, and includes
prohibition and bans (eg workplace smoking bans,
alcohol advertising bans). Other approaches include
changes to taxation, pricing and advertising,
increased policing or legislative guidelines.
The current national reform process has a
strong focus on prevention. The COAG National
Partnership Agreement on Prevention includes
social marketing to lay the foundations for healthy
lifestyles, to be judged by the following outcomes:
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• reduced harmful and hazardous consumption of alcohol; and
• a healthy start to life through positive parenting and supportive
communities with emphasis on new-born.
The Alliance believes that funding and resourcing of health promotion and
illness prevention should be needs-based by region, with a particular focus
on reaching people and groups with higher health needs. The needs of
Aboriginal and Torres Strait Islander people should be given a high priority.

The Alliance supports programs being managed in the local community,
which give people greater control over their own lives - another contributor
to better health. However, health promotion activities driven through
workplaces and local councils may be less equitable for rural and other
lower socio-economic areas. People who are home- or self-employed or
unemployed will miss out. Small businesses and local government in rural
areas may well have less resources for health promotion. A preventive
health agenda for rural and remote areas should
Photo: ARTHUR MOSTEAD
address practical improvements such as affordability
of fresh fruit and vegetables, promotion of nutrition
and physical activities, adequate housing and
opportunities for exercise, education, employment
and social inclusion.
Rural health education and training institutions
need funding support for preventive health training
of undergraduates and postgraduates, continuing
professional development on prevention and to
undertake research on the most effective preventive
health measures in rural communities.
Legislation to establish the National Preventive
Health Agency was defeated in the Senate in
October 2009 and will be introduced again
when possible.
While nationwide initiatives such as standard health
promotion campaigns and changes to taxation,
pricing and advertising have been effective overall,
there is an urgent need to deliver specially targeted
initiatives for ‘at risk’ groups - including people in
rural and remote communities.
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To CAAP it all – an excellent outcome!
The Council for Aboriginal Alcohol Program Services (CAAPS) was
recently announced winner of the Rural and Remote Category of
the inaugural National Accolades for Excellence awarded by the
Community Services and Health Industry Skills Council.
CAAPS is a registered training organisation providing nationally accredited
training in prevention and treatment programs for substance misuse.
CAAPS targets its energies towards serving people from under-represented
groups in rural and remote communities and has 25 years of experience in
conducting rehabilitation and training with Indigenous people.
Considered to be one of the leaders in drug and alcohol rehabilitation in
the Northern Territory, CAAPS is a small organisation that deliberately
chooses to remain small in order to provide high quality, strategically
targeted service to Indigenous communities where there is great need. Its
services include training for employees of the Night Patrols and the Child
Safety Patrols. To provide the most effective training to the patrol teams,
CAAPS involves local people as translators so that the training can be
presented in the learner’s language.
CAAPS uses innovative approaches to meet the needs of these communities
and participants, including the use of photos, videos, music and drawings
overlaid with storytelling. The organisation has carefully planned,
implemented and modified its programs to continue to meet these needs.
CAAPS is governed by a Board of eight Indigenous members from a
number of communities. Eighty per cent of their employees are Aboriginal
and Torres Strait Islander people. This reflects an employment and
recruitment process that is committed to developing Indigenous skills in
the workforce, and serves the organisation well in providing capacity to
deliver a culturally appropriate training program.
Henry White and Belinda Nona receiving the CAAPS Accolade for Excellence from Dr Norman Swan.
Photo: EVENTS PHOTOGRAPHY

Their program aims to achieve substantial community development and is
based on a family model which often sees more than one family member in
training at a time. The training is provided with the participation of Elders
and the learning experience continues to grow in the communities.
The patrol staff have benefited from CAAPS training and are beginning
to see the results of their work, with a marked reduction in substance
abuse and with children able to grow up in safer, more supportive family
environments.
Henry White and Belinda Nona, Community Service Facilitators at CAAPS,
received the award on behalf of their organisation at a gala dinner in
Melbourne in October.
In accepting the award, Henry White made these observations:
This delivery of skills and capability growth didn’t happen by chance …
It happened because of the sheer determination of a unified staff who
believe in the aspirations of the Aboriginal and Torres Strait Islander people
in the Northern Territory who want to reclaim their dignity and take back
control of their lives to enable them to preserve their culture and language
for their children and grandchildren.
These people, who are arguably one of the most disadvantaged groups
of people in the world, want to make up for their past apathy in not
voicing their disapproval to governments who failed in the past to consult
them about various legislation matters that greatly impacted on them.
Be that as it may, Aboriginal and Islander people now realise that
education is going to be the key in the re-empowerment of their
communities.
We all know that there are good and bad role models in this world,
but there is emerging a generation of students who are determined
to be positive role models for their children by using this powerful tool
of education to take advantage of employment opportunities in their
community thus keeping the money there and gaining the flow-on effect
of creating jobs for their children and grandchildren.
By doing this they have declared that the time of ‘sit down’ has now
ended. It has been replaced by the time for responsible people at last
to stand up and be counted.
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Nurse practitioners
moving in from the cold
Many of the seven million people who live outside major capital cities
find life in rural Australia very satisfying, with lifestyle opportunities
that are not available in the cities. This is despite the fact that some
of them cannot obtain even the most basic primary care services in
their local community.
For health professionals, practice in rural and remote areas is often broader,
more challenging and more rewarding than they are likely to experience in
the major cities. Rural and remote areas have ageing populations with high
rates of chronic disease, shortages of health workforce and health services,
and other problems affecting the social, economic and environmental
sustainability of their communities. These challenges often mean that rural
health professionals find innovative ways to put multidisciplinary teambased care into practice, providing support for each other and making the
best use of what is available.
Although there are shortages of nurses in Australia, as a profession they
are more evenly distributed than others. The 2009 Commonwealth Budget
measure to provide access to Medicare and the PBS for nurse practitioners
and eligible midwives should therefore be of particular benefit to rural
and remote communities by helping provide additional services. The
purpose of the measure is to improve the flexibility of the health workforce
and patients’ access to primary care and aged care. Draft legislation is
progressing through Parliament.

A nurse practitioner is a registered nurse with extensive experience
who has undertaken further study to obtain a Masters degree.
Australia already has a workforce of some 400 nurse practitioners and
growing. A nurse practitioner is a registered nurse with extensive
experience who has undertaken postgraduate education in their area of
clinical practice and completed a Masters degree. Nurse practitioners must
meet the national competency standards to be authorised through State
Nursing Boards to practice in an advanced and extended clinical role. The
scope of practice of the nurse practitioner is determined by the context
in which they are authorised to practice. The requirements will become
nationally consistent with the commencement of the National Registration
and Accreditation Scheme in July 2010. Nurse practitioners work in
collaboration with a range of health professionals relevant to their specified
scope of practice.
To date, most nurse practitioners work in the public health system, partly
because without access to Medicare or PBS, their patients would have
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to pay the full cost of the care they provide. They are in many areas of
practice: emergency, intensive care and operating theatres; palliative care,
mental health and chronic disease; aged care, paediatrics and neonatal.
Despite the broad contribution they make to health care, most Remote Area
Nurses are not nurse practitioners.
To access Medicare and the PBS, nurse practitioners will need to
demonstrate that they have collaborative arrangements in place, including
appropriate referral pathways with hospitals and doctors to ensure that
patients receive co-ordinated care and the expertise and treatment clinically
needed. Participating nurse practitioners will be limited to providing
services within their authorised scope of practice and level of experience
and competency.
The Alliance hopes that the collaborative arrangements agreed for
NPs are flexible enough to support them in work as members of the
multidisciplinary health care team – for which close working cooperation
and good relationships are more critical than co-location per se.
Effective collaborative arrangements would include case conferencing,
shared care plans, referrals, shared health records, and information for
patients and other health professionals about the nurse practitioner’s role
and how they collaborate with other health professionals.
The nurse practitioner legislation is the first case of opening up Medicare
to non-medical health professionals without requiring a referral from a GP
and, as such, it may set the precedent for further extension of Medicare to
other health professionals in the future.
Optometrists and dentists write PBS prescriptions from limited
formularies and NPs currently prescribe from individually negotiated or
State-determined formularies within their scope of practice. More practical
arrangements will be needed for PBS entitlements as the numbers of
nurse practitioners increase in more generalist settings such as rural and
remote practice.
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INDIGENOUS WORKFORcE INITIATIVE

Journeys into medicine
Journeys into medicine was launched by Warren Snowdon, Minister
for Indigenous Health, Rural and Regional Health and Regional
Services Delivery, at the Australian Indigenous Doctors’ Association’s
Symposium held in Brisbane in October.
The book is a collection of stories from doctors and medical students who
have generously shared the challenges and triumphs of their journeys
into medicine. Its aim is to encourage more Aboriginal and Torres Strait
Islander students to study health sciences1. Glimpses into some of those
stories are included here.
Professor Helen Milroy, a Child and Adolescent Psychiatrist in Western
Australia, obtained her medical degree from the University of Western
Australian in 1983. “I was 18 when I started medicine and back then there
was no support program for Aboriginal students and very few Aboriginal
students at university.” … “It is thought that I was the first Indigenous
doctor, but I would like people to understand that in recognition of our
traditional healers, I am not.” … “It soon became very clear that collegiate
support was essential in maintaining the balance between culture and
medicine and in keeping our identity as Indigenous doctors strong and
healthy.” … “My daughter is currently studying medicine and I know her
battles will be different to mine and I am excited about the prospect of two
generations of doctors within our family.”
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Dr Louis Peachey: “The medical profession is interesting. On the one
hand it is very much a western institution, but in a lot of ways the social
structure is Indigenous. The Hippocratic Oath talks about sharing
knowledge, which is very much like the uncle/nephew relationships we are
used to in Aboriginal communities. It was through these uncle/nephew
relationships that I felt I could overcome any problem.” … “I encourage
people within medical schools to ensure that young Indigenous doctors
have access to the people that can support them to get through. Those are
the things that make a real difference. I love being a doctor. The fraternity
sustains me.”
Associate Professor Noel Hayman: “My journey into medicine began with
a glance at an article in the local Sunday newspaper written by the Dean of
Medicine at the University of Queensland. He was looking for Aboriginal
people with science degrees who were interested in medicine.” … “I love
what I do. A career in medicine is very fulfilling and I am so pleased it
gives me an opportunity to care for my people and to influence Indigenous
health policy.”
Dr Mark Wenitong: “My mother was really proud. As an Aboriginal Health
Worker, she knew how important Indigenous doctors are and my uncles
were also wonderful support. … they did whatever they could to help
because my success was really important to them. My mob was, and still is,
incredibly supportive.”
Associate Professor Ngaire Brown: “I have a strong interest in human
rights law and health and how we can utilise these rights, principles and
frameworks to improve Aboriginal health and social justice outcomes –
particularly for children. … I want to explore how we might use these
principles to support and develop our most disadvantaged and most
vulnerable.”
Dr Alex Brown: “I really enjoy my work because it takes a public health
approach to important questions such as: why do Aboriginal people die
of heart disease? and what do we do about it? We try to understand the
impact, the way in which the system does or doesn’t do its job; markers
for prevention of adverse outcomes; and the role of stress in disease.” …
“I particularly like being part of a movement that recognises that service
delivery is about engaging people during periods of wellness – not just
when they are sick.”
Dr Stephanie Trust: “I guess when I first thought about working as a
doctor, or even as a nurse, I was about 10 years old and we were living in
a tent in Halls Creek.” … “I always knew how important it was to have
Aboriginal doctors, but it didn’t hit me until I got back home. As an
Aboriginal doctor working in a community you have so much background
knowledge. Taking the time to learn about Aboriginal culture and history is
important for students because it will make them better doctors.”

1

A recent AIHW report shows that 0.3 per cent of Australia’s medical practitioners are Indigenous, although
Aboriginal and Torres Strait Islander people comprise 2.5 per cent of the Australian population.
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Journeys into medicine can be viewed online at: http://www.aida.org.au/
journeys.aspx Hard copies can be requested through aida@aida.org.au
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National Registration and
Accreditation Scheme

To inform the development of the Policy, from February to October of 2009
the Department of Health and Ageing held extensive consultations at 26
forums across Australia, with over 1,300 people participating.

The National Registration and Accreditation Scheme (the Scheme) for
health professions will commence on 1 July 2010. The Scheme will facilitate
health workforce mobility, improve safety and quality, reduce red tape and
address the current inconsistencies in registration standards between States
and Territories.

Forums were held in rural, regional and remote areas in each State and
Territory, including some additional consultations to ensure the views of
men from rural areas were fully considered in the development of the
Policy. Approximately 5.1% of forum attendees came from remote areas,
over double the percentage of remote Australians - who make up 2.3% of
the population.

The Scheme will initially cover ten health professions: medicine, nursing and
midwifery, pharmacy, physiotherapy, psychologists, osteopathy, chiropractic,
optometry, dental care (including dentists, dental hygienists, dental therapists
and dental prosthetists), and podiatry. From 1 July 2012 an additional four
professions will also be covered under the Scheme, namely, Aboriginal and
Torres Strait Islander health practitioners, Chinese medicine practitioners,
medical radiation practitioners and occupational therapists.

In addition, the Department produced a Developing a National Men’s Health
Policy Resource Kit to enable individuals and groups who could not attend
a forum to provide feedback to the Department on what they would like
considered as part of the Policy. Over 90 submissions have been received
from individuals and organisations across Australia.
The Policy is due for finalisation later in 2009. More information on the
Policy can be found at www.health.gov.au/menshealthpolicy

On 31 August 2009, the Australian Health Workforce Ministerial Council
(Health Ministers) announced the appointment to the ten national boards
for each of the initial professions to be included in the Scheme. These
boards are responsible for registration standards and administration for
their relevant professions.
After a high level of public consultation, Health Ministers have finalised
the Health Practitioner Regulation National Law Bill 2009 (the Bill), which sets
out the framework for the Scheme covering registration and accreditation,
complaints, privacy and information sharing, and transitional arrangements.
On 6 October 2009, the Queensland Deputy Premier and Minister for
Health, Paul Lucas, introduced the Bill into the Queensland Parliament.
Subject to consideration by Queensland Parliament, all other jurisdictions
will introduce adopting or corresponding legislation into their respective
Parliaments.
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Further information and update on the Scheme are available at:
http://www.ahpra.gov.au

National Men’s Health Policy
The Government made an election commitment to develop Australia’s first
ever National Men’s Health Policy in consultation with men from across
Australia, stakeholder groups and State and Territory Governments.
The Policy will focus on reducing the barriers that men experience in
accessing health services, improving male-friendly health services, and
raising awareness of the range of preventable health problems that
disproportionately affect Australian men.
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National Women’s Health Policy
The Government made an election commitment to develop a new National
Women’s Health Policy that aims to improve the health and wellbeing of all
women in Australia, to encourage the health system to be more responsive
to the needs of women and to increase women’s participation in health
decision making. The policy will emphasise prevention, health inequalities
in society, and the social determinants of those health inequalities.
The new National Women’s Health Policy will address the varied needs
of all women of all ages, including Aboriginal and Torres Strait Islander
women; women in rural and remote areas; women from culturally and
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linguistically diverse backgrounds, including refugees; women with a
disability; and women from disadvantaged backgrounds. The Policy is being
developed in consultation with State and Territory Governments, health
service providers, consumers and advocacy groups.

Overcoming disadvantage
for a career in health

To commence the process, the Development of a New National Women’s Health
Policy: Consultation Discussion Paper 2009 was released, and a National
Women’s Health Policy Roundtable was held in Canberra on 12 March
2009. Since then submissions from over 90 interested individuals and
organisations have been received.

Across Australia, there are a number of great initiatives helping
people from disadvantaged groups to access careers in health
and community services.

Public consultations were held in September and October 2009 in each
State and Territory, including rural and remote communities, to provide
further opportunities for individuals and organisations to contribute to
the Policy.
The National Women’s Health Policy is expected to be released in 2010.
More information on the Policy can be found at www.health.gov.au/
womensheathpolicy

Support is available in a range of forms, including subsidised courses,
funding to modify equipment and workplace environments to support people
with a disability, interpreter services, tutoring and mentoring programs,
employment support services and TAFE support officers. There is also babysitting to enable access to
training for parents and
carers, pre-traineeship
training and support, and
literacy and numeracy skill
development.
The challenge for both
disadvantaged learners
and their employers is
navigating the maze of
information.

MBS, PBS and Nurse Practitioners
The 2009-10 Commonwealth Budget included a measure which will enable
eligible nurse practitioners (NPs) access to certain items under the Medicare
Benefits Schedule (MBS) and the Pharmaceutical Benefits Scheme (PBS).
The new MBS and PBS arrangements will commence from November 2010
following legislative amendments and systems development.
The initiative is aimed at supporting NPs in non-acute settings, which
may be of particular benefit to primary care, aged care and rural and
remote settings. It will allow the NP role to be more efficiently utilised
and will help improve the efficiency and capacity of Australia’s health
workforce. The measure advances the Government’s workforce reform
agenda which seeks to better utilise the skills available as well as
supporting commitments to improved primary care and multidisciplinary
team based approaches to health care.
The detailed development and implementation of this NP initiative is
being informed by consultation with stakeholders, including a Nurse
Practitioner Advisory Group, established by the Department. The Advisory
Group includes nursing, medical and other stakeholders, including
representation from the National Rural Health Alliance. Additional
technical advisory groups, which also include nursing, medical and other
stakeholder representation, have been established to consider specific
aspects of the measure including eligibility, collaborative care and issues
associated with the MBS and PBS.
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To help with this challenge
the Community Services
and Health Industry
Photo: ARTHUR MOSTEAD
Skills Council (CS&HISC)
is developing a website to facilitate national access to information
about careers in the community services and health industries including
information specifically targeted to support disadvantaged groups. The four
identified groups are:
1. Aboriginal and Torres Strait Islander people;
2. mature aged people;
3. people with a disability; and
4. people from culturally and linguistically diverse backgrounds.
Once launched, the website will enable organisations to:
• position themselves as employers of choice for people from
disadvantaged groups;
• detail their strategies for supporting these learners and workers;
• promote their equal employment opportunity strategies; and
• promote pathways into careers in health and community services to
people from disadvantaged groups.
Tell us about your organisation’s initiatives in this area and let’s discuss
profiling them on the new website. Contact Sue Donnelly on 0406 037 992
or sue.donnelly@cshisc.com.au or Isabel Osana-Gatty on 02 9270 6634
or isabel.osana-gatty@cshisc.com.au
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Rural Australia Medical
Undergraduate Scholarship
(RAMUS) Scheme
Applications are now open for RAMUS scholarships provided by
the Australian Government to encourage medical students with
a rural background to pursue a medical career in rural, regional
or remote Australia.
Successful applicants receive un-bonded scholarships worth $10,000 a year
while completing a standard medical degree at their chosen university.
The RAMUS Scheme is open to medical students from rural and remote
areas, with demonstrated financial need being one of the criteria for
ranking those who apply. (Ranking is necessary as there are not sufficient
scholarships for all those who are eligible.)
The RAMUS Scheme helps successful applicants overcome financial
barriers to study, such as the cost of living away from home. Under its
mentorship program, RAMUS scholars are paired with experienced rural
medical practitioners.
To access an online application form, or find further details about the
RAMUS Scheme, prospective applicants should visit the National Rural
Health Alliance website at www.ruralhealth.org.au or contact Susan
Magnay, RAMUS Manager on (02) 6285 4660.

RAMUS scholars committed to rural practice
The most recent survey of Rural Australia Medical Undergraduate Scholarship
(RAMUS) Scheme scholars provides evidence that scholarship holders have
a high level of approval of the RAMUS Scheme; that scholarship payments
contribute strongly to scholars’ capacity to study medicine; and that
participation in the Scheme has increased their intention to practise medicine
in rural/remote Australia.
At the end of 2008, scholars who commenced their scholarship and those
who completed their scholarship in that year were surveyed about their
experiences and perceptions of RAMUS and their future career intentions. Of
the completing scholars who responded to the survey, 89 per cent indicated
that they intend to work in a rural area and 20 percent had arranged to
undertake their intern year in a rural location.
The results of this 2008 survey are in line with the findings of earlier reports
on RAMUS scholars’ perception of the Scheme and future career intentions.
The report of the 2008 RAMUS Scholar Evaluation Survey will soon be
available on the Alliance website.
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Launch of NSW Regional Dentistry Scholarship
The NSW Regional Dentistry
Scholarship is a new scholarship
offered for the first time in 2010.
It will support one dentistry
student from regional New South
Wales to begin dentistry studies at
an Australian university in 2010.
The one-year scholarship has a value of $4,800 and will provide the
scholarship holder with access to mentoring support from an experienced
dentist based in regional New South Wales.
The single scholarship, proposed and supported by Senator John
Williams, Nationals Senator for NSW, is administered by the National
Rural Health Alliance.
In announcing the scholarship Senator Williams said: “The last available
figures are a stark reminder of the lack of oral health specialists in regional
areas where there are just 30 per 100,000 people compared with double
that number in major cities. Remote areas fare even worse with just 20
dentists per 100,000 people. I hope in some small way this scholarship will
eventually assist a country community.”
The application form and full details about the scholarship are available
at www.ruralhealth.org.au
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friends concerned over rural services

Award for young Canberra doctor

The Alliance recently had some important issues
brought to its attention by the friends of the Alliance
Advisory Committee.

Returning to Canberra after studying undergraduate medicine in
Victoria, Dr Sam Prince has been awarded one of the Ten Outstanding
Young persons of the world award by the Junior Chambers
International for global humanitarian work and leadership.

The Committee has two representatives from each
jurisdiction and the issues raised at its teleconferences
provide useful input to the Alliance’s work.
At the Committee’s most recent meeting, concern was raised over the
apparent lack of mobile breast screening services in rural and remote areas.
The services that used to be available seem to have been missing over the
past two years. If travel to major centres is required to obtain screening, fewer
women will access the service. Have you noticed a similar situation in your
area? Do you know if mobile breast screening services are available to you?
Another concern raised was the time delay for evacuation planes in medical
emergencies. One committee member stated that it was standard to wait 18
hours for an evacuation plane in some parts of the Northern Territory and
in areas not served by the Royal Flying Doctor Service there were no other
options available.
A West Australian member of the Committee noted that a new Royal
Flying Doctor Service ‘Life Flight’ jet had begun servicing Western
Australia thanks to a donation from the Rio Tinto mining company (see
Box). However it seems that rural and remote areas in other States and
Territories not covered by the RFDS’s ‘mantle of safety’ are poorly served
where air evacuation is concerned. Is this is a concern in your area?
Information from readers of Partyline is highly valued by the Alliance and
we would appreciate your feedback on these and any other issue. You can
contact us on (02) 6285 4660 or friends@ruralhealth.org.au

He is also the current Sir Edward Weary Dunlop Fellow and is a
passionate advocate for rural health and education through his work
as a medical doctor and as an aid worker through his own Emagine
Foundation Australia.
“I look back retrospectively at my years in rural Victoria as a medical
student and I am glad and honoured to have received such a well-rounded,
wholesome education where I felt part of the community.
“My singular memory of the years I spent in Bendigo and Castlemaine was
the friendly, approachable, helpful attitude of doctors, patients and allied
health care workers. I enjoyed a sense of community by working in the local
hospital, I felt a more holistic focus on medicine which is a rare luxury in
this increasingly time-poor industry.
“I whole heartedly endorse and recommend time in the country for all
health care workers. Issues such as rural access and a drought of services
are issues we must all be aware of as doctors and health professionals.
Whether you work in a city or the country, there will be a time in your
career that you will be in contact with rural health. It was my time
spent in rural communities that led me to focus further efforts in
rural education and health later on in my career through the Emagine
Foundation Australia”

New Rio Tinto Life Flight jet
The Royal Flying Doctor Service has welcomed its new Rio Tinto Life Flight
jet which will provide a free-of-charge emergency jet service to patients in
need of evacuation when time and distance are critical. The jet will be able to
fly from Kununurra to Perth in three hours, halving the time it takes the RFDS
to make this journey in its existing turbo-prop aircraft.
The jet will meet RFDS standards, becoming an airborne intensive care unit
staffed by highly-trained doctors and nurses on a round-the-clock roster.
It will be able to carry three stretcher patients and three clinical staff at
once. The Rio Tinto Life Flight jet service is expected to transport about 500
patients in its first 12 months.
Photo: ROYAl FLYING DOCTOR SERVICE
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ARTS-IN-HEALTH

Creative seniors
Creative Ageing is a new buzz phrase in the international field of arts
and health as the ageing population grows exponentially and the
race is on to find innovative health and lifestyle solutions that are
effective and cost-efficient.
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Dr Cohen refers to research that identifies positive brain and behavioural
changes that take place later in life, setting the stage for psychological
growth and new avenues for creative expression, such as through art and
music. “Positive developments among middle age and older adults occur,
not despite ageing, but because of ageing.” So prepare for the ‘new senior
moment’... it’s a creative one!

In simple terms, people are living longer and in old age are more likely to
develop a health condition that requires special care, such as cardiovascular
disease, diabetes, obesity, arthritis, depression or dementia.

“When we continue to challenge our minds in the second half of life,”
writes Dr Cohen, “our brain cells sprout new branches that improve
connections within the brain regardless of age. In effect, the ageing brain
responds to mental exercise in much the same way that muscle responds to
physical exercise - it is never too late to use it to prevent losing it.”

At the same time, the emphasis has moved to positive ageing rather than
a focus that views older people as a burden on society. And there is a
greater expectation of a high quality of life. Older people want to lead
independent lives and to access relevant information to enable them to care
for themselves as they age. The ageing population also impacts significantly
on the role of carers, including in rural and remote communities.

Following the conference Susan Perlstein, with three others, was invited to
Canberra to give presentations on creative ageing to representatives of the
Department of Health and Ageing, a conference sponsor. A public seminar
was also organised by the National Rural Health Alliance, entitled From
creative ageing to the end of life in rural and remote Australia (see article this
issue page 10).

Arts-in-health and the concept of ‘creative ageing’ have grown
in prominence as landmark scientific evidence demonstrates
that engaging in creative activities contributes to improved
health and wellbeing.
Arts-in-health and the concept of ‘creative ageing’ have grown in
prominence as landmark scientific evidence demonstrates that engaging in
creative activities contributes to improved health and wellbeing.
In 2001-2005 Dr Gene Cohen, an eminent psychiatrist and Director of the
Center on Aging, Health and Humanities at George Washington University
in the US, conducted a four-year Creative and Aging Study on the impact of
creativity on health and wellbeing in older Americans. The study found that
people engaging in professionally-led creative activities such as painting,
singing and writing poetry are less stressed and anxious, feel better about
themselves and are more interested in participating in social activities and
enjoying the company of others.

The post-conference tour to Canberra also included meetings with
government representatives to present recommendations from the
conference about the role that arts and health can play in health and
wellbeing and the value of the arts in fostering social inclusion. A highlight
was the meeting with Senator Ursula Stephens, Parliamentary Secretary for
Social Inclusion and the Voluntary Sector in the Federal Government.
Arts and Health Australia, the national advocacy and consulting agency,
is at www.artsandhealth.org
Margret Meagher
Arts and Health Australia
Susan Perlstein speaking at the NRHA Public Seminar 2009.
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Susan Perlstein, Founder and Director of Education and Training at the
National Center for Creative Aging in Washington DC, collaborated with
Dr Cohen on this study and presented the findings in a keynote address at
The Art of Good Health and Wellbeing international arts and health conference
in Port Macquarie in November 2009. At the conference, Susan also
showcased the successful arts and health program Elders Share the Arts in
Brooklyn that she founded 25 years ago.
While the world’s ageing population has its challenges, according to Susan
Perlstein there is much to celebrate, confirmed by Dr Cohen’s two seminal
books, The Creative Age: Awakening Human Potential in the Second Half of Life
(2000) and The Mature Mind: the Positive Power of the Aging Brain (2005).
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CONFERENCE REPORT

Rural Medicine Australia Conference
Melbourne 30 October – 1 November 2009

The Joint Annual Conference of the Australian College of Rural and
Remote Medicine and the Rural Doctors’ Association of Australia
was held in Preston on the site of the former Preston and Northcote
Community Hospital which closed in the 1990s.
There were around 300 delegates to the conference, the majority of them
rural GPs. There was a significant student contingent. Five RAMUS scholars
attended with support from the RAMUS Conference Placement Program
and a number of current and former RAMUS scholars attended with
support from other programs.
About 30 people attended the RAMUS breakfast hosted by the Alliance.
They included current and former scholars and mentors; ACRRM staff;
conference keynote speaker, Karl Stobbe; and Tom Griffith from Wiley,
publisher of AJRH.

The conference considered strategies for a ‘rural proofing’ policy
and... it was suggested that the Office of Rural Health should be
transformed into an independent policy unit.
A number of awards were presented at the conference. Two of the award
winners have a RAMUS connection. Current RAMUS scholar, Shannon
Nott, is the Westpac RDAA Medical Student of the Year. Dr Pam Turnock
from St George, QLD, a previous RAMUS mentor, received an ACRRM
Distinguished Service Award.
The opening keynote address was by Dr Karl Stobbe, President of the
Society of Rural Physicians of Canada. Among the achievements of the
Society are development of a national rural health strategy for Canada;
a manual of rural practice; publishing the Canadian Journal of Rural
Scholars Andrew Brier and Sara Fraser at the RAMUS breakfast.
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Medicine; and awards schemes
for medical education institutions
and rural doctors. The Society’s
advocacy has led to a mandatory
rural training component in
GP training. The Society is now
evolving from a protest movement
to a standards setting body. It
is a voluntary organisation with
a small secretariat and is now
finding that it needs to expand
its organisational capacity and
policy development expertise.
The Society will be convening a
National Rural Health Forum in
early 2010 at which the need for
a more broadly-based policy and
advocacy body for rural health in
Canada will be debated.

Mentors Alison Edwards and Jane Watt at the
RAMUS breakfast.

The Conference considered strategies for a ‘rural proofing’ policy and
included a video link with Wales for a presentation by Jane Randall-Smith,
Chief Executive of the UK Institute for Rural Health, about the ‘rural
proofing’ approach which has been adopted in the UK. Rural proofing is
a commitment by Government to ensure domestic policies take account of
rural circumstances and needs. It’s a mandatory part of the policy process.
Rural proofing has also been adopted by the voluntary sector.
More information can be found at:
• www.irh.ac.uk Institute for Rural Health
• http://www.ruralcommunities.gov.uk/ Commission for Rural Communities
• http://www.ruralhealthgoodpractice.org.uk/ A Database of Good Practice
in Rural Health and Wellbeing
In the discussion it was suggested that Australia’s Office of Rural Health
should be transformed into an independent policy unit or think tank
within government to provide independent advice on health policies
and programs across the board as they affect rural communities. The
need for better community engagement and for policy to be driven from
the community was also emphasised. Service planning should include
consideration of the service targets, outcomes and the total costs to the
health service, to patients and the community as a whole (eg aim for
carbon neutral outcomes).
Susan Magnay
Manager, RAMUS
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Providing the evidence base for
improvements in rural health
It’s time Australia got serious about health reform by bringing evidence
to the public table. The Government has released three major reports
which cover all aspects of the health system and one of the priorities
will be to significantly improve access to health care for people in rural
and remote areas.
As part of its research program, the Australian Primary Health Care
Research Institute (APHCRI) undertakes research on the rural health
workforce and provides national leadership in applying research findings
and informing politicians, policymakers, health care providers and
consumers. The Institute has a collaborative hub and spoke model, whereby
the hub team based at the Australian National University works with
researchers around the country.
In the context of rural shortages of nurses and GPs, Dennis Pashen,
Director of the Mount Isa Centre for Rural and Remote Health, looked at
the expanding role of generalists. He concludes that greater investment in
primary health care and ‘generalist’ medical services may be cost effective,
efficient and equitable for rural communities.
John Humphreys, from Monash University in Bendigo, and John
Wakerman, Director of the Centre for Remote Health in Alice Springs,
examined continuing professional development to discover if opportunities
to maintain a strong knowledge base, develop further skills and meet
with other professionals in a learning environment contribute to GPs’
commitment to rural towns.
As part of a research program at APHCRI to provide a rapid response to
policymakers at the Australian Government Department of Health and
Ageing, all three researchers have collaborated to investigate the measures
used internationally for attracting, supporting and retaining the primary
care workforce in rural and remote areas.
The evidence suggests that good health outcomes for rural communities
are possible with the evolution and adaption of the roles and
responsibilities of the primary care team. Now it is up to politicians and
policy advisers to take
up the challenge of
using this evidence to
help reform Australia’s
health system.
Bob Wells
Director
Australian Primary Health
Care Research Institute
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Rural breast cancer program
With 30 per cent of women diagnosed with breast cancer living outside
major metropolitan cities, local health professionals play a vital role in
providing optimal care and treatment. However, rural health professionals
face challenges in accessing traditional models of continuing education to
keep up-to-date with developments in breast cancer.
National Breast and Ovarian Cancer Centre (NBOCC) and Breast Cancer
Network Australia are collaborating to deliver the Supporting Women in
Rural Areas Diagnosed with Breast Cancer Program. Opportunities for rural
clinicians, nurses and Aboriginal and Torres Strait Islander health workers
include sessions on support for women (from early symptom to diagnosis
and follow up care), risk factors, diagnosis, treatment and psychosocial care,
as well as satellite broadcasts featuring a panel of breast cancer experts.
For information on these education initiatives, contact Kevin Comlossy
(kevin.comlossy@nbocc.org.au, Ph 02 9357 9478). Visit www.nbocc.org.au
for breast cancer information, including resources for health professionals.

New Fact Sheets
The Alliance has recently produced two new
fact sheets – Number 20 on Climate Change and
Rural Australia and Number 21 on Type 2 Diabetes
in Rural Australia. All Fact Sheets available at
www.ruralhealth.org.au

Everybody’s business
Everybody’s business is the report on Remote Aboriginal and Torres Strait
Community Stores released in November by the House of Representatives
Standing Committee on Aboriginal and Torres Strait Islander Affairs.
The Committee examined food supply, quality, cost and competition issues;
the effectiveness of various models, including Outback Stores; and the
impact on the health and economy of communities. The report includes
33 recommendations and is available at http://www.aph.gov.au/house/
committee/atsia/communitystores/report.htm

HIV management : a clinical Guide
The Australasian Society for HIV Medicine has updated the HIV
Management: a guide for clinical care monograph. To order your
free copy of the 2009 edition or for more information, please visit
the publications page or alternatively contact the ASHM office
Ph: 02 8204 0700 E: ashm@ashm.org.au
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Alliance welcomes 29th Member Body

Type 2 diabetes guidelines

The National Rural Health Alliance continues to grow, and was pleased
to welcome the Rural Health Education Foundation as its newest
Member Body at its Annual General Meeting in November.

The Rural Health Education
Foundation recently presented
a series of four professional
development programs on the new
NHMRC endorsed Type 2 Diabetes
(T2DM) Mellitus Clinical Guidelines.
This series is now available to order
on DVD, free, thanks to funding
from the Australian Government
Department of Health and Ageing.

The Vision of the Rural Health Education Foundation is a well-educated
rural health team delivering consistently high quality care for rural and
remote Australians. To help achieve this goal, the Foundation develops,
produces and distributes health and medical education television programs
that aim to support the rural health workforce and improve health outcomes.
The programs are delivered via satellite TV to its network of more than 660
locations all around rural and remote Australia. The Foundation has satellite
receiving sites in every State and Territory, primarily in public hospitals,
community health centres, Aboriginal medical services and remote health
clinics. Programs are also made available via live web-casting, internet video
web-streaming and audio pod-casting, DVDs and other broadcast television
services such as SBS TV and National Indigenous Television service.
In producing its programs, the Foundation involves up to 100 health and
medical experts each year. The programs are endorsed and/or accredited for
continuing professional development by the relevant professional associations.
The Foundation’s delegate to Council will be Dr Brian Bowring from
George Town, Tasmania. Dr Bowring is the Chair of the Board of Directors
of the Foundation, and is also the past Chair of General Practice Tasmania
and the Northern Tasmanian Division of General Practice. He said the
Foundation and the Alliance have fundamental goals in common, and
undertake complementary activities in achieving them. “We’re delighted to
become a member of the National Rural Health Alliance,” Brian said.
Alliance Chair, Dr Jenny May, said the Foundation provides valuable
support for the rural and remote health team. “The Foundation’s skills in
telecommunications, instructional video and IT are welcome additions to
the Alliance’s pool of expertise,” she said.
The Alliance is confident that the Foundation’s education, training and
media capabilities will make an important contribution to its work and to
the strength of its health-related partnerships.

The T2DM Guideline Series DVD includes four programs that focus on the
key practice points and goals for management to assist clinicians, health
services and policy makers. The programs that make up the series are:
• Blood Glucose Control, Patient Education in Type 2 Diabetes
• Diabetic Retinopathy, Chronic Kidney Disease
• Primary Prevention, Case Detection and Diagnosis
• Diabetes and Indigenous Australians
Further information: www.rhef.com.au or (02) 6232 5480

From the Editor’s inbox
The recent story about the 70 year old central Australian man who
was denied dialysis treatment in Alice Springs is a sad case study that
illustrates why this country needs (1) a national approach with (2) regional
implementation of service delivery. People living in the area understand
very well that Central Australia is distinct region geographically, culturally
and historically, and it forms a natural service delivery catchment area.
However, its population is less than 250,000-500,000 and it crosses
State borders. The States cannot manage these issues.

Mission of the Rural Health Education Foundation
Our mission is to produce and deliver topical, high quality, evidencebased educational programs enriched by the voluntary participation of
Australia’s best health and medical experts.
We shrink the vast distances of rural Australia with a national satellite
broadcast network, the Internet and other distribution technologies.
We help rural health professionals keep their skills up-to-date without
having to leave their families, their clients, and the communities who
rely on them.
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Outback Bride
She was born in the city where she lived harbourside
Not the best of credentials for an outback bride
But we had to admire her for the way that she tried
To live like we did on the other side
I remember the night that she stepped off the train
Got drenched to the skin in the tropical rain
And before you could blink and say “Suzanne”
She got hitched to a bloke doing it tough on the land
In the bar they took bets on just when she would quit
But they hadn’t counted on her courage and grit
They joked of the bride – the kind of ride she’d enjoy
But her dreams were much more than they could destroy
Well twelve years have passed and they’re shaking their heads
While I wear a smile after taking their bread
But more than the money Suzanne showed me why
With some fire in your heart there’s no mountain too high

Photo: STEVE LOVEGROVE

Hugo Spooner

SECOND PRIZE WINNER IN FRIENDS POETRY COMPETITION 2009

