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EDITORIAL

Vigilance now will ensure desired outcome
This is an edited version of an address given by Gordon Gregory to the New South
Wales Shires Association.

The cycle of change in the structure of health services in Australia’s
States and Territories over the past 40 years has become something of
a public service joke.
A small number of large area health services become a larger number of
smaller ones as the wheel turns, new governments become elected and
fashions change. And then, after a while, they are divided up and become
small again.
The worst possible outcome from the current round of health reform is that it
will simply be another turn of the wheel: the current area health services will
morph into new administrative entities based on selected regional boundaries
and with new names: Local Hospital Networks and Medicare Locals.
The best result, on the other hand, will be that in three years’ time,
rural, regional and remote areas have a network of hospitals providing
augmented services to smaller places and undiminished services in regional
centres, working closely and collaboratively with the providers of primary
care (doctors, dentists, podiatrists, mental health nurses, paramedics etc)
with so much success that people are entering hospital less frequently and/
or at a later age.
This is how the pressure on public hospitals should be relieved, not
through the creation of extra beds.
What we end up with in rural areas will depend partly on the work done by
representative bodies concerned with health services, consumer groups and
the health professions to encourage State and Commonwealth governments
to get it right.
As is well known, agreement on health reform has not as yet been reached
between the Australian and Western Australian Governments. Bearing in
“The worst outcome will be another turn of the wheel.”
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mind that rider, we know that the Commonwealth Government will pick up
the tab (including through the use of 30 per cent of the States’ GST) for 60
per cent of ‘the efficient cost’ of the activities of the larger public hospitals,
with block grants for the smaller ones. It is understood that there will be one
large and two or three smaller hospitals in each Local Hospital Network.
The formal agreement between the Commonwealth and the States/
Territories recognises the community service obligations fulfilled by smaller
hospitals. This recognition of their base for the work of procedural GPs
and for teaching the health professionals of the future, as well as of their
economic and community role, is an important lever to use to ensure that
smaller hospitals and MPSs are not rationalised or downgraded.
There are also significant commitments to reduce waiting times to
a maximum of four hours, to deal with 95 per cent of the elective
surgery waiting lists within clinically recommended times, and for the
Commonwealth to assume 100 per cent responsibility for primary care.

Provision must be made for communities of interest that span
State and Territory boundaries …
The States are to keep ambulance services, existing public dental services,
health care for prisoners, school and workplace primary care programs
and “hospital avoidance programs for people being treated for acute
conditions”.
There will be voluntary patient enrolment with a particular general practice
for those with diabetes. This should increase the proportion of those
needing such care who have detailed care plans and managed follow up –
which should result in lower costs and better patient outcomes.
In most jurisdictions the Commonwealth is also to take full funding and
policy responsibility for aged care, including home and community care.
Significant extra funds have been promised for additional GP and specialist
training places; for registrars to train in rural areas; and for a small
number of extra training places for allied health professionals and nurses.
Every regional centre, small town and isolated property in the nation will
find itself within the boundaries of a Local Hospital Network and a Medicare
Local. The principle is that the new system will be funded nationally and
run locally. The States and the Northern Territory have yet to determine the
size and shape of the LHNs or of their sister organisations, the Medicare
Locals. Rural and remote interest groups must be vigilant to ensure that the
principle of local management and control is adhered to.
Assuming that LHNs and Medicare Locals are indeed locally managed,
the next key issue for rural people will be how each one of them deals
with the smaller places lying beyond the regional centre and beyond the
other larger places in their jurisdiction. It will be critical that smaller
communities with resource limitations and other disadvantages do not
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become swamped by the needs and decisions of the larger towns and/or
regional centres in the new jurisdiction of which they are a part.
COAG has determined that the boundaries of the Medicare Locals (MLs)
will be agreed by December 2010 and that, wherever possible, those
boundaries will be shared with LHNs.
The LHNs and MLs should be required to have shared vision statements and
strategic plans in order to work closely together towards a common purpose
which focuses mainly on keeping people healthy and out of hospital.
The LHNs will manage the hospital services within their jurisdiction.
The MLs will establish baseline levels of service and unmet needs, and
commission, broker or even supply the services required to fill the
identified gaps. They will also be advocates for and planners of health
workforce adequacy in their area.

The bottom line for the governance arrangements put in place must
be that health needs of the district are the driver of decisions made.
Governance arrangements for both entities will be critical. Governments
have agreed that the governing bodies for both entities will include
expertise in health management, business management and financial
management. The issue of local clinicians on the governance bodies
appears to be contested but is one on which the NRHA and all local people
have a clear view: they must be included.
People in rural and remote areas will remain strongly opposed to the idea
that clinicians on local boards of the LHN should be from outside their
own region.
In smaller and disadvantaged communities there will need to be support
for developing governance solutions that are appropriate to local
circumstances.
The bottom line for the governance arrangements put in place must be
that health needs of the district are the driver of decisions made.

ORAL HEALTh

Building a strong future for rural and
remote oral health services
The last decade has seen some significant changes in oral health
professional education, with positive ramifications for rural and remote
Australians. Over the decade there has been a near doubling of the
number of dental schools in Australia, setting the stage for an increase
in graduating dentists and oral health therapists from around 300 to
about 600 a year by 2015.
This in itself is a very significant change and will go some way to
ameliorating the effects of Australia’s longstanding shortage of oral health
practitioners (although a significant shortage is predicted to remain for at
least the next decade). However, even more importantly, three of the new
dental schools are based in rural and regional Australia and have as part of
their core goals the challenge of meeting the needs of country Australia.
One of the three is in Bendigo (Victoria) and surrounds, one in Orange
(New South Wales) and surrounds, and one in Cairns (North Queensland)
and surrounds. The last two of these initiatives - at Charles Sturt University
and more recently James Cook University - have been supported
by significant Federal Government funding, a welcome first for the
development of dental schools in Australia. It is well known that students
with significant exposure to rural life are more likely to practise in rural
areas at some stage during their careers. 2009 saw the greatest number
of dental students in Australian history start training in rural areas, with
many of these coming from rural backgrounds, another key predictor of
likelihood of future rural practice.
Although it will take five years for these new Schools to start producing
dental graduates (three years for oral health therapy graduates), the
Dental services at a remote clinic in WA.
Photo: KATE DYSON

Where local clinicians, consumers and managers support the idea, the LHN
and the ML should be able to amalgamate into a single entity.
To be effective, it will be critical for the LHNs and MLs to be based on
geographic communities of interest that will sometimes span State and
Territory boundaries. Albury-Wodonga is one region where this should
be the case – and where significant progress has been made over the
years in developing sensible arrangements across two state jurisdictions.
(The full address is on the Alliance website: www.ruralhealth.org.au
then select Transcripts.)
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surrounding communities will feel the benefits well before this. This is
because the new schools are fostering the development of innovative
training models and bringing a strong focus on community support and
service. Traditionally, dental schools have tended to be rather inwardfocused student training centres. The new models are reaching out to
connect more closely with the communities they serve. They have multiple
clinical sites distributed in their regions where students will be based during
training and able to provide care under supervision for many of those most
in need of dental care. In short, we are seeing a stronger regional-based
service responsibility emerge as part of the dental education mission.

2009 saw the greatest number of dental students in Australian
history start training in rural areas.
The older dental schools are also making moves to strengthen the focus
on rural and remote Australia, aided by strong support from the Federal
Government. Student rural placement programs are now core to most dental
schools’ activities and are providing wonderful opportunities for students to
be exposed to rural and remote health and lifestyles. This was initiated in
WA and now nearly a decade of experiences from the Centre for Rural and
Remote Oral Health is showing that placements can provide valuable service
opportunities for remote communities as well as creating familiarity with
rural lifestyles and opportunities amongst newly graduating dentists.
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As in many other health areas, Aboriginal and Torres Strait Islander
people (children and adults) suffer more from dental disease than nonIndigenous Australians. The last decade has seen the strong development of
an Indigenous focus in dental education and service models. For example,
in 2009 James Cook University accepted more Indigenous students into
dentistry in one year than had been previously accepted in Australian history.
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Innovative models to provide remote oral health care services have
been evolving across Australia. The acceptance of visiting services based
on fly-in-fly-out arrangements has sustained good access in communities
that for decades were without any access or had patchy access at best.
The development of these models in the late 1990s in WA has provided
an integrated service, education and research template for future
developments in Australia. More recently adaptation of these sorts of
models in the Northern Territory, including expansion to include some
visiting specialist services, have been used as part of the intervention
and other initiatives to improve access. These successful care models
have seen many thousands of Aboriginal and Torres Strait Islanders who
would have faced very significant pain and suffering receive high quality
dental care. Importantly, the evolution has focused on the integration
of students into the care model, thereby exposing future generations of
dental clinicians to the unique social and cultural needs of Aboriginal
people. A strong community linkage also sustains a community
development focus for the future.
In summary, dental care for rural and remote Australia has undergone
significant innovations on a wide front over the last decade. Service,
Education and Research Integration (the SERI model) has been integral
to the success of these developments. The model focuses effort in all
three pillars (Service, Education and Research) simultaneously within
a single united organisation, with each pillar supporting the other in a
spiral of high quality innovation. Over the next decade the fruits of these
developments are expected to help many more Australians.
Winthrop Professor Marc Tennant
Director, Centre for Rural and Remote Oral Health
The University of Western Australia
marc@crroh.uwa.edu.au

Dental students and Medical students sharing knowledge on camp.
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Northern Territory Health Impact
Assessment
A Health Impact Assessment of the Northern Territory Emergency
Response (NTER) has predicted that while new investments in education,
housing and health care will contribute to improved physical health for
some Aboriginal people, any benefits will be outweighed by the negative
impacts arising from the way it was devised and implemented.
The Health Impact Assessment (HIA) was undertaken by the Australian
Indigenous Doctors’ Association in partnership with the Centre for Health
Equity Training, Research and Evaluation and the Fred Hollows Foundation.
The Health Impact Assessment is not an evaluation of the NTER but
an assessment of the available evidence in order to predict the potential
impacts on the health of people whose communities were prescribed under
the legislation. In compiling the evidence, “a conscious decision was made
to privilege the voices of the people directly affected by the intervention”,
which gave their experiences and perceptions equal weight with the views
of other key stakeholders and the expert reviews.
Of all the measures under the NTER, the Health Impact Assessment
examines seven that were identified by community members as the ones
likely to have the most significant impacts on the health of the populations
in the prescribed communities. The HIA report gives a rating to each of
those measures. As a result, it calls for an immediate stop to two of them:
compulsory income management and the current system of external
leadership, governance and control. The measures relating to alcohol
restriction and prohibited materials are rated as “unlikely to work”.
Only three measures – those relating to housing, education and child
health checks – earned a pass rating. But it was a qualified pass, tagged
Sir William Deane, Lowitja O’Donohue and Jimmy Little at the launch of the Health Impact
Assessment of the Northern Territory Emergency Response report by the Australian Indigenous
Doctors’ Association.

“proceed with caution”, and carried the proviso that these measures should
be accompanied by long-term investment in building community and
organisational capacity.
Against each of the seven measures, the report offers recommendations
to increase their potential to bring about desired change. They include
reinstatement of Section 9 of the Racial Discrimination Act, investment
in successful existing community-driven initiatives to address alcoholrelated concerns, actively involving Aboriginal communities in decisions on
housing construction, involving parents, children and their communities
in school retention initiatives, and commitments from governments and
communities to find ways to work together as equals. One-year, five-year
and ten-year targets for monitoring progress are also provided.
The report says that significant under-investment by governments in
education, housing, health care, employment, community services and
policing in Aboriginal communities in the Northern Territory has led to
serious and ongoing health consequences. At the time of the NTER, there
was widespread agreement that urgent, large-scale, sustained action was
needed by governments and communities if the quality of life and life
expectancy of Aboriginal residents of the NT were to become the equal of
those of all other Australians
The then Federal Minister for Families, Community Services and
Indigenous Affairs, Mal Brough, announced the NTER in June 2007
following release of the Little Children are Sacred report which had been
compiled by Rex Wild and Pat Anderson. There was early and continuing
disappointment that the principle recommendation of their report – for
governments to “commit to genuine consultation with Aboriginal people in
designing initiatives for Aboriginal communities” – was overlooked in the
development and roll-out of the emergency response.

…on balance, the NTER, rather than providing a solution, will add
to the high burden of disease already carried by Aboriginal people
across generations.
According to the HIA, the greatest failing in the whole process has been
its overlooking of the central role that human dignity plays with regard to
health. The HIA predicts that, because of this, the intervention will leave
a negative legacy on the psychological health, spirituality and cultural
integrity of the prescribed communities. The report concluded that, on
balance, the NTER, rather than providing a solution, will add to the high
burden of disease already carried by Aboriginal people across generations.
The report was launched on 12 March for the Australian Indigenous
Doctors’ Association (AIDA) by Tamara McKean (Chair of the HIA Steering
Committee and former President of AIDA) and Pat Anderson. The launch
was held in conjunction with a ceremony to celebrate AIDA’s move into
their new premises in Old Parliament House.
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2010 BUDGET

An insider’s account of Budget night
On a bitterly cold Canberra night in May a group of around two or
three hundred people handed over their mobile phones and allowed
themselves to be locked in a windowless room so that they could be
told one hour earlier than the rest of the nation the secrets contained
in this year’s health budget.
As we took our seats under the stern, unflinching gaze of some very high
ranking officials from the Department of Health and Ageing, we were
warned of dire consequences if we were to somehow relay any of the
information we were about to be given to another living soul before the
Treasurer’s speech began. Doors were locked and security moved in to block
all exits. We all felt quite important but it was just a little bit scary as well.
Most of the major health initiatives – the Commonwealth taking over
primary care and becoming the major funder of public hospitals, the
establishment of Local Hospital Networks and various workforce initiatives
– had already been announced and the Treasurer had foreshadowed a
rather dull, responsible Budget. It had all the hallmarks of being a fairly
boring evening but it turned out that our hosts from the Department of
Health had one or two surprises up their crisp white sleeves. For example:
• an additional $2.2 billion was allocated over the next four years to try to
improve access to GPs, train more nurses and introduce electronic health
records for those who want them;
• primary health care organisations were given the much snappier title of
‘Medicare Locals’ which kind of conjures up images of friendly local pubs
where the other patrons just happen to be health professionals;
• a new nationwide call service will operate 24/7 and allow those feeling a
bit off colour to talk to a nurse and, if necessary, be given an appointment
at an after hours GP service;
• an extra $355 million will be spent on adding 23 more Super Clinics to
the existing 425; and
• a $25,000 subsidy will be paid to doctors to employ a practice nurse.
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Interestingly, the question was later asked whether a rural loading would
be applied to this subsidy to employ practice nurses. The Departmental
Secretary did not know the answer to that one but was confident that one
of her minions, all sitting neatly in the front row, would. Was that the sound
of crickets chirping in the otherwise silent room or was it the noise made
by 20 or 30 public servants squirming in their seats under the glacial gaze
of their boss? We had to wait a couple of days to learn that there would,
in fact, be rural loadings applied to the subsidy – from 20 to 50 per cent
depending on how remote the practice is – but everyone enjoyed the
moment so much no one really minded having to wait a bit for the answer.

Doors were locked and security moved in to block all exits.
There were several rural specific programs also funded in the Budget,
some of which we already knew about but others of which were a pleasant
surprise:
• around $29 million was allocated to a rural locum scheme designed to
give rural nurses the chance to take some time off;
• 400 more training scholarships will be offered to allied health students in
rural and remote areas together with a rural locum scheme similar to that
introduced for nurses;
• $120 million was set aside to fund more subacute beds in rural and
remote Multi-Purpose Services; and
• $5 million will be spent on sending specialist eye teams to areas which are
currently having difficulty accessing ophthalmology services.
In keeping with tradition, two days after the Budget, Health Minister
Nicola Roxon was asked to talk at a breakfast held at Parliament House ...
and talk she did. The Minister was so clearly chuffed that after three long
years of recommendations, consultations, prevarications and negotiations,
she was finally able to put some concrete policies on the table that she
almost had to be dragged away from the lectern.
Jeff Wearne
Executive Officer, Health Consumers of Rural and Remote Australia

A rural loading for practice nurses that increases with remoteness is heading in the right direction.

Photo: ANDREW MCALLISTER
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Dein Vindigni and Matt McLindon make the case for extended public
chiropractic services
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Indigenous care programs
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The chiropractic profession in Australia has been dedicated to
expanding the availability of accessible, affordable and culturally
sensitive chiropractic care as well as multidisciplinary initiatives
to improve the health of people in rural and remote communities.
In 2005 the Chiropractors’ Association of Australia CAA formalised this
commitment by establishing a Rural and Indigenous Health Group.
Photo: RIHG

Almost one third of chiropractors live and work in rural Australian
communities providing healthcare almost exclusively in private practice
settings. In 1976 the Layton Report concluded that there was an
undisputed need for chiropractic services, particularly in socially and
financially disadvantaged community settings. Over three decades later,
however, the situation has not changed substantially, with the overwhelming
majority of chiropractors still working in the private sector.
Voluntary chiropractic initiatives have nonetheless continued to make a
contribution to the health of rural, remote and Indigenous communities
through Hands On Health programs in Victoria, NSW, QLD and WA
(see www.handsonhealth.com.au).

Alice and Uncle Bud share stories of Gumbayngirr bush-tucker and traditions.

Preliminary PAR data suggests that the program has been well-received and
utilised by the community despite its relative newness as a health discipline
in the AMS and Aged Care Centre.
A major lesson emerging from working in and evaluating communitybased initiatives of this kind is that staying-power is imperative given the
difficulties in establishing trust in communities that have historically been
treated poorly by researchers and research initiatives.

One such initiative which has been consistently serviced by volunteer
chiropractors since 1995 is based at the Durri Aboriginal Medical Service
in Kempsey, NSW. Two volunteer chiropractors work at the Durri AMS and
the Booroongen Djugun Aged Care facility in Kempsey. The program is
subsidised by the Chiropractors’ Association of Australia (National).

Chiropractic student, Alice Nguyen, received a scholarship from the Allied
Health Clinical Placement Scholarship Scheme (AHCPSS) during her final
year at Macquarie University. The scholarship allowed her to undertake a
six week placement in a rural/remote community. Alice was welcomed into
Kununurra, in northern Western Australia, working with 5th year chiropractic
students from Murdoch University and afterwards with the Gumbayngirr
community in Bowraville and Nambucca Heads in northern NSW.

In 2000 a musculoskeletal prevalence study was conducted in collaboration
with the Durri AMS and the School of Medicine and Public Health at the
University of Newcastle. It concluded that the typical profile in this large
rural, Indigenous community was of a:

Alice found the experience extremely fulfilling and, as part of her placement,
worked closely with Aboriginal Health Workers and Elders. In these
Communities, many people reported chronic musculoskeletal conditions
related to decade-old injuries from motor vehicle accidents and other trauma.

middle-aged male or female suffering from at least two musculoskeletal conditions
that had been present for more than seven weeks. They had a history of physical
trauma related to sporting injuries, car accidents, falls or work-related injuries
and a range of lifestyle risk factors including obesity, smoking, prolonged sitting,
heavy lifting and psychosocial stress. If they were aware of interventions that
might assist in alleviating their chronic pain, they had not sought treatment
because of the cost of manual therapies or an attitude of being resigned to
enduring pain and ill health.
Recommendations arising from this study included the urgent provision of
community-based tactile therapies such as chiropractic, massage therapy,
osteopathy and physiotherapy as well as health promotion to address the
modifiable risk factors associated with these highly prevalent conditions.
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Although these volunteer initiatives are very well received in their
respective communities, they are only reaching the tip of the ice-berg.
The government needs to adopt policies which aim to address this
high prevalence of pain and impairment through culturally sensitive,
community-based programs with demonstrated positive outcomes. Issues
relating to spinal awareness and spinal health rarely see the light of day
in the health landscape. The government must seriously look at this often
neglected area of health and allocate funds to roll-out a nationwide primary
school-based ‘Spine Awareness Program’, similar to the dental health
program. This would help all communities but specifically those in rural
and remote regions which have little access to chiropractic services.
We have a long road ahead of us - but ‘every long journey begins with the
first step!’
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Hope4Health
David Furney, a student of Oral Health in Dental Science at Griffith University,
writes about his experiences on Griffith University’s Hope4Health Tour of Cherbourg
in Queensland.

Cherbourg owes its existence to the Aboriginal Protection Act of 1897,
and currently experiences many of the outcomes that are widespread
as a result of Australian Indigenous history.
Located 280 km northwest of Brisbane, the settlement, formally known as
Barambah, is Queensland’s third largest Aboriginal community. It is home
to 1200 people from 40 different groups, including the Western Wakka
Wakka (traditional owners) and descendants of people brought from other
parts of Queensland under past government policies

The Cherbourg Teddy Bear Hospital provided an opportunity for
Griffith medical and dentistry students to run a health promotion
session for students in Grades 1 and 2.
Between 1906 and 1920 Barambah
death rates were ten times greater
than those of the Australian
population and four times greater
than the Aboriginal population as a
whole. This was due to the high rates
of TB, pneumonia, heart failure
and suicide. From 1916 to 1925
there was an infant mortality rate of
1 in 3. The reserve was known for
starvation, disease and misery.
Cherbourg’s community services
now include a hospital, medical
centre, women’s and children’s
shelters, primary school and a
TAFE College. State Government
funding supports emergency relief,
family support and youth services,
child care and school holiday
activities, family violence support
and early intervention programs. There are also support programs to help
people suffering from drug and alcohol misuse.
Our Hope4Health tour took us to the local primary school, hospital and
medical centre.
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For the majority of students
on the trip it was the first
experience in an Aboriginal
community and a truly
humbling one at that. At the
hospital, medical centre and
school we were welcomed
with open arms. It is fair to
say we learnt more from the
Cherbourg community than
they learnt from us. The
primary school kids especially
were amazing. It was fantastic
to see them have such a good
relationship with a curriculum
that embraced the Aboriginal
connection with art and
dancing.
The Cherbourg Teddy
Bear Hospital provided an
opportunity for Griffith
medical and dentistry students
to run a prevention and
5th year dental student David Furney treating school
health promotion session
children in Cherbourg Aboriginal community.
for students in Grades 1
and 2. This session included
interactive stations on healthy eating, exercise, teeth brushing, hand
hygiene, medicines and poisons, calling for help and what to expect
when visiting a doctor. The primary objective of these sessions was for
the children to have fun and, hopefully, to pick up a dose of healthy and
helpful information along the way. Hope4Health was received with much
enthusiasm by Cherbourg teachers and children and the feedback was very
positive.
In addition to the Teddy Bear Hospital, Hope4Health ran an inaugural
Health Careers Expo session for the children in Grades 5-7. The objective
of this session was to raise awareness of the types of health-related careers
and opportunities that are out there for these teenagers. Again there was
a focus on fun and interactive activities. Students were given a taste of
how to perform CPR, use stethoscopes, measure blood pressure, and treat
sports injuries as well as some hands-on dental activities, all of which were
received with great enthusiasm.
Throughout the session, emphasis was placed on how health careers are
an achievable and realistic option for Cherbourg students. Now the seed
has been planted we hope that one day in the future it will be ‘their mob’
holding these careers sessions for the Indigenous youth of Cherbourg.
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Life and death in Nguiu – third world challenge

Bowmans’ guide to remote medicine in Indigenous communities

Nguiu is only 20 minutes by air from Darwin, but its people have a long
way to go when it comes to their health.

You will need to be:

They suffer a range of maladies that would not be tolerated in places
like Sydney or Melbourne. For example, 40 per cent of the community is
infected with strongyloides, a parasitic worm that causes pneumonia-like
symptoms when its larvae move through the lungs.

• prepared to listen and learn

“We have high rates of just about everything here except prostate cancer,”
says Dr Jan Bowman, from the Nguiu Community Clinic. “The only reason
we don’t have a lot of prostate cancers is because the men don’t live long
enough to get it.”
Dr Bowman rattles off a series of stark facts about this small town of 1500
people on Bathurst Island, part of the Tiwi Island group:
• the typical age group for heart attack is 30-40;
• scabies, diabetes and renal disease are widespread; and
• you are considered old in Nguiu if you reach 50.
Scabies is an example of how complicated medical conditions can become
common in Indigenous communities. Left untreated, the scabies mite
causes a terrible itch and constant scratching can create sores that become
infected and ultimately lead to rheumatic heart disease and kidney disease.
Poor hygiene, limited education, unemployment, smoking and bad diet are
some of the reasons behind such health outcomes. A lack of resources – in
comparison with white communities – is surely another factor.
In the face of such serious issues, Dr Bowman and her husband Peter, also
a doctor at the clinic, remain cheerfully determined to make a difference.
They work closely with the local health team to address immediate needs as
well as focusing on prevention.
Working together ... doctors Jan and Peter Bowman with senior Aboriginal health worker Cassie
Munkara at the Nguiu Community Clinic.

• resilient
• patient, as it takes time to be accepted
• willing to work as part of a multi-disciplinary team
• good at emergency medicine (before going, brush up the skills)
• someone with a sense of humour – it will keep you sane!
The concept of ‘team’ is important in Nguiu, with doctors, remote area
nurses and Aboriginal Health Workers combining their talents to tackle an
enormous array of problems.
“Collaboration works in remote medicine,” says Peter Bowman. “Apart from
anything else, it makes for a happy workplace and that means people will
stay – and stability is so important for a community like ours.”
Dr Bowman is thankful for the job done by colleagues like Cassie Munkara,
a senior Health Worker who plays a key role ensuring people attend regular
check-ups as part of chronic disease prevention.
“We couldn’t do it without the Aboriginal Health Workers,” he says. “They’re
our bond with the community. Otherwise, we’d just be seen as white blow-ins.
“And it’s vital for us to connect with the community because the big
challenge is to get into people’s heads and change behaviours. Jan and I
spent many years in general practice in Brisbane dealing with the worried
well. Now we’re here in Nguiu dealing with the supremely unworried and
supremely unwell.
“In a way, I admire their attitude because it makes them lovely people
to be with.”
The Bowmans, who met at medical school, have worked in the Pacific,
Saudi Arabia and as volunteers in Papua New Guinea. They have focused
exclusively on Aboriginal communities since returning to Australia in 2004
as part of a personal commitment to improve Indigenous health outcomes.
Dr Peter Bowman is keen to encourage other health professionals who want
to make a difference to explore opportunities in their own backyard before
looking overseas.
“This is Third World medicine,” he says. “You don’t have to go to Africa to
experience it ... it’s happening here.”
The Northern Territory Department of Health and Families is keen to recruit
more doctors for the NT. To find out more about health careers in the NT, contact
1300 659 247. You can also contact the Rural Workforce Agency, General Practice
Network NT, on 08 8982 1000 or recruit@gpnnt.org.au
Tony Wells
Rural Health Workforce Australia
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Students striving to ensure a
sustainable future
The National Rural Health Students’ Network (NRHSN) recently
released recommendations for guaranteeing a new generation of
young, vibrant rural health professionals.
Ensuring a sustainable future health workforce for rural and remote Australia
includes 36 key recommendations that students consider important for
attracting them, the next generation, to work in the bush after graduation.
The NRHSN, through its large student voice, aims to improve the supply
and distribution of health professionals in rural and remote Australia,
and therefore improve health outcomes in those areas. We constantly
hear depressing statistics about how dire some aspects of our country’s
health outcomes really are, and we want to help change this ASAP! Being
mostly made up of Gen Y, our attention span and patience are not our
strong points...
On the frontline of University curriculum, placements and student rural
health experiences, our members (who number over 9,000) from various
health disciplines have given us invaluable feedback on what improvements
they would like to see. Based on this consultation, we have come up with
key priority areas we believe are important for policy makers to pay close
attention to.

We would love to see our University graduates more evenly spread
across the breadth of our magnificent country.

Steph Frazer, President of Multidisciplinary Albury Rural Health Society and her colleague at the National
Rural Leadership Development Seminar in Wollongong on 8 April about to place their handprints on the
Seminar banner as a symbolic gesture to signify their commitment to Closing the Gap.

The document includes proposals relating to training and retention,
scholarships, infrastructure, and Indigenous workforce and health. Students
and young professionals want to train and work in multi-disciplinary teams,
want a decent work-life balance and flexible practice models. We also
continue to be appalled by the disparities in Indigenous health outcomes in
our country, hence our strong emphasis in this issue in our document. This
will continue to be one of the first priorities for our generation and we are
committed to doing something about it.

Constantly supported and encouraged by our enthusiastic rural health
club members from Universities around Australia, we have harnessed
a powerful student-led perspective on these issues. We have included
recommendations that attempt to make country placement and practice
more appealing. We would love to see our University graduates more
evenly spread across the breadth of our magnificent country.

Many of our members will already have plans to head to the bush to
work in the near future, but we would love to see more of our uninitiated
colleagues join us. As a passionate body of health students, we believe we
can be the driving force behind positive change, and look forward to the
challenge. See you out there!

The main areas that in our opinion need immediate attention include:

Ensuring a sustainable future health workforce for rural and remote Australia is at
www.nrhsn.org.au/positionpapers

1.

equitable incentives and scholarships for country placements and
exposure across all medical, nursing and allied health degrees;

2.

equal access and support for all students and junior health
professionals to placements and training opportunities in rural and
remote Australia; and

3.

appropriately comprehensive content of Indigenous health into ALL
University health degree curriculums and assessment tools, and
adequate cultural safety training before Indigenous health placements.
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The NRHSN has more than 9500 members who belong to 29 Rural Health
Clubs at universities throughout the nation. They include students from medical,
nursing and allied health courses. The NRHSN offers professional development,
networking activities and opportunities to raise community awareness of health
issues. www.nrhsn.org.au
Jasmine Banner
Secretary, National Rural Health Students’ Network
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Prostate cancer – are you at risk?
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It is estimated that, in 2010, almost 20,000 new cases of prostateU T E D B Y A
cancer will be diagnosed in Australia and, tragically, more than 3,300
Australian men will lose their life to the disease.
Prostate cancer is the most common cancer diagnosed in Australian men
(excluding non-melanoma skin cancer), yet few people know what it is, if
it has symptoms, or even if they are at risk. Alarmingly, men in rural and
regional Australia have a 21 per cent higher prostate cancer mortality rate
than men in capital cities.
With these facts in mind, it has never been more important for Australian
men to learn about this all-too-common disease, and to speak with a doctor
about it.
Prostate cancer is an abnormal growth of prostate cells that form a lump
(tumour) in the prostate. In the early stages there are few symptoms. Yet, if
detected early, prostate cancer is often treatable and curable. Sadly, because
men don’t experience symptoms, many are not diagnosed in these vital,
early stages. This is why talking to your doctor regularly about prostate
cancer is so important.
Two of the main risk factors for prostate cancer are age and family history.
Mike Brady performing the ‘blokes’ anthem’.

F

Men aged 50-years and over should speak with their doctor about prostate
cancer every year and, if necessary, be tested. However, if there is a family
history of the disease, men should speak with their doctor annually from
the age of 40 onwards, and if necessary, be tested.
It’s a simple step that really can save lives.
If you would like more information about prostate cancer, talk with your
doctor or contact the Prostate Cancer Foundation of Australia (PCFA) by
phoning toll free 1800 22 00 99, or visit www.prostate.org.au
PCFA is the peak national body for prostate cancer in Australia. It is
leading the fight against this all-too-common disease by raising awareness,
supporting those affected by prostate cancer, and funding world-class
Australian research.
From 6-8 August 2010, PCFA will host its international conference at
the Gold Coast Convention and Exhibition Centre. Themed “Advancing
Quality of Life”, it will bring together leading Australian and international
speakers and showcase the latest developments in prostate cancer research,
management, health promotion, treatment and support.
Health professionals and those impacted by prostate cancer are encouraged
to register for the conference by visiting www.prostate.org.au, emailing
conference@prostate.org.au or calling the PCFA Conference Hotline
on1800 668 137.

The Australian ‘blokes’ anthem’ is available on CD.
Photo: WILLIAM HEWETT

A unique approach to raising awareness is the first ever Australian ‘blokes’
anthem’ - Talk About It, composed and performed by musician and radio
personality Mike Brady. The song is available on CD.
Other PCFA awareness initiatives include its National Men’s Health
Ambassador Speaker Program. Funded by the Australian Government
Department of Health and Ageing National Men’s Continence Awareness
Project, these Ambassadors, including representatives from Aboriginal and
Torres Strait communities, have spoken to more than 40,000 people over
18 months about prostate health and continence health, with a particular
focus on rural and regional Australia.
To invite a Men’s Health Ambassador Speaker and to buy the CD
Talk About It, please call 1800 206 700, email ambassador@prostate.org.au,
or visit www.prostate.org.au Talk About It can also be downloaded on
www.ausindie.com
Kylie Ironside
Prostate Cancer Foundation
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Making health policy reforms work
in rural and remote areas

Partyline, Number 39, June 2010
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The 2010 Federal Budget provided the final chapter in the Federal
Government’s unfolding process of developing a reform agenda for
health. The key elements of the reforms include:
• a greater role for the Commonwealth in funding, settings standards for
care and system performance across all sectors of health: primary, acute
and aged care;
• localisation of much decision making in all three sectors through creation
of local networks for each sector with coordinating mechanisms across the
networks;
• independent agencies to set national standards for performance in such
areas as safety and quality and costs, and to report on performance
achievement against national standards; and
• new funding approaches to tackle particular challenges, such as the
new patient-focused arrangement for managing the care of people with
diabetes.
The new structures and arrangements have been articulated at a very broad
level and will be refined further as part of the implementation process.
This provides an opportunity for input from the community, professions
and other stakeholders to influence the final outcome. Given that key
planks of the Government’s policies include localisation and flexibility,
rural and remote communities should be well placed to contribute to the
process as it proceeds.

There is opportunity for input from the community, professions and
other stakeholders to influence the final outcome.

F

techniques for identifying these needs than have been available through
the various rural/remote indices that have been applied by governments in
the past. The use of sophisticated geographic information systems (GIS)
that map social and health data at very local levels will assist greatly in this
task. The Australian Primary Health Care Research Institute (APHCRI)
is currently adapting mapping tools developed in North America to the
Australian context. It is intended that this will provide a useful research and
policy support tool for the planning of primary care in Australia.

Research undertaken through the APHCRI network offers insights
into suitable policy work that could be applied in the reform process.
Research undertaken through the APHCRI network over the past few years
offers many insights into suitable policy work that could be applied in the
reform process. The evidence suggests that the evolution and adaptation of
the roles and responsibilities of the primary care team could produce good
health outcomes for rural and remote communities. Primary care services
could be more effective and efficient if they were built on multidisciplinary
teamwork, with nurses and allied health professionals having a strong role
in treatment and prevention.
The Government’s policies for the retention of health workers in rural
and remote regions must be improved, however, to suit local health needs.
Rural and remote communities can use this evidence to contribute in an
informed way to changes that will improve their health services.
Bob Wells,
Director, Australian Primary Health Care Research Institute
People in rural and remote communities are well placed to contribute to the policy process.
Photo: ARTHUR MOSTEAD

One of the challenges in this process will be applying research evidence to
real world environments. Rural and remote communities have a multitude
of geographic, economic, social and health issues that must be addressed.
We know that the ‘one size fits all’ approach definitely does not work. But
how can the differing needs be addressed in a coherent way that provides
for efficient and effective implementation and delivery of programs in
communities that generally are under supplied with key health resources
such as workforce and infrastructure?
A fundamental challenge is to build sustainable primary care services
that meet local needs. Meeting this challenge will require more effective
ways of identifying the varying needs against some nationally consistent
criteria so that manageable service and funding models can be developed
and implemented. The first task will be to develop much more refined
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Research shines light on costly problems
for rural and remote health services
APHCRI’s Media and Communications Consultant Will Wright - for
Partyline.
High health workforce turnover in rural and remote Australia is hurting
disadvantaged communities and results in expensive recruitment costs
that could be avoided.
Many small rural and remote communities experience a shortage of health
workers, high levels of staff turnover and significant problems in recruiting
new health workers. A sufficient, appropriately qualified and stable
workforce is desperately needed to provide communities with accessible,
adequate and sustainable primary care services.
Increasingly, retention of health workers has become a workforce
planning priority. While the problem of high health workforce turnover
characterising many small rural and remote health services is widely
recognised, much less is known about what is a reasonable length of stay
for health workers in differing locations or the effectiveness of retention
incentives designed to improve length of service.

Retention of health workers has become a workforce planning priority.
An Australian Primary Health Care Research Institute study, led by John
Humphreys and John Wakerman, looked at the pattern of workforce
retention for small rural and remote primary health services. John
Humphreys is a Professor at Monash University in Bendigo who leads
a rural health research program and John Wakerman is Director at the
Centre for Remote Health in Alice Springs. Their research provides a
framework and methodology that enables managers to monitor and
maximise workforce retention by connecting resources with workforce
outcomes, service performance and sustainability.

Key findings of the study
• Improving workforce retention through specific single incentives
will fail without the broader essential requirements for a sustainable
health service, including a comprehensive workforce strategy.
• Consolidating retention funding into a large and flexible funding
scheme would allow services to devise appropriate employment
packages relevant to location, discipline and local health needs.
• Appropriately targeted incentives could help retain staff and benefit
patient care at many small rural and remote primary care services at
no additional cost.
• Retention indicators for small rural and remote health services need
to be reassessed and new ones may need to be developed to take
account of staff who move away and then return periodically.
• An appropriate local and national data collection and analysis system
is required.
• Policies could be developed to enable flexible and regionally targeted
approaches to managing workforce shortages better.

The study found that the Commonwealth Government could make
significant savings if it provided tailored retention packages rather than
adopting a ‘one size fits all’ approach. High workforce turnover results in
significant indirect costs such as loss of skills and experience, restricted
access to care and compromised quality of care. Recruitment costs could be
significantly reduced if retention programs were designed to suit particular
locations, disciplines and local health needs.
Appropriately targeted incentives could result in a greater length of
service for health workers and consequently improved patient care at no
additional cost to health services. However, increasing the length of service
for rural and remote workers through specific retention incentives would
not be sufficient to address the problem. To overcome workforce shortages
a comprehensive strategy is needed that considers effective management
practice, governance and leadership, adequate, sustainable and flexible
funding and well-supported information management and infrastructure.
Currently there are limited data which would enable health services to
monitor workforce retention and to design appropriate responses. Policies
designed to enhance the retention of primary care workers in rural and
remote communities will become increasingly important as the workforce
ages and difficulties in attracting new graduates continue. Indicators
and benchmarks can guide the efficient collection of workforce data and
its analysis, allowing retention to be monitored and the effectiveness of
retention strategies and incentives to be assessed.
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THE ‘H’ WORD

What is the difference between ‘primary care’
and ‘primary health care’ – and who cares?
For people in the health sector, the most common reference point for
drawing a distinction between ‘primary care’ and ‘primary health care’
is the Declaration from the International Conference on Primary Health
Care held in September 1978 in Alma-Ata.
Reading that Declaration now, and as a relative newcomer to the health
sector, it seems that the main purpose of that Declaration was to state and
promote some of the key principles for national and international efforts to
make good health and health services available to all the world’s citizens.
The clearest and strongest messages in the Declaration are that health is a
human right to which international commitments should be made, and that
“people have the right and duty to participate individually and collectively
in the planning and implementation of their health care”.
It is only in the margins of the Declaration, as it were, that the point is
made that health status is determined to a significant extent by such things
as access to education and fresh water, rather than by access to health
services per se.
Part 1 of the Declaration includes:
“ - the attainment of the highest possible level of health is a most
important world-wide social goal whose realization requires the action
of many other social and economic sectors in addition to the health sector.”
(emphasis added)
That part of the declaration (VI) which explicitly defines primary health
care does not include any reference to those individuals or professions
providing health services, nor to what (these days) would be regarded as
the social and economic determinants of health. Rather, it refers to the
methods and technology by which health care is made available, and to the
participatory, affordability and locality aspects of such care.

a whole generation of health professionals seems to have a
favourable if somewhat imprecise view of what the Alma-Ata
Declaration says about the breadth of the determinants of health.
Part VII includes (with emphases added):
“Primary health care - - includes at least: education concerning
prevailing health problems and the methods of preventing and
controlling them; promotion of food supply and proper nutrition; an adequate
supply of safe water and basic sanitation; maternal and child health
care, including family planning; immunization against the major
infectious diseases; prevention and control of locally endemic diseases;
appropriate treatment of common diseases and injuries; and provision
of essential drugs;
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“There is very considerable value in clinging to the distinction and making it more rather than less clear.”

involves, in addition to the health sector, all related sectors and aspects
of national and community development, in particular agriculture, animal
husbandry, food, industry, education, housing, public works, communications
and other sectors; and demands the coordinated efforts of all those sectors.”
Much has been made of this marginal matter, and a whole generation of
health professionals seems to have a favourable if somewhat imprecise
view of what the Alma-Ata Declaration says about the breadth of the
determinants of health.
Perhaps one of the reasons for this ‘positive press’ is that the Declaration
spells out very clearly that health services are delivered by a wide range of
health professionals:
“(Primary health care) - - relies, at local and referral levels, on health
workers, including physicians, nurses, midwives, auxiliaries and
community workers as applicable, as well as traditional practitioners
as needed, suitably trained socially and technically to work as a
health team and to respond to the expressed health needs of the
community.”
Historians of the health professions might be able to say what the status was
in 1978 of the balance between medicine, on the one hand, and all other
health professions, on the other. It seems likely that one of the reasons
why nurses, allied health professionals and others adhere strongly to the
Declaration is that it was a critical and high-status affirmation of the proper
place of non-medical health professionals in providing health services.
The Alma-Ata Declaration provides only an imprecise distinction between the
two terms – and does not go very far in defining the range of policy matter
which impacts on health status. However there is very considerable value in
clinging to the distinction and making it more rather than less clear.
That value resides in the utility of us continually reminding ourselves – as a
nation, as health professionals, as citizens and health consumers – that we
cannot and should not rely on the health system for long life and wellbeing.
We should recognise that those who are born poor or with a disability will
need our help as individuals and as a society to give them a fair chance at
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THE ‘H’ WORD
equivalent health. As individuals we must recognise that our own actions
play a large part in determining our lifetime health trajectory. As taxpayers
we should recognise that investments in health-promoting infrastructure, in
food distribution and quality, and in employment programs and regional
development can be viewed as investments in the nation’s health, just as
much as the money spent on hospitals and health professionals.
The term ‘primary health care’, if properly nurtured, can act as a useful
rallying point or lightning rod for such positions and attitudes. It can remind
us of the need not to medicalise health conditions; to focus on wellness
rather than illness; and to support investment in universal education, an
income safety net, equal employment opportunity and so much more.
And with a little care in language and communication, the distinctions can
be easily maintained. The term ‘primary health care’ is the larger phrase (it
has three words, not two) and stands for the bigger picture. ‘Primary care’ is
provided when a health professional interacts in a planned and scheduled
way with a patient.
A 2002 World Health Organisation meeting on Primary Care, Family
Medicine and General Practice in Barcelona defined primary care as:
“a span or an assembly of first-contact health care services directly accessible to
the public”.
Helen Keleher, in the Australian Journal of Primary Health in 2001, wrote:
“primary care more often than not involves a single service or intermittent
management of a person’s specific illness or disease condition in a service that is
typically contained to a time-limited appointment”.
“Primary care is provided when a health professional interacts in a planned and scheduled way
with a patient.”
Photo: JANET FLETCHER
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One of the reasons for the confusion between the terms is that primary
care professionals are proud of the primary health care work they do for instance, through providing broad advice on health and fitness when
dealing with a patient’s specific illness or disease. Beware the commentator
who dares suggest that a doctor or a nurse does not do or is not capable of
doing primary health care!

When the government of the day establishes a task force to plan
for better and fairer access to health professionals, one can be
confident it will be a primary care strategy.
Another reason is that, uttered in a dark room as the opening gambit
in a conversation ie with the listener having no clue as to context – the
term ‘primary care’ could mean many different things. In this context the
practice should be to use the term ‘primary care in the health sector’ or
‘primary care in health’.
In a context which is clearly already about health, like a health textbook or
a paper in a health journal or about health issues, there is no need to add
the word ‘health’ to ‘primary care’ and so confuse the issue.
With greater care and clarity, when the government of the day establishes
a task force to plan for better and fairer access to health professionals, one
can be confident it will be a primary care strategy.
And wouldn’t it be a great step forward to aspire to a national primary
health care strategy: a national approach to whole-of-government action
to improve health and wellbeing. Terms like ‘whole of government’ slip
off the tongue so easily but describe approaches to public policy which are
inherently difficult to put into operation.
The current round of health reform relates almost exclusively to primary
care. Yet reform of primary care in health may be a relatively ineffective way
to improve health outcomes. More important are housing in the community
for the homeless and those with mental illness, a national food distribution
and affordability program, taxation policies to reduce the disparities in
income and asset levels, innovative programs to improve school retention
rates where they are low, community development programs to support
sustainability of smaller communities, canny ways to implement research
findings into public health policies - and so the list goes on.
No one likes to be put into a box, particularly if it is too small. People
who are good at primary care should not be thought of as narrow in
their capacities or practices. And it is those primary care professionals
who should lead from the inside towards a clearer understanding of what
primary health care really means.
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REGIONAL DEVELOPMENT AUSTRALIA

Regional development – get involved!
The Regional Development Australia (RDA) network of 55 committees
was set up in 2009 and is a partnership between federal, state and
local governments.
It is a means by which local communities can have a say in the way the
Government is involved with the development of Australia’s regions.
Maxine McKew, Parliamentary Secretary with responsibility for regional
development, sees the RDA network as Australia’s first integrated crossgovernment approach to supporting regional development.
Communities are asked to contribute to regional planning by engaging with
their region, with local businesses, industry, non-profit organisations and
others in the community.
“We want them to identify and develop solutions for their most pressing
issues, be they economic, social or environmental,.” Ms McKew said.
“We like to call them ‘community champions’ – people who have a strong
grass roots understanding of their communities, and the skills and drive to
want to make a difference.”

Partyline, Number 39, June 2010
5. Community and economic development
RDA committees will participate in community development activities,
social issues and in work on sustainability.
Maxine McKew reports that RDA committees around the country have
held briefings on the proposed National Broadband Network, State of the
Region summits and, with Local Employment Coordinators, have convened
jobs summits.
“At a local level, RDAs are supporting Aboriginal employment, enticing the
film industry to use regional locations, and encouraging early childhood
nutrition and development” she said.
There is an important relationship between regional development and
health, with a range of impacts on health that fall outside the ‘health’
sector, such as education, housing, employment, social inclusion and
income level. It would be very useful to have a mechanism for enabling
governments at all levels and across all departments to work cooperatively
on these so-called ‘social determinants’.
Given the independent operation of each RDA committee, Partyline
readers are encouraged to raise local health issues with the one in your
area. The details of your local RDA are at www.rda.gov.au

The Government sees five key roles for the RDA committees.
1. Consultation and engagement with the community
RDA committees are tasked with working with their local community to
identify issues, opportunities, solutions and priorities with the ultimate
aim of developing a strategic plan for their community. The strategic
plans will become public documents on the internet.
2. Informed regional planning
Because there may be a number of strategic plans for the different
communities in any region, RDA committees are expected to ensure
coordination of planning and development activities in their region to
minimise duplication.
3. Whole-of-government activities
RDA committees are cited as a first point of contact for information
about government programs. In the case of RDA ‘whole-of-government’
refers to all levels of government.
It is not yet clear which department or level of government has
particular responsibility for carriage of the strategies and timelines
published by an RDA, and for ensuring that the other levels of
government are also engaged.
4. Promotion of Government programs
RDA committees are to assist their communities to engage with
government programs and policies and can feed back to government on
their community impact.
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Good community development can spring
from difficult times
Readers of Partyline will be familiar with the significant challenges to individuals,
families and communities posed by long-term drought. In this article Martin Butler,
the 500th person to join friends of the Alliance for 2010, describes some of the work
with which he has been involved.

It took us about 18 months to conceptualise and plan a Farm Drought
Holiday program, which gained the support of private enterprise and
regional Lions Clubs.
We were fortunate to have the active involvement of Carmel Shelley, a
Social Worker from the Centrelink Office, who had the difficult task of
selecting the farm families to attend the week-long farm getaway.
Both Carmel and I had the advantage of being members of the local
community and previous projects we had run, such as the Winter
Drought Buster Barbie, also gave us experience and some confidence
with the new project.
One of the risks with community development activities such as our Farm
Drought Holiday Program is that the emotional responses of the people
involved cannot be predicted or directed. Sometimes their optimism can
turn into frustration.
Following an extensive review of service delivery approaches in 1989,
Barry Smith concluded that there are a range of models which generate
appropriate options for differing remote and rural area situations, and that
communities may require a combination of models.
In an article in 1992, Brian Cheers reminded us how the delivery of welfare
and health services in rural/remote areas requires innovative approaches
that need to be multifunctional. Margaret Alston has noted that the
drought has “exposed the paucity of human services in rural communities”.
The single most important feature of our community project was the
interlinking and networking that occurred between different communities,
farm businesses, other enterprises, health services and government
departments.
The Inverleigh Lions club decided to sponsor a week long farming holiday
for a small number of farming families. It so happened that each of the
four families that ended up in the program has four or five children. The
families came from the Goulburn Valley in northern Victoria – about a day’s
drive from Lorne.
By good fortune I had run a Sustainable Farming Families Program a few
months prior and this helped in giving the participants the confidence to
place their trust in the process.
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When the families first arrived, the Lions Club of Inverleigh and
Lorne provided a welcoming Barbie which created a warm and relaxed
environment in which they could interact. They were then left to enjoy
their holiday with a safety plan in place in case of the unexpected.
The project succeeded largely because all involved worked together in a
caring, compassionate and confidential manner. It was also important to
manage personal and professional matters after the holiday. Listening to
the farmers’ experiences and their children’s insights confirmed the great
results that can come from well-planned and well-meaning responses to
difficult times.

“

...if you stand on a roof in a remote regional town and add up the public
infrastructure investment in the surrounding 10 square kilometres, then
stand on a roof in an inner metropolitan suburb and compare the
infrastructure dollars over the same area, you quickly come to grips with
why the vast majority make the decision to move to the city. However this
is not necessarily where the infrastructure is best invested for the highest
return to our nation.

”

Senator Barnaby Joyce, 19 April 2010
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RAMUS Mentor Awards 2009
Three rural doctors received 2009 Rural Australia Medical
Undergraduate Scholarship (RAMUS) Scheme Mentor Awards. These
awards are given annually to mentors who provide outstanding and
inspirational support to RAMUS scholars. The 2009 recipients are Dr
Ursula Russell of Shepparton, Victoria, Dr Natasha Pavlin of Natimuk in
Victoria, and Dr Rachel Hammond of Kalgoorlie, Western Australia.
Dr Ursula Russell was nominated by Maree de Jong who was based at the
Rural Clinical School at Shepparton in 2008 and 2009. Dr Russell was
her RAMUS mentor during this time. Maree said she feels she has gained

Dr Natasha Pavlin (back half of a cow), David Corbet and two other medical students in costume
for a neighbour’s fourth birthday party.

a 4th year medical student. David appreciates the development of his
clinical skills and clinical reasoning that has resulted from Dr Pavlin’s
mentoring. Additionally, he says, her involvement and engagement with
her community has shown him the rewards of rural practice. Dr Pavlin has
also mentored another RAMUS scholar, now graduated.
Michelle Harris, who graduated in 2009, nominated Dr Rachel Hammond
who was her mentor for each of the five years of her scholarship. Michelle
values the insights and advice that Dr Hammond passed on and the special
clinical and community opportunities Dr Hammond arranged for her during
her times in Kalgoorlie. However, Rachel says, “The greatest and most
unexpected reward was that we have developed a life-long friendship.”
Dr Hammond continues to be involved with RAMUS as mentor.
Dr Rachel Hammond and Dr Michelle Harris.
Maree de Jong and Dr Ursula Russell.

great insight into the satisfaction that can be gained by practising medicine
in a way that not only addresses debilitating medical conditions, but also
enriches the patients’ quality of life. She commended Dr Russell’s style of
treating her patients in the context of their family and community settings
and with great compassion and a positive outlook. Dr Russell has been a
RAMUS mentor continuously since the Scheme began in 2000. She has
mentored four RAMUS scholars who have now graduated and continues to
mentor Maree and another current RAMUS scholar.
As well as practising as a GP in Horsham, Dr Natasha Pavlin works at the
local Aboriginal Medical Service, is involved in training GP registrars, and
undertakes her own research. Dr Pavlin is also an enthusiastic member
of the arts community in Natimuk. She was nominated by David Corbet,
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Beyond Healthy Horizons

• drugs and alcohol;

Development of a new National Strategic Framework for Rural and
Remote Health

• oral health; and

Since 1999, the Healthy Horizons framework has provided the national
direction for the delivery of health services across rural, regional
and remote Australia. Developed with the NRHA and endorsed by
Commonwealth and State Health Ministers, Healthy Horizons outlined the
objectives and priorities for improving the health of Australians in rural,
regional and remote communities.

To strengthen key aspects of the Framework, the project will also
investigate:

• mental health;

In January 2009, following a review of the Healthy Horizons framework,
the Australian Health Ministers Advisory Council (AHMAC) agreed to
develop a new National Strategic Framework for Rural and Remote Health.
The project was tasked to the AHMAC Rural Health Standing Committee
(RHSC), with the Commonwealth Department of Health and Ageing
assigned as the lead agency.
The new National Strategic Framework aims to develop a national
approach to the major issues currently facing rural health services,
particularly access, sustainability, health workforce, service delivery models,
and collaborative planning and policy development. The Framework will
also target some of the more urgent and pressing service priority areas in
rural and remote health, namely:
• maternity services;
• Aboriginal and Torres Strait Islander health;
• emergency care;

• aged care/older persons.

• the feasibility of defined performance indicators and performance targets
in areas requiring national consistency and coordination; and
• possible funding options.
As in the development of Healthy Horizons, the NRHA have been involved
in the development of the new Framework, joining the RHSC in workshops
in June and November 2009 to develop the general content and scope of
the new Framework.

A clear message from stakeholders was the need for the inclusion
of aged care services as part of the new Framework.
In December 2009, consultant Siggins Miller was engaged by the
Commonwealth on behalf of the RHSC to facilitate the consultation process
and assist in drafting the new Framework. Consultations with stakeholders
were conducted in February and March 2010 with a wide range of rural
health stakeholders from government and non-government organisations
providing input via workshops, direct interviews and written submissions.
Reporting back to the RHSC on the outcomes of the consultation phase of
the project, Siggins Miller advised that a clear message from stakeholders
was the need for the inclusion of aged care services as part of the new
Framework. In response to this advice, the RHSC agreed to include ‘aged
care/older persons’ as a specific service priority under the new Framework.

• health promotion and prevention;
• chronic disease management;
Developing a successor to Healthy Horizons.

The project is now in its final phase of data analysis and development of
content for the draft Framework.
Project timeframes are being reviewed to allow for the additional work on
aged care/older persons, review and feedback on the draft Framework by
stakeholders, and to ensure the new Framework aligns with the national
health care reforms agreed at the Council of Australian Governments in
April 2010 and announced as part of the 2010-11 Federal Budget.
The NRHA will have further opportunities to review the draft Framework
and provide further feedback.
The final draft Framework will then go to the RHSC to commence the
formal process of approval and submission to AHMAC in the latter half
of this year. Ultimately, the Framework will be presented to the Australian
Health Ministers for their endorsement.
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Budget benefits for rural and remote health
Warren Snowdon, Minister for Indigenous Health, Rural and Regional Health and
Regional Services Delivery, writes for Partyline.

The Rudd Government is committed to ensuring all Australians get the
health care they need, when they need it, regardless of where they live.
The 2010-2011 Health Budget funds the way forward for the Rudd
Government’s most significant reforms since the introduction of Medicare
– with the focus on better hospitals, improved primary care, more doctors
and nurses, aged care and preventive health for all Australians.
The Government is investing more than $795 million in targeted rural
health programs; this represents a 65 per cent funding increase on rural
programs provided by the previous Government in its last full year.
People living in rural and remote Australia will benefit from significant
improvements to the health care system under a new National Health and
Hospitals Network:
Medicare Locals: Their establishment will make it easier for rural patients
to navigate the health care system, ensuring a smoother transition between
service providers and fewer gaps in services. Rural health practitioners will
be better supported to provide comprehensive multidisciplinary care.
Aged Care: This Budget funds more subacute beds or their equivalent
in rural and remote Multi-Purpose Services (MPSs), allowing long stay
older patients in hospital beds to be discharged to more appropriate care
settings; more aged care places in MPSs; more transition care places; and
an increase in the viability supplement payment for community aged care
providers, which will boost services in rural and remote areas.
Practice Nurse Incentives: The Practice Nurse Incentive program will
enable eligible accredited general practices to support an expanded and
enhanced role for practice nurses. A scaled rural loading will be applied to
the incentives based on the Australian Standard Geographical Classification
– Remoteness Areas (ASGC–RA).

Partyline, Number 39, June 2010
and allied health professionals are away. This scheme will provide nurses
and allied health workers in rural areas with time to take leave and to
attend continuing professional development.
Allied Health Workforce – Clinical Placements Program: This measure will
provide financial support for allied health students to experience rural
practice, contributing to service delivery in areas that are often suffering
from workforce shortages and health service access issues. This rural
experience will increase the likelihood of these individuals practising in
these areas after graduating.
Further measures include:
• an additional $5 million provided for eye teams to assist Australians living
in rural and remote areas who have difficulty in accessing ophthalmology
services; and
• an additional $5.5 million to extend the Mental Health Support for
Drought Affected Communities initiative for a further 12 months.
In addition, from 1 July this year the Rudd Government’s $134 million
Rural Health Workforce Strategy will roll out to help entice more doctors
to the bush. It will ensure that ‘the more remote you go, the greater the
reward’ to encourage doctors to work in some of Australia’s most isolated
communities and keep them there.
Of course, a critical issue for rural health will be how these new measures
are implemented over coming years.
I, along with other Health Ministers, will continue to closely consult with
stakeholders about the implementation of these reforms, while also working
with the states and territories to drive major improvements in service
delivery and ensure better health outcomes for all Australians.
Further information on the 2010-11 Health and Ageing Budget is available at:
www.health.gov.au
Warren Snowdon with Dr Richard McClelland, GP at the Oakhill Clinic in Reservoir, Victoria.

More General Practice Training Places: This will improve access to general
practice in rural and regional Australia where 50 per cent of the extra GP
training places will be located. This initiative will also increase the likelihood
of registrars choosing to stay in rural and regional Australia throughout their
careers. In addition, the Government has also announced an increase in
specialist and junior doctor placements, with priority given to placements in
rural and regional areas.
Nursing and Allied Health Rural Locums: Enabling the backfilling
of positions will contribute to service delivery in rural and remote
communities by ensuring continued access to health services while nursing
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Will more hospital beds make us healthier?
What began as a broad public discussion on health reform has
become, in some quarters, a narrow debate on hospital beds. There is
a risk that a narrow focus on the number of beds, if unchallenged, may
entrench the myth that the ratio of hospital beds to population is a true
indicator of a good health system.
The Prime Minister’s early rhetoric in the debate rested on an aspiration
to increase the availability of beds, but more recently this aim has been
simplified to “more hospital beds”.
On the SBS program, Insight, Professor Gary Geelhoed, President of the
WA branch of the AMA, asserted that the problem is as “simple” as not
having enough hospital beds. Tony Abbott, Leader of the Opposition, has
proposed the need for an “extra 3,500 public hospital beds around the
country”.
If it was so simple, then logic would suggest a simple solution for inequities
in rural health outcomes would be more rural hospital beds. Unfortunately,
as a study of the available data readily shows, there is much more to good
health than hospital beds. In fact the bed to patient ratio is higher in
regional and remote areas than the major cities.
Comparing Australia’s bed ratio with that of much poorer countries with
quite different levels of infrastructure and overall health is not of much
value. There are other anomalies in what is being compared: for example,
figures come from different
sources in different countries
and it serves little purpose to
compare numbers of public
and private beds from one
country with public only
beds from another. Similarly,
figures can relate to acute,
general, mental health
or aged care beds, or any
combination of these, and
care needs to be taken to
compare like with like.
A better indicator would
be a more complex
measure taking account of
hospital discharge rates,
length of stay, occupancy
rates, and the number of
procedures undertaken.
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There’s more to a good health system than the number of hospital beds.

The fact that only 74 per cent of Australian hospital beds are in use at
any one time shows that it is not necessarily the number of beds that is
causing delays for people seeking elective surgery. It may have more to do
with insufficient medical and nursing staff to provide care for the patients
in those beds. AIHW figures reveal that there are 1.8 specialists per
1,000 population in OECD countries, but only 1.4 per 1,000 population
in Australia. Extra beds will bring no benefit unless workforce issues are
addressed – not just increasing the numbers but also managing professional
and geographic distribution.
As Ged Kearney, Federal Secretary of the Australian Nursing Federation,
has pointed out, nurses are already stretched to capacity and having
additional beds will not increase the care that can be provided. Other issues
must be addressed as well, including workload management and nursepatient ratios.
There are several ways to increase bed availability. Attention needs to be
given to keeping people out of hospital in the first place. AIHW reports
reveal that in 2007/08 there were at least 731,000 hospital admissions that
could have been prevented by timely and appropriate non-hospital care.
Adequate aged care facilities and better management of non-acute patients
will also free up acute beds in hospitals. Improving bed availability will cost
money – but it will be a better investment than providing extra beds.
The unequal health outcomes for people in rural and remote areas was one
of the major drivers for the current reform activity. It will be unfortunate if
this is lost in a misplaced reliance on hospital beds.
An examination of the use of hospital bed rates as an indicator of health,
including reference to international and Australian data, appears in the
June edition of the Australian Journal of Rural Health.
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Cancer resource for primary care professionals
EviQ is a web based repository providing cancer
treatment information to health professionals.
Information is accurate, standardised, evidence
based and unbiased. Used extensively in the
hospital setting, eviQ now includes a primary
care area. This point of care resource, designed
to assist the busy GP or nurse includes information on side effects, safety
alerts, clinical considerations, interactions, clinical devices, MBS item
numbers, useful links, safe handling of cytotoxics, and coming soon, an
opioid conversion calculator.
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It was recently reported in The West Australian that the University of WA will
get more than $2 million in Federal Grants for three infrastructure projects
to boost training for medical, dental and allied health students inR Irural
F
B
TED BY A
communities. A teaching and administrative facility will be built in UBroome
as a partnership between the University and the Kimberley Aboriginal
Medical Services Council to boost student placements and increase
professional collaboration among health workers. UWA will also receive
funds to buy student accommodation in Bunbury for dentistry students and
funds for student accommodation in Mt Magnet.
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More information: livingisforeveryone.com.au, phone 03 8371 2831 or
email life@crisissupport.org.au

Good news for Mt Magnet

N

The LIFE website provides access to LIFE News (newsletter), Professional
Development Network for secure online discussion, and the LIFE library.

Rural GP

CO

There is a significantly higher and rising rate of suicide in rural and remote
areas compared to regional and metropolitan populations, especially
among men. Living Is For Everyone (LIFE) provides resources for anyone
working with those at risk of suicide. These include a national Framework to
shape and guide suicide prevention activities; Research and Evidence which
reviews statistics, trends, comparisons and issues in suicide and self-harm
prevention; and a set of 24 practical Fact Sheets.

D

LIFE resources for rural and remote communities

The policy expressed by groups supporting separate care for younger
people is fine for cities but not for the bush and I will not support it.

EN

Two satellite broadcasts in partnership with the Rural Health Education
Foundation will update health professionals on the latest advances in the
management of ductal carcinoma in situ (27 July) and secondary breast
cancer (31 August). To register your interest in a satellite broadcast contact
Ms Kevin Comlossy (kevin.comlossy@nbocc.org.au or ph. 02 9357 9478).

A few years ago I had to look after a young girl forced 200km from her
family to live in a Group Home. She had a degenerative disease, and when
dying at 14 years of age we had a huge fight to get permission for her to be
relocated to an old persons’ home in her own town, where her family could
visit her daily rather than fortnightly.

RI

To register: http://nbocc.org.au/health-professionals/education/educationfor-health-professionals-in-rural-areas

Picture instead a residential facility which provides care for many ages,
has a great number of different visitors and runs activities which cater to a
range of age group.
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3. Breast cancer treatment is over – what’s next?

R
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2. Breast cancer treatment – managing the impact.
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Placing young people with a disability in a facility designated for younger
ED BY A
people – as recently proposed in media reports - is a fine idea, but
unworkable in many rural towns, even some of a reasonable size. At any time
in my town we have only two or three younger people in high dependency
nursing beds. If they are required to go to a facility for younger people they
will be forced 200- 250km away from home and friends.

T

1. Breast cancer diagnosis – what now?

N

Commencing in June, NBOCC and ACRRM host a series of online breast
cancer education modules for clinicians, nurses and Aboriginal and Torres
Strait Islander Health Workers in regional and rural Australia. The
three online modules address the continuum of breast cancer care after
diagnosis:
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One size does not fit all
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Breast cancer PD opportunities for rural health professionals

RI
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Letters to the editor

CO

More information: Natalie Cook at: natalie.cook@cancerinstitute.org.au

T

To register: www.eviq.org.au (registration is free and quick).

Karen Morrissey, Mt Magnet
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The 28th CRANAplus Conference will be held at the Hotel Grand
RI
Chancellor on Hindley Street in Adelaide, SA. The opening function
will take place on Wednesday evening October 13 and the conference will
conclude with dinner on Saturday 16th.
R
IB

Expert Panel on the Social Impacts of Drought for the review of the
National Drought Policy in 2008. Professor Stehlik is particularly interested
in the generative capacity of women’s energy and enthusiasm as an
important component of community flourishing and is currently acting
as a consultant to the National Rural Women’s Coalition and the Country
Women’s Association.
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The Australian Charter of Healthcare Rights was launched in Brisbane on
17 March. The charter describes the rights of patients and other people
R
IB
F
UT
ED BY A
using the Australian health system to ensure that wherever and whenever
care is provided it is of high quality and is safe. Further information is at
www.safetyandquality.gov.au
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Australian Charter of Healthcare Rights
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More Information : http://www.crana.org.au
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The RHCE (stream 2) program will provide grants for the development,
provision of, or attendance at multidisciplinary training, continuing
professional development or orientation programs for Aboriginal and
Torres Strait Islander Health Workers, allied health professionals, general
practitioners and nurses who live and work in rural and remote Australia.
More details at: www.ruralhealth.org.au

Indigenous Times
N A T I O N A L

The National Indigenous Times (NIT) is published Thursday
fortnightly and is available through over 1000 newsagencies
around the country. NIT is also available via subscription. Our
subscribers include the Prime Minister’s office, numerous
government departments, major media outlets, key decision
makers and elders within the Indigenous community, plus
hundreds of people involved or interested in Aboriginal Affairs,
and Indigenous Health issues.
Download your subscription form at: www.nit.com.au
or phone 1300 786 611.
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Health Consumers Queensland Ministerial Advisory Committee Members hold the Charter: Beryl
Crosby, Agnes Whitten OAM, Janelle Colquhoun, Odette Tewfik, Mark Tucker Evans

Indigenous Times Indigenous Times Indigenous Times Indigenous Times Indigenous Times
Now $2

N

A T

I

O

N

A

$2

L

incl GST

N

A T

I

O

N

A

THURSDAY November 26, 2009

NEWS
Flaws undermine NT
consultations
STORY PAGE 6

OPINION
Breaking down the
bars
STORY PAGE 28

Issue 191, Vol 8

SPORT
Pride of the
Indigenous All-Stars
STORY BACK PAGE

incl GST

Now $2

L

N

A T

I

O

N

A

Ph 1300 786 611

THURSDAY April 1, 2010

FEATURE
Education around
the nation

SPORT

STORY Page 6

STORY Page 25

STORY BaCK Page

Prince out, but Titans
still confident

Now $2

N

A T

I

O

N

A

THURSDAY April 15, 2010

Now $2

incl GST

L

N

w w w. n i t . c o m . a u

Issue 198, Vol 8
Ph 1300 786 611

NEWS
Trevorrow appeal
upheld

incl GST

L

w w w. n i t . c o m . a u

w w w. n i t . c o m . a u

Ph 1300 786 611

A T

I

O

N

A

THURSDAY April 29, 2010

w w w. n i t . c o m . a u

Issue 200, VolPh
9 1300 786 611

THURSDAY May 13, 2010

Issue 201, Vol 9

OPINION

SPORT

NEWS

OPINION

SPORT

NEWS

OPINION

SPORT

STORY Page 4

STORY Page 23

STORY BaCK Page

STORY Page 4

STORY Page 21

STORY BaCK Page

STORY Page 3

STORY Page 22

STORY BaCK Page

Nuke waste dump
could face challenge

A change is a
coming

Thurston back on
track for Test

Pilger, Downs call for
national protest

Still failing human
rights

I would still run:
Freeman

incl GST

L

w w w. n i t . c o m . a u

Issue 199, Vol 9 Ph 1300 786 611

NEWS

BUDGET ‘10-11:
Indigenous affairs

National Rep Body...
here we go again!

League scores
Thurston

T ED BY A

A story of how one community got a wave pool and waterfront
redevelopment, and another got to rent humpies for $50 a week.
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Deep South justice
in the Red Centre

We will remember them...

The
promise
of the
homelands

A former Family Court Chief
Justice judges the intervention
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Professor Daniela Stehlik has been appointed Chair of the Rural Industries
Research and Development Corporation (RIRDC). Professor Stehlik Ris
IB
F
one of Australia’s leading social scientists in the areas of sustainability, U T E D B Y A
human service practice and social cohesion with a focus on families and
communities in rural and regional Australia. She was a member of the

Tired of
being
ashamed...
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New Chair for RIRDC
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INTERVENTION TALES

TWO WORLDS: The
price of civilization
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The Big Read starts page 15

The Big Read starts page 17

The Big Read starts page 15

The Big Read starts page 15
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11th CONFEReNCE

A hearty mix of policy, research, celebration
and networking
Mark the date in your diary for the 11th Conference in Perth:
13-16 March 2010.
As with recent Conferences, it is expected that over a thousand delegates
will converge on the Perth Convention Centre for the purpose of improving
the health and wellbeing of people in rural, regional and remote Australia.
The biennial National Rural Health Conference continues to be the largest
regular public event of its kind that brings together health professionals of
all disciplines with consumers, students, researchers, government officials,
parliamentarians and the media.
The Call for Abstracts is now open and you are encouraged to consider a
range of possible vehicles for your presentation:
• a non-refereed paper in the general papers stream;
• a refereed paper for the academic stream;
• an interactive workshop;
• a poster;
• a multimedia presentation; and/or
• an arts and health presentation.
Abstracts should address one of the Conference themes. A full list appears
on the Conference website, and they include:
• social and economic determinants
• health reform in rural and remote regions
• a new generation of health professionals
• community and consumer engagement
• the strength of Aboriginal and Torres Strait Islander communities
• economics and equity
• capturing the benefits of new technologies
• creative aged care in the community
• multidisciplinary teams
• adapting research results
• chronic conditions in the bush
Deadline for abstracts is 23 AUGUST 2010. Details for the preparation
and submission of abstracts are available on the Conference website
www.ruralhealth.org.au

Phone: 02 6285 4660

Partyline is the Newsletter of the National Rural Health Alliance, the peak body working to improve health and
wellbeing in rural and remote Australia. The Editorial Group for this Partyline was Lexia Smallwood (Editor),
James Easterbrook, Gordon Gregory, Susan Magnay and the friends Advisory Committee. Articles, letters to
the editor, photographs and any other contributions are always welcome. Please email these to: partyline@
ruralhealth.org.au or send to: Lexia Smallwood, Editor, Partyline, PO Box 280, Deakin West, ACT 2600;
Phone (02) 6285 4660; Fax (02) 6285 4670. The opinions expressed in Partyline are those of contributors
and not necessarily of the National Rural Health Alliance or its individual Member Bodies. The Australian
Government Department of Health and Ageing provides the Alliance with core operational support. Partyline
is distributed free. To subscribe, email your contact details to partyline@ruralhealth.org.au Partyline is also
available online at www.ruralhealth.org.au
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Papers presented in the refereed stream at the Conference will be eligible
for inclusion in the Department of Innovation, Industry, Science and
Research (DIISR) Higher Education Research Data Collection (HERDC).
Website: www.ruralhealth.org.au
Email: speakers@ruralhealth.org.au
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He sat with his pannikin clenched in his hand
The firelight twinkled and spat
The night wrapped a blanket of warmth around his soul
As he pondered the great outback
His eyes spoke of many long years in the bush
Trouble and heartache they knew
Yet the call of the bush has an untamed force
With its treasures reserved for a few
Pounding of hooves at the break of dawn
Sunset sky ablaze
Heavenly scent of fresh fallen rain
Were held in his fire lit gaze
His thoughts, as the billycan bubbled away
Strayed down the long dusty road
To a lonely house in a vast expanse
And the birth of his tiny child
A slight mist threatened his dust ridden eyes
As he thought of the plane that came
To save the life of his little one
When the roads were cut by rain

J Fletcher
Janbar Springs N.T.
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The fire burned low and the flames grew less
As he rolled out his swag on the ground
With grateful prayer he fell asleep
As the darkness crept around.

