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the Australian National Preventive
Health Agency (ANPHA) is “to
support disease prevention and health
promotion efforts throughout the
Australian community”. In February,
ANPHA released for public comment
its stakeholder engagement strategy.
This describes the principles and
practices that ANPHA will use to build
relationships with consumers, industry,
professional associations, government,
media and other interested parties.

ANPHA’s challenge in rural and
remote areas is summed up in the
following table.
The table below shows clearly that
there is a metropolitan-remote area
gradient for all three of the behavioural
risk factors on which ANPHA is to
focus. It is urgent to find out what can
be done to turn this around.

Comments on the strategy are due
to anpha@anpha.gov.au by Friday 4
May, 2012.
Most people will accept that it is
necessary for a new national agency

30 Rural settings support successful
outcomes for refugee students

35 “We have our own car; if we didn’t we
would be buggered’

to move slowly and to consider
very carefully its relationships with
interested parties. Some others might
be forgiven for feeling some impatience
- such as those public health advocates
working on smoking, alcohol
consumption and obesity who have a
clear view of what needs to be done
and believe that action should begin as
soon as possible.

p.25

p.28

Table: Behavioural risk factors 2004/05
Behavioural risk factors

Major
Cities

Inner
(Outer
All regional
Regional Regional and remote
+Remote)

Age standardised prevalence ratio
Tobacco smoking

1.00

*1.15

*1.30

*1.21

Hazardous/harmful alcohol consumption 1.00

*1.16

*1.30

*1.21

Sedentary levels of physical activity

*1.09

*1.24

*1.15

Source: www.aihw.gov.au

1.00
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Aboriginal people and Torres Strait
Islanders to Break the Chain and quit
smoking.

Australia has one of the lowest smoking
rates in the OECD, but with almost 18
per cent of people aged 15 years and
over smoking every day in 2007 it is
still the largest avoidable risk to health
in the nation. AIHW data show that
smoking contributes 7.8 per cent of the
national burden of disease: more than
high blood pressure (7.6 per cent),
overweight and obesity (7.5 per cent),
physical inactivity (6.6 per cent) and
high blood cholesterol (6.2 per cent).
Smoking also increases the risk of
blindness from macular degeneration
by a factor of four and has a damaging
impact on periodontal (gum) health.
A range of important health
promotion, regulatory and fiscal
measures succeeded in bringing down
the overall rate of smoking in Australia
from 31 per cent in 1986 to 19 per cent
in 2007. But the major impact was in
the major cities. People who live in
rural and remote areas are 1.21 times
more likely to be daily smokers than
those living in major cities. Smoking
rates increase with remoteness: from
17.6 per cent in major cities to 27.3 per
cent in remote areas.
There are two national targets in place:
to reduce the smoking rate to 10 per
cent of the population by 2018; and, by
the same date, to halve the Indigenous
smoking rate. These targets will not
be met unless there are targeted and
successful anti-smoking efforts in rural
and remote areas.
Led by Nicola Roxon, the Government’s
unprecedented support for smoking
cessation activity is acknowledged
and very welcome. But all health
promotion work in country areas must
4

This is the first time an Indigenousspecific television commercial has been
used in a national health campaign.
One of the key players in this work
is Tom Calma, National Coordinator,
Tackling Indigenous Smoking.
The Alliance is interested in research
about why it is that health promotion
campaigns seem to have been less
effective in rural areas than in the
major cities. For smoking, there may
be some reason why structured smoking
cessation programs are less effective in

The Centre for Excellence in Indigenous
Tobacco Control is an organisation working to
develop the capacity of Aboriginal and Torres
Strait Islander communities to address high
smoking rates within their communities.

be fit for purpose and not merely the
backwash from national campaigns.
One in two Indigenous Australians
smoke, and one in five die from diseases
related to smoking. For Aboriginal
people, smoking is the number one
cause of chronic conditions and diseases
such as cancer and cardiovascular
disease.
The work being undertaken to reduce
smoking rates among Aboriginal and
Torres Strait Islander populations,
particularly in rural and remote
communities, provides a good example
of the targeted approach that is needed.
The Government has supported an
anti-smoking campaign featuring an
Aboriginal woman presenting a very
personal message aimed at persuading

rural areas and among rural and remote
populations. Unstructured approaches
depending on the intervention of
general practitioners’ advice may be
less available and/or less effective
in rural and remote areas given the
availability of GPs and GPs’ time.
The Alliance looks forward to working
with ANPHA on this and other vital
challenges.
Note: For help to quit smoking, people should
consult their doctor or pharmacist, call the
Quitline on 13 78 48 or visit the Quit Now
website at www.australia.gov.au/quitnow

Australians deserve to age well
B

y 2050 Australia will have three
times as many people using aged care
services as we do now - around 3.5
million! Australia needs to prepare
for this growth in demand. Our current
system is complicated, inconsistent
and under pressure. Many Australians
and their families face challenges and
frustrations in trying to navigate the
aged care sector to get the support and
services they need.

Commission has recommended
comprehensive reforms to the aged
care sector to provide a system which
is more simple, fair, affordable and
equitable for all Australians. The
reforms put people’s needs front and
centre. The Australians deserve to age
well campaign calls on the government
to implement reforms. You can click
the link to join the campaign and show
your support.

Some of them – older Australians, their
children, carers and aged care workers
– share their experiences on www.
agewellcampaign.com You can share
your story too!
The Federal government needs to
take action now or many Australians
will be affected. The Productivity
5
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2012 Budget:
TIME TO INVEST IN ORAL
HEALTH AND AGED CARE

It’s almost Budget time and there

is optimism with regard to promised
investments in oral and dental care,
and a stronger system of care for the
elderly. Commitment by the Gillard
Government to these two health and
wellbeing priorities in the May Budget
will do good things for people in rural
and remote areas.
It’s appropriate that at a time of fiscal
restraint, oral health and aged care
should be the main beneficiaries of new
money. And it’s essential that people in
country and isolated areas are properly
served by new programs put in place.
There is an annual rural underspend
on primary care of over $2 billion, of
which $340-500 million is due to the
relatively poor access to dentists. The
annual cost to the economy of untreated
dental conditions is estimated at
between $1.3 and $2 billion, with the
brunt being borne by families on low
incomes. The oral health of people
in rural and remote Australia is worse
than that of urban people, with about
half the level of access to dentists as in
the cities. Aboriginal and Torres Strait
Islander people - 70 per cent of whom
live outside the capital cities - are twice
as likely as non-Indigenous people to
have untreated decay.
This means that immediate
improvements in the national
6

approach to dental care should focus
on the people in greatest need, who
include those living in rural and remote
Australia, who have had limited access
to dental health services for a very
long time. This will require making
more dentists and other oral health
professionals available in country
Australia.
The ABS Census of Population and
Housing 2006 reported the distribution
of oral and dental health workers per
100,000 people, by remoteness, as
follows:
Major cities

159

Inner regional

119

Outer regional

100

Remote

60

Very remote

21

Like people everywhere, very many
country folk want to stay at home and
close to their friends as they age. For
this to be practicable, there needs to
be significant new investment in both
aged care services in the home and
in residential aged care facilities in
medium to small country towns.
The Productivity Commission has
recommended flexible funding to
provide a range of choices for people
in rural communities as similar as
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The remote dental outreach team from Darwin visits the Nauiyu Health Centre in the
Northern Territory for a week. The team includes a dentist from Fiji and a dental nurse
previously from a cattle station. The patient is a local Aboriginal man, very happy with
his new bright smile.
possible to those available to people
living in cities. New investments need
to recognise the higher costs faced by
both domiciliary care and residential
facilities in country areas, as well as
the specific staffing challenges for
managers of rural aged care services.
The Productivity Commission has also
made the point that where populations
are sparse, supplementary block funding
and capital grants may be necessary to
keep the services open.
The National Rural Health Alliance’s
Budget Submission made specific
proposals, including improved
reporting by remoteness classification
on the delivery of aged care services
and taking account of the Aboriginal
population aged 50-69 years of age.
There also need to be ‘catch-up’ aged

care places and packages to bring
rural and regional Australia into line
with metropolitan rates of provision,
adjustment of the Viability Supplement
to offset higher rural service costs,
expansion of the Multi-Purpose Service
(MPS) program, and the introduction
of a National Rural and Remote Aged
Care Infrastructure Grant round, to
upgrade rural aged care facilities and
improve safety and quality.
The Alliance’s submission also proposes
strong financial support for rural
Medicare Locals and a special program
to ensure that high speed broadband
reaches the three per cent or so of
Australian homes and businesses that
are ‘hard to connect’.
Now we wait to see.
7

Eye health

CHAMPION!

The NSW town of Walgett is located

in outback northern New South
Wales, where the Namoi River joins
the Barwon. Walgett was one of the
townships visited by pioneering New
Zealand ophthalmologist Fred Hollows,
who led the National Trachoma
and Eye Health Program (NTEHP)
which targeted and treated trachoma
and other blinding diseases in rural,
remote and Aboriginal populations
between 1976 and 1978. Fred was
also instrumental in helping local
Aboriginal communities to establish
the first Aboriginal Medical Service
(AMS) in Redfern in 1971, and other
AMSs throughout NSW.
With the benefit of hindsight it is now
recognised that insufficient recognition
was awarded the contribution made
by those local Aboriginal persons
who provided critical services to the
program, particularly in the form of
cultural liaison. A report from five
Aboriginal people involved in the
program, published online by the
Australian Institute of Aboriginal and
Torres Strait Islander Studies, is highly
recommended reading. Aboriginal
communities can now identify and
develop leadership from within their
own ranks to address the pressing need
8
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23 locations spread over an area of
about 100,000 square kilometres. She
liaises with many different eye health
service providers, including local
optometrists, optometrists visiting
from the International Centre for
Eyecare Education in Sydney, local
ophthalmologists, and fly-in, fly-out
ophthalmologists visiting as a part of
the NSW Health Outback Eye Service.

women and men of all communities.
Though her commitment to her
community and her independent but
positive nature, she has built a valuable
and effective network that provides
ongoing optometry, ophthalmology,
optical dispensing and vision screening
services to Aboriginal communities in
a significant area of outback Australia.

for reform to ‘close the gap’ in health,
blindness and life expectancy between
Aboriginal and non-Aboriginal
Australians.
One such local champion is Phyllis
Tighe, the Eye Health Co-ordinator
at the Walgett Aboriginal Medical
Service Co-operative Limited. Phyllis
was born and grew up in Walgett.
She chose a career in nursing and was
trained in general nursing, spending a
term at the Royal Far West in Manly,
a significant challenge for a young
16-year old girl from Walgett! After a
brief period travelling to Queensland
she returned to Walgett, working
initially in general nursing at Walgett
Hospital, and subsequently at Namoi
House, a facility offering overnight
accommodation and drug and alcohol
rehabilitation. She says that working
for nine years in Namoi House taught
her a lot about how to approach and
handle difficult situations! She then
took a few years off work and became
the mother of five children, a role that
keeps her busy to the present day.
In 2003 she was appointed to the
position of Eye Health Co-ordinator
at the Walgett Aboriginal Medical
Service Co-operative Limited. In this
role she is responsible for services to

PHOTO: NIOMI BARRETT

Phyllis Tighe, Eye Health Coordinator,
Walgett Aboriginal Medical Service Cooperative Limited
She is well-known to the different
Aboriginal communities in her area,
and provides a perfect interface
between communities and visiting
clinicians. Part of the job is to travel
to, and supervise, each clinic. In
18 months she has driven 75,000
kilometres, attending clinics from
Brewarrina in the West to Inverell in
the East, and from Mungindi in the
North to Coonamble and Tamworth
in the South.

Consequently, there are many in
her communities who have avoided
blindness and low vision through the
clinics that she has organised.

Phyllis Tighe is a proud Gamilaraay
woman who provides an excellent role
model of effective leadership to young

Phil Anderton.
Convenor, Rural Optometry Group of the
Optometrists Association of Australia

Phyllis illustrates the benefits
of Indigenous leadership to the
establishment and implementation of
the health services which are needed
to bring the health and welfare of
Aboriginal communities in line with
that of non-Aboriginal Australia.
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Monitoring health,
wealth and wellbeing
in the Hunter
On November 16, 2011, the Hunter

Valley Research Foundation (HVRF)
released results from the third wave of its
Wellbeing Survey conducted in 2009.
The survey was administered to 1,500
randomly sampled adults in the Hunter
region, obtaining a cross section of the
Hunter population. These participants
were interviewed by landline telephone
about issues such as their standard of
living, education, health, housing,
work status, social connections, quality
of neighbourhoods, feelings of safety,
diet, exercise and affordability of GP
services and medicines. HVRF also
interviewed 500 people in the rest of
NSW, to allow comparisons of results
between the Hunter and the rest of
NSW (dominated to a large extent by
Sydney residents). Research such as
this, which uses subjective measures
of wellbeing, empowers residents to
make their own assessments of their life
experiences and is at the forefront of a
global movement towards developing
more meaningful and connected
measures of social progress.
The general finding of the 2009 survey
was that most Hunter residents had
‘high’ levels of wellbeing, averaging
about 4.1 out of 5 (see Figure 1).
Further, these high levels of wellbeing
were stable, given no statistically
10

significant change since the previous
HVRF wellbeing survey in 2007, and
were similar to those experienced
by residents in the rest of NSW.
This finding suggests that, despite
inequalities in access to services and
opportunities experienced by residents
in the Hunter, most of them feel very
positive about their lives as a whole.
Figure 1- Hunter Region wellbeing scores 2007-2009

However, the survey also showed that
one in ten people had ‘low’ wellbeing
(scores of 3.3 or below). Having low
wellbeing was associated with feeling
poor in health, poor in prosperity,
being single (not married or de
facto), being unemployed and being
dissatisfied with their accommodation
or neighbourhood.

PHOTO: HVRF

At the time of the survey, the Hunter
economy was restructuring following
the Global Financial Crisis (GFC).
Unemployment resulting from the
GFC was still high, but full time jobs
were being created in the mining and
manufacturing sectors and business
confidence was recovering. Contrary
to popular belief at the time of the
survey, the percentage of residents
who were short of money for everyday
needs dropped between 2007 and
2009 (36.1 per cent versus 33.7 per
cent). Nevertheless, almost one third
of Hunter residents had experienced
some degree of financial stress during
the prior year and about one in eight
felt they were vulnerable to any form
of financial setback that would require
them to raise funds of $2,000 urgently.
Having impaired health continued to be
a significant predictor of low wellbeing.
Overweight and obesity rates remained
high in 2009, with around 60 per cent
of residents falling into this group.
More than half of Hunter residents had
sedentary lifestyles and more than half
of them did not meet the recommended
levels of daily physical activity and fruit
and vegetable consumption.
Access to GP services deteriorated
from 2007 and remained worse than for

the rest of NSW, affecting one in five
Hunter residents. A similar proportion
of Hunter residents were also unable
to access dental care because of cost.
About one in four Hunter residents
continued to find alternatives to
obtaining prescription medicines such
as using someone else’s prescription,
using over-the-counter alternatives
or using out-of-date medications.
These cost-saving practices could have
detrimental impacts on their health.
Hunter respondents were also
significantly more concerned than
those in the rest of NSW about
problems in their local areas like
dangerous driving, the presence of
youth gangs and louts, and the crimes
of burglaries and car theft.
The third edition of Wellbeing Watch
provides another picture of what life
has been like in the Hunter in the
recent past. As the program continues,
it will provide an ongoing time series
to help measure if life in the Hunter
is improving or deteriorating across a
range of dimensions.
Shanthi Ramanathan
Full report: www.hvrf.com.au
More information: shanthi@hvrf.com.au
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Rural
brain

injury

rehabilitation

services

Australians living in rural and remote areas who have

had a sudden brain injury (resulting from trauma, or
a medical event such as a stroke or haemorrhage) are
typically admitted to metropolitan or large regional
hospitals. There they will receive the necessary trauma
and surgical care, leading to inpatient rehabilitation at
that hospital before being discharged home or to other
non-hospital services.
When a country person returns to their home or
community after their discharge from the major hospital,
the availability of clinical services related to brain injury
(to both themself and their family) will vary widely.
What is accessible to them is determined by a range of
factors, including the model of brain injury rehabilitation,
insurance and funding of the jurisdiction in which they
happen to live, and the remoteness of the patient’s
usual place of residence. These factors also shape the
rehabilitation culture of the service provider, and hence
the type of clinical service with which the person affected
and their family will engage.
The Alliance is currently developing a position paper
on post-hospital brain injury rehabilitation in rural and
remote areas. It will highlight the great variation between
jurisdictions and possible ways of providing better access
to brain injury rehabilitation after discharge from a
major hospital. The work will also help the Alliance to
understand the implications of the National Disability
Insurance and National Injury Insurance Schemes
proposed by the Productivity Commission last year.
Comments on these issues are welcome:
nrha@ruralhealth.org.au
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Low hanging
fruit and
the Federal
Parliament
It is over a year since the historic

agreement signed between the
Gillard Government and two country
Independents following the election
in August 2010. Holding the balance
of power, Tony Windsor and Rob
Oakeshott were optimistic about the
potential for raising the profile of rural
and regional Australia and achieving
tangible improvements in future
sustainability, health and wellbeing for
country people.
In his Christmas newsletter, Tony
Windsor, Independent Member for
New England, outlined some of the
outcomes that had been achieved at
a national level. These included the
establishment of the Department of
Regional Australia and an associated
Parliamentary Committee, the setting
up of the $1.4 billion Regional
Australia Fund, the dedication of
100 per cent of a $1.8billion round
of the Health and Hospital Fund
to projects in regional areas (rural
projects previously received around 20
per cent), the dedication of the next
$500 million round of the Education
Investment Fund to rural and regional
universities and TAFE colleges, major
opportunities for new income streams
and benefits for country people under
the carbon pricing scheme, country

communities being given priority in
the rollout of the National Broadband
Network, leveraging a $200 million
reform package to address the concerns
associated with mining exploration
activities in prime agricultural areas by
withholding support on the Mineral
Resources Rent Tax until this issue
was properly addressed, and country
representation in the process to find
a solution to the problems of the
Murray-Darling Basin. He spoke about
the interest developing in country
communities in relation to the benefits
associated with the Clean Energy
Future Package, particularly following
the recent launch of the Carbon
Farming Initiative and the opening
of applications for funding under the
Biodiversity Fund.
To this list Rob Oakeshott, Independent
Member for Lyne, added the 68
regional hospitals already funded, the
establishment of Rural and Regional
Health Australia (see more over
page), and the increased focus on rural
workforce and rural training.
“The rubbish claim that this
Parliament is not on the job has
got to be called!” Rob Oakeshott,
National Press Club, February 2012.
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In February, Regional Australia
Minister Simon Crean launched the
Regional Australia Institute, a new
body in the public service devoted to
regional growth and development. He
acknowledged the $8 million initiative
as part of the Gillard Government’s
agreement with the Independents.
“If we’re going to embed localism in
the way we govern, we need a central
institute that is connected to our
broader regional agenda to deliver
benefits for communities across the
nation,” the Minister said.
Mr Crean said the Federal Government
is committed to empowering the
regions through a number of initiatives,
including the Regional Development
Australia (RDA) committees and
the $1 billion Regional Australia
Development Fund (RADF).
But Rob Oakeshott is not satisfied
that the job is done yet and has
outlined some “unfinished business”
that should be a priority during the
next 18 months. The second part of

Support for Rural
and Regional
Health Australia

14

the regional round of the Health and
Hospitals Fund is currently in train,
and he is concerned that some States
have not been strong in supporting
applications from their jurisdiction,
and this may have jeopardised their
chance of success. He encouraged
all States to be proactive on this
important matter of regional
infrastructure. Mr Oakeshott referred
to other key developments for the
people of rural and regional Australia,
including development of a National
Disability Insurance Scheme, dental
health reform, aged care reform,
and the beginning of activity-based
funding for hospitals.

PHOTO: LEANNE COLEMAN
The Alliance meets with Tony Windsor
and Rob Oakeshott in August 2010.

R

ural and Regional Health Australia
(RRHA) is the new agency for rural
health located within the Department
of Health and Ageing. The media
release which announced its
establishment in November 2011 set
the expectation that it would “improve
access to health services”, would
give rural people a “strong voice on
funding priorities”, would be “a central

entry point on information about
Commonwealth regional health and
ageing programs”, and that it would
undertake “internal advocacy within
Government on funding equity”.

It is pleasing that Rural and Regional
Health Australia is tasked with
working across departments and taking
‘whole of government’ responsibility
for health outcomes in rural Australia.

The agency was jointly announced
by Nicola Roxon (then Minister
for Health and Ageing), Simon
Crean (Minister for Regional
Australia, Regional Development
and Local Government), and the two
independents Rob Oakeshott and
Tony Windsor.

Health Workforce Australia, the
Department of Regional Australia, the
COAG Reform Council, the National
Health Performance Authority, the
Australian Institute of Health and
Welfare and the Department of Prime
Minister and Cabinet will be among
the key collaborators if the Agency is
to work well and the needs of people
in rural areas are to be met.

Rob Oakeshott highlighted the
agency’s coordinating role in bringing
together rural health services and
Government policies and programs,
the louder voice it would afford people
in regional Australia, and its role in
fixing the many inequities in rural
health funding.
Rural health advocates were pleased
to hear Minister Crean’s confirmation
that the agency would “oversee
significant rural health policy
development and act as a strong
advocate within Government” to
ensure health programs meet the
needs of rural Australians. He
identified benefits from telehealth,
regional cancer centres and regional
workforce incentives as early objects
of this advocacy.
It is this advocacy role that has
particularly excited the National
Rural Health Alliance. Improving
the health of country people requires
commitments in education, regional
development, housing and community
services, as well as in the health sector.

The new National Strategic
Framework for Rural Health agreed
by Federal, State and Territory
Governments and a complementary
Rural Health Plan will help provide
a clear work plan for the new agency.
The Alliance will work closely with
Rural and Regional Health Australia
and provide any assistance it can to
ensure its effectiveness.

Rural and Regional Health Australia
has three access points for rural
people seeking information about
Commonwealth regional health services.
Web: www.ruralhealthaustralia.gov.au
Phone: 1800 899 538
Email: infoRRHA@rualhealthaustralia.gov.au
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Rural Placebook

City girl goes bush

When Kirstyn accepted a position

as governess to three young children
on a pastoral property 100 km from
Charleville, she faced both geographical
and technological change. Not only did
she journey from a coastal city to central
Queensland but also from independent,
connected internet user to one subject

Kirstyn:
Kirstyn:
January18 at 2:18pm
via mobile

January18 at11:27pm
via mobile

added a new photo.

I love a sunburnt country, A
land of sweeping plains...
to the vagaries of internet in the bush.
In her new environment, Kirstyn had no
connectivity in her residence; she must
go out of doors to use internet or mobile
phone. With permission, Partyline has
reproduced a series of Kirstyn’s facebook
posts which reveal her initial and then
developing impressions of life in the
bush.

Kirstyn:
January 22 at 1:56pm
via mobile

The rains are ‘ere ... almost.

Wall post from a friend:
How’s it all going? Have
you started work yet?

Kirstyn:
January 23 at 9:04pm
via mobile

Walking home...in the dark...
through black soil...oh joy...
Kirstyn:

Kirstyn:
Yeah I really like it...except
the frogs in the toilet! So far
it’s mainly just been setting up
the school room. But today I
cooked apple and cinnamon
muffins with the kids which was
fun! I do believe I love my job.

Kirstyn:

February 4 at 7:35pm
via mobile

January 17 at 7:02pm
via mobile

Toby, the pet camel. He’s so much
cooler than your pet camel...

Kirstyn:
January 25 at 7:57pm
via mobile

Trying to get the Internet
to work on my laptop /
watching the grass grow.

The view from my house.

January 16 at 10:00pm via mobile
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Short-term contract
health workers
Health services in rural and remote

areas have always benefited from
the availability of locums to provide
backfill for permanent staff. However
the general shortages of health
professionals across disciplines and in
many areas have created the situation
in which short-term staff, provided
at great expense (often through
commercial entities), are more and
more being relied on to keep health
services open.

This situation runs a number of risks.
For one thing, the cost of highly paid
contract staff imported for a weekend
or a week to keep a service operating,
endangers the sustainability of health
services that are already under
financial strain. The collective high
costs of such staff are even threatening
the financial sustainability of whole
jurisdictional health services.
Extraordinary though it seems, the
Alliance has had reports of health
services that have laid off regular
part-time or even full-time staff in
order to cover the costs of short-term
contract staff in key positions.
The second risk associated with a
dependence on short-term contract
staff is that the personnel engaged
through these means may not have
the aptitudes or local knowledge (or
even incentive) to deal safely and
effectively with the patients they are
serving.
18

With chronic health workforce
shortages in rural and remote areas,
alternatives need to be quickly found
to the employment of overpriced,
short-term contract staff to keep rural
health services operational.
This issue has come to the Alliance’s
attention mainly because of the
increasing incidence of small rural
hospitals finding themselves in the
position where they need to engage
short-term contract staff at great cost
- to keep an emergency department
open overnight, for example. The
phenomenon and the associated risks
are also relevant for other health
professionals and many other health
settings. An Aboriginal Medical

Service may be faced with no options
but an agency or contract nurse
who has no experience with the
remote settings in which they will
find themselves. A state-wide or
regional allied health service can find
itself relying on short-term contract
staff, perhaps from overseas or an
Australian-trained professional with
little Australian experience sourced
by a commercial entity without due
consideration being given to local or
regional needs.
These situations are in contrast to
those in which fully competent
and relevantly experienced locums
provide valuable short-term backfill
for permanent staff, so that the latter
can take holidays or access professional
development off-site. The availability
of locums for all professions is a vital
element in recruiting and retaining
a permanent health professional
workforce in rural areas.
The Alliance is currently collecting
evidence about the various private
and public sector entities involved
with providing short-term health
professionals on contract to rural and
remote areas.
Decisions relating to the appointment
of health professionals, in rural areas
as elsewhere, should be based on a
patient-focused approach to service
systems. The needs and interests of
the health professionals permanently
in the field are next in importance,
and then the requirements of the
employers and staff contract agencies.

In addition to the core requirement
for a patient-centred approach, the
Alliance believes that state health
authorities should adhere to the
following principles in the work they
do to recruit and retain health staff.
• Rates of pay for short-term health
professionals on contract, whether
as locums or short-term staff to fill
nominated positions, should not be
so high as to distort recruitment and
retention programs for permanent
staff in a particular health profession.
• Annual operating plans for health
services should include provision
for the employment of short-term
locums to backfill for permanent staff.
• Greater use should be made of shortterm supervised positions to provide
rural and remote clinical experience
to young health professionals,
including trainees and new graduates.
• Detailed evidence on numbers of
health professional positions and
unmet need, analysed by region,
should be the basis by which health
authorities determine the need for
extra staff. Such evidence - and
decisions dependent upon it - should
be open to the public and transparent.
• Successful models for the deployment
of short-term staff should be
documented and replicated as
appropriate or modified for the
particular characteristics of a region
or community. Such models would
include partnerships between
clinical practices and UDRHs, job
sharing arrangements, service based
on ‘working holidays’ for selected
individuals, and recruitment of
health professionals in major city
areas for regular cycles of work in
rural and remote areas.
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Given the high cost and the
uncertain effectiveness of placing
some contract health professionals
in particular short-term positions,
State and regional health authorities
should give greater consideration
to enabling shared arrangements
between different clinicians,
including individuals in neighbouring
towns. This would require open

Rural Placebook

communication with communities
about their expectations for health
services of various types and at
various times. Medicare Locals in
rural areas will be key bodies in
identifying health workforce gaps,
the best means by which they can
be filled, and keeping their local
community well informed.

City girl goes bush

Kirstyn:
February 7 at 2:09pm
via mobile

Going to town! Hooray!! Who
would’ve guessed I’d be so excited
about going to Foodworks!!!
Kirstyn:

Kirstyn:
February14 at 10:05pm
via mobile

Went for a walk outside to use
the Internet but have spent most
of the time staring at the sky...
the stars are so beautiful!

February15 at 7:55am
via mobile

God is making good use of his
paintbrushes again this morning...

Kirstyn:
February16 at 6:23pm
via mobile

It’s my birthday. We skipped school
and spent the day shopping in
Charleville. All in all, a wonderful
day...I just wish my friends and
family were here so I could
enjoy their company too.
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Cambodia - hope for the future
In 2009 I heard the story of a woman

who went to Cambodia as she felt a
need to make a difference in the world.
That woman was Kate Taylor and her
compelling story can be read on the
website she created for her project –
the 2hproject (www.2hproject.com).
Kate is an ordinary woman doing
extraordinary things. I was spellbound
listening to her talk and particularly
taken with the Safe Arrivals arm of
her project. I had heard the statistics
of developing countries where more
than 500,000 women die annually
from complications of childbirth.
In Cambodia it is difficult to get
accurate statistics but it is known that
issues relating to maternity, especially
infection, haemorrhage and eclampsia,
are the leading causes of death in
childbearing women aged from
15-49. Many of these deaths would be
preventable if women had access to
high quality maternity care.

If you’re working in Australia it may
be hard to use your professional skills
to contribute directly to meeting
the United Nation’s Millennium
Development Goals. But there are
many international opportunities for
health (and other) professionals to
help meet these critical global targets
– including in Australia’s region.
My first visit to Cambodia in 2010
was life changing. I worked with the

The eight Millennium Development Goals
1. Eradicate extreme
poverty and hunger
2. Achieve universal
primary education
3. Promote gender equality
and empower women
4. Reduce child mortality
5. Improve maternal health
6. Combat HIV/AIDS, malaria
and other diseases
7. Ensure environmental
sustainability
8. Develop a global partnership
for development
Safe Arrivals training program for
birth attendants, to share skills and
knowledge and update their practice.
One of the reasons for the program’s
success is that it is supported by the
Cambodian Government’s Ministry of
Health. The Government recognises
that training of appropriate health
workers can significantly reduce
maternal morbidity. Evidence shows
an 11 per cent increase in referrals to
health centres during 2009.
The Safe Arrivals training program
runs for three days and covers topics
such as keeping baby safe during
21

Foetal Alcohol
Spectrum Disorder
The House of Representatives inquiry
PHOTO: JODI KNOOP

Pauline, with an interpreter, training birth attendants.
pregnancy, care of women in labour
(with a focus on the major risks),
sexually transmitted infections, HIV
awareness, birth control and child
spacing. The midwives who work in
the program pay their own air fares and
accommodation and are also required
to raise a certain amount of money to
support the birth attendants’ transport
costs, meals, accommodation, three
days’ wages and training material. It
costs about $120 a day to train and
empower these birth attendants,
each of whom will support about 70
pregnant and birthing women in the
twelve months after their training.
The work has taken me to Kampong
Speu, Prey Veng, Battambang and
Kampong Chnang and I have been
involved in training over 800 birth
attendants. I went again in 2011 and
I have now signed up for 2012. It’s
an amazing experience. We teach in
interesting places, with incessant heat
and sometimes holes in the roof of the
post natal ward. We learn to work
with interpreters, eat ‘aquatic bugs’
and frogs, wade through flood waters,
and get used to babies sleeping on the
floors as there are no cots.
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The country is spectacular - and the
people even more so. The women with
whom we share our knowledge and
skills treat us like ‘rock stars’ when
we have our final wrap ups. Little do
they know that they are giving me a
gift – they are the ‘rock stars’ as they
care for the women of their villages
and work together to improve the
maternal mortality rates for women in
Cambodia. Currently 55 per cent of
Cambodian women receive no health
care during pregnancy. The more
remote the location the less care there
is, the poorer the woman is and the
less likely to be able to get to a health
centre.
I look forward to the day when every
woman in Cambodia receives at least
two antenatal visits and is supported
in her labour and birth by a skilled
birth attendant or midwife. And it is
so gratifying to know that an ordinary
health professional from Australia can
be part of progress towards that goal.

Pauline Glover, Chair of
Friends of the Alliance

currently in train is an opportunity
to press for a national approach to
the prevention, intervention and
management of Foetal Alcohol
Spectrum Disorder (FASD).

Foetal Alcohol Spectrum Disorders
(FASD) are potentially 100 per
cent preventable: if alcohol is not
consumed, the baby will not have
FASD.
Although it is a lifetime disability, early
diagnosis of FASD and appropriate
intervention can make a positive
difference to the life of the person
affected and to the lives of their
parents and community.
A national strategy could assist a
cultural shift in overall attitudes
towards pregnancy and alcohol, and
in the role of partners and fathers

as active agents of support for
healthy pregnancies. The strategy
would accommodate the particular
characteristics of rural and remote
areas, in which there is a significant
prevalence of FASD.
Effective measures for early
identification and ongoing
management should be targeted to
selected population groups, including
pregnant women, women of childbearing age generally, ‘at risk’ groups
such as young people, women with
an alcohol dependency and the male
partners of women in these groups.
Much could be achieved through
greater knowledge of the guidelines on
the consumption of alcohol and active
promotion of adherence to them.
The Alliance’s submission on the
matter is at www.ruralhealth.org.au
(select Publications).

A recent study by the Centre for Alcohol Policy Research
(CAPR), commissioned by the Foundation for Alcohol
Research and Education (FARE), shows one in five Australian
women continue drinking once they know they are pregnant.
Almost half of all pregnant women drank before knowing they
were pregnant and 19.5 per cent continued to drink once they
became aware of their pregnancy. The study highlights not
only the continued confusion and a lack of knowledge about
the harms of drinking while pregnant, but also the urgent
need for major changes to people’s attitude toward alcohol.
For the full report visit FARE at www.fare.org.au
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Art of Good Health and
Well-Being, the 4th International Arts
and Health Conference, was held
at the National Gallery of Australia
in Canberra in November 2011. At
the conference opening, Minister for
the Arts, Simon Crean, reminded
conference delegates that the arts
support, inspire and empower people.
This truth was illustrated by Kim
McConville’s Armidale project ‘Just
One Less’ which was funded by the
NSW government to address binge
drinking by young people. Kim
didn’t want to preach at people
or be patronising; she envisaged a
conversation in the community. Her
desire was to change the social context
before expecting change in behaviour.
She also knew that a focus on youth
alone is likely to exclude others who
also might have alcohol issues.

Kim knew she had to go into the
community and not just sit in a space
and expect people to come to her. So
developed the idea of converting a
horse float into a mobile video booth.
As it travelled in the community, Kim
invited passers-by to step in and have
their say about alcohol in their lives.

24

QUAD
BIKE

SAFETY
DEVICES

In a short space of time 500 people
had told their story. The Council
flew flags, T-shirts carried the logo and
slogan ‘Just One Less’, radio stations
did interviews, newspapers wrote
articles. It truly was a conversation
in the community rather than a
moralising attempt to fix the problem.
The money saved by using a horse
float instead of setting up an office
space was invested in artist quality
photos and video production that
made the story tellers feel good about
themselves. The quality of the photos
attracted an international audience.
The project produced the stories and
then gave them back to community.
Over 300 interviews and some short
films made by high schools plus
community photo portraits generated
a multi-faceted work of art that
reflected to the community a picture
of itself, providing for them and for
us Conference delegates a moving,
sometimes sad and often funny
meditation on the varied experiences
of people and alcohol.
For videos of some presentations
at this illuminating event see
www.artsandhealth.org

:

rolling
out the
research

There is growing concern

about the numbers of injuries
and deaths occurring as a
result of the use of all-terrain
vehicles (ATVs) or ‘Quad
bikes’. Safety regulators,
agricultural and transport
research institutes, farming
associations, state coroners
and vehicle distributors have
all expressed opinions on how to
improve the safety of Quad bike users.

Scott Wordley and Bruce Field from
Monash University have recently
undertaken a literature review to
critically assess research about the
value of a crush protection device
(CPD) called the Quad Bar, which can
be fitted to Quad bikes.
They found that Quad bikes were the
leading cause of death on Australian
farms in 2011, accounting for around
one-third of fatalities. These deaths
commonly resulted from chest, head
or spinal injuries. Children under 14
and older people over 45 years of age
were the most common victims.
Experimental tests by the University
of Southern Queensland indicate that
the Quad Bar CPD is capable of either

preventing
a complete roll
or reducing the risk and severity of
injury to the rider for both side roll
and back flip scenarios. These results
highlight the potential for CPDs such
the Quad Bar to reduce rider injuries
and fatalities resulting from low-speed
rollover incidents.
Further, this review identified serious
weaknesses and limitations with the
simulation methods used and the
nature of incidents tested to predict
the effect of crush protection devices
on injuries and fatalities.
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The researchers recommended the
establishment of a working group
to plan out and agree on the nature
and specification of future research
activities before they are undertaken.
Further research could be assisted by
the development of a new incident
dataset based on Australian and
perhaps New Zealand Quad bike
fatality reports. A future goal will be
the proposal of a preliminary standard
for the design and specification of
Quad bike CPDs.
The researchers also recommended
that lightweight and inexpensive
devices which are capable of recording
video, accelerations, speed and map
position of the bike whilst it is being
used in the field be fitted to a large
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For copies of the report,
contact ISCRR - Institute
for Safety, Compensation
and Recovery Research,
phone: +613 9097 0610, or
email: info@iscrr.com.au

City girl goes bush

Kirstyn:

Kirstyn:

February 16 at 8:07pm
via mobile

February 16 at 10:35pm
via mobile

My boss: “Hey Kirstyn, can you
please at some stage get your
guitar and sing the times tables and
record it so we can have them all
on a CD?” Me: “Umm...ok, but
you do realise you already have
a CD of them?” My boss: “Yeah,
but they’re really crappy songs.” I
love her faith in my ability...
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sample of Quad bikes currently being
used by farmers. Data gathered from
such a study would provide insight
into the operational characteristics
of Quad bikes, and quite likely some
examples of loss of control and roll over
events. It is acknowledged that some
proportion of this sample population
would include bikes fitted with CPDs,
which would provide useful additional
data as to the effectiveness of such
devices.

What walked passed your
door today? Say hello to
the resident echidna!

Evidence on
fly-in services
for regional
Australia
Earlier this year the National Rural Health Alliance gave evidence before a

public hearing of the Standing Committee on Regional Australia on the use of
‘fly-in, fly-out’ (FIFO) workforce practices in rural and regional Australia and
emphasised the following points:
• FIFO services are a necessary
part of health services in more
remote areas, but should not be
seen as an equal or completely
satisfactory alternative to face-toface, hands-on service.
• Program funds should account for
the full costs of providing health
services in sparsely-settled and
isolated communities, and should
allow for the demands made by
members of the FIFO workforce
as well as by permanent
residents whose presence may
not be reflected in census
figures or other assessments of
population need.

• FIFO services should be designed
and managed in such a way
as to support the permanent
professionals who are in an area,
and not merely ‘pass overhead’.
FIFO workers should work in
harmony with local professionals
and allow for the availability of
local follow up.
• More information is needed
on the costs and benefits of
FIFO practices on personal and
family health and community
sustainability.

It was also noted that the Standing Committee on Regional Australia, and the
work in which it is engaged, is one of the fruits of the decisions made by the
Australian people at the last Federal Election to have a Lower House which,
in terms of the two major parties, is very finely balanced. This Parliament
has a greater and stronger focus on rural and remote affairs than it has had
for many years and despite the negative view of some commentators, this has
been long awaited and is highly valued by the seven million who live in rural
and remote areas.
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Picking up
the pieces and creating
something
beautiful
My name is Jacqueline King, glass

artist, mother of two, student and
teacher of glass. I also suffer Complex
Post Traumatic Stress Disorder, a
condition that at times can be very
disabling, scary and isolating.

My art practice utilises an ages old
method of copper foil (Tiffany)
glasswork and more recently kiln
formed glass in unique ways. As a
largely untrained artist I don’t know
what I shouldn’t be doing so an idea
comes to mind and I try to make it real
which seems to work out more often
than not. Given that my glass work is
my salvation, producing a meditative
state which enables me to feel the only
real peace in any day, it is something of
an obsession for me and so I am often
concerned that I am building myself
a tower of glass as so many pieces
surround me. Slowly I have sold work
though and even that process provides
28

and love, much like I am trying to rebuild my
own life and have it reveal itself as worthy
and beautiful. Every day is still an extreme
challenge but it’s worth the fight.
I simply would not be here today if not for
my artwork...
Jacqueline King
Contemporary Glass Art
Ph: 02 6628 8878
Web: www.jacquelineking.com.au

Left: The work ‘Shattered Parts’ was an
entry in the recent AIHW NRHA art
competition. It has since been selected into the
Dax Collection in Melbourne www.daxcentre.
org one of the world’s three largest collections
dealing with the works of those who suffer
mental illness or psychological trauma.

healing as it forces me to engage with
the world more which slowly, over
time, is becoming less anxiety filled.
Making art to me is truly what made
life worth living. It became my only
voice when I was completely disabled
to speak my truth. I suffer complex
Post Traumatic Stress Disorder from
sexual and psychological abuse
in the workplace, coupled with
earlier life traumas that were never
dealt with. This condition when
it hit rendered me house bound,
hypervigilant, unable to sleep and
unable to create understandable and
stable communication channels with
those I loved around me. I was very
close to death by suicide and then I
began making glass works at the gentle
prompting of someone who cared. I
can look back now and see that my
glass practice is a kind of metaphor
of my own life. I am making things
of great beauty out of shattered parts,
very slowly and with great patience

PHOTO: R J POOLE
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City girl goes bush

Kirstyn:
Kirstyn:
February 18 at 8:17pm
via mobile

Crickets chirping, mozzies buzzing,
sheep bleating, air-conditioner
humming, birds squawking, not to
mention all the other random animals
and their sounds that I’ve never
heard before in my life ... I miss
the peace and quiet of the city!

February 20 at 7:22am
via mobile

Now that’s what you call
an Aussie sunrise!
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2004, the Australian
Government has sought to increase
migrant settlement in regional
Australia with the long-term goal of
creating small but viable communities
that will influence others to settle in
the same location. Refugees of African
origin make up a large proportion of
those communities.
There is substantial research about
refugee families that focuses on
problems and barriers to successful
integration but very little that
explores how young African people
in former refugee communities
experience educational success in
their new environments. A 2011 pilot
study has explored the out-of-school
networks and connections that young
Sudanese refugees establish in regional
towns, and how these contributed
to ‘bonding capital’ (ie connections
within one’s extended family and
ethnic community) and ‘bridging
capital’ (ie connections beyond their

SUCCESS

Rural settings support
refugee students

family). These two forms of capital
have been shown to be critical in
supporting students to positively
engage in schooling.

Case studies were undertaken of eight
Sudanese young people in Wagga
Wagga and Orange who had been
identified as educationally successful
in their respective communities. The
students, aged between 13 and 17
years, attended a mix of public and
non-government schools.

Four were male and four were female.
Six were Christian and two were
Muslim. The participants identified
six key factors for success: church and
associated activities, family, friends,
sport, the country town or regional
setting, and school.
Churches and their associated
activities were identified as providing
a range of supports that contributed
to the young people’s sense of
success. Youth groups gave students
access to bridging capital through

The Wagga African Association
(Wafrica) was a winner in the 2011
Building Inclusive Communities
Awards (NSW) for its contributions to
the local community.
(See www.mq.edu.au/
socialinclusion/BICA/).
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social networks which served as
an introduction to the broader
Australian community. Youth camps
were perceived by students and their
families as a safe way to learn more
about Australian culture.

A strong sense of faith contributed to
students’ resilience, and the values and
beliefs they shared with the broader
Australian community sustained them
in adversity.
Churches provided students with
networks that reached beyond the
Sudanese community and included
local business and professional
contacts who were sources of
information and advice about matters
such as education and employment.

A relative sense of cohesion between
family members characterised the
families in the study and this was
seen to link with the students’ sense
of wellbeing, confidence and ability
to engage in community. Extended
families, including those who lived
in other places, gave students a range
of role models and knowledge about
Australian life. Parents assisted young
people with access to activities.
Friends were another source of
bridging capital, introducing
students to sporting and employment
opportunities. Friendships provided
students with self-esteem and sense
of inclusion. Church, school and
sport provided key opportunities for
formation of friendships.
Sport was significant for those who
were supported to participate. It

assisted in building bridging capital
as well as providing access to
potential role models and mentors.
Participation in sport built confidence,
trust, and teamwork skills as well as
fostering a sense of inclusion in the
broader community. It also helped
the general community gain a positive
view of the Sudanese young people.
The researchers reported a worrying
gender difference in access to sporting
teams, with all boys in the study
playing community sport but none of
the girls, even though they would like
to have done so.
The country town itself was identified
as facilitating students’ success. The
smaller size of regional towns made it
easier for students to be involved in
social and sporting activities because
less travel time was involved and
networks and connections were more
easily established. Parents reported a
greater sense of safety and security in
a country town which was perceived
as quieter and with fewer negative or
distracting influences. The majority
of the refugee families had previously
come from a rural area and felt more
at home there.
School-based contributions to success
included the provision of intensive
support with English for new arrivals,
ongoing support with English and
academic subjects, and teachers who
made learning fun and accessible.
A preliminary report of the study led by
Dr Jane Wilkinson from Charles Sturt
University is available at:
www.csu.edu.au/research/ripple/
(under Latest News).
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I

am a medical student from a
country town, and I want to work
in rural health. Last year I was on
placement in a small town with
three other students – and with the
expectation that I would become
adept at medicine, surgery, paediatrics,
obstetrics and gynaecology, psychiatry
and orthopaedics all at once!

I was well aware of the issues of isolation
from family and friends before I started
on placement. I know that my mental
health relies on exercise, friendships
and eating well. I talked to family and
friends frequently. I became involved
in netball, and spent a lot of time
meeting people while trying to learn
all I could clinically.
For the first few weeks I was ok,
but stressed. Then I began to feel
exhausted, unmotivated and sad.
Perhaps I did not tell my clinical
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school how unwell I was, but I felt as
if I had been dropped out in a town
and left all alone. I have had major
depression and been on medication
for a number of years, and I know the
warning signs. My medication was
increased, but it made no difference;
I was in a downward tailspin.
I tried so hard to improve things for
myself, and although I was continuing
to attend my general practice
consulting sessions and spend time
at the hospital, I was exhausted and
spent the rest of my day in bed. In
truth I was much worse.
So what happens when despite all
of your efforts, you become severely
depressed in a small town, with
inadequate public or private mental
health services? What do people do
if they do not have the resources to
travel for psychiatric care?

Fortunately I was able to travel to the
city and was hospitalised for about a
week. I underwent a rapid medication
change with the help of a psychiatrist
and then spent a month at home with
my family.
It was hard going back to my placement
town. I was scared that everyone
would know and scared because I
was returning to the situation that
had contributed to my illness in the
first place. The first week back was
incredibly lonely and I was in tears on
the phone to my mum. I didn’t know
how I could continue to be there.
It became better when I adopted Rusty.
He is a small dog who is my best friend
and favourite thing in the whole wide
world. Rusty has made my life happier,
is always there when I need him, and
loves me unconditionally. I am now
well, partially due to my new drugs,
but also because of this little fellow.
Even with my new medication and
Rusty, it was very hard. I had poor
concentration, no short-term memory,
and was constantly exhausted. But
slowly my memory improved, my
sparkle came back, and I caught up on
assignments.
I was lucky to be supported by friends
in the rural cohort, who understood
what was happening. We shared
laughter, dancing (not all of us
very good), tears (mostly from me),
frustration and anger (from everyone),
disappointments, and family tragedies.
I also want to thank a kind, clever,
patient doctor with whom I did online

tutorials, and my caring emergency
department registrar - who is the type
of doctor I want to be when I grow up!
Finally Mum and Dad who shelled out
a small fortune for my hospital bills,
and were on the end of the phone
every single time I called.
Despite all the pain and distress, I
had some incredible times. I learnt
to suture without fainting, helped a
patient quit smoking, and removed 27
stitches from a man’s face. I saw two
of my patients the entire way through
their pregnancies, was present at both
births - and was able to deliver one of
‘my’ babies.
And I am still on track to be a rural
doctor.

Laura, medical student
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Normalising
mental
illness
☹ “I’m sneezing, my joints ache, my
temperature is slightly elevated, my
throat hurts and I feel nauseous.”
☺

“I’m feeling kind of hopeless,
I’m not sleeping well, nothing
seems to interest me and I’ve
lost my appetite.”

Suggested by a post at
Huffingtonpost.com
on 02/27/2012 by Mary
Walker Baron, Licensed
clinical social worker,
educator, and novelist.
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“Sounds like you’re
coming down with a
cold or the flu. Don’t forget
to drink plenty of fluids and get a
lot of rest. Eat some chicken soup.
That always helps me. But if your
symptoms get worse, I know you
will seek professional care.”

☺ “Sounds like you’re coming down
with a touch of depression. Don’t
forget to utilise your positive coping
skills like talking to friends, exercising
and restructuring negative thoughts.
Remember that these episodes pass.
Stay hopeful. I’m here for you. But if
your symptoms get worse, I know you
will seek professional care.”

‘We have our own car; if we didn’t
we would be buggered’
The Australian Bureau of Statistics

(ABS) recently estimated that over
250,000 people in Western Australia
are caring for a family member or friend
who has an ongoing need for support
due to a disability, chronic physical
or mental ill health, or age-related
conditions. Around 78,000 of these
family and friend carers live in rural,
regional and remote areas of the State.
In response to a request from Carers
WA in 2011, two hundred carers
shared their stories in workshops,
coffee mornings and afternoon teas
held throughout WA.
Over half of the carers who responded
live in Outer regional areas, 20 per
cent in Remote areas and 12 per
cent in Very remote areas. Almost
90 per cent of the Aboriginal carers
who responded lived in Remote or
Very remote areas of WA. Carers WA
worked with Aboriginal family carer
support workers employed by Arafmi
WA in order to hear the concerns
of Aboriginal carers living in the
Kimberley.
In some ways, the concerns of country
carers were similar to those of carers
in the city. They were worn down by
having to coordinate and negotiate
access to a wide range of services that
were not available at the times or in
the locations needed by the family.
They were tired of multiple eligibility
assessments. Accessing information
and support felt like a game of chance
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rather than a realistic expectation.
They felt under-supported when GPs
and other service providers failed
to take the needs of the carer into
account.
‘I was not aware of the stress I was
under – most of the focus is on my
child’s needs.’
‘Training is needed for new (and not
so new) GPs in carers’ needs and the
services available in the community.’
Country carers also experienced
needs specific to their geographic
remoteness from Perth and regional
centres. The high costs of travel, the
lack of visiting specialists, needing to
be away from the family overnight
or even for weeks in order to access
city-based medical services, and lack
of specialists were identified as barriers
to accessing services. Only 25 per cent
of the carers who responded were able
to access a medical specialist in their
local area while more than 40 per cent
needed to travel over 300kms to do so.
This impacted on the ability of carers
to maintain their work commitments
and keep up with other roles in their
family and community.
‘It’s a 16 hour round trip to Perth –
five times so far this year’.
‘How do you get your kid to a psych
appointment at four, without taking
a day off school and work and driving
for two hours.’
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Ability to pre-book respite, to access
multiple services in one hubbed
location, and to receive assistance
in coordinating appointments, were
identified by carers as changes that
would help sustain their families.
Additional financial support to offset
the costs of travelling to services and
paying for accommodation in Perth
was also requested. Home-based
services were particularly valued by
older carers, and carers with other
caring responsibilities, including
children.
‘We have a counsellor come across
80kms to see us, so we don’t have to
drive anywhere for a change.’

‘It was hard to coordinate care for our
children when I needed to take my
wife to appointments and visit her in
hospital.’
More positive aspects of caring in the
country included the support offered
by neighbours and friends, and the
personalised, flexible and coordinated
approach that can be generated when
families, GPs, local area coordinators
and service providers get to know each
other.
‘GP, hospital and St John’s
Ambulance. Just tops’.
‘People in the same situation
are helping me’.
Donna Turner
PHOTO: ARTHUR MOSTEAD
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A licence for difference

Most drivers quit driving between the

ages of 65 and 74 years and, on average,
can expect to live for about seven to ten
years without being able to drive a car.
A recent study has found that it’s not
always bad news when an older person
gives up their driver’s licence.
The study, conducted by, PhD student
Sarah Walker from the Australian
National University, examined the
lived experience of 40 participants
above retirement age who were no

@
longer driving and reported some
positive outcomes. These include
“relief at no longer having to drive,
personal growth through adversity
and learning acceptance, and
monetary savings”. Most participants
had adapted to life without a car by
using other means of getting around,
shopping closer to home or on a bus
route, and finding new activities.
It’s certainly good news for some – but
is the good news equally accessible
in rural and remote Australia? Some
Partyline readers are not so sure…

A respondent from Dalby in Queensland said, “That’s all very well – if you’re lucky
enough to have public transport!”
Another, from rural New South Wales, described being without a licence as a
“major issue for many people living rurally who do not have transport and therefore
cannot even shop without a licence. In such cases it can be necessary for the
person to move house in order to survive! For some there will be long distances to
travel, as well as expense and inconvenience, if they find themselves in a situation
where they need to rely on irregular bus services or taxis to do the weekly shopping!”

Family and friends caring for a person with a disability of any kind who would
like advice, support or counselling are invited to contact Carers in their state (go
to http://carersaustralia.com.au). A copy of the summary report ‘Carers of family
and friends in country Western Australia’ is available at www.carerswa.asn.au
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Looking at the study’s findings from a different perspective, a health professional
from Albury wrote: “Wouldn’t it be great if Australian health researchers could
include a paragraph or two in their reports on how their research outcomes may
be different in rural and remote areas? This particular study is a good example of
a case when the differences between rural and urban will be huge.”
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After hours GP helpline

As part of its National Health Reform,
the government established an After
Hours GP Helpline in July 2011. In
January 2012 it was reported that the
GP helpline had taken nearly 75,000

calls in its first half year, and as many
as 20,000 people had avoided going to
an emergency department as a result
of making a call to the helpline.

But a Partyline correspondent writes: I’ve always had a concern about how well
rural and remote people are served through national call centres, however they’re
provided. We are not told what would have happened to the callers prior to the
call centre being in place. In many rural locations, there would have been a call to
the nursing staff at the local hospital who are aware of local resources and referral
procedures and have access to doctors should the need arise. The risk for rural
areas is the loss of this locally responsive, context-specific advice.

Many thanks for my copy of Partyline for November.

I was, however, a little
disappointed to see that two articles in the magazine were devoid of any mention
of the most common cancer in Australia (non-melanoma skin cancer excepted),
ie prostate cancer.

I refer specifically to the article, ‘Numbers and narratives’, which referred to
comparative incidence of a range of cancers in rural and remote areas as compared
with cities. Prostate cancer mortality is up to 21 per cent higher for men in rural
and remote areas and diagnoses nationwide are on the increase.
Secondly, recognition was given to Movember as a contributor of funds to
depression but may I also point out that Movember is the single biggest fundraiser
for Prostate Cancer Foundation of Australia (PCFA), the National Peak Body on
Prostate Cancer. Without their support the research grants given out by PCFA
would be dramatically reduced.
David Gregory,
Chairman, Support and Advocacy Committee
Prostate Cancer Foundation of Australia
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The incidence of prostate cancer

in Australian men is increasing.
Thousands of new diagnoses occur
each year and there are almost three
and a half thousand deaths a year from
prostate cancer. This is devastating for
the families and communities.
In rural and remote areas men often
delay attending GPs or urologists and
there are higher incidences of rural
men having advanced prostate cancer
by the time they seek medical help.

Men’s health

Thanks for listening,

Prostate cancer:
don’t take the risks
lying down

Partyline invited PCFA to submit
an article on the rural aspects of
prostate cancer for publication in
this edition (see facing page). Ed

Along with this are the ideas some
men hold: “What’s the use of a test?
There’s nothing can be done about
it” or “Prostate cancer is an old man’s
disease”.
Men living in rural and remote areas
may be working long hours and have
limited capacity to attend a medical
centre. They may not have easy access
to information about prostate cancer,
its symptoms, testing and treatment
options.
It is important that men in rural and
remote Australia know the importance
of having a PSA blood test and
physical examination done by their
doctor if they are over 40 and there
is a family history of prostate cancer.

The Prostate Cancer Foundation of
Australia advises all men from 50 years
of age to know their blood test reading
and discuss their ongoing testing
regime with their doctor.
Treatment options vary and depend on
a broad range of factors. But what is
certain is that early detection can lead
to less invasive procedures to deal with
this kind of cancer.
For men who already have prostate
cancer and have had a range of
outcomes from their procedures it may
be helpful to meet others who have
undergone similar experiences. There
are prostate cancer support groups in
many communities providing ways for
men to talk about and learn from the
experiences of others.
Men in rural and remote areas, as
elsewhere, must be alert to the need for
early detection, awareness, education
and support relating to prostate cancer.
If they are among those affected, they
can then expect the most timely
treatment and the best outcomes.

Margaret Bennett
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Rural youth changing
the world
Angus Gallagher.

Winners of Heywire competition attended the Heywire Regional Youth Summit in Canberra.

S ince

1998 the annual Heywire
Regional Youth Summit has brought
together energetic, innovative young
people from regional Australia to
share their passions and dreams and
to develop their ideas into practice.
People aged 16 to 22 who live outside
major cities can enter this competition
to be chosen to broadcast their stories
on the ABC, Triple J, Radio National
and local radio stations, and to take
part in the annual Heywire Summit
in Canberra.

Perhaps it’s not surprising to report
that, this year, when the 35 arrived in
Canberra from far-flung places around
Australia, they already felt close to one
another thanks to Facebook. They
met for a week of discussion, debate,
ideas and fun; they met their local
members of Parliament, listened to
Question Time and met the Minister
for Agriculture, Fisheries and Forestry.
They visited places the War Memorial
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and developed project proposals - then
pitched them in a public forum.
The week’s activities culminated in
a dinner at the National Portrait
Gallery where the contestants told
their stories to the audience. Angus
Gallagher shared the story of a young
Aboriginal man’s search for family,
culture and identity. Angus, from
Armidale, NSW, spoke eloquently
about “not quite belonging where we
are but not knowing where we belong”.
Jenna Nimmo wants to be a practising
artist - an unusual ambition among
her contemporaries from Childers,
Queensland, but one in which she
is determined to succeed. In her
inspiring speech, she said, “Art … is
a fantastic gift that I want everyone
to share. Using art I can change the
world, because awareness is the first
step to change”.
Michael McMahon from Warrnambool
told of becoming a BMX champion.

This would have been a worthwhile
and entertaining tale in any case, but
the fact that he took all those risks
and achieved what he did with cystic
fibrosis made it a profoundly moving
one as well.
When Mara Zeissig’s father moved his
family from Buenos Aires, Argentina,
to Mt Gambier in South Australia
to be manager of a large dairy farm,
it took some time for Mara to feel at
home. At first, she said, it was “like
living en un mundo extraño (on an
alien planet)”. Mara’s memories gave
the audience a visceral recognition
of what it is like for migrants who
come to Australia and have to adapt
to customs and a culture so different
from the one they are used to.
Previous winners of Heywire have
gone on to achieve many worthwhile
things. Laticia Boddey (2005), from
the central coast of NSW, was chosen
because of her moving story about a
close family friend who was suffering
from leukemia. She is now doing a
medical degree and is president of
“Wakeup”, a global health advocacy
group.
2002 winner Ellen Sandell from
Mildura was nominated the Victorian
Young Australian of the Year in

2009 and is National Director of the
Australian Youth Climate Coalition.
She has been to the United Nations
Climate Coalition four times and ran
a youth conference in Sydney called
“Power Shift” attended by 1,500 young
people from across the country.
The 2010-11 winners released a report
with recommendations for improving
the lives of young people living
outside cities. Their ideas included
a telephone-based psychology clinic;
a campaign to support families in
remote areas who have children with a
mental illness; a national agricultural
apprenticeship program; and a
“Sense of Sobriety” campaign with
participants aiming at three months
without alcohol.
“The really important thing about the
Heywire Forum is not just that young
people are inspired, but they go on to
take action,” said 2002 Heywire winner
Naomi Godden, whose experience at
the forum led her to become a vocal
and passionate champion for young
people in rural Australia.
Entries are open for the 2012-2013
Heywire competition. More information:
www.abc.net.au/heywire
and 1800 262 646.
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First doctor in 10 years to visit
“The Last Corner” in equatorial PNG
Australian

Doctors International
(ADI) has been sending volunteer
doctors to PNG since 2002. Recently
they deployed their first doctor to
the remote maritime region of New
Ireland Province in the far northeast, where there are just seven local
doctors for 160,000 people living on
isolated islands. Almost half of the
population is infected with malaria
and many others with tuberculosis,
whilst pneumonia causes over 14 per
cent of deaths in the Province’s rural
areas.
My first patrol was to Konoagil, a
place so remote that the locals
themselves call it ‘The Last Corner’.
Getting there requires driving 6.5
hours to the southernmost tip of New
Ireland Province and then travelling
by banana boat on rough open sea
to various villages - it’s definitely the
region’s toughest patrol route.

ADI is working in partnership with
New Ireland Provincial Health, and
our patrol team included 10 provincial
and district health staff who
conducted complementary services
such as community health education
and water/sanitation inspections
whilst I treated patients. During these
consultations I trained the local health
workers on diagnosis, treatment,
history taking and examination.
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Patients flooded my clinics. Our
first stop was Puk Puk; no doctor had
been there for over 10 years and an
overwhelming 138 patients turned up!
Over three busy weeks I treated a total
of 401 patients.

down and the local nurse, Andrew,
has worked alone for the past four
years as no one in the vacant second
position. There’s only one chair in
the whole clinic and no running
water as 11 years ago a king tide swept
through, wrecking the water tanks
and generator which have never been
mended. There’s no communication
either as the radio mouthpiece has
been broken for four years, and no
clinic boat as two years ago it got

The communities were very
appreciative that we had come. We
were twice honoured with a pig feast,
which was tender and delicious (and
well cooked, thank goodness!) and
prepared in a mumu (an oven made
of hot stones).
I have great admiration for the local
nurses and health workers. They do
an amazing job, working in isolation
– and sometimes dangerous conditions

I saw many people with TB symptoms
– weight loss, chronic cough and
coughing up blood. Unfortunately,
many of them had not gone for
TB testing as it is too far and too
expensive to travel to a hospital. In
the meantime they continue to spread
TB. There is currently no effective TB
Directly Observed Treatment Short
course (TB DOTS) program in the
province.
There were many patients with
filariasis (elephantiasis) so the District
Health Manager is now planning
to start mass drug treatment in this
area. Malaria is very common in New
Ireland – officially 44.7 per cent of the
population is infected – and I saw many
people with huge spleens and anaemia
from recurrent attacks of malaria.
Sadly, I also saw a few children who
had become partly paralysed after an
attack of cerebral malaria and several
who had developed epilepsy after
cerebral malaria or meningitis.
One of our stops, Lamassa, has a
catchment population of 2,700 people.
The health centre was extremely run

Dr. Scott treated this young girl
for severe burns and contractures
caused by falling in a cooking fire.

Dr. Scott conducted patrols
with a team of District and
Provincial health staff.

wrecked on a reef when Andrew
was taking a patient with a retained
placenta to hospital.
Another stop, Silur, has a catchment
population of 3,000. The health
centre there has just two staff and
scant resources. There we saw yaws,
a tropical skin disease which if left
untreated can destroy bone and tissue.

The maternity ward
at Namatanai Hospital.

– with very little support. I was
delighted to be able to give them a
morale boost by being there and by
offering some training and a listening
ear, and to see patients about whom
they had particular concerns.
Liz Scott, ADI volunteer in New
Ireland Province, Papua New Guinea
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Medicare Locals

Rural Placebook

News from the Department of Health and Ageing

It seems that everyone has a different
point of view on what Medicare
Locals – the 62 new primary care
organisations – will do, and just how
they will make a difference.

So, let’s take a look at what your
Medicare Local can do to support your
community.
A strong primary care system
is essential for providing local
communities with the health care they
need when and where they need it.
Medicare Locals have been established
with the primary responsibility for
identifying local health care needs,
improving the coordination and
integration of primary care in their
local communities, addressing service
gaps and making it easier for people to
navigate their local health care system.
To do this, Medicare Locals will work
in partnership with local primary care
providers, Local Health/Hospital
Networks and communities to ensure
that people receive the right care in
the right place at the right time.
Medicare Locals are expected to
improve access to local health services
by identifying and addressing service
gaps and also promoting information
about locally available services. And
one of the first priorities is to address
after-hours care.
Already several rural Medicare Locals
have begun to improve access to
after-hours primary care through a
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range of exciting initiatives which
cater to the unique characteristics of
their own regions. For example, the
Country North SA Medicare Local,
which faces the challenge of ensuring
after-hours primary care across vast
distances, is training local nurses
to more accurately triage patients
presenting after-hours. This is aimed
at improving GP work/life balance
and minimising the impact of rural
GP workforce shortages. This activity
is also linked to a pilot program that
allows residential aged care nurses to
directly access after-hours GP advice
over the telephone, via the afterhours GP helpline.
Medicare Locals will also be
accountable to their local communities
and health care providers for the
priorities they identify, the decisions
they make, and for the programs
and initiatives they fund. They
are expected to engage with
the full range of primary care
organisations and providers
in their community to
ensure that primary care
works for the whole of
the local population
within
each
Medicare Local
boundary.

This means that Medicare Locals will
collaborate to:
• identify local health needs and
plan for locally-focused and
responsive services;
• conduct joint services planning,
e.g. with Local Health/Hospital
Networks and others such as aged
care providers and community
health groups;
• make sure that the local services
are accessible and available;
• develop local care pathways
between services for people who
need to access a range of health
services;
• assist primary care providers to
adopt best practice and provide
the highest standards of care to
their patients; and
• support primary care providers to
adopt initiatives such as eHealth
and telehealth.

City girl goes bush
Kirstyn:
February 23 at 7:07pm
via mobile

5ft brown snake + 3 bullets + 1
shovel = 1 wriggling snake head
Kirstyn:
February 24 at 6:16pm
via mobile

Dear Jaeda, A horse.
From Aunty Kirstyn

Wall post from Mum:
…where are my sheep?

There are already 37 Medicare Locals
operating around Australia, with the
final 25 to commence from 1 July 2012.
Why not contact your Medicare
Local today and ask how you can be
involved?
For information about how
to contact your Medicare
Local, visit the My Medicare
Local page on the Australian
Government’s yourHealth website
– www.yourhealth.gov.au

Kirstyn:
Dear Mum, Sheep. From your daughter.

February 24 at 7:54pm via mobile
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Recognition of service to
Cyclone Yasi communities
When Cyclone Yasi struck north

Queensland in February 2011, it left
a trail of damage for communities
inland from the coast, with many
graziers barely leaving their properties
for up to two months.

As families and businesses began to
set about their lives again, Anna
Burley, Team Leader for Frontier
Services Savannah Regional Health
Service, acted to ensure people
remained healthy, resilient and
connected. It was this dedication
that saw Anna honoured at the 2011
Queensland Regional Achievement
and Community Awards in November.
As one of two nurses with the
Savannah Regional Health Service,
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Anna travels across the 77,000km
Gulf Savannah region to provide
primary health care services to about
2000 people. Anna and her team
provide regular health clinics in the
towns of Mt Surprise, Einasleigh and
The Lynd, as well as health promotion
and education programs to properties
and townships across the Croydon and
Etheridge Shires.
So, when Yasi hit, the Savannah
Regional Health Service was in a
position to assess the needs of the
community, to provide support and fill
the gaps. Working together with other
Frontier Services programs and local
service providers, Anna coordinated
community events, training and
support. As a result, community

members were more informed about
the services that were available. They
participated in mental health training.
And, importantly, they came together
to support each other.
Anna has long been a strong advocate
for more health services in the Gulf
Savannah region. She is active on
committees and in Council activities
which aim to strengthen the region.
In acknowledgement of the impact
she has made, it was community
members from the Etheridge Shire
who nominated Anna for the Awards.

“Providing services in the region is very
much a huge team affair for Frontier
Services,” she said.
Meanwhile, it was the people in
her community that made it all
worthwhile.
“It’s a privilege to be a part of people’s
lives in remote areas - to not only serve
the community but to walk together
with people and to share the ups and
downs of their lives,” said Anna.
“If there is anything I can do to reduce
the impact and disadvantage of
isolation and distance – that is a big
thing.”
Frontier Services National Director
Rosemary Young said Anna was deeply
committed to providing people in
remote areas with the best possible
health care.

Anna Burley, recipient of
Queensland Regional Achievement
and Community Awards 2011.

Anna presenting
Happy Teeth Education.

Anna was the winner of the Clark
Rubber Regional Service Award,
recognising her achievement,
leadership and outstanding service to
the community. On top of this, she
was selected as the overall winner of
the Special Commendation Award
presented by the Commonwealth
Bank.
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The judges selected Anna for her hard
work and selflessness in covering such
long distances to provide health care.
Very surprised and humbled by the
win, Anna acknowledged her fellow
staff members for their contribution.

“Anna’s skills, her dedication and,
importantly, her passion are an asset
to Frontier Services and also to her
community. The award is a wonderful
acknowledgment of her contribution,”
Rosemary said.
The Awards were announced at a
Gala Presentation Dinner at the
Hotel Grand Chancellor in Surfers
Paradise. Anna’s family, friends and
work colleagues travelled to the Gold
Coast to attend the event.
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TRAIL 2012
I was rather uncertain of what to

expect when I was first offered a place
on the Training Rural Australians
In Leadership (TRAIL) program
– a course designed to meet the
needs of emerging rural leaders.My
uncertainties grew when I saw the
packing list: no tissues, two pairs of
thermals, a cutlery set… Little did I
imagine how rewarding, inspiring and
useful the 8-day course would be.
The first part was based at Outward
Bound, about 45 minutes outside
Canberra. Outward Bound, an
international organisation, aims to
provide challenging experiences to
help participants discover, develop
and achieve their potential. Our
‘experiences’ included camping
in below-zero temperatures near
Australia’s highest peaks (designed
I’m sure to increase team physical
bonding); setting up, then having the
faith to use, our own abseil and flying
fox (twice); a teams’ ropes course; and

a contemplative trek. Through these
adventures we learnt a great deal about
how we think and behave in a variety
of situations, and also about ways in
which we can modify and improve our
performance.
The second part of TRAIL granted
us the luxuries of city living (most
importantly, a washing machine!).
Based in Canberra itself, this part
involved workshops on presentation
skills, networking, conducting crucial
conversations and future planning.
We also visited Parliament House,
where we were encouraged to consider
‘leadership through representation’,
and the Australian Portrait Gallery to
ponder the meaning of personal legacy.
For me, two things really stuck out over
the eight days. Firstly, I thoroughly
enjoyed and learnt so much from my
fellow participants, who ranged from
an immigration officer from the Torres
Strait Islanders to a young Bega dairy
farmer. The breadth and variety of

cultural, linguistic and occupational
backgrounds enriched the whole
experience. The second point which
really struck me was the opportunity
we all had to ‘tweak’ our leadership and
interpersonal skills. My experiences
on TRAIL made me appreciate the
fact that we can improve ourselves in
areas which have largely lain dormant
since high school. I was inspired by all
the personalities and ideas to which I

PHOTOS: CATHY STARLING

I strongly recommend the TRAIL
program to other rural young people.

Robyn Silcock

“Are we there yet?”
The journey to a personally
controlled electronic health record
The countdown is on to July this year
when Australians can start registering
for an eHealth record.

information, giving them more time to
treat you and make the best informed
decisions about your health needs.

An eHealth record is expected to
particularly benefit Australians living
with chronic conditions, seniors,
new mothers, carers and Australians
living in rural areas. Your personally
controlled electronic health, or
eHealth, record is a summary of your
health information and events, such
as a stay in hospital, GP visit or details
of medical tests. It will also contain
important information such as any
medication you may be taking or
allergies you may have.

July is just a starting point for the
eHealth system which will grow as
more individuals and healthcare
organisations sign on. Healthcare
organisations, such as GP practices,
hospitals and pharmacies will be
upgrading their systems over time
to help better manage, with patient
consent, their patients’ health
information.

This means no longer having to
remember every vaccination, test
result or medication you are prescribed.
Healthcare professionals will also
have faster access to this summary
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was exposed and I will endeavour to
utilise my leadership skills in future
through my work as a rural health
practitioner.

Further details, including information
on registration will be made available
over the coming months. For more
information select the link to PersonallyControlled Electronic Health Records
at www.yourhealth.gov.au
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news from

An arts-based intervention in
undergraduate health education

Go rural!
Rural Health Workforce (RHW)
has recently launched a national
campaign to encourage doctors and
medical students to consider careers in
rural practice. Go Rural will provide
opportunities for medical students,
interns and registrars to spend time
working in a rural community while
also enjoying the local attractions.
This campaign raises awareness of
Federal Government rural relocation
and incentive payments. So far,
more than 150 doctors, students
and other health professionals have

PHOTO: RHW

registered their interest in rural
careers via the Go Rural website:
www.rhwa.org.au/gorural

Give them wings
Through a partnership between
RHW and the Royal Flying Doctor
Service (Victoria), Give Them
Wings scholarships are available to
support university health students
from country Victoria. This annual
scholarship provides $2,500 and
a Royal Flying Doctor experience.
Eligible students are those studying:

nursing, dentistry, physiotherapy,
social work, psychology and other
mental health professions, speech
pathology, occupational therapy and
podiatry. Applications for the first
Give Them Wings scholarships closed
on 31 March 2012. Further details:
www.rhwa.org.au/GiveThemWings

New CEO
Public health specialist Greg Sam
is the new CEO of Rural Health
Workforce who joined RHW in
January. Greg’s early career was as
a nurse in the public health system,
but most recently he was Managing
Director of Parker and Partners
Australia, Greg worked with a broad
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range of health-related clients such
as the National Heart Foundation,
Medicines Australia and Jean Hailes
Foundation. Having grown up on a
farm near Young in NSW, Greg is ‘a
country boy’ with a deep commitment
to better health care for all Australians,
regardless of where they live.

U ndergraduate

health education
focuses heavily on the clinical
aspects of health care but are we
missing an opportunity to broaden
the learning of students? The Broken
Hill University Department of
Rural Health (BHUDRH) has been
working in partnership with West
Darling Arts for the past two years
to incorporate an Art in Health
component into its Enhanced Rural/
Remote Interprofessional Cultural
Health (ENRICH) program. The
development of the Art in Health
program was informed by principles
of cultural engagement and
social inclusion. Attendance and
participation in the ENRICH program
is voluntary.
Undergraduates live, work and study
for extended periods in Broken Hill
and the surrounding region, and are
immersed in the community during
their placement. The Art in Health
program provides for health science
students of all disciplines to participate
in learning that compliments the
requirements of the individual
student’s curriculum. Program sessions
are facilitated by local artists in the far
west region of New South Wales and
to date have included life drawing,
photography, Aboriginal art, creative
writing and art observation (at the
Regional Art Gallery). Sessions are
designed to bridge the gap between

clinical and non-clinical education,
and enhance health science students’
ability to broaden their appreciation
of the holistic nature of health care.
The sessions provide a fresh approach
to teaching generic skills such as
communication, rapport, observation,
interpretation and analysis of
issues. Post evaluation survey of
each Art in Health session from the
undergraduates’ perspective has been
positive:
• 90 per cent of respondents
agreed that the session helped
them develop valuable generic
attributes (eg communication,
self-reflection and questioning
skills); and
• 79 per cent moderately to strongly
agreed that they felt confident to
use the skills developed during
the sessions in their day-to-day
practice.
“I found this workshop very therapeutic
for myself. I would integrate life skills
into my professional practice as
personal diversion from clinical work.”
“Perceiving the body as more than an
object to be diagnosed.”
“Establishing rapport, placing myself in
the subject’s/patient’s position relates
to both medicine and photography.”
Results of this pilot program have been
reported at a number of conferences
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nationally and internationally. The
Art in Health program won the
International Award for Excellence
2011- Medical Humanities at the
3rd International Arts and Health
Conference in Canberra and is the
recipient of a grant from Regional
Arts Fund (NSW).
The Art in Health program adds
value to the learning experience of
undergraduate health science students
and promotes a sense of community
and connection to the region and

has forged links between the local
art community and health science
students.
Activities for 2012 will include
all those mentioned above as well
as dance/movement sessions and
workshops held in May in conjunction
with the Birth.Art Exhibition in
Broken Hill as part of International
Midwives’ Day celebrations.

Paul Bennett and James Giddey

…. droughts and flooding rain

CON
TRI
BUT
ED
BY
A

FRI
END
“We went home for Christmas and ended up stuck with flood waters.
The force of the water was amazing and terrifying. This picture of
the flooded Edith River shows a train, like a child’s toy, just flung
into the river.”
Janet Fletcher
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Sustainability
award for NSW
North Coast
collaboration

Like many other regions in rural and

remote Australia, the Northern NSW
Local Health District experienced
health workforce shortages across
medical specialities, general practice,
nursing, mental, dental and allied
health for a number of years.

Recently they partnered with the
North Coast University Centre for
Rural Health (the UDRH), Southern
Cross University (SCU), Northern
Rivers GP Network and North Coast
GP Training in a project to ‘grow our
own’ workforce. As a result, regional
clinical training placements in the
area have increased by more than 500
per cent over 10 years.
When the UDRH was established 10
years ago, only133 clinical students
were placed. This has expanded to over
700 students and trainees a year, with
interns, allied health professionals
and nurses, educated through SCU,
returning in ever-increasing numbers
to staff the health service.
Students are now attached to
practitioners in dentistry, dietetics,
medical radiation, medicine, nursing,
occupational therapy, pharmacy,
physiotherapy, social work, speech
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therapy and exercise science health.
The involvement of clinicians
in education has increased, with
regional hospitals and services
responding well. This has also opened
access to increased opportunities
for professional development for
clinicians with regular seminars, study
days and, increasingly, clinical sessions
held using the University facilities and
videoconferencing equipment.
The Northern NSW Local Health
District recently won the 2011 NSW
Premier’s Public Sector Award in the
Regional Innovation category for
this Building a Sustainable workforce
on the North Coast project. The
award recognises the wealth of
talent, knowledge and expertise in
the public sector and its ability to
adapt and harness new technologies
and approaches to meet changing
community needs.
The award winning team comprised
Chris Crawford, Lesley Barclay, Vahid
Saberi, John Graham, Austin Curtin,
John Moran, Beryl Jordan, Vicki Rose,
Karen Wickham and Greg Davies.

Lesley Barclay
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National Centre for
Farmer Health

2nd Biennial Conference: Sowing

Women’s Cou
ns
Information a elling,
nd
Line (WCIRL Referral
)

the Seeds of Farmer Health

Plain language oral
health review

“A good death
in the bush”

A

plain language version of the
Review of Indigenous oral health is
now available on the HealthInfoNet
website. It has information on dental
caries, periodontal disease (gum
disease), tooth loss and other oral health
problems among Indigenous children
and adults, oral health services and
barriers faced by Indigenous Australians.
www.healthinfonet.ecu.edu.au (Select
Other Health Conditions/Oral Health/
Plain Language) .

Spread Your Wings!

The Joanna Briggs Institute invites

you to transform yourself at the
National Australian Conference
on Evidence-Based Clinical
Leadership: Transforming Clinical
Leaders to Reform Healthcare at
the Mercure Grosvenor Hotel in
Adelaide 13-14 August 2012.
www.joannabriggs.edu.au
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Monday 17 – Wednesday
19 September 2012
Hamilton Performing
Art Centre, VIC
Photography Competition: In
Focus – Celebrating Farm Life
Entries Close: 1st August 2012
Information and sponsorship
opportunities: www.farmerhealth.
org.au/conference2012/home.
Contact: Felicity.Little@wdhs.
net or phone (03) 5551 8533

S

tatewide in
South Austr
alia: You can
speak with a n
urse and rece
iv
e confidential
advice regard
ing your hea
lt
h, including
mental healt
h issues, repr
oductive hea
n ee d s an d
lth
p h ys ic al h ea
lt h co n ce rn
Free telepho
s.
ne counsellin
g for anxiety
depression an
,
d other menta
l health issues
.
Metropolitan
callers 1300 88
2 880 (cost of
a local call)
Country call
ers 1800 182
098 (Toll Free
between 1.00
)
pm and 4.30
pm Monday
Friday.
to

National Gynaecological
Awareness Day –
10 September

H ow

wonderful would it be for a
more open dialogue about women’s
gynaecological health!

Put 10 September 2012 in your diary and
help generate more open discussion and
opportunity for mutual support. Further
information: GAIN (Gynaecological
Awareness Information Network) Inc.
www.gain.org.au Kath Mazzella

Women and Newborn Health Service staff at
King Edward Memorial Women’s Hospital
celebrate International Gynaecological
Awareness Day, 10 September 2011.
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STRONG COMM

BRIGHT FUTURE

TH

NATIONAL RURAL

HEALTH CONFERENCE
ADELAIDE CONVENTION CENTRE
SOUTH AUSTRALIA, 7-10 APRIL 2013

Strong Commitment,
Bright Future
is the theme of the

12th National Rural
Health Conference,
to be held from 7-10 April 2013
at the Adelaide Convention
Centre in South Australia.
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This is the most important biennial
event on the agenda of those interested
in the health and wellbeing of people in
rural and remote areas.
The Call for Abstracts will open soon!

For more details visit the
Alliance website at
www.ruralhealth.org.au

Evidence-based
health promotion

Working closely with the Australian
Healthcare and Hospitals Association
and Catholic Health Australia (two
of its Member Bodies), the Alliance
made submissions to the Independent
Hospital Pricing Authority on its
draft pricing framework. One of our
aims is to make sure the 420 or so
smaller rural hospitals to be fully or
partially block funded are well looked
after by the new funding system. The
States will still be the managers of
public hospitals and, where individual
hospitals and MPSs are concerned,
much will depend on the decisions
made by the Local Health/Hospital
Networks.

The Alliance is engaging in work with
Roy Morgan Research on rural-urban
differences relating to hypertension
– including, potentially, the media
usage profiles of persons affected. This
might usefully inform the targeting of
health promotion campaigns for that
condition. We would be particularly
happy to hear from Partyline
readers about health promotion
work in rural and remote areas – to
nrha@ruralhealth.org.au

Policy Think
Tank, Canberra,
19 April 2012

AJRH
Celebrating
20 years

The Alliance is collaborating with the
Australian Healthcare and Hospitals
Association to present a Policy Think
Tank on the new funding system
and institutional arrangements
for health and hospital services in
rural and remote areas (especially
Medicare Locals and Local Hospital
Networks). The cost (including
GST) is $220 for members, $360 for
non-members and $110 for students.
Information: http://ahha.asn.au/

The Australian Journal of Rural
Health celebrates twenty years of
rural and remote health research
during 2012. As part of this important
anniversary, the AJRH website is
offering free access to some of its
resources, including the five top cited
papers since 2010 and the six top 2011
downloaded papers.
There is also a new virtual issue on
disaster impacts – with 14 topical
papers from previous issues of AJRH.
Check out the previously published
virtual issues on Indigenous health,
mental health, and rural workforce
research.
57

CON
TRI
BUT
ED
BY
A

F

RIE
ND
Rural Special Interest Group of
Pharmaceutical Society of Australia

T he

Pharmaceutical Society of
Australia’s (PSA) Rural Special
Interest Group (SIG) was recently
admitted to membership in the
National Rural Health Alliance
(NRHA). The PSA’s Rural SIG has
247 member pharmacists working
in community, hospital, clinical
consulting and academic settings in
diverse rural and remote locations.
The Rural SIG provides rural
pharmacists with support and
networking opportunities. The Rural
SIG members have a forum page
on the PSA website where articles
of interest are posted and issues
and strategies discussed. The forum
provides information, mentoring and
networking opportunities for members.
The Rural SIG also contributes
a monthly feature article to the
Australian Pharmacist journal, which
has a readership of more than 15,000
pharmacists.
A Rural SIG advisory committee with
representatives from each state and
territory, and with representatives
from the pharmacy student body,
the rural pharmacist academics
group (PAUDRHs) and Early
Career Pharmacist Working Group,
meets bimonthly to discuss issues of
importance to rural pharmacy, and
to provide advice and input to PSA’s
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rural policy development. Recent
industry and government submissions
to which the advisory committee and
members have contributed include
the effectiveness of Section 100 supply
of medicines to remote Aboriginal
Health Services, Home Medicines
Review travel allowances, changes
to the rural support allowances for
pharmacy, rural health workforce, the
accessibility of rural health services
and availability of rural palliative care
services.
The PSA Rural SIG supports a multidisciplinary approach to patientcentred care and rural health equity.
Pharmacists are keen to contribute to
health policy alongside their medical,
dental, nursing and allied health
colleagues. The PSA Rural SIG is
honoured to be part of the National
Rural Health Alliance, the key
organisation for rural health.

Back cover story...
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T he

poster shown on the back
cover is part of the Nauiyu Health
Centre’s suicide prevention material.
The Nauiyu youth met with Barak,
the centre’s alcohol and other drugs
worker, and Hiltrud, a social worker
from NT Carers, to create the art work
and messages. The aim was to supply

Nauiyu youth who
worked on the paintings.

each house in the community with a
fridge magnet with a local message on
it and phone numbers to call if anyone
is feeling suicidal. Minister Rob
Knight came to Nauiyu to launch the
material and the young people were
very proud to see their work displayed
“for the people, by the people”.

Lots of interest at
the poster launch.

Janet Fletcher, Primary Health Care Manager, Nauiyu Health Centre, NT.

Editorial details

Lindy Swain, PSA Rural SIG rep
on Council of the NRHA
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Talk to someone
when you’re sad.

(See the story behind this poster inside back cover.)

