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Foreword 

In June 1995 the National Rural Health Alliance (NRHA)* produced its Winter 
Manifesto. It was sent to Australian Health Ministers prior to their meeting in Alice 
Springs on 15 June 1995. 

The Winter Manifesto provided, for the first time, a brief statement of the policy 
priorities selected by the (then) seventeen Member Bodies of the NRHA. The Manifesto 
has been widely circulated. It seeks policy and program changes which will improve the 
health of people in rural and remote areas of Australia. 

The Australian Health Ministers’ Council is scheduled to meet again in April 1996 and 
AHMAC - the Australian Health Ministers’ Advisory Committee - in February 1996. 
This political timetable is most important and through it will be determined the major 
policy directions for Federal, State and Territory governments for the next year or more. 

This Summer Statement has been produced after the face-to-face Meeting of the Council 
of the Alliance in Canberra held from 7 to 10 December 1995. Its purpose is to keep 
people informed about the recent policy and political work of the NRHA, some of the in- 
house developments affecting its Member Bodies, and to provide an update of progress 
with the recommendations for action listed in the Winter Manifesto. It is the intention of 
the Alliance to enlist the widest possible constituency and support for those 
recommendations. 

If you are an individual working in any area which affects the health and well-being of 
people in rural and remote Australia we would like to consider you a ‘shareholder’ of the 
Alliance. In many research and policy papers, not only in the health field, recognition is 
given to the value of consultation with stakeholders. In this Summer Statement we have 
chosen to use the term ‘shareholder’, instead of stakeholder, to connote an inclusive and 
businesslike approach to the improvement of health outcomes. 

It is health outcomes with which we are concerned, not the volume of resources, the 
structure of services or the welfare of health professionals per se. There can be no area of 
life in which it is more important to involve consumers directly than that which relates to 
the health of individuals. Good health is the most precious asset which an individual, a 
family or a community can have. Without it other assets regarded as being vital, such as 
satisfying work, sufficient income, good food and social relationships, are either 
impossible or much diminished in value. 

Researchers, managers or policy makers who refer to the involvement of stakeholders in 
their work should ensure that it is not done for reasons of tokenism. In the NRHA we 
believe that the involvement, attitudes and health of consumers are paramount. These 
consumers are those who, as patients, have had or are having interaction with the health 
system as well as healthy people who are being helped by the system to remain so. 
----------------------------------------------------------------------------------------------------- 
*The National Rural Health Alliance is aho referred to in this Statement as “‘the NRHA ” and “the 
Alliance”! The NRHA should be distinguished from the NRHS - the National Rural Health Strategy - 
a document signed by State, Territory and Commonwealth Health Ministers in March 1994. 
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The best patient outcomes are obtained from a health service which fits closely the local 
cultural, economic, social and health circumstances. Empowering and involving people 
in the management of their own well-being is in itself a healthy activity for those people. 

The recommendations for action from the Winter Manifesto are summarised in this 
Summer Statement. There has been good progress with some of them but others are 
proving more difficult to advance. We want to provide the opportunity for all people 
who agree with those recommendations to work through their own organisations, or as 
individuals, or with the Alliance, in attempts to improve the health of rural Australians. 

If you believe that the NRI-IA does not yet have the right priorities we hope that, as an 
interested shareholder, you will contact us and put forward your view. 

It is not governments alone which determine our health and well-being. In particular it is 
not health services or their administrations. Active shareholders working for better 
health may be involved in issues as diverse as housing, nutrition, lifestyle, personal 
relationships, income support, and the distribution and use of assets. 

Within this array of issues there have to be priorities. For the NRHA the highest 
priorities are those who experience the greatest number of avoidable illnesses and 
diseases, and those who have the poorest access to health services. This last group 
includes those who have access to the poorest health services. 

Judgements about priorities have to be made in order to break the rural health jigsaw into 
manageable pieces. Interested parties can then focus on something sufficiently specific 
to give them a better chance of success. It will help if their matter of concern is one for 
which a single part of the system - a specific Section of a health jurisdiction, or a single 
professional organisation or institution - has responsibility. 

If the issue you are chasing down is one which involves several Divisions, or more than 
one level of Government, or an Inter-Departmental Committee, you are going to need a 
lot more patience and other resources (including luck) to get a positive result. The 
NRHA as a whole spreads its effort across a wide range of issues but its individual 
efforts need to be tightly focussed to maximise the chance of their success. 

What is ‘success’ in this context? It is the achievement of change which leads to 
improved health for some person or persons in non-metropolitan Australia. 

To improve our chance of changing things it will help if we maximise the number of 
active shareholders - those who have a vested interest in better rural health. We also 
need to continue to work hard in our own area of expertise and to collaborate closely 
with those working in areas we do not know so well but which have a place in the ‘good 
health’ jigsaw. 

Sue Wade 
Chairperson 

Gordon Gregory 
Executive Director 
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1. Summary of the Winter Manifesto 

The Manifesto listed twenty-seven recommendations regarded as being of the highest 
priority and greatest urgency. These twenty-seven deal with issues which can be placed 
into twelve groups. 

These first twelve groups of issues selected by the Member Bodies of the NRHA for 
attention in mid-1995 were, in order of priority, the following. 

a) Development of integrated programs to enhance the recruitment: retention and 
support of rural and remote nurses, Allied Health Professionals and Aboriginal 
Health Workers, as well as maintenance and expansion of the Rural Incentives 
Program for doctors. 

b) Continued support for Rural Health Training Units, given their capacity to 
contribute to the programs referred to in a); and the establishment of an Office of 
Rural Health and a multi-professional College of Rural Health. 

c) Increased attention to the volume and use of funding for Aboriginal and Ton-es 
Strait Islander health services, to environmental factors which affect Aboriginal 
health, and to the development of formal training and accreditation systems for 
Aboriginal Health Workers. 

d) Emphasis in rural health policy development on the principle of equity of 
access for equivalent need. 

e) 

f) 

8) 

i h) 

Further action by all health jurisdictions, including regional and local ones such 
as Hospital Boards, to encourage and enable consumer involvement in the 
development, implementation and evaluation of local health programs. 

Development of a Charter of Rights for health consumers or a Compact of 
Agreement between health consumers and providers, reflecting a partnership 
between the two groups which will help lead to improved health outcomes. The 
Alliance sees this as an overarching Statement, along the lines of the Newcastle 
Declaration, which would support and connect the range of existing Charters for 
specific groups or functional areas such as the patients of public and private 
hospitals and the disabled. 

The establishment of a greater number of multi-purpose services and the better 
integration into them of all health providers, some of whom (like ambulance and 
pharmacy services) are currently not always closely involved. 

Support for the development of innovative programs and services through the 
continuation of the Rural Health Support, Education and Training Program 
(RHSET) or a new grant program with similar aims. 
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j) 

k) 

1) 

2. 
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The further development of models of health service delivery which are 
appropriate for different sizes and types of rural communities. As stated in the 
National Rural Health Strategy in Proposal 2, these service delivery systems 
should be flexible and should maximise community participation and 
involvement. 

The collection, collation and publication of more and better data on ‘rural health 
and on the health workforce in rural areas. 

The development of a system of professional indemnity for rural obstetric 
services based on vicarious or institutional liability. What this would mean is 
that an individual practitioner would be covered by the insurance policy of the 
institution in which he or she is working, thus reducing the personal cost of 
insurance to that professional. 

d tsr.d wa Hnrmr*p I*a&&‘TP 
A review of the operation of Farmsafe Australia and increased resources for it $d 
for other means of reducing occupational health and safety risks in rural and 
remote areas. The three most dangerous industries in Australia are farming, 
mining and forestry, all predominantly rural or remote activities. 

tfJ 

Progress with implementation of the proposals in the Winter Manifesto 

The Council of the NRHA met formally with the Forum of Rural Health Policy Units in 
Darwin in May 1995 to discuss these priority recommendations. The Forum is 
comprised of the senior rural health public servants from each State, the Northern 
Territory and the Commonwealth. 

. 1 

Following that meeting the Winter Manifesto was prepared and widely ci;Eulated to 
Health Ministers and other parliamentarians involved with rural health matters, to public 
servants, professional health organisations, other parties in the network of the NRHA and 
to many other individuals and organisations. 

Most of the substantive responses to the Manifesto from Ministers and other 
parliamentarians focused on recommendations a) and b) about increasing the number of 
health professionals working in rural and remote areas and enhancing their abilities for 
such work. The political responses also focussed on the process for achieving change, in 
which the Forum itself, AHMAC and the Ministerial Council Meeting are the keys. 

This being the case the Chairperson of the NRHA, who in 1995 was Sabina Knight, 
wrote to the Health Ministers in Queensland, the Northern Territory and Western 
Australia to make the point that it is the most isolated parts of Australia which stand to 
gain most from an improved distribution of rural health professionals and an 
enhancement of their training and orientation. 

One of the political points made in the Winter Manifesto is the different balance of 
responsibilities of the Commonwealth as distinct from the States and Northern Territory 
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for non-medical workforce programs. The NRHA is a strong supporter of the Rural 
Incentives Program (RIP), although not without reservation. 

Management for the RIP rests squarely with the Commonwealth because it has 
responsibility for General Practice policy. The same is not the case for nurses, Allied 
Health Professionals or Aboriginal Health Workers. The majority of people in these 
professions are employed by the States and the Northern Territory. 

The Federal, State and Northern Territory Governments developed, through the work of 
the Forum, a unified response to the proposals in the Winter Manifesto. This was 
discussed in the second formal Meeting between the Council of the NRHA and the 
Forum in December 1995. Governments’ responses were developed in the context of the 
Mid-Term Review of the National Rural Health Strategy. This Review will be provided 
to the Australian Health Ministers’ Advisory Council in February 1996 which, in turn, 
will formulate a position for Ministers to consider at their meeting scheduled for April 
1996. For this reason, at the time of writing no individual State or Territory health 

jurisdiction has acted unilaterally on the non-medical workforce recommendations listed 
at a) on page 5 above. 

There has been significant further development of the Charter of Rights and some 
progress on rural health data. The NRHA was also pleased to note (and, in some cases, 
to be directly involved in planning) trials in rural areas of Co-ordinated Care Services, a 
rural pilot on the provision of specialist services to rural areas, and the development of 
specific rural and remote components of the National Mental Health Strategy and the 
Youth Suicide Prevention Strategy. 

Progress has been slow, however, with the recommendations on Aboriginal and Torres 
Strait Islander health, on making genuine consumer participation a reality, multi-purpose 
services and model health plans. These matters are among those likely to be considered 
in the Mid-Term Review of the National Rural Health Strategy (NRHS). 

Following its Meeting with the Forum in early December 1995 about the NRHS, the 
Alliance produced a written submission to the Forum on the matter. This was forwarded 
to members of the Forum on 14 December 1995. In due course that submission from the 
Alliance on the National Rural Health Strategy will be publicly available. 

In the meantime other opportunities for the NRHA to influence rural health outcomes 
have emerged. These include the impending Federal election, and the evaluations of 
RHSET, the Home and Community Care Program (HACC) and the RIP. 

This summary of progress with the implementation of the priority recommendations of 
the NRHA would not be complete without references to correspondence with the 
Victorian Premier and the Deputy Premier of Western Australia. 

The interest and involvement of the Victorian Premier in the hospital system in his State 
is well known. The NRHA informed the Premier of its concerns about rural hospitals 
and inquired about the extent to which there could be a direct link between changes to 



8 

the metropolitan hospital system and the services provided by rural hospitals in Victoria. 
We are monitoring developments on this matter. 

The fact that the NRHA was asked to provide a copy of its Winter Manifesto to the 
Deputy Premier of Western Australia serves to remind us of the wide range of issues and 
therefore portfolios which impact on health outcomes. We have made the point in all of 
our written materials that the NRHA is working to improve health and well-being in the 
broadest sense of those words. ‘Health’ is a great deal more than the absence of illness 
or disease (see page 28 for a broad definition to which the Alliance subscribes). 

3. The structure of health services 

The key political process for the next six months has been described in section 2. It 
consists of the AHMAC meeting scheduled for 15 February 1996 and the Health 
Ministers’ meeting in April 1996 together with all of the work which will be done by 
public servants and others to prepare for those meetings. 

There will also be a Federal Election in the first half of 1996 and both major Parties will 
be developing further proposals for inclusion in their health platforms for the election. 

Notwithstanding the importance of this political process, there are many other things 
which will take place in the next six months which will affect the health of rural and 
remote people. Reference has already been made to the reviews of the National Rural 
Health Strategy, HACC, RHSET and the RIP. There will also continue to be changes at 
individual State, Territory and local levels. 

4+ .G.*. .m~,.m,.,>.J sw5l-a -.P-dcli I ma 
There are significant developments still unfolding from the State and Federal Budgets of 
1995, and from elections held during 1995. Among these are some which are of 
particular relevance to rural health. At the Federal level these include the developing 
operations of the new Office of Aboriginal and Torres Strait Islander Health Services, the 
National Mental Health Strategy and Youth Suicide Prevention Program, development of 
uniform mental health legislation and the Better Practice Program of the genera1 practice 
strategy. Work on a Charter of Health Rights or Compact is continuing. 

Some people believe that the real action leading to change is at the local, district and 
regional levels. They claim that the most important heaZth service factor (as distinct 
from environmental, lifestyle, genetic or other factors) determining health outcomes in 
rural areas is the structure and management of local or district health services. 

If this is true, uniform central or national policies may not be as closely related to health 
outcomes as local services and local health conditions. In terms of notions of ‘best 
practice’ what this would mean is that national or State-wide standards of best practice 
should be seen and used only as guides for the development of regional, district or local 
services which suit those smaller spatial areas. 
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I 
For this reason the NRHA works to keep itself informed of the many changes which 
occur in the States and Northern Territory in the structure of local, district and regional 
health services. In New South Wales, for example, the twenty-three rural health districts 
created only recently may be grouped into larger rural health regions. In South Australia 
it is understood that the Health and Social Welfare Councils will be abolished at the end 
of 1995. Similarly the Health Regions in Queensland are likely to be abolished. 

Such changes as these in the structure of the States’ health and community services 
administrations are unsettling and demoralising for people in rural areas, whether 
consumers, managers or health professionals. 

These sorts of ‘middle order’ structural changes have the potential for a great impact on 
the outcome of episodes in which a consumer becomes involved with the health system. 
It is for this reason that the NRHA remains concerned with the progress of the proposals 
in the National Rural Health Strategy for the development of model health plans. 

In all areas, including rural and remote regions, successful health services need to be 
structured, managed and staffed in a way which suits the characteristics of the particular 
locality and its people. 

i . 
4. Hospitals and Casemix 

Another major ongoing area of change is that which affects the service capacities of rural 
hospitals. Most States now use some approach based on financial formulae for the 
allocation of money to rural hospitals. The simple Casemix which was imported into 
Australia has now become a variety of approaches. This is as it should be as long as the 
different approaches are determined by the different characteristics of the places in 
which they are applied. 

ai %d hEr& 
The NRHA has two main concerns in this area. The first is that whatever formulae are 
used should include a weighting for ‘rurality’ or the degree of isolation of hospitals and 
their users. Without such a weighting the additional costs incurred by patients and 
hospitals, due mainly to the need for patients to travel large distances and for hospitals to 
manage discharge of patients to allow for this, are not catered for. 

The second major concern of the NRHA in this area is how the admirable notion of 
‘continuity of care’ can be a reality for rural areas. Early discharge from a hospital 
cannot be justified if it means that the patient involved is returned home to a community 
in which the domiciliary and other support services he or she needs for complete, certain 
and speedy recovery are not available. This is the reason for the NRHA’s interest in the 
Co-ordinated Trials being undertaken as part of the Council Of Australian Government 
(COAG) initiatives for the health and community services sector, and in the evaluation 
of the Home and Community Care (HACC) Program. 
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5. Other sources of change 

Another source of change is the activity of individual associations involved with health. 
This is another area with which the NRHA needs to keep abreast. The Alliance itself 
now has eighteen Member Bodies, all of which are continually facing their own internal 
professional issues. As a peak body, the Alliance does not become closely involved with 
the in-house work or agendas of its Member Bodies but we are nevertheless concerned 
about any matter which preoccupies our Members and reduces the amount of time and 
energy they can devote to the Alliance. 

The Rural Doctors’ Association of Australia (RDAA) and the Faculty of Rural Medicine 
(FRM) of the RACGP are both members of the NRI-IA. In a plebiscite of members of the 
RDAA held in October a majority voted to set up their own post-graduate training 
system for rural General Practice, separate from the systems of the RACGP. The RDAA 
has established a Taskforce on the establishment of an Australian College of Rural and 
Remote Medicine (ACRRM). There is obviously nothing more important on the current 
political agenda for rural doctors than successful resolution of this issue. The Alliance’s 
interest is that this matter should be resolved and settled as soon and as effectively as 
possible so that those members of the General Practitioner workforce from rural areas 
who are contributors to the work of the NRHA can again devote more of their energy to 
the peak body. 

. . If 

Another example is the matter which is currently of the greatest importance to the 
Council of Remote Area Nurses of Australia (CRANA): to have an agreed uniform 
national protocol for the training and work practices of remote area nurses. A related 
issue is how to ensure that people in this profession are not only capable and content 
with their lot but also working and living in an environment which is safe for them 
personally. 

It would be inappropriate for the NRHA to become closely involved with the in-house 
issues of its Member Bodies. Given the level of resources available to the Alliance it is 
also difficult for it to make major contributions in other functional areas which affect 
health status, such as rural employment, income, fresh food supplies, water quality, 
social security, regional development, transport and housing. 

Nevertheless the NRHA, through its Member Bodies, their individual members, its 
Council and its Executive Director do maintain a network outside mainstream health 
services and do undertake work which strengthens the linkages between the Alliance and 
people working in such other areas. Examples include the service of some of the 
Alliance’s Councillors on their Local Government Council, on local and regional 
development bodies and on national Boards and Professional Associations. The 
Executive Director of the NRHA is a member of the Steering Committee organising the 
1996 International Conference of the United States based Community Development 
Society and of the Steering Committee of the Rural Access Program run by the 
Commonwealth Department of Primary Industries and Energy. 
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The main task of the NRHA, however, is to further its reputation as a respected sectoral 
interest group for rural and remote health and as a valuable source of information and 
referral on many matters pertaining to the health and well-being of rural and remote 
people. I 

We therefore welcome approaches from and contacts with our shareholders, whether 
made to provide us with a view or to seek information from us. 

6. Looking ahead to the 4th National Rural Health Conference 

The 3rd National Rural Health Conference was held at Mt Beauty in February 1995. The 
book of Proceedings from Mt Beauty - containing over 90 contributions and running to 
some seven hundred pages in all - is available from the National Office of the NRHA.* 

The NRHA is pleased to acknowledge the assistance of a number of individuals and 
agencies for the help they provided to the success of that 3rd Conference. A specific 
grant to enable the organisers to subsidise the attendance at the Conference of consumers 
was received from the Rural Health Support, Education and Training (RHSET) Program 
of the Commonwealth Department of Human Service and Health. (It is the RHSET 
Program which has to date also provided the core financial support for the operation of 
the NRHA.) The same Department’s Community Organisations’ Support Program 
(COSP) provided a grant to help with the general costs of running the Conference. The 
Aboriginal and Torres Strait Islander Commission (ATSIC) provided a grant to subsidise 
the attendance of indigenous people from several rural and remote parts of Australia. 

Despite these financial contributions, the NRHA still invested a significant proportion of 
its annual operating funds in the 1995 National Rural Health Conference. The Alliance 
did this willingly because the purposes of the National Rural Health Conferences are 
contrary to those which would allow them to be run at a financial profit. I 

One of the reasons for the success of the Mt Beauty Conference was the welcome given 
to the participants by the people of that small town, and the fact that there was a palpable 
feeling of being in a rural area - and a beautiful one at that. Special thanks for their help 
and enthusiasm for the Conference go to the Mt Beauty Visitors’ Centre and in particular 
to its Director, Errol Dunn. The Mt Beauty Chamber of Commerce was also extremely 
supportive and we give special thanks to Dr Mark Robinson and his colleagues at the 
local hospital, and to Barbara Pyle and her staff. 

It is important to the NRHA that some of the characteristics of the Mt Beauty Conference 
be common to the next National Rural Health Conference. These biennial events are 
arguably the most important single public occasions for all people interested in rural and 
remote health outcomes, irrespective of their location or occupation, to make their views 
““““““““““““““““““““““““““““““““”””””””””””””””““““““““““”””””-”““““““““““““““““““““““““““””””””“--““““““” 
*A full set of the Proceedings of the 1st National Rural Hculth Conference (1991; 377 pages), of 
the 2nd (1993; 260pages) and of the 3rd (1995; 700pages) is available from the National Office 
qf the NRHA to individuals for the special price of $65.00. 
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known and to propose policy or program changes which can go all the way to adoption 
by Health Departments. The fact that the next revision of the National Rural Health 
Strategy will be after the 4th Conference strengthens this opportunity. 

The NRHA will therefore see that the National Rural Health Conferences remain open,’ 
inclusive events, accessible to the widest possible range of people. They are for 
everyone, not just members of the Member Bodies of the NRHA, and the Conferences do 
not belong to the NRHA. The NRHA is the organiser or agent for their organisation. 
Nor should these Conferences be organised in a way which would prejudice the balance 
of participants away from as representative a sample of rural and remote people as 
possible. We would regard it as a significant backward step if these Conferences became 
so ‘distant’ from ordinary people - in any sense of the word - that the majority of those in 
attendance were those paid by an employer to be there or who were people of means well 
able to meet the costs of travelling a substantial distance to attend. 

The notion of ‘distance’ applies to the content of the Conference as well as to its costs: 
the substance of the papers and presentations at the Conference should be accessible and 
comprehensible to all people. The National Rural Health Conferences will remain 
grassroots events, not ‘professional’ ones. 

This principle has obvious implications for the registration cost and location of the 
Conferences. It has already been agreed that they should rotate around the States which 
is why the 4th will be in South Australia., Tasmania or Western Australia. However, to 
hold the event in a rural or remote location in SA or WA would substantially increase the 
costs of attendance. The Council of the NRHA has therefore decided that, unless there is 
a substantial amount of travel subsidy provided for the Conference by Governments and 
the private sector, such places as Whyalla, Port Augusta, Kalgoorlie and Geraldton are 
out of the question. The 4th National Rural Health Conference will therefore be held in 
the environs of Adelaide, Launceston or Perth. 

The Council of the NRHA will continue to plan for the 4th National Rural Health 
Conference and will keep people informed of developments as they unfold. 

7. Strategic change 

The title of the Alliance’s Winter Manifesto was “Action Now to Improve Health 
Outcomes Soon”. Copies of that Manifesto are still available and it remains the most 
succinct statement of the proposals for policy change which the Alliance is advocating. 

This Summer Statement has been designed to provide an update of events, both within 
the Alliance and outside it, which relate to the priority proposals in the Manifesto. 

The major elements of the political and policy contexts within which the Alliance is 
working have been described above. The most important of them are the forthcoming 
Federal Election, the priority given to rural health by all governments, and the Mid-term 
Review of the National Rural Health Strategy. 
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The Alliance makes no aiology for its emphasis on the need for change. In our view; the 
deficiencies and inequities ofrural health services have been well known for too long. 
Nevertheless, in this Statement we discuss a range of strategic matters as well as the need 
for immediate change reflected in the Manifesto’s impatient-sounding title. 

Part of the necessary strategy to improve health outcomes for rural and remote 
Australians is to enlist new supporters to the cause. This is something we hope will be 
achieved through the wide circulation of this Summer Statement to ‘shareholders.’ 
There is a fear that some of the original movers and shakers in rural health have burned 
themselves out or become frustrated at what they perceive as a slow rate or absence of 
real change to health services on the ground. Members of the Alliance are reminded, for 
example, that the ‘Country Towns - Country Doctors’ Conference was held in 1978 and 
yet (despite the RIP and other developments) the mal-distribution of medical 
professionals which that Conference attempted to address is still very serious. 

_I .e 

Another strategic imperative is to keep rural health issues high on public agendas. ’ 
d 

One potential way to improve services more quickly may be to concentrate more on the 
middle order changes referred to above. There have been efforts to address rural and 
remote health problems through uniform changes at State and Federal levels. At the 
other extreme there is now greater recognition of the capacity of local health providers 
and consumers to devise their own comprehensive health and community care program. 
It should be possible to find the means by which these central and local initiatives can 
‘meet in the middle’ to restructure and improve services at regional and district levels. 

If there is validity in this argument, then in our health research, our model health plans 
and demonstration projects, and in the public administration of rural health, there should 
be more emphasis on these middle order, visible and influential levels of change. 

The mission of the Alliance is to improve the health of rural and remote people. In 
working on this mission, rural health workforce issues continually rise to the surface. 
The national maldistribution of health workers has already been referred to. Other key 
issues include the need for more appropriate training and support, a greater willingness 
among all health professionals to work as members of a team, and co-ordinated care. 

“Community care is about supporting individual andfamily responsibility and 
about consumer rights and choice. This philosophy is criticised by some as 
justifying government withdrawing from meeting its traditional duties, as a way 
of cutting expenditure on health and social care, and off-loading responsibilities 
on to voluntary organizations and relatives, usually women. Others, sometimes 
the same critics, emphasize how care in the community can empower the 
disadvantaged and result in more flexible and responsive services, controlled by 
the users. ” 
Coordinating Communitv Care - Multidisciplinarv teams and care management, 
John Q)vretveit, Open University Press, Buckingham, Philadelphia, 1993. 
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It is in more isolated areas, where there are not the staff available to constitute a team, 
that the issue of multi-skilling is most important. Multi-skilling is a concept which has a 
number of professional, personal and legal implications. The notion must not involve 
any lessening of skills or any actions which are inappropriate in the light of the training 
of a health professional. What the notion should entail is asking what it is about each 
particular profession that cannot be shared. With this question answered it may become 
clear that the design of a particular service must be in the hands of a particular 
professional and their patients but that its carriage can be undertaken by others. 

There is a critical human requirement in the notion of teamwork and coordinated care. It 
is that people should be more interested in co-operation, with the best interests of their 
patients in mind, than in protecting the status quo or their own professional position. 

8. Conclusion 

This Statement acknowledges the existence and the importance of the political timetables 
within which change is likely to occur. We have done this to reflect the realities of 
Australia’s complex public administrative system. 

However, the Alliance is now sufficiently assured in its operation to challenge this 
structured timetable. Given such facts as the level of untreated mental health in rural 
areas, the rates of suicide and injury, the rates of occurrence of diabetes and hearing 
impairment among indigenous people, and the continuing mal-distribution of the health 
workforce, we believe that it is the issues which should drive the political agenda, not the 
political timetable which should determine the speed at which we work on such matters. 

Health care is expensive. Over 40% of the health dollar is spent on the aged and, as is 
well known, Australia is an ageing society. The health policy field is also a complex one 
in which to work and one in which there is a real and accepted need to control total 
expenditures. The field is populated by a large number of interest groups and by 
members of numerous specialised professions, most of whom have their own agendas. 

It is critical that, despite these facts, the focus remains on health consumers and their 
well-being. 

I - 
The National Ru;*aimtk Allianc %y ’ a i ity t~~~~~ “-be area and 
to be a national sectoral interest group for rural and remote health. 

The Alliance is also determined to make progress towards its mission through 
involvement and co-operation with any interested and relevant parties. If you would like 
to contribute to the views of the Alliance, you can do so through its Member Bodies or 
by contacting its National Office directly. ,a 
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OPERATIONS AND PRIORITIES ~ :’ \ * 

December 1995 

Background 

The National Rural Health Alliance (NRHA) was established after the 1st National Rural 
Health Conference in Toowoomba in 1991. The NRHA is concerned exclusively with 
non-metropolitan health issues. 

Mission Statement 

Membership 

Members must be national rural organisations involved with health issues, or rural sub- 
groups of national organisations concerned with the health of rural people. Each of the 
Member Bodies nominates one delegate to the Council of the NRHA which is its 
governing body. The Council meets by teleconference every month and face-to-face 
twice a year. 

The Constitution of the NRHA specifies that the bulk of the delegates from its Member 
Bodies, who make up the NRHA’s Council, must live and work in rural areas. 

The Member Bodies and their delegates to the Council of the Alliance are listed below 
on pages 20-22. 

Achievements I 

l Although less than three years old, the NRHA is a key stakeholder in the health 
outcomes of rural and remote Australians, and has already showed its ability to 
improve health outcomes and the provision of health services. 

l Recognition as a legitimate national voice for the rural health sector. ~ 
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l The NRHA is the only organisation in Australia to which all major rural health 
provider and consumer groups belong. 

l It has obtained financial support from the Commonwealth Government which has 
enabled it to operate a national office and to employ an Executive Director. 

l The success of the NRHA has been due to the strong commi?ment of its Member 
Bodies. Its work is been of value to governments, health managers, its own member 
bodies, and to the consumers of rural health services. I 

In particular, the NRHA has: 

l 

l 

l 

l 

l 

l 

‘“p;b;~~~~~~~~~~l-~~-operation betwe&“~%mbers of the rural health sectof?*,$” *SF 

developed a reputation as an effective and credible lobby group and source of advice 
to governments, oppositions and health administrations in Canberra, the States and 
the Northern Territory; 

!! 4 ‘5s; 

maintained, in all the work it has done, a focus on improved health outcomes as the 
criterion on which the organisation and its work should be judged; 

strengthened the voice of rural health consumers by encouraging consumer 
involvement in the local design, implementation, management and evaluation of 
health services; 

played a lead role in having the Commonwealth Department of Human Services and 
Health establish an Office of Rural Health (see Senate Hansard, Weds. 25 October 
I995); 

promoted rural and remote health issues within its Member Bodies, without 
interfering in their internal affairs; 

worked with governments and oppositions to help improve and refine their policy 
positions on rural health and community service issues; 

I 
helped governments and oppositions to reconfigure health services to match more 
closely the needs of rural and remote areas, particularly in relation to the expectations 
and resources of local people; 

promoted better communications between its Member Bodies; 

rl IVI’IJ I* @@ FWMW tip Qd? W=bf 
developed an effective method of operation for disparate groups to work together,% 
an alliance, towards shared goals. In doing so it has provided a collaborative model 
which has been taken up by other interest groups; 

0 
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l provided an excellent example of how different professional groups can work 
together consultatively on issues of mutual concern to gain better health outcomes; 

l made efficient use of its limited resources; and I 

l developed credibility with other national associations involved with health’ ad 
community services, and strengthened the collaboration between the health sector 
and bodies in other sectors such as those concerned with rural education, industry, 
and regional development. 

While the NRHA has achieved on all of these fronts, its Member Bodies have maintained 
their autonomy and independence. The NRHA has worked by seeking consensus 
wherever it exists and adding value to the work of its individual members. 

The National Rural Health Alliance: 

played an important role in the review of the National Rural Health Strategy in 1994; 

is a key player in the work of the Forum of Rural Health Policy Units on its update of 
that Strategy, to be presented to the Australian Health Ministers’ Advisory 
Committee (AHMAC) in February 1996; 

organised the successful 3rd National Rural Health Conference, Mt Beauty, February 
1995; 

is currently assisting the Commonwealth Department of Health to develop the rural 
components of the National Mental Health Strategy and the Youth Suicide 
Prevention Strategy; I ._ 

is working with a number of State and Territory health jurisdictions on matters such 
as workforce policy, consumer consultation, rural health research, and planning for 
actions to focus on HIV/AIDS in rural areas; 

has produced written submissions on matters such as the evaluation of the National 
Aboriginal Health Strategy, the proposed Charter of Rights for Health Consumers, 
the evaluation of the Rural Incentives Program, the Review of Professional Indemnity 
Arrangements, and the funding of rural health research; 

has produced Policy Statements on specific priority issues; : 

has produced papers, articles, press releases and other materials which have increased 
the level of discussion and understanding of rural and remote health; 

a * 



has provided expert advice to a number of government committees including the 
Advisory Committee to the RHSET Program, the Rural Incentives Program’s 
Implementation Committee, and the Steering Committee for the Review of RHSET; 

1x8 1 
provided key support for the establishment of the Australian Rural Health Resdar:h 
Institute (ARHRI) and is represented on its Advisory Committee; I * 

has provided rural representatives to consumer bodies and activities, including to the 
Consumers’ Health Forum and the development of the Newcastle Declaration on 
Health Consumers’ Rights; 

is currently helping Health Consumers of Rural and Remote Australia (previously the 
MU-IN) to increase its membership and formalise its operations; 

has supported indigenous Australians and their health organisations in activity to 
improve their health, through self-determination and indigenous control; 

has stimulated the formation of organisations specifically for the purpose’of joining 
the NRHA. These include Services for Rural and Remote Allied Health, which 
represents individual allied health professionals working in rural areas; and Rural 
Pharmacists Australia, which has the backing of the PGA, the PSA and the Remote 
and Isolated Pharmacists Association of Australia (RIPAA); and 

has a very broad definition of ‘health’ and is involved in a number of activities 
outside the health mainstream. These include work to strengthen the links between 
peak bodies involved with all aspects of life in rural Australia, including regional 
development and industry planning. 

Priority Issues 
a4 

Our list of priorities changes as matters are resolved or as their relative importance 
changes over time. 

The following is the list of our most important ‘unfinished business’ at December 1995. 

l Recruitment and retention of rural health staff. There is a continuing need for 
programs which will support the recruitment and retention of all health 
professionals to and in rural and remote areas. The NRHA is a strong supporter 
of the Rural Incentives Program for doctors and would like to see similar 
programs for other health worker groups, such as nurses, Allied Health 
Professionals and Aboriginal Health Workers. 

l Improvement of mental health services in rural and remote areas. 

l Improvement of the health status of Aboriginal and Torres Strait Islander peoples. 
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l 

l 

l 

l 

l 

l 

l 

Application of casemix approaches to the funding of hospitals in rural areas, early 
discharge from hospitals and its effects on patients’ health. 

The capacity of Rural Health Training Units (RHTUs) to train and support rural 
health workers in all professions, given that there are some areas without such 
Units and that the security and level of funding for RHTUs varies considerably. 

The tragic rate of suicide in rural areas. 

The high level of uncertainty created for the consumers and providers of rural 
health services by frequent changes in the administrative structure of health 
jurisdictions. 

I 
;-) 

The importance of all health jurisdictions accepting that ‘equity of access for 
equivalent need’ should be the primary principle which governs funding 
decisions relating to health. 

/I % . I 
The importance of greater consumer involvezent ;n alTare; of health policy-id 
program development, implementation and evaluation. 

.* ~~~~~ I C; 
The potential value of a Charter of Rights for Health Consumers or a Compact of 
Agreement between consumers and providers. It must recognise the 
responsibilities of consumers as well as their rights, and the rights of heafth 
professionals. t 

The need for the development of co-ordinated care services, including Multi- 
Purpose Services, at a faster rate than has been the case to date. 

The need to improve the quality of national health data on rural and remote 
people and communities, including a minimum data set for non-in-patient care 
and a rural health workforce data set. 

The desirability of a review of the operation of Farmsafe Australia and increased 
resources for the program as appropriate. 

‘Cl I p 
Increased personal support for health professionals working in remote areas. 

Additionally, the NRHA is concerned with: I 

l the rural and remote challenges posed by health issues which are gender-specific; 
l the provision of specialist services to rural areas; 
l sexually transmitted diseases, including HIV/AIDS; 
l domestic violence; I 



Member Bodies I*&. 6 

There are now eighteen members of the National Rural Health Alliance (NRHA), all of 
which are national bodies in their own right or the rural special interest groups of 
national bodies. They are: 

ACHA 

ACHSE 

AI-IA (RPG) 

ANF 

ARRAHT 

ATSIC 

CRANA 

CWA 

FRM 

HCRRA 

r 

ICPA 

NACCHO 

NARHTU 

RDAA 

RFDS 

RPA 

SARRW 

Association for Australian Rural Nurses Inc *, .y. Q 

Rural Interest Group of the Australian. Community Health Association. 

Australian College of Health Service Executives (rural members) 

Rural Policy Group of the Australian. Hospital Association 

Australian Nursing Federation (rural members) 

Australian Rural and Remote Allied Health Taskforce of the Australian 
Council of Allied Health Professions 

Aboriginal and Torres Strait Islander Commission 

Council of Remote Area Nurses of Australia Inc 

Country Women’s Association of Australia 

Faculty of Rural Medicine of the Royal Australian. College of G Ps 

Health Consumers of Rural and Remote Australia - formerly the Rural 
and Remote Consumer Health Network 

Isolated Children’s Parents’ Association 

National Association of Community Controlled Health Organisations 

National Association of Rural Health Training Units I 
lbr9 * 

Rural Doctors’ Association of Australia 

The Australian. Council of the Royal Flying Doctor Service of Australia 

Rural Pharmacists Australia - the Rural Interest Group of the Pharmacy 
Guild of Australia, the Pharmaceutical Society of Australia and the 
Society of Hospital Pharmacists of Australia 41) 

Services for Australian Rural and Remote Allied Health 
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Members of Council 

Ms Sue Wade 
Chairperson of the NRHA 
[Rural Interest Group of ACHA] 
“Vychan” 
EUGOWRA NSW 2806 
Phone: (063) 422 278 
Fax: (063) 423 145 
Mobile: (015) 268 834 

Mr Allan Thomson 
Hon Treasurer of the NRHA 

NW 
Executive Director 
Australian Council of the RFDS 
5th Floor, 15-l 7 Young Street 
SYDNEY NSW 2000 
Phone: (02) 241 2411 
Fax: (02) 247 335 1 :E~....,.. . . 

Ms Sabina Knight 
Immediate Past Chairperson, NRHA 

[CRAW 
28 Chewings Street 
ALICE SPRINGS NT 0871 
Phone: (089) 5 17 725 
Fax: (089) 5 17 733 
Mobile (0419) 829 923 

Dr Bruce Harris 
[FRM] .,tb TV 

Director of Emergency Services 
Dubbo Base Hospital 
PO Box 739 
DUBBO NSW 2830 

Dr Pam Ireland 

WAN 
Cl- Post Office 
NUBEENA TAS 7184 
Phone: (002) 50 2202 
Fax: (002) 50 2 186 

Dr Lyn Hodgson 
Deputy Chairperson 

[Al=4m 
Department of Allied Health 
Toowoomba Base Hospital 
PMB No 2 
TOOWOOMBA QLD 4350 
Phone: (076) 3 1 6124 
Fax: (076) 31 6335 LBt#@rtM w$ rF# 

Mr Patrick Mahony 
Secretary of the NRHA 
163 Manilla Street 
MANILLA NSW 2346 
Phone: 067 851 651 
Fax: 067 851 626 w 

c VW-j tr., r ‘. ST ) 
/- 

Mrs Margaret Brown 

WCRRAl 
. i ‘k 

PO Box 120 
LAMER00 SA 5302 
Phone: (085) 78 8025 (home) 
Fax: (085) 78 80 19 

Mrs Jenny McLellan 4 

[ICPA] 
“Waratah” 
BREWARRINA I#%’ %% 
Phone: (068) 391 813 (home) 
Fax: (068) 391 820 

John Lawrence 
[ACHSE] ’ 
Director, Community Health 
South Coast Health Service 
3 Coronation Drive 
MORUYA HEADS NSW 2537 
Phone/Fax: (044) 743 781 



Mr Ian Blue Ms Colleen Prideaux I 
W=N lNACCHO] 
School of Nursing, Univ. of SA Senior Aboriginal Health Worker 
Whyalla Campus Ceduna/Kooniba Health Service 
PO Box 2046 PO Box 314 
WHYALLANORRIE SA 5600 CEDUNA SA 5690 
Phone: (086) 47 6062 Phone: (086) 25 3699 
Fax: (086) 47 6014 Fax: (086) 25 2898 

Mr Bill Humes 
[ATSIC] 
Australian Institute of Aboriginal and f 

Tot-r-es Strait Islander Studies 
GPO Box 553 
CANBERRA ACT 2601 
Phone: (06) 246 1111 
Fax: (06) 249 73 IO 

Mrs Sylvia Laxton 

w-1 
National President, CWA 
“Gigha” 
TORQUAY QLD 4655 
Phone/Fax: (071) 25 5605 (home) 

i 

Ms Charlotte Sandery 
[NARHTU] 
Director 
Orange RHTU 
POBox319 
ORANGE NSW 2800 
Phone: (063) 61 0033 
Fax: (063) 620 306 _..I 
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Ms Katrina O’Brien 

WFI 
Nursing Unit Manager ,,+,,& +re$# A .+X4 
Gunnedah Hospital 
PO Box 243 
GUNNEDAH NSW 2380 
Phone: (067) 42 0666 
Fax: (067) 42 9400 

Ms Jeannine Millsteed 

ES~Qw 
School of Occupational Therapy 
Curtin University of Technology 
Selby Street 
SHENTON PARK WA 6008 
Phone: (09) 351 3604 
Fax: (09) 351 3636 
e-mail:J.Millsteed@curtin.edu.au 

Dr Bruce Chater 

NW 
POBox213 

I 

THEODORE QLD 4719 
Phone: (079) 93 1371 
Fax: (079) 93 1857 

.m, Executive Director L 
National Rural Health Alliance (NRHA) 

~pf=‘F tnntD-m 

Mr Gordon Gregory 4 
42 Thesiger Court bRlT 

DEAKIN ACT 2600 
Phone: (06) 285 4660 / 285 4850 

Fax: (06) 285 4670 
e-mail:NRHA@csccs.com.au 
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APPENDIX 2 :;flfi tgr$jj .y$? -1-1131’ i .? 

News from Member Bodies of the NRHA I 
.‘I. 

Services for Australian Rural & Remote Country Women’s Association of 
Allied Health (SARRAH) Australia 

SARRAH held its inaugural Annual 
General Meeting in September 1995 at 
the 2nd National Rural and Remote 
Allied Health Professionals’ Conference 
in Perth. 

It is a grass roots organisation which 
aims to support allied health 
professionals to confidently and 
competently carry out their practice 
within rural and remote areas of 
Australia. A high priority is to develop 
a comprehensive nehvork at regional, 
State and national levels and empower 
allied health professionals to provide 
high quality health services to people 
across Australia. 

The National Office of the Country 
Women’s Association of Australia 
submitted a submission to the Standing 
Committee on Environment Protection 
on the Draft National Strategy for the 
Management of Empty Unwanted Farm 
Chemical Containers. In sum the 
submission argued strongly that disposal 
options should focus upon recycling and 
refilling containers and that the 
suggestion of disposal to land fill should 
not be entertained. 

The Queensland Country Women’s 
Association now has its new 30 bed 
Aged Care Hostel “Sunset Lodge” at 
Emu Park fully functional. This 

SARRAH also aims to contribute an 
allied health perspective in the 
development of policies and practices 
that will promote equal access to health 
services for all Australians. 

Association now has six Aged Care 
Hostels. 

The Australian Nursing Federation 

The SARRAH delegate to the Council of 
the NRHA is Jeannine Millsteed, Head 
of the School of Occupational Therapy 
at Curtin University in Perth. Further 
information about SARRAH can be 
obtained from Michael Bishop, 
Chairperson of SARRAH, Toowoomba 
Health Services, Private Mail Bag No. 2, 
Toowoomba, Queensland 4350. 
Fax (076) 3 1 6335. 

The ANF is currently involved, among 
other things, in the protection of the role 
of the professional licensed nurse across 
all aspects of health care, the 
development of competencies for 
advanced practice, implementation of 
recommendations from the National 
Review of Nurse Education and rebates 
for nurses working in independent 
practice areas. 



Specific issues for rural and remote 
nurses include: 

. increasing the awareness of 
politicians and the public of the 
important role of rural and remote 
nurses; 

. incentives to encourage nurses to 
seek employment in rural and 
remote areas; 

work to improve and increase the 
provision of education; 

i 
the provision of adequate 
resources eg computers and faxes, 
which will help non-metropolitan 
nurses to maintain their high 
standard of care; 

safe and appropriate working 
conditions and housing for rural 
and remote nurses; 

the development of an Aboriginal 
nurse network and further effort to 
actively encourage Aboriginal 
women to consider nursing as a 
career option; and 

work to actively support 
Aboriginal Health Workers. I 

Rural Pharmacists Au&-alia 

Rural Pharmacists Australia is a special 
interest group established in March 
I994 by the peak pharmacy bodies. The 
Pharmaceutical Society of Australia, the 
Pharmacy Guild of Australia, the 
Society of Hospital Pharmacists and the 
Remote and Isolated Pharmacists 
Association of Australia co-operated to 
form a dedicated group to promote the 
interests of rural pharmacists with a 
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special emphasis on the National Rural 
Health Strategy. Over 800 pharmacists 
have recorded an interest in RPA. 

RPA’s objective is to represent the 4,500 
pharmacists in rural Australia, 65% of 
whom are in the eastern states. There 
are approximately 1,500 community 
pharmacies in the bush, 35% are in 
smaller communities classified as “rural 
other” or “remote”. Currently the key 
issues for rural pharmacists include: 

involvement in and recognition of 
their roles in rural health; 

workforce issues including acz 
to existing rural incentive 
programs; and *: , 

continuing professional education, 
principally access to high quality, 
appropriate and relevant courses. 

The RPA is represented on the Council 
of the NRHA by Patrick Mahony from 
Manilla in Northern NSW and its 
National Secretariat is C/- Wendy 
Phillips, Pharmacy Guild of Australia, 
14 Thesiger Court, Deakin, ACT, 2600 
(phone: (06) 28 1 09 1 I). 

The Isolated Children ‘s Parents ’ 
Association (ICPA) 

The 24th Annual Federal Conference of 
the ICPA was held on 26-27 July, 1995, 
at Broken Hill. Delegates discussed 
many issues related to achieving equity 
and “access to the school gate” for 
education for geographically isolated 
children and to give greater recognition, 
status and equity to the outback women 
who give their school supervising 
services out of concern for the education 
of their children. These are the only 



group of school teachers who work for 
nothing in the Australian schooling 
system and this is now imposing undue 
strain on their physical and emotional 
health as they have to perform a number 
of other additional roles. 

Since then representatives of the ICPA 
have attended a number of meetings of 
bodies to which they have been 
appointed. These include: 

l the Telecom Australia Consumer 
Council (TACC), the Austel 
Consumer Consultative Forum, and 
the Remote Advisory Committee to 
OPTUS. Communications are most 
important to isolated families and 
play a major role in determining 
their quality of life in isolation, 
including their access to social and 
health requirements; 

l The Commonwealth Austudy 
Reference Group; 

1 

l the National Rural Hostels 
Association of Australia; and 

l the National Equity Program for 
Schools Advisory Council. 

A representative of the ICPA also 
attended the inaugural Conference of the 
Australasian Association of Distance 
Education Schools held at the end of 
September 1995 in Hobart. Many 
isolated families are providing education 
to their children through Distance 
Education. 

In early August we took part in a 
teleconference to give further 
information to the Senate Inquiry on 
Early Childhood Services and their 
Needs; isolated families consider early 
childhood services an important 
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I 
foundation for their children’s 
education. 

From 21-24 Nzember “’ 1995, in 
Canberra the Federal Council of the 
ICPA held its annual face to face 
meeting and had deputations to a total of 
52 Ministers and Shadow Ministers, 
Parliamentary Committees, and public 
servants. The main areas discussed were 
equity and “access to the school gate” 
for isolated children’s education, 
communications, health issues and 
greater recognition of the role and status 
of the isolated teaching parent, usually 
the mother. 

The Australian Council of the Royal 
Flying Doctor Service ,. 

In the area of health services, the 
Australian Council of the RFDS 
continues to concentrate its attention on 
the implementation of The Best For The 
Bush, the Service’s National Health 
Strategy. The Strategy consists of 94 
recommendations which the Service is 
implementing nationally. 

The vehicle for implementation of the 
Strategy is a Reference Group whose 
membership consists of senior 
operational health professionals from 
each of the Service’s Sections. 

The Reference Group is presently 
focussed on developing national 
approaches in the areas identified in the 
Strategy. Specifically these are 
Aboriginal and Torres Strait Islander 
health, women’s health, child and 
adolescent health, occupational health, 
mental health, and emergency services. 
Currently the Reference Group is 
considering quality assurance issues and 
the applicability of national approaches. 



At the AGM held at that Conference a 
new 1996 AARN Committee was 
elected. Lesley Siegloff (Ballarat, 
Victoria) was elected President; Kris 
Malko (Armidale, NSW), Vice- 
President; Jackie Jones (Whyalla, SA), 
Secretary; and Shirley Perry (Barraba, 
NS W), Treasurer. Three ordinary 
members of the AARN Committee were 
also elected: Desley Hegney 
(Toowoomba, Queensland), Trish 
Thombury (Tamworth, NSW) and Tique 
Bennett (Blackwood, SA). Ian Blue 
(Whyalla, SA) is the Immediate Past 
President. 

It was particularly pleasing to receive, 
just prior to the National Conference, 
approval from the Rural Health Support, 
Education & Training (RHSET) scheme, 
for the AARN project - A national 
investigation of the support needs of 
Australian rural nurses. This project 
will investigate and make 
recommendations on the education, 
training and professional support needs 
of rural registered and enrolled nurses. 
The project grant total is $33 1,248 over 
three years. 

A project team has been formed and will 
be led by Ian Blue. It is expected that 
the project will start in January 1996. 

The Association of Australian Rural 
Nurses (AARN) 

The Association for Australian Rural 
Nurses (AARN) marked its fourth year 
of development with its 4th National 
Conference, held in Toowoomba during 
the second week of November 1995. 
The conference themes were built 
around clinical practice issues, 
education and primary health care. 
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There were several important 
recommendations put forward by AARN 
to the National Rural Health Alliance 
and widely circulated in the Alliance’s 
Winter Manifesto. These included 
orientation programs for all rural nurses 
new to their position and two weeks paid 
leave per year for professional 
development purposes. Also proposed is 
a support program for rural nurses which 
would have recruitment and retention 
aims similar to those of the Rural 
Incentives Program for doctors. There is 
also a need for legislation affecting 
various practices of rural nurses to be 
changed to reflect the current reality. 
One example of this is legislation 
dealing with the holding, dispensing and 
administration of medications. 

The membership of AARN continues to 
grow and it is likely that Queensland 
and Victoria will develop State branches 
of the organisation in 1996 (a minimum 
of 50 members are needed to establish a 
State branch). 

AARN will be undertaking a poll of 
rural nurses in 1996 to determine their 
views on the question of rural nursing as 
a speciality. There have been numerous 
nursing groups who have established 
their own particular competency 
standards and rural nurses will need to 
examine this issue carefully before 
determining a direction. The recent 
initiative to establish an Australian 
College of Rural & Remote Health has 
focused our attention on issues 
surrounding credentialling and 
accreditation of education and training 
programs for rural nurses. There will 
need to be more debate on the relative 
advantages and disadvantages of these 
important issues before AARN endorses 
them. . ,- *c 
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There is also concern amongst rural 
nurses about the effects of regionalised 
health service on nurses and the services 
they produce. We look forward to 
clarifying these and other issues into 
1996. 

1 

The Aboriginal and Torres Strait 
Islander Commission (-4 TSIC) 

ATSIC is represented on the Council of 
the NRHA by Bill Humes. Bill Humes 
works at the Australian Institute of 
Aboriginal and Torres Strait Islander 
Studies. Bill’s spouse, Glenda Humes, 
is often a welcome additional party at 
the Council’s face to face meetings, 
given her long time experience as a 
Community Health Worker and policy 
officer with the NSW Department of 
Health. 

Bill Humes and the Alliance have the 
active backing of the Health Policy 
Section of ATSIC which is providing 
support for the work on health services 
now being undertaken in the Office of 
Aboriginal and Torres Strait Islander 
Health Services in the Department of 
Human Services and Health. ATSIC 
itself retains the major employment, 
infrastructure and other programs which 
are of great significance to the health 
status of indigenous peoples and their 
communities. 

The Council of Remote Area Nurses of 
Australia (CRANA) 

CRANA is presented on the Council by 
Sabina Knight. Sabina Knight is the 
President of CRANA and immediate 
past Chairperson of the NRHA. She has 
a wealth of experience as a Community 
Nurse and for over ten years has worked 
in central Australia. As a consequence 
of this experience, she brings to her 
positions with CR4NA and the Alliance 
strong advocacy for remote health issues 
as distinct from those affecting more 
closely settled rural areas. 

Sabina Knight is also respected for the 
role she plays in helping indigenous 
Australians in their own efforts to 
improve their health status and services. 
Members of CRANA respect the fact 
that Aboriginal people have their own 
deep knowledge about health and expect 
health practitioners to be mindful of this. 
A corollary of this is that non-Aboriginal 
health workers must share their own 
health knowledge in a way that will 
support indigenous communities in their 
efforts to overcome the health challenges 
they face. 

It is a fundamental principle for 
members of CRANA that good primary 
health care is dependent on good 
teamwork and co-operation. 

CRANA was one of the founding 
members of the NRHA. It holds an 
annual conference which, in 1995, was 
in Darwin. The aim of the organisation 
is to promote the development and 
delivery of safe, high quality health care 
to remote areas of Australia and her 
external territories. 



The Australian College of Health 
Service Executives (ACHSE) 

During the formative stages of the 
Alliance, the ACHSE was represented 
by Paul Dyer who, at that time, was the 
CEO at Lismore Base Hospital in 
northern NSW. Paul Dyer was the first 
Honorary Treasurer of the Alliance. 
Following his appointment as CEO at 
Calvary in the ACT, the ACHSE did not 
have a formal delegate to Council of the 
Alliance for some time. 

This situation was rectified in time for 
the face to face Council meeting of the 
Alliance in December 1995. The rural 
members of the ACHSE are now 
represented by John Lawrence, Director 
of Community Health, South Coast 
Health Service, in New South Wales. 
John Lawrence brings considerable 
experience to Council as both a 
Community Health Manager and as a 
result of his work with the Nganampa 
Health Council in the Pitjantjatjara 
Lands in the far north of South 
Australia. He is working to develop a 
network of colleagues within the 
ACHSE whose views he can seek on 
policy matters with which the Alliance 
deals. P Q1 1% 

The National Association of Community 
Controlled Health Organisations 
(NACCHO) 

The rural members of NACCHO are 
represented on the Council of the 
Alliance by Colleen Prideaux, the Senior 
Aboriginal Health Worker at the 
CedunaKooniba Health Service in 
South Australia. 

The work of NACCHO is premised on 
the right of indigenous people to self- 
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determination and to health services 
which are controlled by their own people 
and culturally appropriate in every way. 

The definition of health used by 
NACCHO is within a cultural 
framework which emphasises total well- 
being. 

“Health does not just mean the 
physical well-being of the 
individual but refers to the social, 
emotional and cultura1 well- 
being of the whole community. 
This is a whole of life view and 
includes the cyclical concept of 
life-death-life. Health services 
should strive to achieve the state 
where every individual can 
achieve their full potential as 
human beings and thus bring 
about the total well-being of their 
communities.” 

This is a definition which all members 
of the Alliance subscribe to when 
pursuing any broad issue related to 
health and well-being. 

The Rural Interest Group of the 
Australian Community Health 
Association (ACHA) 

This group has selected Sue Wade as its 
delegate to the Council of the NRHA. 
She has been a Community Health 
Nurse in country NSW for over twenty 
years. 

At the December Council meeting, Sue 
Wade was elected Chairperson of the 
Alliance for 1996. 

The ACHA in Sydney has agreed that 
their delegate to the Council of the 
Alliance will have the right, once he or 



she has consulted with other members of 
the Rural Interest Group, to vote on all 
Alliance matters in the interests of those 
rural members. This means that the 
Rural Interest Group is categorised as a 
Rural Health Sub-group member of the 
Alliance. (Rural Pharmacists Australia 
and ARRAHT are in the same category.) 

This Rural Interest Group is growing in 
strength and number and provides the 
Alliance with a broad community-based 
practitioner’s view of health policies and 
programs, with a strong primary health 
care focus. 

I 

The Australian Rural and Remote Allied 
Health Taskforce (ARRAHT) of the 
ACAHP 

ARRAHT is an independently 
functioning sub-group representing the 
rural interests of those professional 
associations which belong to ACAHP 
(the Australian Council of Allied Health 
Professions). Members of the Taskforce 
are nominees of their professional 
associations and either practise in a rural 
area or have extensive knowledge of 
rural issues. The Taskforce convener, 
nominated annually, represents 
ARRAHT on the Council of the NRHA. 

The roles of ARRAHT are to: 

l provide advice and give direction to 
ACAHP and its member professional 
associations on rural issues; 

l promote the awareness of rural and 
remote issues within professional 
associations; 

%IyW 

l relate the priorities and operations of 
professional associations to rural 
practice; 
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l represent the interests of rural allied 
health professionals to government 
and relevant bodies; 

l participate actively in NRHA 
activities; 

l work in close association with other 
rural bodies to promote and enhance 
rural AHP practice; 

0 maintain effective communication 
and linkages with rural members of 
professional associations and with 
the offtce bearers of SARRAH 
(Services for Australian Rural and 
Remote Allied Health); and 

l promote effective and efficient 
dissemination of relevant 
information via rural allied health 
networks. 

Members of the Taskforce communicate 
via mailouts and teleconferences. An 
annual face-to-face meeting alternates 
between meetings at the biennial Rural 
and Remote Allied Health Conference 
and the biennial Australian Rural and 
Remote Health Scientific Conference. 
Currently, eleven of the professional 
associations belonging to ACAHP have 
rural interest groups. Their nominated 
members on ARRAHT are (in 
alphabetical order) from the following 
professions: audiology, dietetics, health 
information management (medical 
records), hospital pharmacy, 
occupational therapy, orthoptics, 
physiotherapy, podiatry, psychology, 
radiography, and speech pathology. 



The Rural Doctors’ Association of 
Australia (RDAA) 

RDAA, a founder member of the 
Alliance, is particularly concerned with 
the mal-distribution in the Australian 
General Practitioner workforce. RDAA 
appreciates the Alliance’s role in 
fostering interdisciplinary and consumer 
liaison to achieve better health outcomes 
in rural areas. However, in the area of 
professional medical practice, RDAA 
seeks an increase in support from the 
Alliance for activities which establish 
positive incentives for workforce 
redistribution in favour of rural areas. 
The establishment and dissemination of 
agreed positions from the Alliance is 
seriously regarded by RDAA. 
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The Faculty i; Rural Medicine (FM) 
of the RACGP 

Members of the FRM are currently at 
the centre of activity to advance the 
proposal to establish a College of Rural 
Medicine. 

The FRM is represented on the Council 
of the Alliance by Dr Bruce Harris who 
has a deep understanding of rural health 
policy issues resulting from a variety of 
experiences both in Australia and 
overseas. t’ I 1 

r 

Health Consumers of Rural and Remote 
Australia (HCRRA) 

Bona fide consumers of rural health 
services have always been central and 
valuable members of the Alliance. In 
her capacity as Convenor of the Rural 
and Remote Consumer Health Network 
(RRCHN), Marg Brown was a founding 
member of the Council of the Alliance. 
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After over three years’ work to establish 
and raise the profile of the RRCHN, 
Marg Brown spent considerable effort in 
late 1995 on reforming and enhancing 
the status of the organisation. She has 
been assisted in this work by staff of the 
South Australian Rural Divisions Co- 
ordinating Unit, especially its Executive 
Director, Tina Evans. 

The result of this work will be the 
Incorporation and renaming of the 
RRCHN. Health Consumers of Rural 
and Remote Australia, as it will be 
known, will be an open and inclusive 
national body to which any individual 
consumer of health services from rural 
and remote Australia may belong. It will 
have elected State representatives and 
will build closer links with the range of 
general consumer and health consumer 
bodies which exist at local, state and 
national levels. Despite the existence of 
these other organisations, HCRRA will 
be the only national body working to 
ensure that the views of bona fide rural 
and remote health consumers are heard 
and represented. -3-B 

The National Association of Rural 
Health Training Units (NARHTU) I 

The Rural Health Training Units play a 
broad role in education, support, 
training and research on rural and 
remote health. For this reason, the 
National Association is a key player in 
rural health workforce matters and a 
valued Member Body of the Alliance. 

One of the recommendations from the 
3rd National Rural Health Conference 
was for the establishment of an 
Australian College of Rural and Remote 
Health. NARHTU took up the running 
on this recommendation and convened a 
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workshop on the matter in November 
1995. A working party was established 
at that workshop to develop the proposal 
further. 

NARI-ITU was successful in its 
application to RHSET for a full-time 
Project Officer for twelve months. The 
Project Officer, Veronica Cox, is located 
with the Rural Health Training Unit at 
James Cook University in Townsville. 

It is still a matter of concern to the 
Alliance that some parts of rural and 
remote Australia do not have the 
services of a Rural Health Training Unit 
and that some of the existing Units do 
not yet have guaranteed financial 
support from their State. 

Charlotte Sander-y, Director of the Rural 
Health Training Unit at Orange in NSW, 
represents NARHTU on the Council and 
has done so since NARHTU became a 
member in November 1994. 

Rural Policy Group of the Australian 
Hospital Association 

This body became a Member of the 
Alliance in December 1995. 

NRHA/papcrshmmcr- 


	TITLE
	Strategies for Change
	Foreword
	Summary of the Winter Manifesto
	Progress with implementation of the proposals in the Winter Manifesto
	The structure of health services
	Hospitals and Casemix
	Other sources of change
	Looking ahead to the 4th National Rural Health Conference
	Strategic change
	Conclusion
	Appendix 1
	OPERATIONS AND PRIORITIES

	APPENDIX 2
	News from Member Bodies of the NRHA



