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As a rural doctor, I am passionate
about country Australia and rural
medicine.

I live in a fantastic rural town. I
have the privilege of caring for
generations of the same families.

My work is varied and interest-
ing, ranging from general practice
through to hospital care. And I
get to work alongside highly tal-
ented clinicians who are among
the best doctors Australia has
produced.

But there are still challenges,
even when you live in paradise.

For many rural Australians,
some of the biggest challenges
revolve around healthcare. Those
living in the bush have poorer
health outcomes than their city
counterparts. 

Some of this is because of life-
style factors (more rural Austra-
lians have a poor diet, smoke and
are overweight), but it is much
more about not having the same
level of access to local healthcare.

For many rural Australians,

‘Swiss Army knife’ GPs put 
country practices on cutting edge

particularly those on farming
properties, your local doctor might
be 100km or more away, making it
less likely you will give up a day of
work to drive there for a health
check, despite the fact it could save
your life.

If you need treatment for some-
thing serious such as cancer, the
tyranny of distance — and the
cost of travelling away for treat-
ment, coupled with weeks away
from work or the farm, and family
— may mean that you opt not
to proceed down the treatment
pathway.

If you are a pregnant rural
woman, you may find your closest
hospital no longer has a maternity
unit, meaning you need to travel
to a distant hospital weeks in
advance in preparation to deliver.

But there is light on the hor-
izon. 

There are now ample young
doctors graduating from our uni-
versities and steps are in place to
encourage more of them to be the
next generation of rural generalist
doctors across country Australia.

These doctors work not only as
GPs but they also have advanced
skills in areas ranging from obstet-
rics, anaesthetics and general
surgery through to pediatrics,
advanced mental healthcare and
indigenous healthcare. 

This makes rural generalist
doctors the “Swiss Army knife” of

medical care, and the most versa-
tile type of doctor you can have in a
small community.

The federal government is driv-
ing the establishment of a national
rural generalist pathway to train
and deliver more of these doctors,
and we hope its implementation
will begin next year.

The advent of telehealth is also
making it easier for rural patients
to access care from distant special-
ists. Sitting alongside their local
doctor, patients can attend an
online consultation with their
specialist to follow up on manage-
ment of their condition — all with-
out having to leave town.

Telehealth also is playing a sig-
nificant role in enabling rural and
remote Australians to access
Medicare-rebated mental health-
care, particularly as the pressures
of prolonged drought kick in.

There is significantly more
potential for expanded telehealth
initiatives to bridge the gap in
healthcare access and in enabling
rural GPs to provide telehealth
services is a key part of the
solution.

There’s still much to be done
but the future is starting to look a
little healthier for those living in
the bush. 

Adam Coltzau is president of the 
Rural Doctors Association of 
Australia. 
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Dameyon Bonson had a light bulb
moment a few years ago, while
working in the fraught area of indi-
genous suicide in the East Kimber-
ley region of Western Australia.

Why, he suddenly wondered
while pondering the grim monot-
ony of continuing deaths, was
there so little attention being paid
in the statistics to LGBQTI indi-
genous people — or, more import-
ant, before they became statistics?

He does the simple maths of ex-
trapolating from the Australian
estimation that if 11 per cent of the
population identifies as LGBQTI,
then this number probably in-
cludes 73,689 Aboriginal and
Torres Strait Islanders.

And Bonson warns these peo-
ple are being overlooked in main-
stream approaches to indigenous
suicide prevention, even as they
probably are at elevated risk by
being in both categories — black,
and queer.

He uses the descriptor “indi-
genous rainbow mob”, a category
in whose number he counts him-
self, and says it is a “significant por-
tion of our community being
excluded from our health systems’
policies”. 

As a result, he says, it is facing a
greater likelihood of suicide, self-
harm, other negative health out-
comes and behaviours such as
smoking, and unsafe drug and al-
cohol use.

“And we know those risk are al-
ready off the chart for our mob,” he
observed in a piece for the rotating
Twitter account IndigenousX this
year.

But how to address the problem
in a way that grapples with the
basic flaw in mainstream suicide
prevention work, the conundrum
that, as Bonson puts it, “there’s no
evidence about what works in sui-
cide prevention; there’s only evi-
dence of process”.

“Suicide prevention is an out-
put, not an outcome — which is to
say, it’s all the umbrella work that’s

done that matters. Working in the
Kimberley, people didn’t say we
need more culture; they said we
need jobs, better housing, ap-
proaches to addressing poverty.”

And so to that light bulb mo-
ment — and this is why Bonson’s
link to online platform Indige-
nousX, founded in 2012 by Gamil-
aroi man Luke Pearson and host to
a roster of Aboriginal and Torres
Strait Islander voices, is so import-
ant.

Isolated in Broome but know-
ing the power of social media, Bon-
son founded Black Rainbow,

Healthcare in regional Australia is
at a crossroads, with the biggest
policy reforms this century and
local innovation promising to fill
the gaps in service delivery. 

Having endured a prolonged
doctor shortage, relieved only by
imported medical graduates and
the willingness of some to do more
than they should, many communi-
ties face the prospect of having a
stable workforce for the first time
in decades.

Decentralisation is a challenge
for all service delivery but in
healthcare it is a life or death issue.
People living in the bush have long
had some of the poorest health
outcomes, partly attributable to a
lack of access to preventive, pri-
mary, specialist and acute care ser-
vices. This is especially true in
Aboriginal and Torres Strait Is-
lander communities, where clos-
ing the gap has proved more
difficult than hoped.

Stability of workforce would
allow the health system to finally
make inroads in the relative disad-
vantage suffered by some people
in rural and remote Australia. The
prospect of success, it seems, is in
the hands of the doctors them-
selves.

The latest reforms seek to cap-
italise on the surge in Australian
medical graduates. Rather than
force them to work outside the
well-serviced cities, there will be a
broader range of incentives that
make working in rural and remote
areas more attractive. It is hoped
this approach will bring lasting
benefits.

National Rural Health Com-
missioner Paul Worley was ap-
pointed by the federal government
10 months ago with his first pri-
ority being to finalise the model for
a rural generalist. The rural gener-
alist — which Worley describes as
a paradigm shift, even a circuit-
breaker — is an emerging field of

Generalist doctors a tonic for localised pain
enhanced general practice, where
a doctor is skilled to work across a
broader range of settings and is
more involved than a comparable
city-based GP.

No longer will authorities sim-
ply try to get more doctors into
areas of need, to replicate the situ-
ation in the cities. Instead, most
rural and remote communities
could be served by teams of rural
generalists supported by visiting
specialists.

Worley, who has strong back-
ing from Regional Services Minis-
ter Bridget McKenzie, says the
time has come to transform scope
of practice for the benefit of the
broader community. 

“I think the time is absolutely
right to be doing this,” Worley
says.

“There is an overwhelming
consensus that we need to be
training our rural doctors in a way
that equips them for the breadth of
practice that they need to perform
the services that rural and remote
communities require.”

In some respects, the rural gen-
eralist model takes its lead from
traditional bush doctors, some of
whom have been willing, or simply
compelled, to take on greater
responsibilities. 

That is particularly the case for
maternity services, where the local
GP may be involved throughout
the family journey, especially if the
birthing suite is suddenly too far
away.

Bathurst GP Sarah Koffmann
studied at the University of Syd-
ney, then trained and worked in
the ACT and the Northern Terri-
tory, before returning to the NSW
central tablelands where she grew
up. In Bathurst, Koffmann was
able to complete her obstetrics
training at the base hospital and
also become a principal in the
practice she first went to as a child. 

She is on-call at the hospital at
least one night a week and some-
times helps deliver the babies of
women she sees as a GP, before
following up their care in the prac-

tice. Koffmann is grateful for the
opportunities Bathurst gives her
own children, and the lifestyle
they enjoy as a family, but says it is
the local patients who make it all
worthwhile.

“They are realistic in their ex-
pectations of modern medicine
and often more accepting of life’s
ebbs and flows,” she says of the
35,000-strong community.

“For me it is the human con-

nection that I love so much about
being a country GP obstetrician. I
look after men and women who
knew me as a child. I joke with the
women that they used to change
my nappy and now I do their Pap
smears. 

“The local mayor was my Year 7
geography teacher and stops to
chat to me in the street as I bustle
my kids off to the local eisteddfod.
You can’t do the shopping without

stopping to chat to someone you
know.”

This personal approach,
through continuity of care, helps
deliver better outcomes for
patients.

According to the Australian In-
stitute of Health and Welfare, peo-
ple living in very remote areas die
15 years younger than those living
in major cities and also have 1.7
times the disease burden. 

They also have a higher rate of
potentially preventable hospitali-
sations — including through not
having been vaccinated — but
then have to travel further to reach
hospital. 

Even if a GP is available, access
to specialists decreases the further
you go from the cities, and that
limits diagnosis and treatment
options.

Worley says the new breed of

rural generalists will need ad-
ditional skills in other areas, such
as mental health, aged care and
palliative care, pediatrics and indi-
genous health.

“We are recognising a historic
practice and expanding it to be-
come relevant for the 21st cen-
tury,” he says.

As training and workforce
planning shifts its focus to west of
the Great Dividing Range, a suite
of reforms and demographic shifts
promise to transform the health
landscape. Medical students will
be required to spend more time in
regional and remote areas, and
graduates will have more training
opportunities there, as authorities
try to entice them to go bush rath-
er than force their hand.

In the last federal budget, it was
announced a Murray-Darling
Medical Schools Network, includ-
ing Charles Sturt University,
would result in 140 medical stu-
dents studying in rural centres
such as Bathurst and Orange. 

That is another piece of the
puzzle, helping to address the mal-
distribution that may linger after
the doctor shortage is over, and
will be accompanied by Medicare
incentives and cuts to overseas-
trained GPs in the cities.

Worley says the role of rural
generalist — which is starting in
medicine but also will be rolled out
in other fields such as dentistry,
nursing and midwifery — has
proved attractive to medical stu-
dents and graduates. Supported by
technology, they can do far more
than their predecessors, and cer-
tainly more than their counter-
parts in the city.

“Technology will enable them
to not be confined to a single town
but to have influence over an en-
tire region, so their practices and
networks extend over a region and
they are no longer isolated geo-
graphically or professionally,”
Worley says.

In the NSW budget in June,
two-thirds of the hospital rede-
velopments or upgrades due to

start this year, under a $550 mil-
lion capital works program, were
in regional areas. Federally, there
are moves to expand telehealth
services to help farm families cope
with the drought, and the My
Health Record potentially will
help with the mobility of doctors
and patients.

Doctors who are part of these
communities, and committed to
them, say they receive the same
loyalty in return. Most important,
strong doctor-patient relation-
ships have been shown to improve
quality of life, productivity and life
expectancy, while also making
best use of resources. For rural and
remote Australia, the health
prospects appear good.

Worley says, for some doctors,
the call may come years after
graduation, when they are trying
to make their way in the city, per-
haps struggling to find a specialist
training place. He says rural and
remote medicine is no longer a
lesser option than city practice.

Koffmann says the GP work-
force in Bathurst has benefited
from more seasoned doctors doing
succession plans. 

But what is more remarkable of
late has been the increase in new
specialists, across a range of fields
and able to serve the region. After
talking to one of the new arrivals,
she realised that living and work-
ing in the city made Bathurst look
like the ultimate package deal.

“She pays half the amount on
her mortgage per week than she
did on rent in Sydney,” Koffmann
says of the specialist.

“The house is twice the size. She
walks to work and it takes four
minutes. She says the town has
everything she and her family
needs. If there is something she
wants that isn’t local there is al-
ways online shopping. 

“What’s more, Sydney is easily
accessible due to better cars, safer
roads and a regional airline for
those who can afford it. 

“Sounds like an ad for Bathurst,
doesn’t it?”
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GP Sarah Koffmann, who returned to Bathurst, says there are opportunities to make a difference in regional centres 

Black Rainbow reaches out to gay indigenous mob
initially a single Twitter account
“with the premise that any person
could get online and see them-
selves reflected positively”.

Black Rainbow has built from
there, positioning itself as a not-
for-profit social enterprise en-
gaged in a range of projects
including developing what Bon-
son calls an “inclusive practices
workshop” that is indigenous
LGBTI specific and targeting both
indigenous and mainstream
health services.

The workshop has been de-
livered more than 150 times in re-
gional and remote locations
around the country as a “train-the-
trainer” model looking to better
equip frontline workers.

Other projects include sourc-
ing prepaid phone and data credit
for people who may be homeless,
leaving a domestic violence rela-
tionship or the justice system —
again, Bonson says, a nod to the
significance of social networks in
keeping people going who are al-
ready isolated in a range of ways.

The organisation continues to
expand, shoe-horning its way into
how formal policy is written — just
this week, on world suicide pre-
vention day, briefing Labor’s First
Nations Caucus in Canberra “on
the structural impediments, both
homophobic and racist, affecting
the health and wellbeing of indi-
genous LGBQTI people”.

“Frankly, anything that con-
tributes to the living is a suicide
prevention strategy,” Bonson says.
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that contributes to
the living is a 
suicide prevention
strategy’
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