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ABOUT US
Welcome to the New Zealand Rural General Practice Network’s (the Network)
Annual Report for the year 2012-2013.
The Network is the only nationwide membershipbased organisation in New Zealand to represent the
specific interests of rural health. It is a Wellingtonbased national organisation with 13 staff that derives
its income from multiple revenue streams, as follows:
• Provision of contracted professional national and
international rural general practitioner recruitment
and locum support services to the Ministry of
Health. These services are provided by our team
of Relationship Managers and Recruitment
Administrators under the brand of NZLocums.

• Provision of fee-for-service professional recruitment
services for locum placements, urban and rural
(where criteria do not meet the Ministry’s guidelines
under the contracts). These services are clearly
delineated from our Ministry contracted services
and are provided by our team of Relationship
Managers and Recruitment Administrators also
under the brand of NZLocums.
• Membership services, immigration services and the
annual conference are provided by a core group of
Network staff under the brand of NZRGPN.

Organisational structure

New Zealand Rural General
Practice Network Board

State Contracts Committee
(Independent Chair)
Chief
Executive
Officer

Executive
Officer

Team Leader
Recruitment

Communications and
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Administration
Manager
Administration
Support
Executive Officer
Contracts and
Special Projects
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NZLocums
Relationship Managers
NZLocums
Administrator

FROM THE CHIEF EXECUTIVE
Linda Reynolds

Through the CEO’s annual report we take the opportunity to let
you know what we’ve been doing in the previous year and signal
our intended pathway for the next 12 months. It makes sense to do
this. However, as I reviewed previous year’s reports in preparation
for writing this column I found myself thinking ‘do I really want to
report that we are continuing our efforts on the rural funding review
and re-visiting our strategic direction?’ We’ve certainly expended our efforts on
these areas, as we recognise the importance for our members, however what else
would our members like to know about their organisation? And more importantly
what key issues do our members need us to focus our efforts on this coming year?
At the Network we have a dedicated team of staff,
management and board members who all put in
many hours over and above the call of duty to deliver
against the goals and targets which we set ourselves.
Their passion, enthusiasm and commitment is
incredible. I’m proud to work for the Network and as
I will be celebrating my 10th anniversary this year I’m
excited to see what lies ahead for us.

Advocacy and support for rural GPs

Our team has a resilience which enables it to cope
with the ups and downs of the ‘rollercoaster’ ride that
is rural health. Within this Annual Report we provide
more detail on the achievements of the Network in the
past 12 months.

• Membership of the Ministry of Health’s new Rural
Advisory Group (provides guidance to the Ministry
and Ministers on matters impacting rural health).

Here’s a brief overview of some of things we’ve
been doing:

Recruitment
NZLocums recruitment team have:
• Exceeded their targets for provision of locums
to rural general practice: 22 permanent rural GPs
recruited, 61 long-term GP placements made
and delivered on 97% of all short term locum
requests received.
• Seen a reduction in the number of practices with
critical recruitment needs, referred to as ‘hotspots’.
• Visited practices around the country to find out
firsthand about the recruitment needs and to get a
better understanding of how to meet them.
• Travelled internationally (UK, Netherlands,
Denmark and Canada) to attend conferences and
hold face-to-face interviews with prospective
recruitment candidates.

The Network has achieved the following:
• Extension to VBS eligibility criteria (now includes
rural general practices experiencing recruitment
and retention difficulties) and as from last week
primary care nurses have been added to the
bonding scheme.

• Additional rural support funding (an extra $2 million
per annum available through rural service level
alliance teams as from 1 July 2014).
• Responded to questions from members about their
rural funding entitlements and providing updates on
the progress with the rural funding review.
• Joined a multi-agency group including
representatives from DHB, PHO, local council and
community representatives undertaking a visit
to the North Canterbury region looking at the
recruitment challenges facing the region.

Strengthening relationships
The Network has continued to:
• Grow its relationships with other primary health
care leaders and those agencies having influence
on the sector. This has been achieved through our
membership of the General Practice Leaders Forum;
our work with the Ministry of Health on the rural
funding issues and our engagement with other
organisations including the Royal New Zealand

ANNUAL REPORT FOR THE YEAR 2013

3

College of General Practice, New Zealand College of
Nursing and the Medical Council of New Zealand.
• Maintain contact with practices and members
through practice visits, social media and electronic
newsletters and communications.
• Grow its relationship and understanding of cultural
issues through the leadership and wisdom of our
Kaumaatua team.
• Support the development of Rural Health Alliance
Aotearoa New Zealand (RHAANZ) which is
broadening the focus to the wider community
looking at influences and impacts on the health of
rural communities.

Going back to what our members are looking for from
the Network in 2014, we look forward to meeting with
many of you at the annual Network conference which
this year is held in Wellington.
There will be opportunity to provide us with feedback
and share your visions and aspirations for rural general
practice throughout the conference. We encourage
you to attend the Members’ breakfast forum on the
Sunday morning which will provide some dedicated
time for this.
If you’re not able to join us at conference we hope
you’ll take the opportunity to provide your feedback
either through the member surveys sent out through
the year or by contacting the regional representative
for your area.

Governance and Financial stability
This year we:
• Continued to progress the review of our constitution
and governance model.
• Coped with the temporary business arrangement
after the July earthquake in the Wellington region
by relocating to a temporary business hub for
a couple of months whilst our building owners
assessed the safety level of the property on
the Terrace.
• Upgraded our capacity for business recovery
and sustainability through moving our operating
and communication systems into a cloud
based environment.
• Took the very difficult decision to wind down
our urban recruitment division, NZMedics, at
the end of the year and said goodbye to three
valued and respected team members who were
made redundant.
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Linda Reynolds
Co-Chief Executive

FROM THE CHAIR
Jo Scott-Jones

We have had four major
events in 2013 – 2014:

Finalising the Rural Ranking Score
Advisory role
In December 2013 we finalised our role as advisors to
the Ministry of Health concerning the review of the
Rural Ranking Score (RRS) and moved on to become
members of a new advisory group to the ministry –
the Rural Advisory Group.
The Minister asked us to provide clinical leadership to
the review of the RRS after both of my predecessors
had been highlighting the need for the RRS to be
reviewed, as it had become “unfit for purpose” since
its establishment in 1992.
It became apparent just how “unfit” the system was
during the three years we were involved in repeated
modelling or “tweaks” to the RRS, trying to address
what proved to be an impossible problem – how
to ensure a nationally consistent distribution of
rural support funding in a system with 20 different
distributions systems, utilising fairly a fixed
funding pool that had been decentralised with the
establishment of DHBs, applying a tool that had been
developed when there was one central funder of
health services?
The modelling demonstrated the extent of inequity
in funding across DHBs, which our previous research
had drawn out – some practices get 102 percent of
the rural funding designated to their region, some get
nothing. However the models were run, it was clear
that redistributing a fixed funding pool nationally
would mean a significant drop in funding for many
areas, in a time when practices are already struggling,
we felt this was unacceptable.
The recommended solution was to open the current
levels of funding to the scrutiny and redistribution,
based on locally based “alliance teams” involving
providers, PHOs and DHBs.

This builds on the direction of the current
government’s plans for the health system, and, after
many years of hearing “there is no more money” in
a surprising turnaround, to “oil the wheels” of this
process the MoH found an extra $2m a year for four
years to be distributed through PHOs that develop
alliances, along with what had been planned as
“transitional funding” to help those practices likely
to be excluded from rural support as a result of
ministerial decision.
Of course there are many fishhooks in this process,
it is untried in most areas, and alliancing has not
been universally successful in the nine areas where it
has been trialed as part of the “Better, sooner, more
convenient” business plans. DHBs and PHOs new to
the process will certainly have a variable approach,
that much at least is certain, and the success of
the system will rely on robust involvement of
rural providers.
In our favour we have a great advocate in Cathy
O’Malley at the Ministry of Health, and the
development of the new Rural Advisory Group, which
we sit on alongside PHO and DHB representatives.
The challenge to the NZRGPN is to develop locally
responsive support networks – within available
resources – to add to the national advisory sheets we
have already produced to guide the development of
“Rural Service Level Alliance Teams.”

Government contract tender
The NZLocums contract provides a free recruitment
service to eligible rural practitioners. This is a highly
valued service, and consistently we exceed our
contractual targets.
As a result of changes to Government procurement
services we were advised in late 2013 that our
contract would need to be put out to public tender.
This is anticipated to happen between FebruaryMarch this year and while we have a very good
chance of retaining the contract its loss would lead
to a significant restructuring being required at the
NZRGPN office.
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Closure of NZMedics
Prior to the public tender announcement we had
already undertaken a significant restructure when in
September 2013 it became apparent that NZMedics,
which we had set up to diversify the income streams
for the Network providing recruitment services to
hospitals and urban general practices, had to close.
The NZMedics’ brand has been hampered by our
charitable constitution (required to work within
New Zealand) and the tightening up of recruitment
activities within DHBs (the move towards back office
consolidation, including recruitment, has made it
difficult for commercial recruiters to operate). We
explored areas such as the creation of a new “forprofit” company owned by NZRGPN, which could
provide multidisciplinary recruitment services
nationally and internationally, but it remained
apparent that without significant investment, and
considerable risk, with a changing and increasingly
competitive market, NZMedics, which had struggled
to breakeven, needed to close.
We have been reeling as an organisation ever since.
The guidance and good management of Michelle
Thompson our CEO has seen us through the worst
of the implications, but remaining staff are feeling
more vulnerable and although we expect to see a
turnaround in 2014-2015 a negative bottom line is on
our ledger for 2013-14.

CEO succession
The work that Michelle Thompson has put into our
organisation, indeed the general practice sector as
a whole, has been phenomenal. She brings skilled
office and personnel management as well as an
insightful strategic mind and personal networking
and organisational skills that make the work of the
board easy.
She has been indicating for several years that she
was seeking to change her role, to focus more on her
family and other personal business goals.
We are fortunate to have had Linda Reynolds as a
development manager with the NZRGPN for several
years. She has been in many ways Michelle’s second
in charge, and has agreed to step up, with Michelle’s
ongoing support, to an interim CEO role.
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This will continue until the outcome of the NZLocums
contract review is known. If we lose that contract,
the role of the CEO will be quite different from that
currently required, and it makes sense to wait before
making a permanent appointment to that position.
Linda is a powerhouse person, who will be known
to many members in her current role, she has a
comprehensive knowledge of the rural health sector
and carries an institutional knowledge that we are
pleased we will be able to continue to draw on.

Challenges for the next year
• The current climate and difficulties rural providers
face in New Zealand – workforce, financial
sustainability, increased responsibilities.
• Has the development of the RHAANZ meant we
can change our focus back to advocacy for our
members and away from the broader need to be
a “solution provider” for health services in rural
communities?
• What does the emergence of the Rural Advisory
Group and Alliancing process mean to the role and
structure of the NZRGPN.
• Would it benefit our current membership to be
allied closely with other rural professional groups?
• What is our response to the newly acknowledged
lack of any consistent definition of rurality in
New Zealand?
In a world where technology is clearly advancing
rapidly and the concepts of “growth” are going to
be increasingly challenged by a need to address
environmental change and population pressure, where
will New Zealand’s rural population be in 2025? What
does this mean for our organisation?
In my personal opinion our focus for 2014 – 2016
needs to be on Sustainability.

Dr Jo Scott-Jones
NZRGPN Chairperson

THE CORE EXECUTIVE
Jo Scott-Jones
Jo has been a rural GP in
Opotiki since 1992. He holds
an MBChB (Sheffield UK 1986),
MRCGP (UK), FRNZCGP, FDiv
RHM, DGM, Dip Obs, Dip Sports
Medicine, MMsc (Auckland).
He was previously a regional representative on
the NZRGPN Board and took over as chairperson
in 2011. By virtue of his position as the Network
chairperson he is a member of the General Practice
Leaders Forum. Jo is also a member of the Rural
Broadband Initiative advisory committee (ministerial
appointment) and is on the board of the Eastern
Bay Primary Health Alliance, and the RNZCGP rural
faculty, he is Chairperson of the Rural Health Alliance
Aotearoa New Zealand and a member of the WONCA
Working Party for Rural Practice executive.

sadness that we say goodbye to some very dedicated
staff but thankfully they seem to have found very
good ongoing employment.
While there is some relief that NZMedics is no longer
a concern, there are other challenges ahead with the
future funding and viability of the Network. While our
reserves remain robust, membership subscriptions at
their current level are inadequate to maintain our work
supporting sustainable rural practice. The Government
locum contract is also coming up for review. We need
now to plan afresh and to get creative in seeking new
revenue streams.
The service the Network gets from our CEO, Michelle
Thompson, from Roger Shackelford and the team
at BDO and from the office staff to maintain our
accounts and financial direction is superb and I thank
them all for supporting my role. Thanks also to all
the other members of the Network Board for their
guidance and extraordinary good humour.”

Martin London
Martin [MB, ChB, (Bristol) Dip
Obst (Otago) FRNZCGP] is a
salaried Rural GP (West Coast
DHB) and a clinical Senior
Lecturer for the University of
Otago. He has been involved
in Rural activism for 30 years, initiating the NZRGPN
(1992) and the Christchurch based Centre for Rural
Health (1994). The CRH created the first dedicated
Rural Locum Programme in New Zealand.
“Wearing my Treasurer’s hat, it has been a very
challenging year for the Network with the most
obvious aspect being the decision to wind-up NZ
Medics – the non-government component of our
recruiting activities. It has always struggled to break
even although in part paying its way by sharing
infrastructural costs of the Network offices. However,
while the recruitment team worked with great
commitment, the medical recruiting environment had
become increasingly difficult and looks to become
more so, as DHBs continue to centralise their back
office functions. There is still scope within NZLocums
to take on any business that presents itself but we
will not be dedicating resource to seek it. While in
retrospect it would have been better to wind up a year
earlier, at the time there was still promise of moving
into profit and we would have let the organisation
down if we had got “cold feet” too soon. It is with

Sharon Hansen
Sharon Hansen is a registered
nurse and nurse practitioner.
Her area of practice is primary
health care specialising in rural
health. She initially qualified
as a psychopaedic nurse in
1978 and then in general obstetrics in 1984 before
completing her bachelor of nursing in 1997 and
masters of nursing in 2005. She was initially involved
with the NZRGPN in 2001 and became a regional
representative in 2007. For the last two years she has
held the position of deputy chair.
In addition to her work with the Network Sharon is an
ardent supporter of nurse practitioner candidates in
practice, and undertakes contractual work with the
Nursing Council of New Zealand as an assessor for
new nurse practitioner registration. She is also a board
member of the Arowhenua Whanau Services, Maori
Health Service in South Canterbury, and Opihi College,
in Temuka.
She lives and works as a nurse practitioner in Temuka
and is a locum in the newly revamped Temuka/
Geraldine rural after hours roster. Sharon also works
in the South Canterbury sexual health clinic, and
supports the Youth Health clinic when appropriate.
She is a member of the General Practice Leaders
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Forum and the Ministry of Health’s Rural Advisory
Group and has also been involved in the Ministry’s
GMS working party.
“2013 has been a year of challenges and change and it
has raced away at a rate of knots. As Network deputy
chairperson I have been on the plane to Wellington
this year more than I envisaged.
The Rural Ranking Score, which had been the focus
of the Network Board’s attention in the previous two
years, became academic with the development of the
Rural Advisory Group (RAG) and Regional Alliance
Teams. RAG has met twice in 2013 and the Network
has provided key clinical input into RAG, and to the
General Medical Subsidy (GMS) working party.
The Network is a partner of the General Practice
Leaders Forum (GPLF) and as such has been
involved in the innovative Performance and Incentives
Framework. Discussions in this body of work
are ongoing.
A highlight in 2013 was the change in the Medicines
Amendment Act 2011, which will be enacted on
July 1, 2014. This is very relevant for nurses – the
law allows for authorised prescribing for Nurse
Practitioners, which allows for appropriate prescribing
with controlled drugs. For nurses it is about
delegated prescribing and what that will look like is
not yet known.
The challenges of 2013 included a difficult decision
the Network Board had to make to wind up NZMedics,
which was unable to make headway in a tough
international environment of medical recruitment.
It was a heartbreaking decision to make to lose our
valuable staff from the NZMedics team.”

Rachel Hale
Secretary Rachel Hale: is a
Nurse Practitioner in General
Practice based at the Matamata
Medical Centre. She attained
a Masters in Nursing (Rural
and Gerentology) and a BBS
from Massey University. She is also a member of
the Board’s sub-committee – the State Contracts
Committee – established to oversee the governance
of the Ministry’s recruitment contracts. Rachel has
been a Network Member for seven years and a Board
representative for five and a half years. Her nursing
career spans more than 30 years, all except five years
in rural areas.
“This year has been varied for nursing in rural
New Zealand. The passing of the review of the
Medicines Act will change the status of Nurse
Practitioners (NP) enabling them to be authorised
prescribers and their change in scope of practice will
ensure that the people of New Zealand will receive
more consistent care. This will be enhanced by the
future-suggestion of designated RN prescribing that
will improve access for these communities. This is
confounded by the slow changing of other barriers to
NPs providing appropriate care. These barriers involve
issues, like the inconsistency of x-ray referral between
DHB and the variability of lab referrals.
We as health professionals must be aware of the
looming health professional shortfall forecasted
for the coming years, as it will impact on rural
communities before urban areas, so any model that
provides effective, efficient and appropriate health
care must be highlighted and championed.
On the continued positive note is the involvement
of nurses in the management and ownership of
rural general practices. These models show that
rural communities and their health professionals are
adaptive to the requirements of the people within
those areas and I am excited about how these new
models will develop.”
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REGIONAL REPRESENTATIVES
Dr Ian Birch
Dr Ian Birch is the Board’s
Northern North Island
representative and is based
at Russell Medical Centre. Dr
Birch attended the University
of Bristol Medical School
(1984-90), gained a Pharmacology BSc 2.1 (1987)
and a MB ChB (1990). His post graduate education
includes a Diploma in Child Health (Ireland 1994), a
Diploma from the Royal College of Obstetricians and
Gynaecologists (1995), he is a Member of the Royal
College of General Practitioners (1996) and is a Fellow
of the RNZCGPs (2000). Dr Birch has worked in the
UK, Tanzania and in various parts of New Zealand.
His interests out of work include playing the bugle,
trumpet and saxophone and fishing and sailing, He
describes himself as a lifelong football fan and enjoys
reading and photography.
“Another year has flown by and I am amazed at how
much continues to happen at the New Zealand Rural
General Practice Network. Challenging issues this year
have been the winding up of NZMedics and the need
to vacate the Wellington premises whilst earthquakeproofing work was carried out. Both expertly
managed – I must say.
For me, I have been involved with the PRIME
subcommittee, which meets with representatives from
St John and ACC in a bid to improve the running of
this programme. I have also attended meetings of the
Rural Advisory Group, as slowly but surely a workable,
flexible and effective strategy is developed to help
support rural practices in New Zealand.
Personally, I will step down as the Northland
representative on the Network Board this year due
to other commitments, which have left me feeling
overstretched in the last year. However, I have
enjoyed getting to know and working with the highly
intelligent and motivated Network board members,
as well as the staff. I can reassure everybody that the
organisation is in good hands.”

Ross Lawrenson
Professor Ross Lawrenson
is the Eastern North Island
representative on the Board.
Ross is Professor of Primary
Care, University of Auckland
and Head of the Waikato
Clinical School. He first moved to New Zealand in
1981 working in Te Kuiti hospital and later becoming
a general practitioner in Wairoa. In 1988 he moved
back to the Waikato as Medical Superintendent in
Community Health Services and District Hospitals. He
returned to the UK in 1994 to take up an academic
career at Charing Cross and Westminster Medical
School. He then moved to the University of Surrey
in 1998 becoming Dean of the Postgraduate Medical
School. In 2005 he returned to the Waikato as Head of
the Waikato Clinical School and Professor of Primary
Care. He is particularly committed to the development
of research and in supporting environments where
students can get excellent clinical experience whether
in hospitals or in rural and community placements. He
is Chairperson of the New Zealand Committee of the
Australasian Faculty of Public Health, a Fellow of the
Royal College of General Practitioners (UK), a Fellow
of the Faculty of Public Health (UK), Deputy Chair of
the New Zealand Guidelines Group and Chair of the
National Screening Advisory Committee.
“The Network’s 2013 Conference in Rotorua was a
highlight for me. It was good to have the Minister
attend the meeting and following an approach from
Garry Nixon and Ngaire Kerse we have gone back
to him with a proposal for funding for a centre for
rural research. We wait to see the response to our
joint application. It has been great to be part of the
planning group for the 2014 conference and I am sure
that it will be as good if not better than 2013’s.
My other rural activity has been with the Rural Health
Inter-professional Immersion Program at Whakatane,
which is being run by the Jones’s – Jo Scott-Jones,
Carley Jones and Lyndell Jones. I am thinking of
changing my name, so I can fit in with the rest of
the team. The program is established now and it
was good to present a poster about it at the RCGP
Conference in the UK in October.
I also continue to chair the Midland Regional Rural
Action Group, which is part of the Midland Regional
Clinical Service Planning Framework. Work there has
concentrated on trying to get agreement on locality
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planning – whereby we define localities based around
general practice populations of 10,000-20,000
patients and classify which are rural.
Another activity in the Midland Region has been our
survey of the maternity needs of rural women. This
has been conducted on our behalf by the Institute of
Rural Health by Gytha Lancaster and the Network’s
Kim Gosman. The findings of this qualitative
study have been very interesting and we plan to
present them at the rural conference session on
maternity research.
Finally, this year I was invited to join the Pinnacle
Board. My main input has been about workforce
needs. Pinnacle as an organisation has been extremely
supportive of rural practices and understand, as well
as any primary care organisation, the fragility of the
current system.
My hopes for 2014 are on the formation of a
centre for rural health research and on expansion
and continuation of the rural inter-professional
immersion program.”

James Reid
James is a full time senior
medical officer at Lakes District
Hospital in Queenstown and has
worked there for eight years.
He was previously a general
practitioner in Wellington. He
has an MBChB from Otago 1988, DpObst 1990 and
FDRHMNZ (fellow of the division of rural hospital
med) and sits on their governing committee and
board of studies.
“I have been involved in the Network since 2007,
initially through conference organisation, then on the
Board as a rural hospital representative, then from
2012 as an elected member. I have had the pleasure of
working with a great team of fellow Board members
and executive and have learnt a lot about the issues
for rural health providers.
One of the things I most admire about this
organisation is its principle of inclusiveness. There
has been a continued effort to cross workforce and
organisational boundaries to support teams of rural
health professionals and their communities.
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In 2010 our strategic planning identified that we
needed to build relationships with other organisations.
This has led to new and strengthened relationships
both internationally and within NZ. Notably with
ACCRM and the Rural Health Alliance in Australia, and
with our fellow General Practice organisations here.
It has led to the development of the Rural Health
Alliance Aotearoa NZ (RHAANZ) now with more than
20 members including rural majors, rural women and
Federated Farmers. It has led to a formal relationship
with rural hospital providers and a rural hospital
representative at Board level.
We have put effort into improving our relationship
with government and DHBs, and this has paid
off in that the Network has a closer role in policy
development and execution.
The result is that your Network is in a much stronger
position in which to influence what happens in
the rural health environment and advocate for
its members.
2013 has been another intensely busy year for the
Network. We’ve had to make hard decisions around
the Rural Ranking Score and about NZMedics, which
was wound up.
Our executive has been working to sometimes
impossibly tight timelines and despite having to
evacuate their office for earthquake work, have still
delivered –again – big thanks to Michelle Thompson,
Linda Reynolds and the team.
I’ve enjoyed organising and attending the
Rotorua conference and the ACCRM summit on
rural generalism.
Our focus this year – and challenge – is to ensure
that what we do is relevant to our members and to
strengthen our accountability back to you. This year
we are altering our Board roles to be more regionally
representative, in the hope that this will provide a
better way of connecting with members locally.”

Fiona Bolden
Fiona (MBChB Bristol
1990,FRNZCGP 2005) has been
a rural GP since 1996, initially
in Devon in the UK and then
in Raglan since 2002. She
has been on the board of the
NZRGP since 2010. She first started getting involved
with access to services for patients on the Locality
Management Group for the Northern Waikato PHO
(2004-2009) and was on the Rural Advisory group
for Pinnacle (2008-2010). She has been involved
in PRIME since 2002. In 2012 she went part time in
general practice which allowed time to take up a role
as Primary Care Clinical leader in Mental health and
Addictions for Midlands PHO.
“The highlight for me – with my dual hats of rural GP
and Primary Care Clinical Leader in Mental Health
and Addictions for the PHO – has to be the emerging
recognition of the issues regarding mental illness
and suicide in rural areas and the ways in which this
has started to be addressed from multiple directions,
including the Network, Federated Farmers, Dairy
Women NZ, the Mental Health Foundation and as part
of the “Movember” campaign.
Being rural practitioners we are all too aware of the
isolation that rurality can bring for many people,
that the pressure of farming can lead to very late
presentation of mental illness and that often in rural
areas help is hard to access. The suicide statistics
speak for themselves: 15.9/100,000 suicides per year
in rural areas compared to 10.8/100,000 in urban
(NZ 2010)
My hopes for the year ahead are that we can continue
to develop the links that have started and create
and grow further connections, which will make it
easier for those with mental illness and their families
who live in rural areas to access appropriate help
and support at an earlier stage. Ultimately I would
like to see a decrease in suicide statistics generally
in New Zealand and at least to see the rural figures
drop down to a similar level per population as the
urban ones. I think there are many components which
will help this happen but they would include things
like a central database, so that it is easy to access
information on what is happening across the country.
This is particularly important given that advances
across this area include several different Government
ministries and that most of the funding within health

for provision of services to the mentally ill goes
to the NGOs with which we need much stronger
relationships. Advances in technology and the roll out
of ultra-fast broadband/Rural Broadband Initiative
has the potential to change how even the most
geographically isolated can access help.”

Kamiria Gosman
Southern North Island
representative Kamiria
Gosman: is of Nga Puhi, Ngati
Kahungunu ki Wairoa and Ngati
Tautahi descent and has lived in
the central North Island plateau
for 32 years, currently residing in Turangi. Kamiria is
a retired nurse and midwife and was Chief Executive
Officer of Tuwharetoa Health Services Limited for 15
years. She has extensive experience and expertise in
a range of health services, nursing, midwifery, child
and family health, and education. Kamiria held a
position as Director of Rural Health for the North
Island – Nursing for three years with the Institute of
Rural Health, now the NZ Institute of Rural Health.
She is currently an Independent reviewer for Quality
Improvement and Accreditation.
“Another busy year has engaged the Network Board
in its activities on members’ behalf. These include
continuing to grow and develop key relationships,
influence decisions and manage the safety and health
of staff following a series of recent earthquakes
and the need to ensure continuity of business. The
executive team and Chief Executive and staff are to
be commended for their commitment in continuing
to meet the needs of the members and the Board
representatives.
At the national level, building relationships is a key
strategic business goal. Health Workforce NZ, the
Ministry of Health and the Accident Compensation
Commission have engaged with the Board at the
“face-to-face “meetings in Wellington. The Chair,
Deputy Chair and the Chief Executive continue to
meet regularly with the General Practice Leadership
Forum.
Regional service development and the
implementation of Alliance Leadership Teams is
a forthcoming challenge for all practices. It raises
the question, how members will engage with and
participate in influencing their District Health Board’s
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Annual Plan and ensuring the fair distribution of
resources for their rural communities. This is a key
challenge for us all and I look forward to helping ensure
our voices are heard in the year ahead.”

Jane Laver
Jane is a GP partner in
Dannevirke’s Barraud Street
Health Centre. She began her
medical training in 1980 at Guy’s
Hospital in south London and
she qualified in 1985. She is also
an ordained Minister in the Anglican Church.
“I have worked in Dannevirke for 18 years and have lived
and farmed in a rural community for 21 years. I am
now working nearly full time as a rural GP and am also
involved in our local school, fire service and church. A
far cry from my training in London.
My older son is now back at home learning to shear.
These community links help keep me on track.
Life as a rural GP continues to pose challenges. The
greatest of these is retaining the workforce.
At the end of 2013 we found ourselves down a GP and
so have relied on the Network to provide excellent
locum cover. We are however now in the fortunate
position to have two Nurse Practitioners in the practice
and another well on her way. This is a practical solution
which can be used in many rural situations.
Finding new ways to work together at a practice level
reflects what is happening at a national level with the
Alliance Leaderships Teams. I hope that working as part
of one of the largest rural groupings, my experience will
be able to contribute to the New Zealand Rural General
Practice Network.”

Tania Kemp
Tania is a Nurse Practitioner
working in the South Island.
She is also PRIME trained and
has taken part in afterhours/
on-call role for the past eight
years. During her career she has
worked on the Chatham Islands, Pitt Island and the
South Island West Coast, primarily in general practice
with other roles including sexual health, family planning,
and as a nurse educator and facilitator.
“The Network’s 2013 annual conference in Rotorua was
one of the year’s highlights and one really enjoyable
aspect of that event was the cultural component.
With Màori health statistics being what they are,
particularly in the rural community, it is crucial that we
not only recognise this but also do something towards
addressing the issues. A step in the right direction
is incorporating Màori speakers at the conference
and hearing the stories from the coal face for Màori
as not only consumers of the health care system but
also of Màori health providers and the excellent work
that is being done in some areas. Some of the models
described at the conference could be adapted to help
address the needs of Màori in other rural areas.
As part of the PRIME sub-committee it is pleasing to
see the development of good relationships with ACC
and St John and that discussion between the three
parties will continue to resolve other issues that exist.
I am also a member of the Major National Trauma
Network set up to look at major trauma in New Zealand.
The focus has been on what specific trauma data to
collect in hospitals to get a picture of what trauma
presents and what happens with those patients.
Looking ahead to 2014, I would like to see the
role of the rural nurse developed to include a clear
definition and career pathway, and recognition of the
clinical expertise that is specific to the rural nurse
specialist role.
I would also like to see the Network continue to foster
the concept of “general practice teams” as collegial
health care providers, rather than doctors and nurses in
solo roles.
It is very satisfying to be part of a national board
that actually practices the dual doctor-nurse “team”
concept. As the rural workforce continues to decline
this is a concept we must nurture in order to best
manage the health care of rural communities.”
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Sharron Bonnafoux
Sharron is a rural nurse
specialist based in Hanmer
Springs. Her involvement with
rural began in 1997 when she
moved to Stewart Island as one
of two District Nurses providing
primary health care before being invited to join the
team in Hanmer Springs in 2001. She holds post
graduate diplomas in occupational health practice
(1997), primary rural health care (2001), a Masters
in primary health care (2006) and a post graduate
certificate in health sciences looking at pharmacology
and prescribing (2010). Sharron is also a board
member of the Rural Canterbury PHO.
“The year’s highlight has to be the successful
familiarisation of the myriad of anagrams and
confusing jargon littering the political health arena.
From a clinical perspective, who would have thought
ALT meant Alliance Leadership Team; that RAG was
not a cloth for wiping up a spill; that “hot spots” aren’t
a winter holiday resort; that “horizontal integration”
is about getting close, but not that close, and has
nothing at all to do with the VBS (Voluntary Bonding
Scheme), … how can it when the proposal comes
from a straw man? Along with this dawning linguistic
comprehension came the ability to actively participate
in Board discussion providing a platform for rural
health issues.
These seem to revolve around the tight fiscal
envelope, a predicted growth in demand for health
services with an aging population, devolution from
secondary care couched in the phrase “better, sooner,
more convenient health care”, and “closer to home”,
“alliancing framework” along with the inability to
recruit and retain rural health practitioners with
no-one really wanting to provide after-hours care.
There is an article from The Press featuring Dr Martin
London dated November 3, 2001 titled “Desperate
for doctor”. The future has to be about finding an
alternative solution, not just rural doctor-focused, but
looking at the entire team, and looking outside the
box, as the current solutions don’t seem effective.
That is where I see the future of NZRGPN. In engaging
with its membership to continue to tackle these issues
in the common sense, lets muck in, rural kind of way.”

Ray Anton
Ray Anton has been co-opted
onto the Board as an honorary
member. Ray holds a Bachelor
of Science in Industrial
Engineering and Operations
Research from the University
of California at Berkeley and a Masters Degree in
Management from the University of Redlands.
He has been CEO of Clutha Health First for the
past 10 years, chairman of the Board at John
McGlashan College in Dunedin for the past eight
years and is a Board member of the Otago Southland
Employers Association.
His first six years in New Zealand were at the Otago
DHB as the strategic planner and quality manager and
previous to that he worked as a consultant for KPMG
Peat Marwick and for a number of hospitals.
“The New Zealand Rural General Practice Network
plays a key role in supporting and advocating for
rural health services on behalf of not just general
practitioners, but also for the rural health sector as a
whole. A case in point is the involvement of the Rural
Hospital Network (RHN) on the Network Board and
also the inclusion of the RHN in the Network’s annual
conference. The planning for the conference started
in earnest earlier this year and a whole stream of
presentations are focused around the role and issues
surrounding rural hospitals.
The health sector is evolving rapidly, as we are all
trying to deliver greater services in the community,
through primary care, closer to home and away from
secondary and tertiary hospitals. This is a government
strategy that should produce better outcomes for an
ageing population without bankrupting the health
system. For this to happen we need to ensure that
the community and primary sector are empowered to
develop accordingly. The Network has been heavily
involved with the Ministry of Health in these areas
and I believe that the organisation will continue to
play a significant role in achieving results for the rural
health sector.”
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Riley Ridell
Riley, a year-four medical
student based at the University
of Otago’s Wellington School of
Medicine, grew up in Ngakuru,
Manawahe, Rotoma and Rotorua.
“We moved around as my Dad’s
hobby farm grew into more of a full time job. I chose
a career in medicine after my grandfather told me I
wasn’t tough enough to be a farmer, and would have a
more comfortable life as a urologist.”
“As your student representative I am hoping to coordinate the rural high school visits across the country
and make it easier to get these trips funded. In the long
term I would like to see general practice become an
attractive career option for ambitious students.”
In 2013 Riley will be a Rural Medical Immersion
Programme (RMIP) student in the Wairarapa, based
in Masterton.
“Attending the rural education summit held in
Whangarei was the highlight of my year on the
Network Board. The event drew speakers from all
levels of the medical curriculum to discuss their unique
approach to a solution for a workforce crisis.
I also hope to resurrect the student rural interest group,
The Boot, in Wellington for 2014. A lack of pre-clinical
students and options to spend an entire year in the
provincial placements has limited the number of
students available to run the club.
I have also enjoyed contributing to an engaging
student program at this year’s Network conference
in Wellington and will continue to provide a
communication link between the rural clubs at Otago
and Auckland.”

Rachel Goodwin
Rachel is also a year-four
student based at the Auckland
School of Medicine.Rachel
comes from a small rural
community of Raukawa in
central Hawke’s Bay. She
attended Raukawa Primary School and then went to
boarding school at Iona College. “Growing up in a
rural environment I have seen first-hand how a strong
community impacts life choices and healthcare. It
is because of this that I wanted to be a part of the
healthcare system, so that I could make a difference to
these communities. I wanted to be a part of ensuring
that rural communities have access to the best possible
medical care and resources.
“Medical school encouraged my passion for rural health
and I am strongly involved with the Auckland University
rural health club, Grassroots. With Grassroots I have
had the privilege of organising and participating in
rural school visits, being a sports representative and
vice president.
“I am excited about being one of the student
representatives on the NZRGPN Board. Through this
position I want to encourage exposure and promote
rural medicine to the students in New Zealand studying
healthcare careers and to ensure that they have
positive learning experiences in rural medicine.”
“2013 was a very educational year for me as one of
the student representatives on the Network Board. I
have been based in Whangarei and Kaitaia for my
placements as a fifth year medical student in the
Auckland Medical School’s Pukawakawa programme.
Over the last year I have learnt so much about the work
that the Board carries out. A highlight for me was the
NZRGPN conference in Rotorua. Being involved in the
conference was such a wonderful experience. I really
enjoyed meeting lots of new people and listening to
those rural health champions speak about the fantastic
work that they do. Being able to also hear from other
students interested in rural health was really beneficial
and my fellow student Board member Riley Riddell and
I were able see that many of the students in the rural
health clubs were facing similar challenges.
My hope for 2014 is for university rural health clubs
around New Zealand to provide inspiration and
education on rural health and promote potential
careers in this field to students studying in these areas.”
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NZLOCUMS
Co-Team Leaders: Emalene Pearson, Sarah Maguire, Thomas Gay, Jacinta Sanders
Project Co-ordinator: Louise Pert
Administrator: Carmen Arthur
There are two components to the Ministry of Health’s Recruitment Contract:
Rural Recruitment Service
The purpose of this service is to assist eligible rural
providers (currently those with a rural ranking
score of 35 or more) with recruitment of long-term
or permanent General Practitioners and Nurse
Practitioners. Our target delivery for 2013 was 60
placements, against which we made 83 placements
(38% above target).

Rural Locums Support Service
The purpose of this service is to ensure that eligible
providers (currently those with a rural ranking score
of 35 or more, but excluding those in Northland)
can access up to two weeks’ locum relief per 1.0 FTE
per annum. Our target for 2013 was to complete at
least 85% of applications received, against which we
delivered 97% (14% above target).

Performance
Rural Recruitment Service Placements
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Placements by DHB region

Where did our locums come from?

The top three DHB regions to receive locums sourced
by NZLocums in 2013 were Southern, Waikato
and Canterbury.

The top three countries from which doctors attending
our orientation were United States of America,
Netherlands and England.
On average 5 doctors per month attended our three
day orientation course held in Wellington.

Rural general practice placements
made by DHB region 2013

16

Doctors attending our ‘Orientatation for
Overseas Trained GPs’ course in 2013
Where they came from

Southern DHB

47

USA

28

Waikato District Health Board

47

Netherlands

13

Canterbury District Health Board

31

England

12

Bay Of Plenty District Health Board

16

Scotland

3

West Coast District Health Board

12

Canada

2

Lakes District Health Board

11

Ireland

2

Taranaki District Health Board

11

New Zealand

2

Waitemata District Health Board

10

Wales

2

Auckland District Health Board

9

India

1

Hawkes Bay District Health Board

8

Norway

1

Nelson Marlborough District Health Board

7

Northland District Health Board

7

Wairarapa District Health Board

5

Counties Manukau District Health Board

3

Whanganui District Health Board

3

South Canterbury District Health Board

1

NEW ZEAL AND RUR AL GENER AL PR ACTICE NET WORK

Hard to fill and hotspot vacancies in rural general practice as at 31 December 2013

Hot spot (6)
Hard to fill (2)
Whangamata
(Waikato DHB)
Putaruru-Tirau
(Waikato DHB)

Otorohanga
(Waikato DHB)

Patea
(Taranaki DHB)

Buller
(West Coast DHB)

Reefton
(West Coast DHB)

Owaka
(Southern DHB)
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STATE CONTRACTS COMMITTEE
Reporting to the Network Board, the State Contracts Committee (SCC) has
responsibility for monitoring the Network’s performance and delivery under
the Ministry of Health-funded Rural Locum Support and Rural Recruitment
Service contracts.
The key focus of the Committee during the
last financial year has been to consider the
following issues.

Locum Support: 148 of the 153 requests received
during the year were filled giving a delivery rate of
96.7%, this represents 14% above the annual target.

• A draft quality plan was submitted to the
Committee with recommendations made for further
enhancement – this work is on-going.

Rural Recruitment: (Long term and Permanent GPs)
83 placements were made against a target of 60,
which is 38% above the annual target.

• The Committee recommended that increased
vigilance around health and safety should be given
high priority.

• There has been a continued focus on dealing with
hotspots by the Network and the graph below
shows their very good work undertaken in recent
years which is highly commendable and reflects
the depth of knowledge, clinical expertise and the
height of commitment of the Network addressing
these and other issues in the rural community.

• The Committee discussed at length the barriers
for recruiting overseas Nurse Practitioners, in
particular the two year requirement for the cultural
component. It is our recommendation that the
Nursing Council review this.

Members of the State Contracts Committee are:

• The formal financial audit was completed and
the Network received an unqualified audit
opinion. There were some minor suggestions for
systems improvement.

David Clarke, Chairman
Dr Bernard Conlon, General Practitioner
Rachel Hale, Rural Nurse Practitioner

• NZLocums performance against the MoH Contract
continued to be outstanding for the year ending 31
December 2013, the results were as follows:

NZLocums – Hotspots
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FINANCIAL STATEMENTS
Summarised Statement of Financial Performance*
For the year ended 30 June 2013
INCOME

2013

2012

Income Received

6,082,312

5,749,267

LESS: DIRECT COSTS

3,619,409

3,069,735

GROSS SURPLUS

2,462,903

2,679,532

Amortisation

81,186

78,504

Audit Fees

14,900

15,927

Legal Fees

6,387

9,386

Depreciation

12,398

27,809

Kiwisaver Employer Contribution

13,449

13,429

123,421

126,265

1,421,997

1,244,937

259,487

270,828

89,168

73,250

533,832

764,410

TOTAL EXPENDITURE

2,556,225

2,624,745

NET SURPLUS/(DEFICIT)

($93,322)

$54,787

LESS: EXPENDITURE

Rent
Salaries & Wages
Advertising
Conference & Trade Shows
Other Expenses
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Summarised Statement of Financial Position*
as at 30 June 2013
EQUITY

2013

2012

Accumulated Funds

1,724,193

1,817,515

TOTAL EQUITY

1,724,193

1,817,515

1,578,974

2,564,388

83,096

90,957

341,215

415,442

2,003,285

3,070,787

CURRENT LIABILITIES

279,092

1,253,272

TOTAL LIABILITIES

279,092

1,253,272

$1,724,193

$1,817,515

Represented By
CURRENT ASSETS
FIXED ASSETS
INTANGIBLE ASSETS
TOTAL ASSETS

NET ASSETS
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Statement of Movements in Equity*
For the year ended 30 June 2013
2013

2012

1,817,515

1,762,728

Net Surplus/ (Deficit)

(93,322)

54,787

Total Recognised Revenues and Expenses

(93,322)

54,787

$1,724,193

$1,817,515

Balance at Beginning of Year

BALANCE AT END YEAR

* The above financial information has been extracted
and summarised from the 30 June 2013 audited
accounts of the New Zealand Rural General
Practice Network, for which an unmodified opinion
was issued. The Auditors, Staples Rodway, have
reviewed the summary financial report prepared in
accordance with FRS-39 and for consistency with
the full financial report. The summary financial report
does not provide a complete understanding as
provided by the full financial report of the financial
performance and financial position of the entity
adopted on 13 December 2013. The data represents
the performance of the New Zealand Rural General

Practice Network activities. A full set of accounts is
available to Members of the Society upon request to
the Chief Executive.
Authorised:

Dr Jo Scott-Jones
Chairperson

Dr Martin London
Treasurer

Dated 27 February 2014
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AUDIT REPORT
Staples Rodway Chartered Accountants

Report of the Independent Auditor on the Summary Financial Statements
To the Members of the New Zealand
Rural General Practice Network Inc
The accompanying summary financial statements,
which comprise the summarised statement of
financial position as at 30 June 2013, the summarised
statement of financial performance and statement
of movements in equity for the year then ended and
related notes, are derived from the audited financial
statements of the New Zealand Rural General Practice
Network Inc for the year ended 30 June 2013. We
expressed an unmodified audit opinion on those
financial statements in our report dated 13 December
2013. Those financial statements, and the summary
financial statements, do not reflect the effects of
events that occurred subsequent to the date of our
report on those financial statements.
The summary financial statements do not contain all
the disclosures required for full financial statements
under generally accepted accounting practice in
New Zealand. Reading the summary financial
statements, therefore, is not a substitute for reading
the audited financial statements of the New Zealand
Rural General Practice Network Inc.

Executive Board’s Responsibility for the
Summary Financial Statements
The Executive Board is responsible for the
preparation of a summary of the audited financial
statements in accordance with FRS-43: Summary
Financial Statements.
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Auditor’s Responsibility
Our responsibility is to express an opinion on
the summary financial statements based on our
procedures, which were conducted in accordance
with International Standard on Auditing (New
Zealand) (ISA (NZ)) 810, “Engagements to Report
on Summary Financial Statements.”
Other than in our capacity as auditor we have no
relationship with, or interests in, the New Zealand
Rural General Practice Network Inc.

Opinion
In our opinion, the summary financial statements
derived from the audited financial statements of the
New Zealand Rural General Practice Network Inc for
the year ended 30 June 2013 are consistent, in all
material respects, with those financial statements,
in accordance with FRS-43.

27 February 2014
Staples Rodway Wellington
Chartered Accountants
Wellington

NETWORK MEMBERSHIP
Rob Olsen, Communications and Membership Manager

Major Membership activities this year include:
• Ongoing work on the review of the Rural Ranking Score (RRS)
in conjunction with the Ministry of Health and DHBs
• Second year of practice rate for membership
• Organising the annual conference to be held in Wellington
in March, 2014
• Updating members database (email addresses, telephone, etc).
RRS
The long-standing Rural Ranking Score is set to be
phased out from July 1, 2014 to be replaced with
a flexible funding model based on local alliancing
arrangements involving DHBs and rural practices.
The alliances will decide the most appropriate use
of rural funds.
This has been a complex piece of work and has
been the number one priority for the Network in
conjunction with DHBs and the Ministry of Health
during the past three years.
Under the new model, existing rural funding streams
– the rural bonus ($3.7 million annually), workforce
retention ($7.5 million), reasonable roster ($2.1 million)
and rural after hours ($5 million), together with $9
million extra funding to be rolled out in $2 million lots
over four years, will be brought together in a flexible
funding pool. This will be allocated to individual
DHBs and, although the allocation method hasn’t
been finalised, it will take into account population
demographics, remote rural issues and the historical
share of existing rural funding allocation.

“Rural Communities – the backbone of New Zealand”,
with a strong focus on the holistic health of the
entire rural community and the importance of this
to New Zealand’s economy. The New Zealand Rural
Health Alliance Aotearoa (RHAANZ) will hold a
separate conference day allied to the main conference.

Membership
In 2013 our achievements – benefiting members in all
rural general practices – have been:
• Greater flexibility around rural support funding
where there is agreement between providers, PHOs
and DHBs to move to new arrangements. Ability to
hold status quo also secured.
• Extension to VBS eligibility criteria (now includes
rural general practices experiencing recruitment
and retention difficulties) with primary care nurses
having been added to the bonding scheme.
• Additional rural support funding (an extra $2 million
per annum available through rural service level
alliance teams as from 1 July 2014).

Existing funding arrangements will remain until the
alliances make any decisions.

• Membership of the Ministry of Health’s new Rural
Advisory Group (provides guidance to the Ministry
and Ministers on matters impacting rural health).

Conference

• 22 permanent rural GPs recruited, 61 long-term GP
placements made and delivered on 97% of all short
term locum requests received.

The Network’s annual conference, the rural health
sector’s showcase event, will take place in March
in Wellington this year. It will again be held in
conjunction with the NZ Rural Hospital Network
(NZRHN). The conference is an opportunity for
Members and others to join together for CME
accredited workshops and plenary and concurrent
sessions, hear keynote speakers and network and
socialise with peers. This year’s conference is entitled

With the AGM and election of Board members
pending, the Network has strongly urged all nonmembers to join and get involved in the nomination
process that will elect those tasked to represent
their interests in policy and decision-making that will
impact on their patients, communities and careers.
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Membership currently stands at 1518 (down from 1568
as at December 2013) This is made up as follows:

Network membership as at February 2014

Regional Membership/advocacy visits
Membership manager Rob Olsen visited Northland
GP Lance O’Sullivan during 2013. No other practice
visits were undertaken during the year, mainly as
a result of the need to keep costs down in a tight
fiscal environment.

Student Membership
Student representatives on the Board – ARHA student
representative Rachel Goodwin and Otago University
school of medicine representative Riley Riddell
continued their role with the Network during 2013.
The Network has also provided funds to various
student health clubs to assist with their activities.
Doctors

460

Nurses

686

Practice Managers

117

Administrators

234

Friends

5

Students

3

Others

13

1518

Levy structure
The new practice rate has been offered to rural
practices New Zealand-wide for the second year. It
has been adopted in conjunction with the existing
“Individual” rate.
Membership rates for individuals and the practice rate
were held at current levels for the year, with a minor
adjustment for about 20 larger practices with a large
number of Full Time Equivalent (FTEs) staff.
To date about 140 practices (from 198) have opted
for the new practice rate. By taking advantage of
this discounted rate, the wider practice team are
all eligible for membership of the Network with full
voting rights being afforded to rural GP and Nurse
Members. The practice rate provides significant
discounts when compared to individual membership.

24

NEW ZEAL AND RUR AL GENER AL PR ACTICE NET WORK

Complimentary conference registrations have
also been offered to each of the student groups –
approximately 20 in total.
Work is ongoing on several issues and initiatives
that ARHA and the Board are working on together.
These include:
• Providing clarity around graduate career pathways
in rural (via website or information pack given to
new student Members)
• Providing a database of rural health professionals
willing to assist students (work together to
encourage more rural GPs to host students)
• Developing a database of rural GPs willing to
host students
• Developing students as future leaders in rural health
– NZRGPN could facilitate leadership development
seminars where rural health professionals could pass
on their skills. The annual NZRGPN conference could
be the forum for this type of seminar
• Following up on rural school visits by student rural
health groups (SRHGs) designed to encourage
younger students from rural areas to pursue careers
in rural health
• Promoting NZRGPN membership to medical and
nursing students and approach other groups such
as student nursing associations
• SRHGs presenting a session at the Network’s
annual conference.
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