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Tobacco use remains the single biggest preventable 
cause of death and disease in Australia, despite gradual 
declines in smoking prevalence since campaigns and 
regulation started in the 1970s. Tobacco control also 
remains one of the best investments in health, for 
health and economic reasons. 

A prevailing assumption that this ongoing problem 
belongs in the too-hard basket and that tobacco use has 
long been engrained in our culture, including indigenous 
culture, is perhaps one of the reasons for the lack of 
concerted effort made to address this 
problem. As well, the tendency to blame 
individual smokers for their weaknesses 
has failed to recognise their status as 
victims, not just of their socioeconomic 
circumstances, but of the multinational 
tobacco industry.

Yes, tobacco has been in use a long 
time; yes, ‘pituri’ has been a source 
of nicotine for perhaps thousands 
of years; yes, Indonesian fishermen 
introduced tobacco into Arnhem Land 
and traded tobacco with Northern 
Australians in recent centuries; yes, it was rationed 
out by whitefellas in early black settlements … but it 
is only in recent decades that addictive consumption 
and prevalence has risen dramatically, leading to the 
epidemic of tobacco-caused diseases we now see 
among indigenous people and across the world. 

This happened because of the tobacco industry’s 
freedom and power to manufacture, market and distribute 
their product at low cost to every remote corner of the 
world, including indigenous communities. It has been 
because of the success of this industry to normalise 
public smoking and avoid regulation of their product.

While there is a fairly high level of recognition of the 
tobacco epidemic in the NT, especially among the 
indigenous population, there has obviously been 
insufficient effort, or financial commitment made – 
nationally and Territorially – to address the problem, 
or to strengthen the regulation of the industry and the 
products that have caused it. 

And it is not for a lack of knowing what to do …

Time to invest in tobacco control

Funding for tobacco control across 
Australia is totally inadequate when 
compared to the health consequences 
of tobacco use. 

A recent (2004) report from the Health 
Gains Planning Unit of the Department 
of Health and Community Services 
has quantified the economic costs of 
tobacco and predicted the economic 
benefits over time from investing in 
tobacco control in the Territory. 

In 2004:

• Tobacco-related hospital costs were conservatively 
estimated at $11.7 million per annum. These costs 
have been projected to grow to $20.1 million per 
annum by 2025.

• The accumulated tobacco related hospital costs 
for the period 2004–2025 have been calculated as 
$349.7 million.

• An investment of $1.2–$1.5 million per year in extra 
tobacco control interventions would only have to 
achieve a 0.5% reduction in smoking prevalence 
per annum to create potential savings in hospital 
costs (over the period 2004-25) of $85.9 million 
(excluding the cost of the additional intervention).

Tobacco control: One of the best 
investments in public health

Continued on page 2

By: Greg Hallen, Chief Executive Officer, National Heart Foundation – Northern Territory Division

“We don’t smoke that 
s__t.  We just sell it.  
We reserve that for the 
young, the black, the 
poor, and the stupid.” 
– RJ Reynolds executive’s 
response when asked by 
David Goerlitz, the former 
Winston Man, why tobacco 
company executives did 
not smoke. 1990.
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As is evident in the DHCS report, the financial 
commitments are not great in order to effect change 
– indeed they pay for themselves many times over in a 
relatively short period of time. Even with very modest 
reductions in consumption of tobacco, we can expect 
to see marked reductions in health costs due to health 
improvement. 

Governments have been reluctant (and still are) to act 
and do what we know to work, because of industry 
pressures and revenues gained from tobacco (including 
donations to political parties). However there should be 
no reluctance for economic reasons to move forward 
with the strategies that work. 

What we need to be mindful of is not to be distracted 
by costly interventions that don’t work, but which the 
tobacco industry themselves will promote as socially 
responsible interventions (eg., school and youth-based 
interventions, getting parents and teachers to talk to 
kids about not smoking, ‘not for sale to U/18s’ signs at 
retailers).

A literature review of the effectiveness of tobacco control 
interventions (Ivers, R. 2001) acknowledged the well 
researched benefits of tobacco control interventions 
among the general population and recognised the lack 
of equivalent evidence for their effectiveness among 
the indigenous population. Nevertheless, the author 
concluded that there is reason to believe that out of the 
range of strategies available, many are likely to be as 
effective among both populations if communities are 
engaged in making them culturally appropriate. It must 
also be recognised that no single strategy will be 
effective on its own, among any population groups. 

The way forward for further interventions and regulation 
include (not an exhaustive list):

Tax and pricing policies 

Tax and price increases have been extensively shown 
all over the world, in rich and poor communities, to 
reduce consumption of tobacco. 

Court challenges to state-based taxes on tobacco have 
lead to a misunderstanding about their constitutional 
legalities. The possibilities still remain to impose licence 
fees, the revenue from which may be used in addressing 
the problems caused by tobacco products. 

The usefulness of stores increasing tobacco prices 
in order to subsidise fruit and vegetables in remote 
communities is yet to be properly evaluated. 

Smoke Free Areas

•  Strengthening public smoking laws to make sure 
they equitably protect all workers and the public from 
second hand smoke.

• Extending smoke free areas in public areas and 
institutions such as schools and health facilities and 
enforcing them.

•  Smoke-free campaigns at community and household 
level to encourage people to create their own smoke-
free by-laws and policies.

Further control of advertising and 
promotion

•  There needs to be strengthening of existing legislation 
to cover up the loopholes the tobacco industry finds to 
promote its products, including in popular clubs, among 
youth.

•  Further restricting promotions and advertising at the 
point of sale, including putting all tobacco products 
under the counter, out of site. 

Note: When large new graphic health warnings were 
introduced for displays in tobacco retailers in Tasmania, 
Coles supermarkets decided to have nothing displayed 
at all and put all their tobacco products out of sight – a 
good result!

Controlling the pack

Why do relatively harmless food and pharmaceutical 
products have ingredient lists and product information 
that are not imposed on far more dangerous tobacco 
products?

From page 1
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Pack warnings will very soon carry a large graphic 
health warning. More can be done to ensure consumers 
are well informed of the danger of these products and 
are not mislead by the imagery displayed on the pack. 
Generic packaging for all tobacco products would help 
address this problem.

Targeted media campaigns

This includes indigenous groups who so far have not 
benefited from mainstream media campaigns. They 
have to contain strong, meaningful and shocking health 
messages and be accompanied by directions to QUIT 
services. Humorous messages, clever as they may be, 
have not been found to be effective. 

Youth-focused programs 

Youth-focused interventions have had few successes 
anywhere in the world. They tend to be costly and 
ineffective. Any new efforts need to engage youth in 
their own campaigns that recognise and oppose the 
forces that attract them to smoke. 

Examples include the Tobacco Free Kids campaign 
in the USA which has brought youth out fighting the 
tobacco industry – rather than being lectured to by 
teachers and parents about the harms of smoking. 
School-based programs need to ensure they are 
accompanied by a strong effort to make all premises 
completely smoke free and provide non-judgemental 
QUIT support to students who already smoke.

Indigenous youth, who may not have been exposed 
to health messages, may benefit more from youth-
focused interventions. 

Interventions for pregnant women

Needless to say, the benefits of preventing smoking 
by pregnant women go far beyond the health of the 
mother. Intensive interventions are warranted and are 
likely to be effective, with long term benefits.

Extensive QUIT support 

• Promote and utilise the existing QUIT-LINE services. 

• Strengthen the public health workforce to provide 
brief interventions and be accountable for providing 
them at every opportunity.

• Trials of the practical use of subsidised bupropion and 
nicotine replacement therapy could be useful if part of 
a comprehensive program. 

This will be discussed further by Jeff Brownscombe in 
another section of this edition of The Chronicle.
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Northern Territory Smoking Statistics  

National Drug Strategy Household Survey 2004
Smoking Prevalence

27.3% of the Northern Territory population over the age of 14 smoke daily. This is 28.6% males and 25.9% 
females. This is compared to 27.9% in 2001. 

This means just over 40,000 Territorians are daily smokers compared to almost 3 million nationally.

On average, 17.4% of the Australian population smoke. This is almost 3 million Australians (200,000 less than 
in 2001)
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14-19 20% 18.5% 9.5% 11.9%

20-29 29.8% 24.6% 24% 22.9%

30-39 38.5% 32.2% 23.8% 21.8%

40-49 29.8% 28.4% 22.6% 20.1%

50-59 26.7% 25.4% 18.1% 14.4%

60+ 16.5% 17.5% 11% 7.1%
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Banning Smoking in Pubs 
and Clubs

60.9% 68.1%

Make it harder to buy 
cigarettes in shops 57.3% 63.6%

Banning point of sale 
advertising and display of 
tobacco products

64.1% 70%

2004 support for measures to reduce the problems associated with tobacco

*Population figures are based on the 2004 ABS 
publication 3101.0 showing the Territory to be 
199,200. This is more than 40,000 smokers 
(over the age of 14)

For a copy of the full survey findings visit http://www.aihw.gov.au/publications/index.cfm/title/10122.

Katie Fowden,  
Tobacco Policy Officer 
Alcohol and Other Drugs Program 
Department of Health and Community Services 
PO Box 40596, CASUARINA NT 0811

Tel: 08 8999 2696 
Fax: 08 8999 2420 
Tobacco Hotline: 1800 888 564 
Quitline: 13 QUIT / 137 848 
Website: www.smokefree.nt.gov.au

STOP PRESS
The 10th Annual Chronic Diseases Network 
Conference is due to be held in Darwin on 21 
and 22 September 2006!  Mark these dates in 
your diary and prepare for more information 
in the April edition of The Chronicle!
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The Preventable Chronic Disease Program
Dr Christine Connors, PCD Program Director, DHCS

Over the past eight years, 
since the development of the 
Preventable Chronic Disease 
Strategy (PCDS) and the 
formation of the Chronic Disease 
Network, all health services in 
the NT have had an increasing 
focus on chronic diseases. 
Within the Department of Health 
and Community Services, there 
has been a strategic effort 
to implement the PCDS, and 
following the last restructure in 
2003, a dedicated program was 
formed. 

This article describes the team 
members and their roles, to provide 
further information for health staff 
and interested others in the NT. 

The Preventable Chronic Disease 
program is part of the Health 
Development and Oral Health 
Division in DHCS, led by Jenny 
Cleary. This allows us to work 
closely with other public health 
teams who have related business, 
including the Nutrition and Physical 
Activity program, the Child and 
Maternal health program and the 
Oral Health program. We also take 
advantage of the expertise in the 
Health Promotion Strategy unit 
(they have produced an evidence 
summary of effective health 
promotion activities to reduce 
smoking, alcohol misuse, and 
to improve physical activity and 
mental health) and the Women’s 
health policy unit.

PCD program came together in 2003 
with existing public health positions 
(Women’s Health educators, health 
promotion officers, Public Health 
coordinators) and some of the 
positions that were funded under 
S100. The team now consists of 
three groups:

• An NT wide group responsible 
for policy, setting directions, 
sourcing and sharing evidence, 
providing expert advice to a 
range of people, and liaising 
broadly with health staff 
from both government and 
non government services. 
The staff includes the PCD 
program director, two senior 
health promotion staff, male 
health coordinator, policy 
officer, project officer and an 
administrative officer. The CDN 
project officer has also recently 
joined this group.

• The Central Australian team 
which provides education, 
training and patient services 
to remote DHCS clinics and 
communities. This team 
includes a coordinator, two 
Women’s Health educators, two 
Public Health nurses, an AHW, 
an Aboriginal health promotion 
officer and administrative 
support.

• The Top End team has the same 
role working with DHCS clinics 
and communities serviced by 
those clinics. This team has 
a coordinator, three women’s 
health educators, two public 
health nurses, three Aboriginal 
healthy promotion officers and 
administrative officers. 

The PCD team spends a lot of 
time training other health staff, 
facilitating annual chronic disease 
workshops in four major centres 
each year, as well as Women’s 
health courses in Alice Springs, 
Nhulunbuy and Darwin. 

While staff in remote areas are a 
priority due to burden of disease 
for their patients, we welcome staff 
from community care, hospital 

and GP practices and find the 
contribution in workshops from a 
broad range of staff very valuable.

Women’s health educators assist 
remote health staff by working 
alongside remote nurses and 
AHWs to provide well women’s 
screening. They will often focus 
on ensuring that women who are 
missing out on checks (ie., women 
who haven’t had a Pap smear for 
more than five years or never had 
one) are specifically informed and 
invited to have Pap smears. They 
keep the whole clinic team up to 
date with women’s health issues. 

Currently the three Top End 
educators are attending an annual 
Women’s Health conference in 
Queensland, having successfully 
been awarded scholarships from 
the National Breast Cancer Centre. 
This ensures they stay current with 
the latest information. They also 
provide community education to 
specific groups including school 
girls. In Central Australia, Sandy 
and Julie have a well established 
women’s health forum, which is 
provided for three communities 
each year. 

The Public Health nurses and AHW 
keep busy providing on site training 
and support for remote staff to run an 
effective chronic disease program. 
This includes training people in the 
use of Adult Health Check (AHC) 
forms and care plans. They spend 
lots of time assisting people with 
understanding and using recall 
systems, and teaching clinical 
management using the CARPA 
guidelines. Last year they also 
visited with a podiatrist to support 
clinics to run a comprehensive 
diabetes check up day. This was 
very successful in targeting the 
patients with diabetes, and well 

Continued on page 6
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received by clinic staff. We have 
ongoing funding for three years 
to continue this service. They will 
also be auditing clinic records to 
assess diabetes management and 
provision of AHCs. 

The PCD team has been involved 
with the ABCD research project 
at Menzies School of Health 
Research. The results from this 
auditing to date have shown some 
very positive results (high levels 
of service delivery, improving 
glycemic control for diabetes) and 
areas that need strengthening 
(providing and documenting 
brief intervention, more active 
management with medications, 
providing adult health checks). 

Remote health staff have been 
keen to ensure that what they are 
doing will make a difference and 
appreciate having local data to use 
in planning their services. Look out 
for ABCD audits coming to your 
clinic…

The health promotion staff 
have been working with remote 
communities to develop more 

effective ways of discussing chronic 
disease risks and prevention. They 
have developed a chronic disease 
storyboard to facilitate these 
discussions and have been getting 
positive feedback from community 
groups. How to improve the 
community support and actions 
that make it easier for people to 
both prevent and manage chronic 
diseases is an ongoing issue, but 
there appears to be a higher level 
of awareness amongst people 
about the need for changes. 

Using the evidence summaries 
from the Health Promotion Strategy 
unit, we plan to provide community 
groups with a range of options 
from individual brief intervention 
at the clinic to walking groups, to 
store policy changes to councils 
enforcing tobacco legislation for 
smoke free workplaces. A broad 
range of activities is required to 
promote and maintain behaviour 
changes.

More broadly our team has also 
been involved with evaluating 
the PCDS (still ongoing), and 
developing a curriculum framework 
as a joint project with Queensland 

which is influencing the delivery 
of chronic disease training for 
doctors, nurses and AHWs. We 
work closely with Aboriginal 
medical services and GP divisions, 
and advise managers for urban 
community care about chronic 
disease issues. 

In Central Australia our team 
and Central Australian Aboriginal 
Congress have been collaborating 
on providing self management 
training for health staff. We also 
liaise closely with specialist 
medical and nursing colleagues in 
renal, medicine, diabetic foot clinic 
and mental health.

We hope to have future articles 
from specific team members to 
share their ideas on the excellent 
work occurring across the NT. If 
you would like further information 
or to speak with a team member 
please contact:

PCD Program Director:  
Christine Connors 8922 8978

CA PCD coordinator:   
Jenny Hains  8951 7824

TE PCD coordinator:    
Cynthia Croft            8922 8637

7 million Australians overweight  
and in the danger zone

Kidney Health Australia says a new 
study in the US which convincingly 
demonstrated a strong relationship 
between being obese and kidney 
failure as another major catalyst 
causing the kidney crisis facing 
Australia. 

Morbidly obese Australians face 
a 700% greater risk of kidney 
disease and ending up on a 
dialysis machine. 

These findings mean that kidney 
disease should be added to the 
long list of conditions already 

recognised to be related to obesity, 

including hypertension, diabetes, 

heart disease, stroke and arthritis. 

The study, published in the 

prestigious Annals of Internal 

Medicine, followed more than 

320,000 northern Californians for 

an average of 26 years and found 

that even mildly obesity increased 

the risk of kidney failure by 90%, 

moderate obesity increased the 

risk by 350% and severe obesity by 

600%. The risk in those morbidly 

obese at the start was increased 

700%

Risk factors currently recognised 

to increase the chance of kidney 

failure include hypertension, 

diabetes, smoking, family history 

of kidney disease, increasing age 

and Aboriginal and Torres Strait 

Islander heritage.

Enquiries: Anne Wilson, Chief 

Executive, or Dr Tim Mathew, 

Medical Director, Kidney Health 

Australia 

From page 5
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Vegie Man promotes the Go For 2&5 
message in Katherine Region

Vegie Man, the face of the Go For 
2&5 fruit and vegetable campaign, 
visited more than 2000 children and 
adults in the Katherine region last 
November and December. The DHCS 
Katherine Nutritionist and Health 
Promotion Officer accompanied him 
on visits to 24 schools, pre-schools 
and child care centres from Pine 
Creek to Binjari, to Borroloola and 
Katherine town. 

Vegie Man entertained children and 
adults alike during discussions on 
the importance of eating 2 fruit and 
5 veg every day. The session topics 
included serving sizes for fruits and 
vegetables, the main food groups, 
the importance of drinking water and 
physical activity. 

Audience interaction was encouraged using open 
questions, and children were rewarded for their 
participation with Vegie Man stickers. The content was 
modified according to each age group. Pre-schoolers 
were happy to name and discuss ways to eat the 
different fruit and vegetables that make up Vegie Man, 
and older children were able to name some of the 
nutrients and health benefits in fruit and vegetables.

The children were very interested to learn more about 
Vegie Man and asked a variety of questions such as: 
“What are his favourite fruit or vegetable? Why does 
Vegie Man like eating lots of fruit and vegetables? 
Where does he live? Does Vegie Man eat junk food?”

Vegie Man has received ‘fan mail’ from three of the 
sites visited, indicating his popularity with the children: 
“I always want to be healthy like you”, “I love lots of 
fruits and I like some vegies”, “I learnt that we should 
drink lots of water and milk”, “To the Vegie Man, I am 
eating lots of fruits and vegies”, “Thank you for the 
lesson Vegie Man, I really appreciate it”.

Evaluation forms filled out during the visits indicated 
that the sites benefited greatly, and many teachers 
commented that they had learned something new. 
Teachers and other staff were provided with a 
‘showbag’ of nutrition education materials to ensure 
that promotion of the Go For 2&5 and healthy eating 
messages are maintained after the visits. The use of 
these resources will be evaluated this February.

For more information on the 
Go For 2&5 campaign, visit 
the website at: http://www.
gofor2and5.com.au/

Georgina Boston 
DHCS Nutritionist 
Nutrition & Physical Activity 
Program 
Katherine 
Ph: 8973 8946

Julie Cook 
DHCS Health Promotion Officer 
Preventable Chronic Disease 
Program 
Katherine 
Ph: 8973 8436 
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Milingimbi Women’s Week
Women’s Week (14-18 November 2005) was a huge 
success, with 175 women screened for chronic 
disease, STIs, pap smears and general well women’s 
checks. There were 27 new cases of chronic disease 
identified, three cases of serious women’s health 
issues and 100 pap smears performed.

We would like to thank the women of Milingimbi for such 
a positive turnout. It was fantastic to see them take such 
interest in and responsibility for their health. We would 
also like to thank the visiting health staff for assisting us at 
this extraordinarily busy time: Joy Pascall - Public Health 
Nurse Preventable Chronic Disease (PCD) program, 
Gove; Joy Simpson - Family and Children’s Services, 
Gove; Leonie Conn - Women’s Health (PCD Team), 
Darwin; Julie Sankey - Centre for Disease Control, Gove; 
and Annette Heather - Women’s Health Nurse, Gove.

A huge thank you also goes to our ‘Strong Women’, 
Daisy Namanatj and Edith Mamingiyawuy, who ran 

three education sessions during the week and provided 
cooking demonstrations and lunch every day.

We were able to provide prizes and gift bags during the 
week through our sponsors: Milingimbi Council - $250, 
‘Strong Women Strong Babies Strong Culture’ - $200 
and 100 dilly bags, Menzies Healthy Skin Program - 300 
soaps, Mirambeena Hotel - 200 shampoos, Preventable 
Chronic Disease Program - $200 and Pacific Nail Polish 
Adelaide - 300 bottles of nail varnish.

The money and gifts enabled us to give each woman who 
attended lunch and a gift bag that contained nail varnish, 
soap, dilly bag and shampoo. The end of week prize was 
a DVD player and Body Shop basket gift pack.

The week was hard work, but also fun and educational. 
Again, a big thank you to everyone who contributed 
and attended Milingimbi Clinic.

Wendy Turner

Polycystic Ovarian Syndrome (PCOS) is a condition 
of unknown cause. It is associated with irregular 
(usually less frequent) menstrual cycles, infertility, 
excessive hair growth, acne and often obesity (this 
is not always the case). Women with the condition 
may also develop diabetes and osteoporosis.

For the overweight woman, weight loss and exercise 
is the best treatment. This will decrease insulin 
resistance. A weight loss of more than 5% will result in 
many women resuming regular menstrual cycles and 
ovulation. Regular exercise is also beneficial to women 
with normal Body Mass Index (BMI).

Metformin tablets, which also change insulin, help the 
resumption of regular cycles in 70% of women and 
clomiphene citrate helps ovulation in 80% of women, 
of which 40% are likely to have a pregnancy. The oral 
contraceptive pill or other hormonal medication can be 
useful to regulate periods. 

Attention to diet and exercise is the key to maintaining 
good cardiovascular health. A diet low in fat, high 
in fibre (fruit, vegetables and cereals) with a low to 
moderate alcohol intake will help prevent cardiac 
disease. Exercising for 30 minutes at least three times 
a week will assist. Maintaining a healthy body weight 
(BMI 20-25kg/ m²) is also beneficial.

An oral glucose tolerance test and lipid check in 
someone who has been diagnosed with PCOS will 
assist in diagnosing associated conditions. Women 
with normal results should be re-checked every 1-2 
years depending on other risk factors such as family 
history, age and obesity.

More information: Dr Jacqueline Boyle, Menzies School of 
Health Research Ph - 8922 7917 Repromed, Darwin Private 
Hospital Ph - 8945 4211

Polycystic Ovarian Syndrome
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How Danila Dilba decided to use the new Medicare 
item for Health Assessments to improve screening 

Authors: Marianne Bookallil, David Thomas. 

In May 2004, a new Medicare item 
(710) was introduced for health 
assessments of Aboriginal and 
Torres Strait Islander adults 
aged 15-54 years. This new 
item supplemented other 
health assessment items 
introduced in 1999 for 
Aboriginal and Torres Strait 
Islander people aged 55 
years and over (704 and 706) 
and for all Australians aged 
75 years and over (700 and 
702).

The Health Assessment 
is designed as a holistic, 
comprehensive screening tool 
for Indigenous adults. It is 
based on the bio-psycho-social 
model of health and considers 
issues such as mental health 
and housing, as well as 
comprehensively screening for 
medical conditions. Its aim is to 
cover all areas of preventative 
care including immunisation, 
screening, behavioural change 
and environmental factors. 
Superficially, it is an important 
improvement in Indigenous 
health policy. It allows 
appropriate funding for a time-
consuming consultation. 

Limited evidence of any health 
improvements associated with 
the screening is included in the 
new Health Assessment item

Screening has the potential 
to lead to long-term benefits. It 
can also cause harm (Pencheon, 
2001). When screening occurs 
inappropriately, at best, it can be 
an expensive and unproductive 
exercise and at worst lead to 
unnecessary or inappropriate 
procedures with potential life-
threatening consequences. The 

World Health Organisation (WHO) 
describes features that an ideal 
screening tool should contain (see 
Box 1). 

The new Health Assessment 
is divided into mandatory and 
optional screening elements. The 
mandatory screening components 
must be completed in order to 
obtain Medicare funding for the 
consultation. Not all these items 
meet the criteria set by the WHO 
for appropriate screening. 

Many of the activities have the 
lowest level of evidence (level 5): 
expert opinion, clinical experience 
or descriptive studies, but no 

evidence from intervention 
studies. Some activities only 
have better evidence of impact 
in non-Indigenous population, 
but not the in Indigenous 
population. For example, 
testing for pulse rate and rhythm 
is mandatory. This is a simple, 
easy and cheap screening 
test for atrial fibrillation. There 
is good (level 1) evidence for 
screening for atrial fibrillation 
in non-Indigenous adults from 
45 years onwards; there is 
only poor (level 5) evidence for 
screening of Indigenous adults 
from 40 years. [1]

There is no available evidence 
of any health improvement 
for many elements of the 
new Health Assessment. For 
example, an oral examination 
is a mandatory item. There 
is evidence to support oral 
screening by dentists, but 
not by general practitioners 
or Aboriginal health workers, 
who would be doing the 
screening in an Aboriginal 
Medical Service.[1] Another 
mandatory item is screening 
for hearing deficit. Otoscopy 
and the ‘whisper test’ are 
required in order to fulfil the 
requirements for Medicare. 

The health assessment is aimed 
at those aged 15-54 years. There 
is level 3 evidence in support of 
screening non-Indigenous adults 
aged 65 years and over for hearing 
deficits. There is level 5 evidence 
supporting hearing screening in 
children. There is no evidence  

WHO criteria for screening 

1. The condition sought should be an 
important health problem for the 
individual and community. 

2. There should be an accepted treatment 
or useful intervention for patients with 
the disease. 

3. The natural history of the disease should 
be adequately understood. 

4. There should be a latent or early 
symptomatic stage.

5. There should be a suitable and acceptable 
screening test or examination.

6. Facilities for diagnosis and treatment 
should be available. 

7. There should be an agreed policy on 
whom to treat as patients. 

8. Treatment started at an early stage 
should be of more benefit than treatment 
started later. 

9. The cost should be economically 
balanced in relation to possible 
expenditure on medical care as a 
whole. 

10. Case finding should be a continuing 
process and not a once and for all 
project.

Wilson and Jungner 1968

Continued on page 10
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From page 9

for the 15-54 year age group,   
Indigenous or non-Indigenous. 

In summary, there is insufficient 
evidence to support the inclusion 
of many of the elements of the new 
Health Assessment item. These 
elements of uncertain, and possibly 
poor, screening may or may not 
lead to any health improvements 
in Indigenous health. The Health 
Insurance Commission should 
consider modifying the Medicare 
item so that it better reflects 
the available evidence. In the 
meantime, if practitioners omit 
the optional elements supported 
by poor evidence, the new Health 
Assessment still has some 
practical potential to improve 
Indigenous health and health care. 
Many of the mandatory elements 
with no supporting evidence can 
be completed quickly with little 
intrusion so that most of the time 
spent on the Health Assessment 
can be spent on those elements 
with most evidence that they might 
improve or protect the patient’s 
health. 

How much screening was 

happening before the new 

Health Assessment item?

The health impact of the new Health 
Assessment Medicare item will 

be small if screening was already 
well established for Indigenous 
adults age 15-54 years (although 
the extra Medicare revenue may 
enable additional useful health 
activities). The ABCD (Audit and 
Best Practice for Chronic Diseases) 
audit tool, developed by Menzies 
School of Health Research, was 
used to determine the baseline 
level of screening done at Danila 
Dilba, by auditing 30 randomly 
selected clinical charts. The results 
were similar to those in other health 
services and clinics. 

With the exception of screening for 
hypertension, where 73% (22/30) 
had a blood pressure recorded in 
the notes in the last visit, minimal 
screening was being done. Also of 
concern, was that abnormal results 
did not appear to result in follow 
up. However, caution is needed to 
avoid over-interpreting the results 
from the small sample used by the 
audit. 

The results of the audit suggested 
that screening could be improved at 
Danila Dilba. This could be done by 
either (1) introducing an unfunded 
Danila Dilba specific screening 
program, (2) encouraging more 
opportunistic screening as a part of 
all consultations or (3) introducing 
the new Medicare-funded Health 
Assessments. 

Conclusion

Despite the flaws, Danila Dilba 
decided to use the new Medicare 
Health Assessments. There 
are some very useful screening 
aspects such as immunisations and 
screening for hypertension. The 
areas with poorer evidence are not 
time consuming. The program is 
well enough remunerated to employ 
(in theory) an extra Aboriginal 
health worker to initiate them. The 
government form has been modified 
for Danila Dilba, and health workers 
and doctors have been trained in its 
use. Initially, the use of these forms 
and the Health Assessment items 
is being trialled at Danila Dilba’s 
men’s health centre.
1. Royal Australian College of 

General Practitioners, Guidelines 
for preventative activities in 
general practice, 5th edition. 
2002, Australian Family Physician 
(special issue).

2. Rosenman, S.J., Preventing 
suicide: what will work and what 
will not. Med J Aust, 1998. 169(2): 
p. 100-2.

3. Couzos S and Murray R, Aboriginal 
Primary Health Care; An Evidence 
Based Approach. second ed. 
Vol. 1. 2003, Melbourne: Oxford 
University Press.

4. McCormack, J. and T. Greenhalgh, 
Seeing what you want to see 
in randomised controlled trials: 
versions and perversions of 
UKPDS data. BMJ, 2000. 320: p. 
1720-1723.

Let’s talk about HIV/AIDS 
I wish to share with you the HIV/AIDS health 
promotions day devised by the Health Team at 
Gapuwiyak which was held on World AIDS Day (1 
December 2005). 

The Gapuwiyak Health Team is unique in the fact that, 
despite being a DHCS managed Health Centre, the 
health team includes a doctor employed by Miwatj 
Health, a Remote Area Nurse (RAN) and Health 
Coordinator employed by the Gapuwiyak Community 
Council. The RAN manages the Outstation Health 
Service (which covers six homelands), and the Health 
Coordinator liaises with community members, council, 

health centre and other stakeholders; and seeks 
funding for health promotion activities.

Planning is a time consuming yet crucial key to 
organizing effective health promotion activity. All staff 
members including administration personnel, trainee 
Aboriginal Health Workers and the driver attended the 
allocated planning meetings. 

Writing ideas down is a good way to keep the planning 
process on track and within a focused framework. 
Some of these ideas in our strategy included: 

• The Health Centre be closed on 1 December to 
allow sole focus to be on HIV 
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• The health promotion activity advertised at 
prominent places and over the loud speaker a 
couple of days leading up to 1 December. 

• Health Centre staff would inform patients as they 
presented 

• A presentation be given to the Community Council 

• That the education teams had a structured 
morning 

• The afternoon be less structured, 

• A large chalk montage be drawn on the school 
parade ground to engage the school children and 
as a way to leave a visual message.

• A pre-recorded interview with health staff be played 
on the radio from 29 November to 3 December. 

• ARDS be involved in delivering a session in 
language at the Women’s Centre

• Everyone to be given a red ribbon to symbolize 
World Aids Day.

• A meeting at the end of the day for evaluations

The final planning work took place on the afternoon 
prior to World Aids Day, and included visitors who had 
agreed to participate: personnel from the Remote Child 
Health Team, Centre for Disease Control Nhulunbuy and 
ARDS (Aboriginal Resource Development Service).

An important aspect of our planning process was that 
we paid particular attention to delivering factual and 
culturally appropriate information to the Gapuwiyak 
Community.

Resources included: photographs of a microscopic 
view of the HIV virus, photographs of orphans as a 
result of the epidemic in Africa ,posters from a 2004 
poster making competition, community members as 
interpreters, condom demonstrations and pamphlets 
translated into Yolngumatha text.

A check list was developed and included the following 
information:

1. What is HIV Discuss the concept of a virus?

Discuss the difference between H.I.V and A.I.D.S.

2. How is HIV spread between humans?

Address myths re spread of HIV e.g. sharing food and 
clothes, hugging 

 Discuss body fluid/ blood-blood contact issues

3. How do you find out if you have HIV? Discuss 
testing.

4. Discuss medicines available to manage HIV 
infection.

5. Prevention of HIV

Responsible sexual behaviour

Importance of having health check after sexual contact 
in the long grass

Risks of alcohol/ drug use in association with sexual 
contact

Use of condoms

The structure of the day went like this: 

• The usual morning meeting was held from 0830-
0900 hrs, and at 0900 the six education teams, four 
teams of women and two of men, went in different 
directions:

• The women’s education teams gave presentations 
to the women who worked in the Alpa Store, the 
childcare centre, the TCU (Traditional Credit 
Union), Council and the Centrelink Office. 

• The men employed at the Alpha Store went to the 
Men’s Clinic for their session. The men’s education 
groups went to the mechanical workshop and 
offered the CDEP men morning tea during their 
session at the Men’s Clinic. 

• Another group headed down to the Wharf (Bottom) 
Camp. Arrangements had been made with the 
school to hold sessions at 1130 hrs and 1330 hrs. 

• The ARDS session was scheduled for 1030 at the 
Women’s Centre.

The day’s activities were evaluated over afternoon 
tea at the Health Centre. All those involved in the day 
agreed that they thought that the HIV/AIDS message 
had been successfully disseminated in the community. 
Feedback was positive and Health Centre staff 
enjoyed being out in the community. It was agreed that 
we as a team would plan more days such as this. Other 
focuses may include smoking and related diseases, 
mental health issues, environmental health issues and 
chronic diseases. 

As Health Centre team leader, is very clear that 
focused health promotion activities can be fun. It 
touches on the essence of primary health care activity 
and the importance of rallying the community itself to 
participating in health promotion and dissemination. 
It is a necessary approach for ‘clinic’ workers to be 
out promoting healthy behaviours in a precautionary 
capacity. Days like this give Health Centre staff the 
opportunity to be out in the community breaking the 
monotony of the steady stream of headaches, sores 
and flu symptoms. It is hoped that in recording the 
planning, implementation and evaluation of an activity 
such as this, others in the field may also find this model 
of health promotion activity useful.

Katrina Wise 
Remote Area Nurse 
Gapuwiyak Community, East Arnhem Land.
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Ampilatwatja Community, 320 kilometres from 
Alice Springs, was the location for the 9th CA 
community-based Women’s Health Program 
coordinated by PCD Women’s Health Educators 
Sandy McElligott and Julie Wright. The objective of 
these programs is to raise awareness and provide 
information on a range of women’s issues that are 
of concern to local women. 

Through a consultation process, the women told us 
what topics of interest they wanted presented and 
where and when the program should be held. Utilising 
our networks, Julie and I coordinated a group of 
professional women from around the region willing to 
be presenters and to spend two nights and three days 
at Ampilatwatja Community supporting the program. 

In addition to the presenters, four special guests were 
invited to join us and observe the program:

1. Marie Nichols from Danila Dilba, had approached 
us at the Melbourne WH conference 2004. 

2. Paula Morgan from Victoria, had read about 
these programs and had applied for an indigenous 
scholarship to enable her to attend. 

3. Barbara Richards, Health Service Development 
Officer for the Anmatjere Zone, wanted to see if 
the program was viable for use in her zonal area in 
the future. 

4. Elise Rolfs from ASH Maternity Unit came along, 
as she had never been to a remote community 
before and was keen to find out where her clients 
came from when she cared for them in hospital. 

Community women 
expressed a desire to have 
some form of exercise that 
they could do in a private 
space. We provided a table 
tennis deck which we placed 

on top of an old disused hospital bed, which was 
adjustable for the age and height of the players.

The presenters were happy to give table tennis lessons 
during the program, which were greatly appreciated by 
the women and girls. The hula-hoop was popular with 
the young girls.

We had an average of 20 women per session with 
more than 12 presentations on topics such as:

• Domestic /Family Violence

• Chronic disease topics, including heart disease and 
diabetes and the chronic dx story board.

• Lifestyle presentation and the Effects of Gunga

• We screened videos on domestic violence, ‘Soul 
City’, sexual assault - ‘Shout It Loud’ and ‘The Court 
Story’ to assist victims through the legal process.

• Antenatal, pregnancy and postnatal care especially 
FAS

• Food safety and nutrition

• ITEC Employment presented on-job choices for 
people in remote communities and donated t-shirts 
for all the women who attended.

• Centrelink staff spoke about the need for children’s 
payments to be used for children and the need to 
keep kids at school.

• Various women’s health topics including Pap smears, 
breast health and well women’s checks

• In the afternoon, the elders took us all for a well 
deserved swim with the kids in the river, 
to have even more fun and exercise with 
balloons

• Community-based women’s health 
programs are currently being evaluated. 
The outcomes will be reported at the 10th 
National Health Promotion Conference 
in Alice Springs in April 2006.

Girls in White Cruisers 
 Theme for a Community Based WH Program at Ampilatwatja – 24-26 October 2005

Sandy McElligott and Julie Wright, Women’s Health Central
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Update

Support for Implementing the Heart Foundation’s new Physical 
Activity Recommendations for People with Cardiovascular Disease.

The National Heart Foundation of Australia (NSW Division) offers a NEW Heartmoves
Resource Kit for Health Professionals. For your free copy, please phone Deb Huff on 02 
4952 4699 or email mail@heartmoves.com.au .This NEW resource is designed to assist 
health teams establish integrated referrals to safe, community based Heartmoves exercise
programs. This is an easy to read step-by-step resource for health professionals working in 
cardiovascular health programs, for Practice nurses and other allied health professionals, 
and provides tips and tools for working in local partnerships to establish, utilise and grow the 
Heartmoves Integrated Referral Model so that it to specifically meets your local needs. This 
Model facilitates the multidisciplinary management of physical activity for patients, and 
incorporates, specialised accredited leader training for exercise professionals, professional 
indemnity, public liability, GP referrals and clearance, screening, risk management and 
progress reporting to health teams and GPs.

Heartmoves branded exercise programs include a range of exercise types that all have a 
varied focus on aerobic fitness, flexibility, strength (resistance work), balance, co-ordination
and social integration. All adhere to the Heartmoves safety guidelines including low-to-
moderate intensity, low impact, mandatory warm up and cool down, monitoring of clients, 
reinforcement of safe exercising, rest breaks, seated versions of exercise and a philosophy 
of every client exercising only at their own pace. Heartmoves exercise programs are suitable 
for almost anyone and are specifically designed to be safe for people with stable CVD or 
diabetes

Heartmoves leaders are registered and qualified exercise professionals (Fitness Leaders, 
Personal Trainers, Physiotherapists or Exercise Physiologists) and can be located on
Heartsite and Heartline.

For further Information contact the Heartmoves team on 02 49524699, mail@heartmoves.com.au
Dr. Amanda Nagle Heartmoves Program Manager

National Heart Foundation of Australia (NSW Division).

To assist GPs in providing medical 
clearance to Heartmoves a decision 
support tool has been developed and 
can be accessed on: 
www.heartfoundation.com.au/heartmoves
/EligibilityGuidelines

Heartmoves Home based Exercise 
video/dvd $24.95 available from selected 
retail outlets, from Heartline 1300362787 
and Heartsite www.heartfoundation.com.au . 
(Free fliers of video available from Heartline)
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Heart Foundation Activities for 2006
2006 promises to be an exciting year for the Heart Foundation. The Northern Territory division will 
be involved in a number of activities supporting communities to improve their health outcomes. 
Communities are encouraged to get involved and make a difference.

Just Walk It  

There are two new walking groups planned for 2006, 
one in the Coomalie region and the other a specific 
group for families that will be located at Casuarina in 
Darwin. Walking is an excellent way to socialise and 
improve your fitness. It’s free and easy to do. If your 

community would like to get a walking program up and 
running, contact the Heart Foundation.

If you live in an area that already has a Just Walk it 
program then get involved. Programs officially begin 
in the first week of February but many groups have 
continued to walk over the Christmas period.

Location Day Time Date Where

Casuarina Square Mondays 7.30am February 6 Information desk

Alice Springs 
Alice Plaza Wednesdays 7.00am February 8 Eatery

Darwin 
Mitchell Centre Friday 7.30am February 10 Information desk

Palmerston  
Shopping Centre Tuesdays 8.00am February 7 Eatery

Adelaide River Contact Dianne at the Council

Katherine Contact Caleb at the YMCA

Nhulunbuy Contact Kristy at the Arnhem Club 
gym

Yulara Contact the recreation centre

Health Worker Training  
in Cardiovascular Health

The Heart Foundation, in conjunction with partners, 
has produced a certificated course in cardiovascular 
health for Aboriginal Health Workers. The resource 
provides much needed training in heart health. The 
course is supported by an Aboriginal Heart Health 
manual that is available in CD rom or in hard copy. 
If your organisation offers certificated courses, short 
courses and training, copies can be purchased from 
the Darwin office. 

Eat Smart Play Smart

The Division recently held a nutrition and physical 
activity workshop in Yirrkala for out of school hours 
care workers. The workshop was attended by Batchelor 
staff and the communities of Milingimbi, Umbakumba, 
Angurugu, Warruwi, Galiwinku, Gapuwiyak and 
Yirrkala. The workshops are practically based and 
offer participants a range of ideas to support healthy 
eating and regular physical activity in the out of school 
hours care programs. 

Participants made a variety of healthy smoothies and 
food options and took part in a number of games and 
activities. Participants have taken these ideas back to 
their communities. The Heart Foundation offers these 
workshops to groups with five or more participants at 
no charge. If you are interested, give the office a call.

Local Government awards

In 2005 two Northern Territory communities received 
national awards in the Kellogg Heart Foundation local 
government awards. The program recognises councils 
and community groups that are actively engaged in 
programs promoting healthy lifestyles. It is a great 
way to get recognition for your hard work in promoting 
change. 

The awards are on again this year and the Heart 
Foundation would like to double the Northern Territory 
entries. Support is available for written entries. It doesn’t 
matter how big or small your program is. Nominations 
for the program open in March. Entry forms are 
available from our website www.heartfoundation.com.
au and will be posted out to all councils. If you would 
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Ready to Quit?
Make sure your home and car are smokefree - get rid of ashtrays
Think about changes to your daily routine to help you stay a non-smoker
Don’t Quit alone - see if your smoking friends will join you in quitting
Ensure you have no cigarettes by your Quit day

like an entry form posted to you, please contact the 
Darwin office.

Heart Week

Heart Week is a week designated by the Heart 
Foundation to raising awareness about cardiovascular 
disease and the activities of the Heart Foundation 
charity organisation. Many people think the Heart 
Foundation is government funded but it relies solely on 
donations from the public, bequests and trusts. 

Cardiovascular disease is still our biggest killer. One 
person dies every ten minutes. The Heart Foundation is 
involved in all the activities listed above plus many more 
such as research, heartline, a telephone information 
service, development of health brochures and healthy 
lifestyle messages.

During Heart Week (30 April–7 May) the public, 
individuals, workplaces and community groups are 
encouraged to get involved. This can be as simple 
as making our brochures available, running a healthy 
morning tea with a gold coin donation or running a 

physical activity such as lunch time walks. The Heart 
Foundation likes to acknowledge its supporters and is 
keen to have people register their Heart Week activities 
so a public calendar of events can be advertised. So 
please give us a call. 

Heart Foundation Conference

Cardiovascular Disease in the 21st Century: 
Shaping the Future

23-24 March 2006 Sydney NSW

The National Heart Foundation is the leading 
organisation in the fight against cardiovascular disease 
in Australia. A national conference is being held in 
Sydney and will address the overall management of 
cardiovascular disease and set strategies in disease 
management for years to come. Further information 
is available from www.heartfoundation.com.au/
2006conference

For further information on any of the above, please call 
Lisa on 08 8982 2703

Environment and exercise
Extracts from Sydney Morning 
Herald article 30 Nov 2005

Research at the University of 
Wollongong has been examining 
how to promote physical activity in 
the community, and how exercise 
can help cancer patients cope with 
the disease and its treatments.

Environments that include 
footpaths, green spaces and active 
commuting options are more likely 
to encourage people to exercise. 

“Results from my studies have 
found people who have access to 

nearby facilities, who feel they live 

in an aesthetically pleasing area, 

and who live in a neighbourhood 

with fewer cul-de-sacs and more 

connected streets, are more likely 

to be regularly active by way of 

walking, jogging and cycling,” she 

says.

Humpel’s research, with 

colleagues Neville Owen and Evie 

Leslie, culminated in a paper that 

recently topped the American 

Journal of Preventive Medicine’s 

list of cited articles.

She now has a new project 
examining how physical activity 
may be of benefit to prostate and 
breast cancer patients.

“The aim of the program is to see 
whether regular physical activity 
helps them to cope better with their 
cancer treatment, improves their 
rehabilitation after treatment, and 
improves their overall wellbeing.

How and why exercise helps 
the side effects from cancer is 
still unknown, and hopefully my 
research will help unravel its 
effects.”
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Wayne McLaren was the Marlboro 
man, whose tough cowboy image 
made millions for tobacco company 
Phillip Morris, before he became 
an anti-smoking campaigner, then 
died of lung cancer. 

Smoking is vilified in health circles, 
deterring some yet creating 
indifference in others. Smoking can 
be offensive or romantic, laconic or 
misguided. 

Aboriginal people have lamented 
that we gave them alcohol but we 
didn’t give them the alcohol story. 
The smoking story is also full of 
paradox and intrigue – the relaxing, 
social, even intoxicating effects, the 
insidious nature of addiction and 
the tricks of the tobacco companies 
to make cigarettes more addictive, 
target young people and overcome 
advertising and legal restrictions. 

In the NT, 27.3% of people smoke, 
compared to 17.4% nationally. Over 
the past 20 years, smoking rates 
have been declining across the 
country. Notably, Aboriginal people 
appear to have missed out on these 
benefits – in some communities, up 
to 80% of adults smoke.

We spend a lot of time treating the 
complications of chronic disease 
and a lot of money on medications. 
Yet for many people with chronic 
diseases (and those yet to develop 
them), the single most effective 
way of improving their health 
would be to quit smoking. Still, as 
health professionals, we tend to 
be haphazard, even apathetic, in 
our efforts to assist people to stop 
smoking. Why is this?

I believe there are several reasons 
worth considering. There is a sense 
of hopelessness about trying to get 
people to quit. We fear that raising 
the topic may damage rapport or 
affect the positive energy generated 
in a consultation. Also, many health 

care staff smoke or use other 
substances and feel uncomfortable 
advising others to do otherwise. I 
would like to address each of these 
issues.

I recently heard the following line 
from an NT health professional 
regarding QUIT advice: “Sometimes 
you wonder what the point is. You 
try a few times but no-one ever 
changes.” It’s true that the success 
rate from a single intervention is 
low. But we all know that people 
contemplate and attempt quitting 
many times before they actually do 
– this is part of the natural history 
of addiction. Health professionals 
should aim to increase people’s 
motivation to change – not try 
to solve the problem in one hit. 
Well-directed interventions have a 
cumulative effect. 

Raising the topic of smoking in 
a consultation doesn’t have to 
be negative. There is a time and 
place for direct advice and the 
confrontational approach, but there 
are other ways. 

I like to ask smokers what their views 
are on smoking. If they are in a pre-
contemplation phase, they might 
say “I enjoy smoking and I don’t 
really want to stop.” This still has 
therapeutic value – at some stage 
they will hear or witness something 
that makes them reconsider their 
statement. 

On other occasions, people come 
out with an amazingly frank analysis 
of the problem and what they need 
to do. To quote one motivational 
interviewing guru “I know what I 
believe when I hear myself speak.” 
And in both instances, you have 
sounded interested in the person 
and their experience and this is a 
positive.

Health care staff who smoke 
should be reassured – none of 

us are saints. Still, all health care 
staff have a professional obligation 
to provide sound, objective health 
advice. QUIT programs for staff 
and smoke-free hospitals should 
be considered – there is power in 
our example. 

There are a surprising number of 
options when helping someone 
quit. 

Behavioural interventions 
include self-help materials, brief 
interventions, intensive counselling 
and supportive group sessions. 
Numerous brochures are available 
as an adjunct to advice. The QUIT 
hotline number is a convenient 
13 QUIT (13 7848) and health 
professionals can and should refer 
willing patients to the QUIT line, 
which provides quality information, 
counselling and follow-up. Referral 
forms are available from the NT 
Tobacco Policy Officer, Katie 
Fowden, on 8999 2696. 

Brief interventions are delivered 
opportunistically during routine 
care. It takes 3-5 minutes to follow 
the stepped process known as the 
4As: Ask, Advise, Assess, Assist. 
Intensive counselling may be targeted 
to heavily dependent smokers who 
have had several unsuccessful quit 
attempts, and to pregnant women, 
in view of the substantial effects of 
smoking on fetal development and 
childhood disease.

Nicotine replacement therapy 
(NRT) increases quit rates 
approximately two-fold. There is 
little evidence favouring one type 
of NRT over another; patches worn 
during waking hours (16 hours/day) 
are as effective as those worn 24 
hours/day and different forms of 
NRT may be combined. Buprion 
is a tricyclic anti-depressant that is 
used as an anti-craving medication 
for smokers – it may be used in 

Smoking – avoid the drag
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combination with NRT and should 
be accompanied by behavioural 
interventions.

These approaches are discussed 
in greater detail in the National 
Drug Strategy publication Smoking 
Cessation Interventions: Review of 
Evidence and Implications for Best 
Practice in Health Care Settings.

Quitting smoking is an individual 
triumph. The health system should 
be a catalyst and a support. All 
health professionals have an 
important role to play. 

We can keep improving our 
technique in raising and discussing 
smoking and remember to use the 
many resources available to us. 

The population effect from multiple 
interventions is staggeringly high. If 
only we did them more often.

Jeff Brownscombe

More good references at http://www.
vctc.org.au/

The Tobacco - time for action is at 
http://www.naccho.org.au/Files/
NACCHO_Tobacco_report.pdf
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STEP 1: Ask the person ‘Do you smoke tobacco? How many per day?’ Listen to their story.
STEP 2: Ask the person ‘How do you feel about your smoking?’
STEP 3: Match the stage of change based on how the person described themselves in Step 2

Share Health

Information

Discuss passive

smoking

Invite them to

return and offer

help when ready

�� ������������

������������� ��� ���

��������� ����������

What do you see as the

good things about

smoking?

What do you see as the

not so good things about

smoking?

What do you see as the

good things about giving

up?

What do you see as the

not so good things about

giving up?

Explore concerns and

encourage person to

change

Share information: offer

a ‘Quit’ Booklet

(available from 8922

8430)

��� ��� ��������� ���������:

What do you see as the good

things about giving up smoking?

What do you see as the not so

good things about giving up?

What is the main reason for

changing?

Help with plan: How to quit and

set a quit date (download a Quit

planner from

www.smokefree.nt.gov.au)

Find out concerns. Review past

quit attempts – what helped and

what didn’t and plan how to deal

with triggers (including alcohol)

Suggest need for support from

family and/or friends

Advice on nicotine patches, gum,

inhalers or zyban (if appropriate)

Offer a ‘Quit’ Booklet (available

from 8922 8430)

Invite them to come back for

another visit

What is going well about giving up

smoking?

What is not going so well about giving

up smoking?

What do you do instead of smoking?

How do you avoid triggers?

Talk about the benefits of change –

congratulate!

Talk about exercise and healthy diet

Ask about support

Offer support

If necessary, refer to quit program or

other health staff (contact 8922 8430

for information on Quit groups and

FREE training)

Invite them to come back for another

visit

NOT READY UNSURE READY TO GIVE UP STAYING A NON SMOKER

STEP 4: Record their stage of change and what you advised on their
client record. Next time you see the person, ask how they are doing. Reinforce
the positive changes and do another brief intervention if necessary.

You can refer
your
patients/clients
to the Quitline
using a FREE

referral form.
Referral pads are
available from
Katie Fowden,
Tobacco Policy
officer on 8999
2696, or
alternatively, you

can download
the forms at:

�����������������������

Have you started yet?
You may feel worse soon after you Quit - this is the toxins leaving your body
Write down the reasons you want to Quit - put a copy on the fridge
Plan to treat yourself with the money saved from not smoking – a new car or 
a fabulous holiday
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CANCERS

Lung Cancer 

Oral and Pharyngeal 

Cancers

Laryngeal Cancer 

Oesophageal Cancer 

Stomach Cancer 

Colorectal Cancer 

Liver and Biliary Tract 

Cancers 

Kidney Cancer

Cancer of the penis

Cancer of the anus

Prostate Cancer

Pancreatic Cancer 

Urinary Tract Cancers

Cancers of the blood 

(leukaemia and multiple 

myeloma)

Thyroid Cancer

Lymphoproliferative and 

Hematologic Cancers 

FEMALE CANCERS 

Breast Cancer 

Endometrial Cancer

Ovarian Cancer 

Cervical Cancer 

Vulvar Cancer 

BODY WEIGHT AND FAT 

DISTRIBUTION 

Body Weight 

Body Weight and Smoking 

Initiation

Body Weight and Smoking 

Cessation

SMOKING AND 

FRACTURE RISK 

Loss of Bone Mass and the 

Risk of Fractures

Hip Fracture and Other 

Fractures

GASTROINTESTINAL 

DISEASE

Gallbladder Disease 

Peptic Ulcer Disease 

Inflammatory Bowel 
Disease

Ulcerative Colitis and 
Ulcerative Proctitis 

Crohn’s Disease 

ARTHRITIS 

Rheumatoid Arthritis 

Osteoarthritis 

Systemic Lupus 
Erythematosus

EYE DISEASE 

Cataract

Age-Related Macular 
Degeneration

Open-Angle Glaucoma

ENVIRONMENTAL 
TOBACCO SMOKE

Environmental Tobacco 
Smoke and Lung Cancer

Environmental Tobacco 
Smoke and Coronary Heart 
Disease 

Effects on Markers of 
Cardiovascular Function 

Environmental Tobacco 
Smoke and Reproductive 
Outcomes 

Perinatal Effects 

Fertility and Fecundity

OTHER CONDITIONS

Diminished Health Status

Erectile Dysfunction 

Dental Diseases 

Peptic Ulcer Disease

Facial Wrinkling 

Wound healing

Snoring

Burns and fires, Poisoning 
and Semen quality/
Impotence

CARDIOVASCULAR 
DISEASE 

Coronary Heart Disease 

Smoking and Use of Oral 

Contraceptives 

Smoking and Hormone 

Replacement Therapy 

Cerebrovascular Disease

Smoking and Use of Oral 

Contraceptives

Smoking and Hormone 

Replacement Therapy 

Carotid Atherosclerosis 

Peripheral Vascular 

Disease 

Abdominal Aortic 

Aneurysm 

Hypertension

CHRONIC OBSTRUCTIVE 

PULMONARY DISEASE 

AND LUNG FUNCTION 

Acute Respiratory Illnesses

Chronic Respiratory 

Diseases 

Smoking and Natural 

History of Development, 

Growth, and Decline of 

Lung Function 

Lung Development in Utero

Growth of Lung Function in 

Infancy and Childhood 

Decline of Lung Function

SEX HORMONES, 

THYROID DISORDERS, 

AND DIABETES 

MELLITUS

Sex Hormones 

Thyroid Disorders

Diabetes Mellitus

MENSTRUAL FUNCTION, 

MENOPAUSE, AND 

BENIGN GYNAECOLOGIC 

CONDITIONS 

Menstrual Function and 

Menstrual Symptoms

Age at Natural Menopause 

Menopausal Symptoms 

Endometriosis 

Uterine Fibroids 

Ovarian Cysts 

REPRODUCTIVE 

OUTCOMES 

Delayed Conception and 

Infertility 

Delayed Conception 

Infertility 

Maternal Conditions 

Ectopic Pregnancy 

Preterm Premature Rupture 

of Membranes 

Placental Complications of 

Pregnancy 

Spontaneous Abortion 

Hypertensive Disorders of 

Pregnancy 

Birth Outcomes

Preterm Delivery 

Stillbirth

Neonatal Mortality 

Perinatal Mortality 

Birth Weight

Congenital Malformations 

Breastfeeding 

Sudden Infant Death 

Syndrome

Depression and Other 

Psychiatric Disorders 

Smoking and Depression

Psychiatric Disorders Other 

than Depression 

Anxiety Disorders, Bulimia 

Nervosa, and Attention 

Deficit Disorder 

Schizophrenia 

Dependence on Alcohol 

and Other Drugs 

Neurologic Diseases 

Parkinson’s Disease 

Alzheimer’s Disease 

HEALTH CONDITIONS RELATED TO TOBACCO USE
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With almost 270 000 
Australian school students 
smoking regularly each 
year, Aussie teenagers 
are being encouraged to 
celebrate National Youth 
Tobacco Free Day by giving 
tobacco the boot.

It is estimated that 
established school aged 
smokers in Australia spend 
around $2.4 million dollars 
each week on cigarettes, almost adding up to $125 
million per year. 

This year’s National Youth Tobacco Free Day slogan 
states “O2 controlled by you” and as the coordinator, 
Katie Fowden said, taking control and deciding not to 
smoke is one of the best decisions any young person 
can make.

“As for most smokers making an adult and informed 
choice, the fact is that most smokers began 
experimenting with cigarettes before the age of 18 
years with little if any realisation of the level of addiction 
and health implications that will follow.”

“In general it takes around 100 cigarettes for most 
people to become dependent upon nicotine and then 
several attempts to successfully break that addiction 
for good.” 

“We know that the younger 
you start smoking the 
harder it is to quit. Nicotine 
dependency can sneak up 
on you. There is no ringing 
bells or flashing lights to 
announce its arrival,” said 
Ms Fowden.

To mark National Youth 
Tobacco Free Day on April 
5th 2006, a competition will 
run asking young people 

‘How will you celebrate National Youth Tobacco Free 
Day? 

If you are between 12 and 25 years old, simply write 
25 words or less on ‘How will you celebrate National 
Youth Tobacco Free in 2006?’ and you will be in the 
running to win a $100 voucher to spend at your local 
sports store. 

For more information on the competition visit the 
National Youth Week website www.youthweek.com 
or for more ideas on how you can celebrate National 
Youth Tobacco Free Day log onto the OxyGen website 
at www.oxgen.org.au. 

The competition opens on 30 January 2006 and closes 
at 5:00pm (AEST) on 10 April 2006.

For local information or to request competition posters, 
contact Katie Fowden, Tobacco Policy Officer on 
8999 2696 or email Kathryn.fowden@nt.gov.au

Innovations in tobacco control in  
Indigenous Australian communities

The Centre for Excellence in 
Indigenous Tobacco Control 
(CEITC) is based within the 
Onemda VicHealth Koori 
Health Unit at the University of 
Melbourne. 

Funded over three years by the 
Commonwealth Department of 
Health and Ageing, the CEITC 
seeks to improve health outcomes 
related to tobacco smoking 
among Aboriginal and Torres 
Strait Islander people by building 
national capacity for effective 
tobacco control programs.

A resource kit for Aboriginal 
Health Workers, leadership 
skills for Aboriginal and Torres 
Strait Islanders and a package 
of resources to be used by the 
trainers to facilitate the delivery 
of tobacco control content in their 
programs will soon be available 
on CD–Rom and via the CEITC 
website <www.healthinfonet.ecu.
edu.au/ceitc>.

The CEITC launched its new 
website on 10 August 2005 to give 
people an opportunity to share 
information and ideas on-line via 
a list-serve (email group), leave 

comments in the guest-book and 
develop on-line discussions on 
topics of interest.  Visit the website 
and go to ‘JOIN NOW’.

The Centre for Excellence in 
Indigenous Tobacco Control 
(CEITC)

Level 4, 207 Bouverie Street, 
The University of Melbourne, VIC 
3010

Ph: 03 8344 0870

Fax: 03 8344 0824

ceitc-info@unimelb.edu.au

www.healthinfonet.ecu.edu.au/
ceitc
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Great news came Healthy Living NT’s way in 
September at the Australian Diabetes Conference 
in Perth. We had been awarded the Medisense 
Service Development Grant for 2005 to enable us 
to set up a Support Group for 13-17 year olds with 
type 1 diabetes. 

The first event for this support group will be ‘Glow in 
the Dark Bowling’ and pizzas, to be held at Planet Ten 
Pin in Nightcliff in February.

Background

Healthy Living NT (HLNT) is a community based 
organisation, offering support, education and advice 
to people with diabetes and their families in the NT. 
The organisation is member based and is managed 
by a board of community members. For the past 
eight years HLNT has had a children’s support group, 
‘Barnabees’, which is well attended by children under 
12 and their parents and siblings. More recently we 
held a forum for 18-35 year olds with Type 1 diabetes 
which will also pave the way for an ongoing support 
group.

Type 1 diabetes can occur at any age in children, with 
10-12 years and 2-3 years being the most common 
age at diagnosis(1). It is a disease that occurs when 
a person’s pancreas does not make insulin due to 
the destruction of the pancreas by the body’s own 
immune system. A person with Type 1 diabetes must 
give themselves several injections of insulin daily and 
prick their finger to monitor their Blood Glucose Levels 
many times a day. Young people with Type 1 diabetes 
require intensive management of their diabetes 
through their food intake and insulin regimen.

Type 1 diabetes affects people from various cultures 
and backgrounds. In 1999-2001 there were 27 new 
cases of Type 1 diabetes registered in the Northern 
Territory in the 0-39 year age group(2). Healthy Living 
NT currently has around 25 youths identified in the 
client database in the Darwin region in the target age 
group of 13-17 years of age.

Type 1 diabetes can lead to serious morbidity rates 
and multiple hospital admissions. Hospital admissions 
can be related to acute complications from poor 
management such as ketoacidosis and chronic 
complications such as recurrent infections, leg 
ulcers, gastric paresis, neuropathy and renal disease. 
Minimising the impact of Type 1 diabetes on health, 
and providing adequate social support for people to 

responsibly self manage diabetes, is an important 
part of our education service at Healthy Living NT.

Youth can find Type 1 diabetes management 
particularly difficult in light of other issues faced in 
their adolescent years such as juggling school, work, 
relationships, finances, peer pressure and planning 
for the future. Young people with diabetes may 
experience social problems such as isolation and 
depression and go through stages of grief: denial, 
anger and guilt about their diagnosis. 

Providing a service for youth in Darwin is important for 
those coming from the children’s group and for those 
newly diagnosed in this age group with diabetes. Self-
management and peer support will be encouraged. 
Relationships will be fostered that will reduce the 
potential impact of isolation from peers, and the risk 
of depression. Young people will be able to share 
their stories and discuss ways to cope in different 
situations. It is hoped that this will ease the burden of 
their disease.

Goals

1. To provide an ongoing sustainable support for 
the youth with diabetes whose needs are not met 
by Healthy Living NT’s existing support groups: 
‘Barnabees’ for children to age 12 and ‘Young People 
with Diabetes’ group for young adults aged 18-35.

2. To provide an environment for peer support to 
encourage self management of diabetes and an 
improved quality of life.

Summary

Provision of a support group for adolescents with Type 1 
diabetes to encourage responsible self-management, 
reduce both acute and chronic complications, reduce 
hospital admission rates, reduce morbidity and 
mortality rates and the overall impact of diabetes. 

For further information please call Danielle Geddes 
on 8927 8488.

References

1. Diabetes Kids and Teens. About Type 1 Diabetes. 
http://www.diabeteskidsandteens.com.au/about.asp

2. Australian Institute of health and welfare (2003). 
National Diabetes Register Statistical Profile 
December 2001. AIHW Cat. No.CVD 24 (Diabetes 
Series No.4). Canberra: AIHW.

Supporting 13 –17 year olds with Type 1 diabetes
Danielle Geddes (RN), Diabetes Educator
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Gavin King, Centralian Advocate 25 Nov 
2005

Renal dialysis patients are bringing 
colour and art to the Alice Springs 
Desert Park by dot painting 20 
motorised scooters.

The group of Western Desert 
artists, many of them famous, 
came up with the idea after 
repeated visits to the park in 
between dialysis treatments.

They have been busy decorating 
the scooters with traditional 
designs and stories all this month.

Violet Kantawarra from Papunya 
hoped tourists would enjoy riding 
around the park on the Dreamtime 
painted scooters.

She said: “It’s good because it 
keeps us busy and people can 
have a look at our paintings.”

Western Desert Ngnanampa 
Walytja Palyantjaki Tjutaku 
manager Sarah Brown said the 
patients loved visiting the park.

“Life on dialysis can be pretty 
miserable and boring and the 

visits to the Desert Park gives 
them a chance to see bush tucker 
and animals and an environment 
that reminds them of home,” Ms 
Brown said.

“The patients were using the 
scooters to get around out here, 
so they decided to paint them to 
give something back.”

Park manager Gary Fry said the 
Desert Park commissioned the 
paintings to allow people to explain 
why the desert is important to 
them.

David Zilm (Abbot Diabetes Care), Shirley Cornelius (President Aust. Diabetes Educators Assoc.) and  
Danielle Geddes (Healthy Living NT) 

Artists dot thank you for helpful scooters

Don’t give up giving up
We understand you are aware of the dangers
We know how hard it is for you to quit
We applaud every effort you make
We are here for you and yes, we can help
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The Value of Primary Health Care
Extracts from Australian Divisions of General Practice (ADGP) Annual Forum November 3- 6 2005. Keynote 

Presentation: 

“The Challenging Face of Primary Health Care”

Barbara Starfield, Professor of Health Policy and Paediatrics, John Hopkins University 

One of the most interesting and 
inspiring presentations given at 
the recent ADGP Forum was by 
Professor Barbara Starfield. 

In brief, Starfield presented us 
with enormous of amounts of 
international evidence to show 
that:

• “Countries with strong primary 
care have lower overall costs 
and generally have healthier 
populations”. 

Moreover,

• In the USA it can be shown that 
“adults (age 25+) with a primary care 
physician rather than a specialist as 
their personal physician had 33% 
lower cost of care and were 19 % 
less likely to die”.

So what, I hear you say. This is no 
surprise to us! (the converted). What 
was so exciting about Starfield’s 
presentation was the amount of 
evidence she had collected and 
the diversity of sources that all 
pointed to the same conclusion. 
Such evidence SHOULD be given 
forcibly to all health politicians and 
bureaucrats who are not convinced 
of the value of primary health care 
and who have a tendency to favour 
the specialists and hospital sectors 
with funding.

A summary of Starfield’s evidence 
is provided below but the full version 
is well worth a read and contains 
the myriad of references that I have 
not listed in this summary version.

1. The relationship between Gross 
National Product per capita and (for 
example) under 5 child survival is 
not a direct relationship. Countries 
such as the USA have a vastly 

greater GNP but have worse or 
equivalent under 5 child survival 
to other countries such as Cuba. 
(see www.whc.ki.se for a great 
interactive map of health outcomes 
and GNP).

2. Supply of health professionals 
and child survival is also not directly 
linear with some countries with 
low density health professionals 
maintaining low child mortality.

Starfield argues that there is 
another factor at work here, which 
is the relationship between the 
various components of a countries 
health system – viz. how much the 
government chooses to emphasize 
public health versus primary health 
versus specialty care:

3. Poor health indicators are all 
statistically significantly less in 
countries with high to medium 
emphasis on primary care. (Health 
indices including overall health and 
life expectancy, low birth weight, 
neonatal mortality, post-neonatal 
morality, child survival, suicide, 
and DALE’s (disability adjusted life 
expectancy)).

4. A study of 18 OECD countries 
between 1970 and 2000 showed 
those countries with poor primary 
health care systems consistently 
had greater mortality than those 
countries with high primary health 
care systems.

5. Bolivia, Costa Rica and Brazil 
significantly reduced infant mortality 
by strengthening their primary 
health care. Indonesia suffered a 
14% worsening of infant mortality 
rates between 1996 to 2000 in 22 
of 26 provinces when it increased 

hospital spending and reduced 

primary care spending per capita.

Starfield argued:

6. “Within countries areas with higher 

primary care physician availability 

(but NOT specialist availability) 

have healthier populations and 

more primary care physicians 

availability reduces the adverse 

effects of social inequality.”

7. “Overall, countries that achieve 

better health levels:

i. Are primary care–oriented

ii. Have more equitable resource 

distributions

iii. Have government-provided 

health services or health insurance

iv. Have little or no private health 

insurance 

v. Have no or low co-payments for 

health services.”

While one may not agree with 

all of Starfield’s conclusions, the 

evidence was overwhelmingly 

in support of the value of 

primary health care and primary 

health physicians as the key to 

optimising a country’s health.

By Leonie Katekar 

Medical Director and Acting CEO  

Top End Division of General 

Practice

FULL VERSION of presentation 

with diagrams, graphs and 

references: http://www.adgp.

com.au/site/content.cfm?page_

id = 6 697&cur rent _categor y _

code=778
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Rheumatic Heart Disease Update
New 2005 edition - the Rheumatic Fever Video has 
arrived and will be with you soon.

It’s finally here! The newest tool produced by Menzies, 
School of Health Research (MSHR) Darwin to help 
prevent rheumatic heart disease in Aboriginal children 
and young adults. Rheumatic heart disease can be 
prevented with early diagnosis and timely treatment. 

“The DVD is funky, educational and we hope to appeal 
to indigenous kids as it has been written and produced 
by Indigenous researchers at Menzies, led by Mrs 
Norma Benger,” said Dr Malcolm McDonald of MSHR. 

For information about the Rheumatic Fever DVD contact 
Maureen Egan (8922 7932) or Kay McGough (8922 
8454) at the Centre for Disease Control, Darwin. 

The Rheumatic Fever DVD was officially launched 
on Monday 12 December 2005 at the Aboriginal 
Community of Kunbarllanjnja (Gunbalanya) at the 
Oenpelli Community Health Centre (CHC). This location 
was chosen because of the rheumatic heart disease 
prevention program having a reduction in new cases. 
Staff have an outstanding record of giving penicillin and 
providing education. 

Staff at this centre decided to make it a priority to 
improve the problem of poor compliance of Long 
Acting Bicillin, (LAB) and service delivery. There has 
now been a dramatic improvement from low rates 2-3 
years ago to a high compliance rate of 97%. The nurse 
coordinating the Rheumatic Heart Disease (RHD) 
program, Paula Harrison, and her colleagues are to be 
congratulated for the energy and effort put in to making 
the RHD program so successful.

They did their research! Why was there such poor 
compliance?

These were the reasons given by clients: LAB too 
painful, therefore non-compliant; did not remember 
when due; had to wait too long upon arriving at the 
clinic; no rapport with staff due to rapid staff turnover; 
due LABs were overlooked when they were seen at 
the clinic.

Paula and the CHC staff came up with the following 
solutions: The establishment of one RDH program nurse 
responsible for getting to know each RHD client and 
establishing rapport; the driver picks up and /or informs 
clients when they are due; on arrival at the clinic, clients 
are fast tracked; all staff administer LABs, however if a 
problem arises with the clients it is the program nurse 
who speaks to the client; giving 1 ml local anaesthetic 
at the injection site prior to the LAB administration; new 

and relieving staff members are also asked to use this 
procedure for both children and adults; an agreement 
with all staff to spend more time with clients as they 
present at the CHC; review all recalls and other health 
aspects; a brightly coloured recall sheet placed at the 
front of the client’s notes.

A new Rheumatic Heart Disease Program generic email 
address will be available for you all to use very shortly. 
You can contact us in Darwin at RHDdarwin.THS@nt.
gov.au or Alice Springs at RHDAlice Springs.THS@nt.
gov.au Email stickers to attach to your computer with 
the above details are on their way to you with the new 
R/F DVD.

The New Rheumatic Heart Disease STORY

A contract has been drawn up with Aboriginal 
Resource and Development Services Inc (ARDS) 
and the coordinator Alice Mitchell has prepared the 
initial contract. The new story is presently in draft form 
and will be a combined effort from many across the 
Territory. 

Radio Broadcasting: Getting the Rheumatic Fever/
Heart Disease Message out there!!

Plans are underway for radio segments with ARDS 
Yolngu Radio in Nhulunbuy to be prepared on rheumatic 
fever and rheumatic heart disease and put to air at 
frequent intervals. 

It is initially proposed to start by using the Yolngu 
language translation and if this trial is successful other 
languages will be catered for.

 Central Australia RHD program have already translated 
many of our present resources into the various language 
groups down there.

Rheumatic Heart Kids Camp 2006!

Central Australia RHD program will be offering 
‘Rheumatic Heart’ children a great treat this year. 
The RHD program in Alice Springs will be holding an 
overnight camp near the Easter holidays for children 
aged 6-14 years with rheumatic heart disease.

Possible activities include games, videos and of course 
educational activities, such as heart talk, full moon 
needle story and question and answer time for parents 
and carers. Further information will be available as the 
camp draws nearer so look out for more details and 
start mentioning the camp to parents and carers.

 For more information, contact Alison Males on 8951 6909.
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Sharing from the teachings of the Yolngu
Aboriginal people of north east Arnhem Land, and
his 30 years experience in working with
Indigenous communities, Richard offers insights
and solutions for addressing the current crises fac-
ing many Aboriginal communities across Australia. 

In examining a community development model
successfully used in Arnhem Land today, this
training will cover both the theory and practice of
capacity building techniques effectively applied to
local governance, law, economics, health and 
substance abuse issues.

mmunities
Traditional Kinship System
Traditional Political System
Traditional Land Owning system
What is Capacity Building
Capacity Building Blockers
Who should attend?
This seminar is highly recommended for those
working in any area of Indigenous policy 
development, program implementation or in direct
service delivery with Indigenous people.  who feel
they would benefit from an improved 
understanding to make their work more effective.
ommunication Acro

ss Cultures
Different Communication Morès
Where to start with Education 
Learning Approaches
Understanding World View
Dominant & Dominated Cultures
Examples of successful projects
Answering particular
questionsReflection on the present
situation in Arnhem Land and

ARDS
Aboriginal Resource and Development Services Inc.

Conducted by
RICHARD

TRUDGEN
Author of the

influential book
"Why Warriors Lie

Down and Die" 
Seminar Dates:
Alice Springs  
Canberra         
Darwin            

Nhulunbuy       

01 - 02 August 2006
25 - 26 July 2006
02 - 03 March 2006
05 - 06 September 2006 
21 - 22 February 2006
07 - 08 November 2006

Topics Covered include:
Reflection on the present situation in
Arnhem Land and Indigenous
Communities
Traditional Kinship System
Traditional Political System
Traditional Land Owning system
What is Capacity Building
Capacity Building Blockers
Human Dynamics
Traditional Languages and their use
Communication Across Cultures
Different Communication Morès
Where to start with Education 
Learning Approaches
Understanding World View
Dominant & Dominated Cultures
Examples of successful projects
Answering particular questions

Registration Deadline:
One week before seminar
Group discounts apply to groups of 10 or
more.For bookings and enquiries, phone
Alice on: (08) 8987 3910 or go to our
website:
www.ards.com.au/seminars.htm

Capacity Building in Indigenous Communities 
2006 Training Seminars

Request for articles
This edition of The Chronicle is about tobacco 
issues, the Preventable Chronic Diseases Program 
and the achievements of network members working 
throughout the NT. Keep up the good work and keep 
letting everyone know how you do it!

If you have news, stories or issues related to your 
clinic, surgery or community for the next edition 

of The Chronicle, the deadline for contributions is  
24 March.  

Please contact Renate (ph: 08 8922 2820,  
email: chronicdiseasesnetwork@nt.gov.au, or   
fax: 08 8922 7714).

Renate Millonig 
Chronic Diseases Network Coordinator

February - November

8 am to 6 pm: Monday and Thursday; 

8 am to 5 pm: Tuesday, Wednesday 
and Friday; 

1 pm to 5 pm: Sunday

Top journals now at your 
fingertips!

Full text journal titles are now available 
via the Library’s CROC system. 
Accessible via the A-Z list,  titles 
include: Journal of the American 
Medical Association, New England 
Journal of Medicine, British Medical 
Journal,  Medical Journal of Australia, 

Journal of Advanced Nursing, Health 
Promotion Journal of Australia, and 
Aboriginal and Islander Health Worker 
Journal.

Please contact your local library for 
the CROC password or for further 
information.

Alice Springs  8951 7966 
Darwin  8922 8961 
East Arnhem  8987 0262 
Katherine  8973 9036 
Tennant Creek  8951 7966

Access our online resources 24/7 
via the Internet

Library Catalogue (all health libraries)

http://www.libcat.health.nt.gov.au

Clinical Resources on Call (CROC) 
Evidence based information; e-
resources; journal articles; online 
books; databases 

http://www.hcn.com.au/croc

Intranet page – online forms, latest 
titles, staff and contact details, opening 
hours etc

http://internal.health.nt.gov.au/orgsup/
croc/index.shtml

Mary-Anne Meginess 
Librarian DHCS Health Library 
ph 8922 8664

Extended Health Library hours
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