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The Chronic Diseases Network 

Betty’s Story
Mrs Elizabeth (Betty) Rawson 
is an elder of the Arrente people 
in Alice Springs, who has been 
living with diabetes for nearly 
30 years. Betty is 80 years old, 
has two sons, 10 grandchildren 
and 13 great grandchildren, and 
enjoys a life of quality despite 
her chronic condition. Betty’s 
inspiring story appeared in The Chronicle in 2004 – this edition 
provides an update of Betty’s progress over the last few years.
Betty was diagnosed with diabetes in 1977. At first Betty did not 
consider diabetes to be a very serious condition – “I never took a 
scrap of notice about what they were telling me – I kept thinking that 
like everything else they’ll find a cure for it” Betty said.

 You 
 Can 
 Do it! 
 Living Well with 
Diabetes

Betty Rawson at home in Alice Springs
The Chronic Diseases Network was 
set up in 1997 in response to the rising 
impact of chronic diseases in the NT. 
The network is made up of organisations 
and individuals who have an interest 
in chronic disease, with Steering 
Committee membership from:
• Arthritis & Osteopororis Foundation 

of the NT
• Healthy Living NT
• National Heart Foundation - NT Division
• Cancer Council of the NT
• Asthma Foundation of the NT
• General Practice and Primary  

Health Care NT
• Top End Division of General Practice
• Central Australian Division of Primary 

Health Care
• Aboriginal Medical Services of the NT
• Office of Aboriginal and Torres Strait 

Islander Health
• NT DHCS Preventable Chronic Diseases
• NT DHCS Nutrition and Physical Activity 
• Menzies School of Health Research hronicdiseasesnetwork@nt.gov.au

... continued on page 2
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... continued from page 1 

At that time, Betty weighed 100 
kilograms, smoked cigarettes and 
enjoyed drinking ‘shandies’. She 
had several years of bad ulcers 
and foot problems related to the 
diabetes, which eventually led 
to an operation in 1997, where 
Betty’s toe was amputated. This 
was a turning point for Betty. 

Her treating doctor at the time, 
Dr Richard Lucas, had a strong 
impact on Betty. “He gave me a 
good telling off and got right under 
my skin - he really woke me up 
- that doctor really saved my life.”

After that time Betty worked hard 
to take control of her diabetes. 
Using diet and lifestyle changes 
Betty managed to stop smoking, 
change her eating habits and lose 
approximately 20 kilograms. Betty 
saw a number of different health 
professionals over this time, who 
helped her to build up control and 
self management of her diabetes.

Betty notes that she has had 
excellent treatment from many 
doctors over the years in 
managing her illness. “Dr Lucas 
was my doctor for 5 years after 
the operation and he gave 
wonderful treatment, I could 
ask questions and he would tell 
me what was going on. I had 
changes in doctors too - but 
they all knew my case from end 
to end - they knew exactly what 
they were doing”.

As well as medical advice 
Betty also received support for 
lifestyle change from dieticians. 

“It’s not an easy thing to lose 
weight – it was murder for me 
until I learnt how to make up 
food that I enjoyed - but I knew 
if I still had the weight on I would 
still be on insulin. 

“In the beginning they didn’t 
teach us about diet, but 
eventually they started to have 
education. We started to have 
sessions at Congress with 
the doctor from the hospital - 
teaching us about the right food 
to eat. But you couldn’t really 
get healthy food 25 years ago 
– even the fruit was done with 
sugar in the juices, not like now 
– it was impossible to get really 
good food. Now there is so 
much choice”.

Betty survived for a long time with 
the support from Meals 
On Wheels. However, 
as she started to take 
more control of her 
diabetes she sought 
advice from a dietician 
who was able to go 
through Betty’s own 
recipes and provide 
advice on how to 
change the cooking 
style or ingredients in order to 
make the food healthier. 

“It took time to change - I kept 
eating the wrong things in 
between. You have to stick to 
a diet - you can have treats but 
you can’t do that everyday, I am 
very careful with my eating, I do 
things like grill instead of frying. 
I did my diet so well that I didn’t 
need the medication after a 
while”, Betty explained.

Betty has had some further 
complications related to diabetes 
over the last few years, having 
to undergo a trip to Adelaide for 
surgery to insert a pacemaker 
for her heart. While this was 
challenging for her, Betty has 
maintained a positive attitude and 
good health since the operation. 

Betty sees the control of her 
blood sugar levels as a major 

contributor to her good health. 
She has worked hard to control 
her blood glucose levels through 
diet and lifestyle changes and 
has been able to maintain 
‘perfect control’ for many years. 

“Once you don’t have control 
over your sugar – you will get 
sick, you’ll end up nowhere. 
When you’re a diabetic anything 
could happen to you – your 
liver could go, your kidney 
could go – you’ve got to watch 
everything”, said Betty.

Maintaining regular check ups 
with the podiatrist 
has been another of 
Betty’s strategies for 
maintenance of good 
health. As a result 
Betty maintains: “I 
have only had one 
small ulcer over 10 
years - otherwise my 
feet have been great”. 

The services and support 
offered by the Central Australian 
Aboriginal Congress have also 
been vital for Betty, particularly 
the advice and support from 
Aboriginal health workers, 
doctors and the drivers. 
“Congress has been outstanding 
– they will always make sure 
that someone will see you when 
you really need it” said Betty.

Betty’s story provides us with 
a great example of how health 
staff and patients can work 
together to achieve much better 
health outcomes. The words of 
wisdom offered by Betty a few 
years ago still stand:

“Don’t ever think you can beat it 
alone. It has to come from inside 
you, you can do it, it may be a 
little hard at first but I can tell you 
it is very rewarding in the end”.

“it may be 
a little hard 
at first but I 
can tell you 
it is very 
rewarding 
in the end”
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Joan Cunningham
Menzies School of Health Research

Did you ever think ‘I wonder what ever 
happened to the DRUID Study’? 
It’s true that we have been keeping a low 
profile lately, but that’s just because we have 
been so busy analysing the incredibly rich and 
very valuable data that we collected from over 
1,000 Aboriginal and Torres Strait Islander 
adults in Darwin, Palmerston and the rural 
area. In case you’ve never heard of the study, 
or you forget what it was all about, here’s a 
brief summary of the study, followed by an 
update on progress.

What’s DRUID all about?
DRUID is short for ‘Diabetes and Related 
conditions in Urban Indigenous people in the 
Darwin region’. The study was done to find out 
about diabetes and other chronic diseases in 
Aboriginal and Torres Strait Islander people in 
an urban area. We know that diabetes is an 
important and growing problem, but most of what 
we know about diabetes in Indigenous people 
comes from remote communities. Things may 
be different in urban areas, and it’s important to 
have local knowledge to deal with local problems. 
That’s where DRUID came in. We also wanted to 
increase people’s awareness and understanding 
of diabetes, so they can prevent it or manage it in 
partnership with health services, and we wanted 
to provide education, employment & training 
opportunities for local Indigenous people.

Who could be involved in the study?
People were eligible to take part if they: were 
Aboriginal and/or Torres Strait Islander; were aged 
15 years and over; had lived for at least the last six 
months in the Yilli Rreung ATSIC Region (Darwin, 
Palmerston and the rural area); and did not live in a 
boarding school, hospital, prison or other institution.

What was involved?
People who participated in the study had a free 
health check that included blood tests (for diabetes, 
cholesterol, and other things); a urine test; blood 
pressure measurements; an ECG of their heart; 
body measurements; and questionnaires. There 
were extra tests for people with diabetes, including 
a foot exam, an eye exam and some questions 
(e.g. about symptoms, ulcers, amputations, 
medication use, and usual diabetes care).

We provided individual results to participants, 
and sent a copy to their GP or clinic if they gave 
us permission. We also gave people information 
about diabetes and about healthy living.

How many people took part?
1,004 eligible people agreed to take part and 
provided at least one measurement between 
September 2003 and March 2005. Of these, 
138 people with diabetes completed the 
complications assessment.

... continued on page 4

Update on the

 DRUID Study
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... continued from page 3

What has been happening since then?
Since we finished collecting the baseline data, 
we have been busy tidying everything up and 
looking at the data to see what we can learn. We 
have also been trying to get in touch with people 
who took part in the study to make sure we have 
correct contact details. 

How are we feeding back the results?
So far, we have given several public 

presentations (to which all 
participants, staff and partner 

organisations were invited) 
and have given briefings 
to several agencies. We 
plan to do more of this in 
the future. We will soon 
start drafting the first of a 

series of community reports 
providing regular updates 

about the results of the study.  
We expect to send these reports  

to participants as well as to key stakeholders 
and organisations. 

We are currently busy analysing data and writing 
papers for scientific journals. So far, we have 
published three journal articles, including:

• A description of the study’s aims, methods 
and participants (Cunningham J, O’Dea K, 
Dunbar T, Weeramanthri T, Zimmet P, Shaw 
J. Study Protocol –Diabetes and related 
conditions in urban Indigenous people in the 
Darwin, Australia region: aims, methods and 
participation in the DRUID Study. BMC Public 
Health 2006, 6:8. Available on line at:  
http://www.biomedcentral.com/1471-2458/6/8)

• A description of the range of primary health 
care providers used by DRUID participants 
(Cunningham J. Diversity of primary health 
care providers for urban Indigenous Australians 
(letter). Australian and New Zealand Journal  
of Public Health 2006; 30:580-581.) and

• A comparison of a non-invasive measure 
of cardiovascular disease in DRUID 
participants, remote Indigenous participants 

and urban non-Indigenous participants 
(Maple-Brown L, Cunningham J, Celermajer 
DS, O’Dea K. Increased carotid intima-
media thickness in remote and urban 
Indigenous Australians: impact of diabetes 
and components of the metabolic syndrome. 
Clinical Endocrinology 2007; 66: 419-425. 
Abstract available on line at:  
http://www.blackwell-synergy.com/doi/
abs/10.1111/j.1365-2265.2007.02749.x).

We have also submitted papers on: 

• experiences of racism by DRUID 
participants (one on the development of 
the tool we used to measure experiences of 
racism, and one about what people reported)

• consent for long-term storage of blood 
samples for possible use in future studies and

• the relationship between socioeconomic 
status and diabetes.

We expect to hear back shortly on whether these 
papers have been accepted for publication.

We are currently analysing data and preparing 
papers on other topics, including diabetes and 
cardiovascular risk (the main results of the study), 
diabetes complications, women’s reproductive 
health, and the relationship between racism and 
both physical and mental health. After that, there’s 
much more to come, so stay tuned!

If you took part in the DRUID 
Study – thank you very much 
for your important contribution!!! 
If you have moved or changed your phone 
number since you took part in the study, we may 
have trouble finding you, so please let us know 
your correct details. That way, we can make 
sure to keep you up-to-date on the results of the 
study, and let you know whether we will be having 
another round of free health checks in the future.

If you want to know more about the DRUID Study, 
or if you are a participant and want to update your 
contact details, contact Joan Cunningham at  
joan.cunningham@menzies.edu.au or phone  
(08) 8922 8797.
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Alby’s deeds and story offer an inspiring and powerful 
message. Alby has conquered his diabetes and obesity 
by cycling around Warrnambool and around Australia. 
He is now an endurance athlete, both a cyclist and a 
runner, and his deeds include; 

• 2001 First Indigenous cyclist to complete the 
Melbourne to Warrnambool Classic

• 2002 Perth to Warrnambool reconciliation ride

• 2003 Ballarat to Canberra lifeline ride

• 2005 Cliff Young Australia Six Day Race

Alby’s journey began in the 1990’s. He was motivated 
to change as he was raising two boys, (Ty, 13 and  
Allie 11) and wanted to be a good father and role  
model to his sons. His two boys will be the most 
important part of Alby’s support crew and they will 
join him on the road as he rides into towns along the 
way. As a sole parent in a country with concerns over 
childhood obesity and increasing childhood diabetes, 
Alby has become a role model not only to his own 
children but to his community and to all Australians 
indigenous and non-indigenous alike.

Type 2 diabetes has become a major national health 
issue affecting all Australians and in addition to its 
impact on individual health the yearly costs of diabetes 
has been estimated at between 3 and 6 billion dollars. 
Aboriginal and Torres Strait Islander Australians have 
the fourth highest rate of Type 2 diabetes in the world. 
This rate is about two to four times higher than the rate 
for non-indigenous Australians. Healthy lifestyle change 
is everyone’s best protection against Type 2 diabetes.

In the context of this increasing health epidemic the 
story of Alby Clarke provides an inspiring example 
for many Australians. As an Aboriginal Elder Alby 
is motivated to meet and reach indigenous people 
across the country, to improve what is an unacceptable 
diabetes world rating for Australia in Aboriginal health.

The Bike Ride  
from Darwin
From August and into September Alby is planning a 
ride from Darwin to Warrnambool on his bike. As he 
travels the country Alby will be working in partnership 
with organisations such as the Cooperative Research 
Centre for Aboriginal Health, International Diabetes 
Institute, The Baker Heart Institute and Aboriginal health 
services and other community groups to promote good 
health and diabetes awareness. 

There will be 8 major stops where events will be held along 
the way for Alby to promote his messages. From Darwin 
Alby will ride to Katherine, Tennant Creek and Alice Springs 
in the Northern Territory, Coober Pedy, Port Augusta, 
Adelaide and Mt Gambier in South Australia then Portland/
Heywood and home to Warrnambool in Victoria. Alby will 
also visit remote communities and smaller towns on his 
journey. From Darwin to Warrnambool Alby will share his 
life journey and carry these important messages of good 
health to all Australians:

• That the increasing rate of diabetes is a serious 
concern for all Australians. 

• Type 2 diabetes is a serious condition linked to  
other serious health problems. 

• Healthy lifestyle changes can prevent diabetes  
or minimise complications resulting from it.

• Encouraging all people and especially  
Indigenous Australians to monitor and address  
their risk of diabetes.

Alby will be visiting Healthy for Life sites along the  
way, if your service or community would like to be  
a part of the ride and meet Alby along the way contact 
Mick Turner on 0433 897 027.

A broad media campaign will be a major component of 
the ride and provide an effective and positive message 
about diabetes to the general Australian community. 

Alby Clarke and sons, Ty and Allie

Alby’s story
Alby Clarke is a 72 year old Gunditjmara Elder from the Warrnambool  
community, who has shown that age and diabetes present no barriers to 
achievement and to leading a full and active life. Alby will be demonstrating  
how he has overcome diabetes when he rides his bike from Darwin back  
home to Warrnambool in August. The beginning of his ride will coincide with  
the Chronic Diseases Network Conference.
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Sue Stewart, Darwin Dental Clinic
A lot of attention is given to heart disease, 
nerve damage, kidney disease, and eye 
damage, which can develop in people with 
diabetes. Oral health is an important area  
to consider as well, given that diabetes can 
lead to changes in the mouth, which are  
often overlooked when trying to control  
other diabetic problems. 
There is a strong relationship between a person’s 
oral health and their general health. In some people 
with diabetes, the first signs and symptoms of a 
medical condition will sometimes develop in the 
mouth. A dental check-up may show oral symptoms, 
which alert the dentist to undiagnosed diabetes. 

The oral complications of diabetes, like other 
complications associated with the condition, are 
related to a person’s ability to control blood sugar 
levels (glycaemic control) and their overall health. 
People with well-managed diabetes have fewer or 
less severe complications than those with poorer 
glycaemic control. Importantly, proper care of the 
mouth can help people with diabetes achieve 
better glycaemic control.

The most common oral health problems 
associated with diabetes are:
• periodontal (gum) disease (gingivitis and 

periodontitis)
• tooth decay (dental caries)
• dry mouth
• fungal infections
• infection and delayed healing
• “burning mouth” sensation
• taste impairment.(1)

Periodontal disease
Periodontal disease affects the gums and bone 
that support the teeth and hold them in place. It is 
an inflammatory disease, triggered by the bacteria 
in dental plaque.(2) Plaque is a sticky film of food, 

saliva, and bacteria, which loves to collect and 
grow at the gum line. When plaque stays put, 
not only can it cause decay, but it hardens into 
calculus (also called tartar) making it more difficult 
to thoroughly brush and clean around gum lines 
and between teeth. When plaque and tartar are 
not cleaned away, the gums become inflamed 
and even gentle brushing will cause them to 
bleed. This is called gingivitis and is the first stage 
of gum disease. Good daily oral hygiene habits 
will reverse the inflammation and stop disease 
progressing. If you ignore gingivitis, the gum 
disease gets worse. 

The more severe form of gum disease is called 
periodontitis. The symptoms of periodontitis 
are hardly noticeable at first; but as the disease 
progresses, symptoms such as swollen, bleeding, 
itchy gums, tooth sensitivity, recession of gums, bad 
breath and loose teeth become apparent. If nothing 
is done, the infection goes on to destroy the bone 
around the teeth. Teeth may then start to move or 
even fall out or may need to be extracted.(4)

Warning Signs of periodontitis:
• Bleeding gums when brushing or flossing
• Red, swollen, or tender gums
• Gums that have pulled away from teeth
• Pus between the teeth and gums  

(when you press on the gums)
• Bad breath
• Permanent teeth that are loose or moving 

away from each other
• Changes in the way the teeth fit when biting
• Changes in the fit of partial dentures.

Diabetes and periodontal disease
One researcher called periodontitis the sixth 
complication of diabetes mellitus.(8) Blood vessel 
changes that occur with diabetes can impair the 
efficiency of the flow of nutrients and removal of 
wastes from body tissues. This impaired blood 

Diabetes 
and Oral health
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flow weakens the gums and bone, 
making them more susceptible 
to inflammation and infection. 
In addition, if diabetes is poorly 
controlled, higher glucose levels 
in the mouth fluids encourage the 
growth of bacteria that cause gum 
disease. As a result, patients with 
inadequate blood sugar control 
develop periodontal disease more often and more 
severely, and lose more teeth than do people who 
have good control of their diabetes. 

Smoking is harmful to oral health even for people 
without diabetes. A person with diabetes who 
smokes is at a much greater risk for gum disease 
than a non-diabetic person.

Prevention of periodontitis
The 3 main steps in fighting periodontitis are 
brushing, flossing and regular visits to the dentist. 
The goal of daily tooth brushing and flossing 
is to clean away plaque. It is recommended to 
brush at least twice a day and floss at least once 
a day. Dental visits should occur twice a year for 
examination and professional cleaning.

Diabetes and other oral problems:
Oral infections – diabetes can lower the body’s 
resistance, alter responses to infection and slow 
healing processes. Increased oral infections and 
soft tissue damage resulting from altered immune 
and inflammatory responses are often early 
warning signs that show up first in the mouth. 

Fungal infections – oral candidiasis or thrush. 
People with diabetes are more prone to fungal 
infections such as thrush because of high sugar 
levels in the saliva (fungus thrives on glucose). 
Thrush makes white (or sometimes red) patches  
on the soft tissues of the mouth. These can get sore 
or turn into ulcers anywhere in the mouth especially 
under poorly-fitting dentures. Smoking and wearing 
dentures all day and night can increase the risk 
of thrush. Quitting smoking and limiting the time 
dentures are worn can reduce the risk of getting 
thrush. See the dentist or doctor for treatment.

Dry mouth - Often a symptom of undetected 
diabetes or poor diabetic control, dry mouth  
(or xerostomia) means the mouth does not have 
enough saliva to keep itself wet due to decreased 
salivary flow, alterations in salivary composition 

and an increase in salivary 
glucose levels. Saliva is necessary 
to help digest food, and prevent 
infection and tooth decay by 
controlling bacteria and fungi. Dry 
mouth can make tasting, chewing, 
and swallowing food difficult, and 
can impede speech. In addition, 
dry mouth can cause a marked 

increase in tooth decay and mouth infections. 
Medications and nerve damage (neuropathies) 
may further complicate the condition. 

Symptoms of dry mouth vary from person to 
person but may include: 
• sticky, dry mouth
• dry lips 
• sense of burning in the tongue and mouth
• tough fissured tongue
• mouth sores or infection 

Some tips to prevent dry mouth symptoms include:
• Take frequent sips of water or sugarless fluids
• Chew sugar-free chewing gum to keep saliva 

flowing
• Avoid caffeine
• Drink fluids during meals
• Avoid spicy or salty foods
• Avoid tobacco and alcohol. 

For those people who have diabetes, awareness 
of the oral complications of diabetes, practising 
good oral hygiene at home, following health 
professionals advice regarding diet and 
medications and scheduling regular dental 
checkups will go a long way in preventing the 
onset of oral problems associated with the disease.
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Kathy Coulthard, Alice Springs
My name is Kathy Coulthard, I am an 
Aboriginal Health Worker at Congress Medical 
Centre in Alice Springs, employed through the 
Chronic Diseases Outreach Program. 
I was first diagnosed with gestational diabetes in 
1997 when I was pregnant with my first daughter, 
Brooke. I was devastated when I was told that I 
had diabetes, as I at 23 years of age I thought I 
was too young. I had to think about changing my 
diet and my lifestyle.

This is a very hard thing to do, especially when 
you are so used to one way of doing things and 
you have to learn a new way of controlling your 
health and lifestyle.

I was referred to a diabetic educator for education 
on how to control and manage my sugar levels 
as they were very high. My readings were up 
to 18mmol on some occasions so I had to do 
something to get these levels under some control. 
I was shown different types of food and how to 
balance meals on a daily basis.

The diabetic educator then went through bad/good 
food choices that would lower my cholesterol, as  
I did live on mainly takeaway food and sweets.  
I then had to think about exercise and fitting this 

into my daily routine 
as well. I do not like 
exercise at the best 
of times, but I gave it 
a go and with a little 
help from doctors 
and other specialists, 
I was able to drop  
a few kilos.

A few years later, 
after my second 
daughter, Janaiya 
came into my life, 
my sugar levels 
had not been 
controlled through 

Kathy’s Story 

my diet, so I then saw a doctor who put me on 
some diabetic medications to see if that would 
make any difference. I started taking Metformin, 
Gliclazide, Atorvastatin, Aspirin and Sertraline and 
was managed with better education about what 
diabetes was and how it affects certain areas of 
the body.

I found that being on these medications did help 
me to lose weight and my levels were slowly getting 
under control. I had help from Diabetes Australia to 
purchase my own Blood Glucose Monitor (BGM) 
machine as I wanted to self monitor my levels at 
home on a regular basis. I have regular check ups 
with my doctor who, at my request, monitors me 
more closely. He checks my blood results every  
three months, with HbA1c and lipids the main 
results that he keeps an eye on in my case. 

It took a few years to get my levels under full 
control with help from doctors, Diabetes Australia, 
nutritionists and dietitians.

I have now got my levels under control – they are 
around 5.3 and I have lost 15kgs by changing 
my diet, eating a lot more raw fruits/vegetables 
and drinking lots of water daily. I live on the north 
side of town so I walk to work daily. It takes me 40 
minutes to walk from home to Congress every day 
(it’s 5km) and I have so much more energy and 
don’t feel so sleepy and lethargic as I used to in 
the beginning.

It is important for me to be on track with my own 
health because as an employee of the Chronic 
Diseases Program, it would not feel right to talk 
and provide brief interventions about diet, exercise 
and lifestyle if I am not doing this myself.   >>>

Kathy Coulthard and Dr. Rukhsana Rashid from Central Australian 
Aboriginal Congress

Kathy’s Story 2: Caption: Diabetes 
painting by Kathy Coulthard – “My 
family coming together and hunting 
bush tucker. Sharing stories and 
teaching family about diabetes and 
healthy lifestyle. The hands are 
mine and my daughters Brooke 
and Janaiya”.
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<<< Being a role model for other diabetics 
makes me feel proud of what I am doing for my 
clients who have this chronic disease, especially 
when I see them benefiting from my education 
and input into their health.

I have done a painting for Healthy Living NT in the 
Alice Springs office and sold this design to them 
on the condition that they use my story to educate 
others about healthy living with diabetes. I also 
educate my children about my chronic disease 
and I often take them out on bush trips to show 
them what sorts of bush tucker they should be 

including in their diet if they are out bush…or if 
they do develop diabetes. It is important for me 
and my family to do this, because we have a 
history of diabetes in the family and I don’t want 
my children to think that when they get older they 
are going to be diabetics. I educate them on diet, 
exercise, smoking and drinking and let them know 
what is safe and what is not safe levels of their bad 
habits. I teach my children, clients and family about 
diabetes and the complications that are possible if 
our sugar levels are not strictly controlled.

Improving outcomes 
in kidney disease:
I’m OK
Christine Connors, Bhavini Patel and Paul Lawton

An exciting opportunity has 
developed for health staff 
across the NT to significantly 
improve outcomes for people 
with advanced kidney disease 
(GFR<30ml/min). People with 
advanced kidney disease 
(currently stages 3 and 4) will 
eventually progress to needing 
dialysis, as the functioning 
kidney cells (glomeruli) are too 
few to continue indefinitely. 
However, many studies have 
shown the benefits of good 
management in reducing the 
rate of loss of kidney function, 
and therefore delaying the 
need for dialysis. The Northern 
Territory government and 
Australian government have 
provided funding to enable 
primary health care services to 
develop a case management 
approach for these people.

What does case management 
mean? Each person with 
advanced kidney disease will 
be allocated a case manager 
who will be their coordinator / 
guide/ supporter to monitor their 
condition, work closely with their 
primary health care team and 
Renal services team, facilitate 
case conferences, chase up 
appointments, assist with 
negotiating our complex health 
systems or other government 
services as required, and help 
ensure the person and their family 
is provided with sufficient support 
to manage their kidney disease 
as well as possible. The majority 
of routine checks will be are done 
by the usual PHC team, the 
specialist services and supports 
by Renal Services, and the case 
manager acts as the link between 
the two levels and the patient.

Currently, if your GFR is <30ml/
min, you would expect to start 
dialysis within two years. With 
good management, evidence 
suggests this time to dialysis 
could be increased to four years 
or even longer. This would 
be a major improvement in 
quality of life for these people 
and their families, as we know 
relocating for dialysis services 
is a significant stressor. It would 
also assist Renal Services 
which continues to expand their 
treatment services due to the 
diabetes epidemic and improved 
survival of dialysis patients. 

Bhavini Patel, Director of RDH 
pharmacy, has been awarded 
a National Institute of Clinical 
Studies (NICS) Fellowship, to 
focus on improving outcomes 
for this group. Bhavini will 
be developing more detailed 
guidelines required for case 
management, as well as 
evaluating outcomes. The new 
positions are located within the 
Aboriginal Medical Services  
and regional Preventable 
Chronic Disease (PCD)  
teams. Recruitment has  
already commenced, watch  
out for the advertising.
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Healthy Living NT
Anne Kemp, Healthy Living NT
Healthy Living NT (previously known as Diabetes 
Australia Northern Territory) is a Non Government 
Organisation (NGO) that operates a variety of 
services for the people of the Territory. We have an 
office in Darwin and Alice Springs where we employ 
Diabetes Nurse Educators, Cardiac Educators/
Rehabilitation Coordinators, Nutrition Educators and 
in Alice Springs an Aboriginal Health Worker. 

Our educational services include:
• Diabetes education 

- Group and individual education for people  
with Impaired Glucose Tolerance (IGT),  
Type 1, Type 2 and gestational diabetes

- Insulin stabilisation
- Review appointments
- Information packs
- Access to telephone and email services for 

people who cannot attend the offices
- Appointments through CONGRESS/ Alukura

• Cardiac education and rehabilitation
- Phase 1 inpatient education at Royal Darwin 

Hospital, Darwin Private Hospital and Alice 
Springs Hospital

- Phase 2 outpatient education and rehabilitation 
classes (not restricted to people just after an 
acute episode)

- Individual appointments
- Pre Procedure classes for those traveling for 

interstate procedures/operations
- Phase 3 maintenance exercise in Alice Springs 

and education in both Alice Springs and Darwin
- Information packs
- Telephone and email services for people who 

cannot attend the offices
- Appointments through CONGRESS/ Alukura 

and Danila Dilba

Healthy Living NT education staff are also available 
for care plans and case conferencing of clients.

Other activities involving education staff include:

• Health professional education including
- AHW course in Diabetes
- AHW course in Cardiovascular disease
- GP education (through the divisions and  

urban clinics)

- Nursing education including orientations, short 
courses, presentations at the university and 
other activities

• Healthy Living News – a quarterly newsletter aimed at 
information for all health professionals about current 
diabetes, cardiac and chronic disease information

• Resource development including
- A range of diabetes flipcharts
- Activity guidelines following heart attacks or 

heart surgery for Aboriginal people living on 
communities 

- Pilot project CD ROM about heart attacks with 
Yolngu matha voice overs

- A range of information sheets for the 
management of diabetes and cardiac conditions

Healthy Living NT’s website is an easy way to 
access information sheets, listings of resources as 
well as previous Healthy Living News editions to 
download. Just go to www.healthylivingnt.org.au 

How can you refer?
All clients require a Medical Officer referral for formal 
education. This can be done through our referral 
pads or a letter. The more information we receive the 
more comprehensive the education that is delivered. 
Referrals can be given to the client or faxed through to 
us on (08) 8927 8515. If you fax through your referral 
and the client does not ring us for an appointment, 
Healthy Living NT will send you a letter stating they 
did not attend. After all initial education for groups or 
individuals letters are sent to referring medical officers 
describing the education delivered. Following review 
appointments, letters are sent if there have been 
any significant changes. Our education staff will also 
contact the referring GP if there are any management 
issues requiring discussion.

Healthy Living NT is also responsible for the 
administration of the NDSS (National Diabetes 
Supply Scheme) through out the Territory. This 
involves the registration and supply of diabetes 
related supplies and is a federally funded scheme.

For further information, contact Healthy Living NT on 
8927 8488 (Darwin) or 8952 8000 (Alice Springs).

What we do and how we can help you
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Extract from: The Renal Society 
of Australasia Journal, Volume 1, 
Number 2, 2005

The Northern Territory’s  
Remote And Community 
- Based Haemodialysis  
Program: Interesting Times. 

Gillian Gorham, Matthew Jose, 
Lyn Wagner, Sally Brew

Introduction
Home haemodialysis is actively 
encouraged in most developed 
countries including Australia. 
As a treatment for kidney failure 
this option has improved clinical 
outcomes and is far cheaper 
than institutional dialysis due to 
reduced overheads and staffing 
requirements (De Vecchi et 
al: 1999). Establishing remote 
community home haemodialysis 
is potentially an expensive and 
high support activity, which 
has in the past reduced the 
clinical impetus and political 
will to promote and fund an 
appropriate service. 

The issues surrounding the 
establishment of remote and 
community-based dialysis 
are multi-factorial and must 
be viewed in their entirety to 
understand and appreciate 
the inroads renal service 
providers in Western Australia, 
Queensland and now the 
Northern Territory are achieving. 

Background
Renal services had 
a slow start in the NT 
with the first dialysis 
treatment offered in 1970. 
Initially all people offered 
replacement therapy were 
sent more than 1500km 
south to Adelaide for 
assessment work up and 
treatment. People were 
able to return to the NT 
if they were able to undertake 
the treatment themselves. 
Haemodialysis was not readily 
available, home haemodialysis 
not offered and many people 
declined the offer  
of treatment interstate.

Staffed dialysis facilities were 
not available in the NT until 
1984 when a two-station facility 
was established in Darwin. 
Without a Nephrologist, the 
NT was serviced by The 
Queen Elizabeth Hospital 
in Adelaide who provided a 
Nephrologist on quarterly 
visits. In 1987 a 10-station 
facility was established in Alice 
Springs and a Nephrologist was 
appointed to direct the service. 
However, it was not until 1996 
that Darwin was able to attract 
a full-time Nephrologist. By 
that time the two station facility 
had expanded three times to 
twelve (12) stations, home 
dialysis was no longer available 
and the Tiwi Island community 
had successfully lobbied the 
Commonwealth Government 

for their own satellite service 
on Bathurst Island, 80 km 
off the NT coast. The new 
Nephrologist for Darwin took 
control of a rapidly expanding 
service, dominated by crisis 
and ministerial interventions 
(Dunjey: 1994).

Communities across the 
NT, alarmed by the number 
of community members 
disappearing to the urban 
centres, increased public 
agitation for services. Some 
communities went to extreme 
lengths to secure services. 
Katherine exchanged land 
rights for dialysis services 
in 1998, the Tennant Creek 
community had been lobbying 
for many years for services 
and eventually commissioned 
a research organisation to 
write a report on the incidence 
of End Stage Kidney Disease 
(ESKD) in their community and 
possible treatment options in 
1999. Kintore held a national art 
auction and raised over a million 
dollars for services in 2000.

... continued on page 12

Remote Haemodialysis 
in the NT

Galiwinku Community on Elcho Island
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The satellite units in Darwin 
and Alice Springs expanded in 
1997 to offer 23 and 26 stations 
respectively, the Tiwi Dialysis 
Centre on Bathurst Island 
became operational in 1999 
followed shortly after by the 
Katherine Dialysis unit in 2000. 

Only Tiwi and Katherine offered 
services closer to home and  
the desire to establish home  
or community-based 
haemodialysis was now 
considered a necessity if client 
outcomes were to improve. 
However, concerted lobbying 
by individual clients, community 
groups, remote communities 
and service providers had little 
effect. The Tiwi Dialysis Centre 
evaluation (Gorham: 2000) 
provided a local perspective 
on potential outcomes for 
community-based dialysis. 
Conducted in 2000, the report 
suggested improved client 
clinical outcomes; reduction in 
missed treatments, admission 
rates and community 
evacuations and decreased 
recurrent expenditure. It also 
noted that clients were happier 

and reported improved 
quality of life, more 
disposable income and 
greater physical activity.

In late 2000 the Health 
Department policy was 
relaxed slightly but 
the requirement for a 
client contract, policy 
restrictions that effectively 
limited the service to the 
urban area and allocated 
funding was so limited, 
only two clients living 
in Darwin were able to 
access the program. 
The most contentious restriction 
was the client contract, which 
required a letter from the 
community outlining how home 
haemodialysis would increase 
the client’s productivity.

In 2002, a significant policy 
change by the Health 
Department on Home 
Haemodialysis under the 
direction of the new Government 
promoted greater access to 
services and treatment closer 
to home. Substantial recurrent 
operational and capital works 
funding was provided to facilitate 
the establishment of remote 

and community-based 
dialysis. Accompanying 
this policy change, renal 
services across the 
NT were restructured 
into one service – NT 
Renal Services with 
the appointment of a 
Nephrologist as Director 
of Renal Services. 

Current Situation
The opportunity to provide 
remote haemodialysis to the 
largely scattered communities 
in the NT raised an important 
question – how do we do it? 

In recognition of our lack of 
experience, we looked to the 
national and international 
scene for guidance. Particular 
attention was paid to issues 
that other service providers 
felt could have been done 
better – such as regular on-
site visits, funded respite 
and community involvement 
and support. Developing a 
system that addresses cultural 
issues, promotes flexibility 
and encourages community 
participation and cross agency 
support has been the philosophy 
of the NT Renal Services remote 
home and community-based 
dialysis program. 

Our aim is to promote 
community-based dialysis as 
a treatment for well people, 
demonstrate the client’s 
independence in managing 

Barge landing on Groote Eylandt

Relocating self-care facility
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their treatment through the lack 
of impact on the local health 
service and encourage a cross 
organisational approach to 
client support in the community. 
We believe the outcome will be 
clients who are reintegrated into 
the community as members 
who require a specific health 
treatment, rather than “health 
department clients” living in  
the community.

However, Tthe tyranny of 
distance has far ranging 
repercussions. Many coastal 
communities in the Top 
End of the Territory are only 
conveniently accessible by air 
and serviced by freight barge 
fortnightly, while access to those 
in the lower or Central Australian 
region is often seasonal. Getting 
in and out of most remote 
communities is difficult, time 
consuming and expensive. 
Supply lines are dependent 
on outside services and the 
prevailing weather. Design and 
construction is a lengthy and 
expensive process; community 
infrastructure is limited and 
health services are stretched. 

For the primary health service, 
there is also fear of what 
returning haemodialysis clients 
and their families bring. The 
potential to increase not only 
workloads with additional 
community members but also 
the complexity of presenting 
conditions, coupled with the fear 
of needing to understand the 
dialysis process and perhaps 
deliver the treatment, can cause 
resistance from the primary 
health care team. 

First steps - Understanding 
Roles and Responsibilities
The establishment of community-
based dialysis commences 
with a number of site visits to 
the remote community. The 
intention is to discuss with 
community Elders, Traditional 
Owners, Council and Clinic 

staff their views on community-
based dialysis, potential sites for 
treatment location and determine 
what support can be offered. 
Operational aspects such as 
removal of biohazard waste, 
transport of consumables to 
and from the barge or delivery 
point, early notification of 
power or water interruptions 
to clients and assistance from 
essential services to establish 
the connections is necessary. In 
addition, the continuous support 
offered by NT Renal Services 
is articulated. Ongoing clinical 
and technical support is also 
managed by NT Renal Services 
through the installation of a direct 
telephone line and regular onsite 
visits, which are initially monthly. 

Cultural Issues
The use of Interpreters to 
facilitate the communication 
process has been an important 
step in the development of this 
program. Interpreters have 
been integral to the client’s 
understanding of what the 
training program entails, the 

attendance frequency 
necessary and the 
requirement to be 
independent. Interpreters 
have also worked 
closely with clinicians 
and researchers on 
developing appropriate 
translated resources in 
a variety of medias, to 
facilitate the biomedical 
understanding of health, 
renal disease and the 
haemodialysis process. 

Program flexibility
To meet the need to be 

flexible, relocatable dialysis 
facilities have been developed 
and specifically designed. The 
idea of relocatable facilities has 
been entertained on several 
occasions over the last five 
years in the Territory. The facility 
has been specifically designed 
and built to cope with remote 
community life, including cyclone 
coding. It provides a clean, dry 
place for clients to store their 
consumables and attend their 
treatment. The facilities are 
replicas of the dialysis-training 
unit at the Nightcliff Renal Unit 
in Darwin and therefore provide 
some comfort and continuity  
for those returning to 
communities to use them. 

... continued on page 14

Claude and Edna at home in Umbakumba on  
Groote Eylandt with council clerk
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They are transportable units and 
will be relocated as needed and 
therefore eliminate the potential 
for under-utilised services. 

NT Renal Services has now 
installed dialysis systems in 
a number of different remote 
community based locations. 
These have included a client’s 
home, a respite centre, a 
dedicated relocatable facility 
to cater for more than one 
client and soon two stations 
will be established in a non-
government clinic. A partnership 
pilot program has also been 
running since September 
2004 with a non-government 
Aboriginal organisation. 

Conclusions
Setting up a community-
based, home haemodialysis 
program within the Northern 
Territory has provided us with 
quite interesting times. The 
practicalities of the communities 
have forced us to develop a 
new form of dialysis facility,  
one that is also fully relocatable. 
We have successfully 
established a number of people 
on this form of haemodialysis 
within their own communities. 
Although the costs in initial 
establishment are greater than 
traditional home haemodialysis, 
we hope to be able to 
demonstrate numerous other 
benefits that are priceless.
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Keeping All Our 
Families Well
Sarah Brown, Manager, Western Desert 
Nganampa Walytja Palyantjaku Tjutaku 
Aboriginal Corporation.

Imagine this…

You are 45 years of age. You’ve lived out bush all 
your life surrounded by family. You know all the 
stories for your country and how to look after it. You 
work at the school and are very proud of helping 
to teach children in their own language. You’ve 
got 5 children and 8 grandkids. You care for your 
husband’s mother and your father who are getting 
old and can’t look after themselves anymore.

Recently you‘ve started to feel very tired. Your 
ankles are swollen and you have a wet cough. It’s 
hard to get to work in the mornings and you’ve lost 
a lot of weight. You go to the community clinic and 
they tell you your kidneys are no good. 

You will have to move to town for dialysis or stay 
in your community and die. You say you cannot 
go…there is too much to do here. Who will look 
after everyone? You know that people who go to 
town with kidney problems never come home, 
except for their funeral. A few weeks later you get 
very sick. You wake up in Intensive Care. There 
is a tube going into your neck and your blood is 

coming out of you and into a machine. You don’t 
really understand what the doctors and nurses are 
saying to you.

A few days later you are feeling better than you’ve 
felt in years. Surely you can go home to your 
family now? But no-the doctor says you must 
stay. You are discharged from hospital but have 
nowhere to live. You are worrying about your 
children and those old people. You go to stay with 
some family who are camping in the riverbed. It is 
good to have family around, but there are lots of 
people fighting and the police keep moving you 
on. There is nowhere to wash or go to the toilet 
and nowhere to store food. Now, you have to go 
to the Renal Unit three times a week and sit in a 
chair surrounded by other people you don’t know 
for 5 hours a day for your dialysis. You sleep in the 
chair, because you are too frightened to sleep at 
night in the creek.

Your family comes to visit you, but you worry about 
them on that road to town. It is rough, the car is 
no good and your son doesn’t have a license. You 
worry about the grog in town, but you are glad to 
see them. When they go home, you go in the car 
too, homesick and missing your grand kids. It is 
great for a while and then you start to get really 

... continued on page 16

Picnic in Western Desert Region
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sick again and have 
to be brought back to 
hospital. 

You miss bush tucker, 
you miss being with 
your family. You were 
an important person 
in the community 
and now you are 
living in the creek 
with one blanket, 
thinking about home 
and waiting for your 

next dialysis day. You watch the tourists avoid you 
when you walk through town and you can’t go to 
the shopping centres because you have no shoes.

This is the reality for 150 people forced to relocate 
to Alice Springs for dialysis. An average of 45 
people are forced to make this move each year.

I arrived here [Alice 
Springs Renal Unit] 
and have no way to 
leave this place. It’s 
as if I’m in a deep 
valley and can’t see 
the countryside. I 
feel claustrophobic. 
This big rock has 
hemmed me in and 
I’m claustrophobic. I 
don’t know what to do 
. I was thinking, ‘Oh, 
when will some of my 

family come and see me?’ Dialysis patient

Anangu like the open space of their land, where 
they can smell the Spirit, the wildflowers and other 
plants. They want fire for the smell of wood smoke 
going through the air. They want to smell flowers 
after rain. Committee member

Frustrated with the treatment of their loved ones 
on dialysis and unable to get government support, 
people from the Western Desert banded together 
with the help of art collectors and dealers to 
organise the Western Desert Dialysis Appeal.

In 2000, people from the Western Desert painted 
pictures and held an auction at the Art Gallery of 
NSW. They raised over $1,000,000 to support 
patients in town and to set up dialysis out bush. 
Their aim was to return people to their country and 
families where they belong.

The first person went home to Kintore for dialysis 
in September 2004. This is the first and only 
remote dialysis machine in Central Australia and 
the Western Desert communities are justifiably 
proud of what they have achieved. They continue 
to care for their family members who have kidney 
disease, seek support for their work and share 
their story with other remote communities who 
battle with the same problems. They are also 
working to reduce the incidence of kidney disease 
in the hope that their children and grandchildren 
will not need this arduous treatment.

All Anangu have been touched by the effects of 
kidney disease. All have had family members 
who have passed away too early, far from home. 
But ours is a story of hope. It is a story of Anangu 
determination to improve life for their loved ones 
against all odds. 

And you can be a part of this story… 

You can support the WESTERN DESERT 
NGANAMPA WALYTJA PAL YANTJAKU 
TJUTAKU ABORIGINAL CORPORATION.

We are the non government organisation 
formed from the Western Desert Dialysis 
Appeal. Our name means ‘keeping all our 
families well’. We are a registered charity 
and all donations are tax deductible. 

If you think you can help or just want to talk 
more about what we are doing and how 
Anangu with kidney disease and their families 
are helping themselves, please contact:

Sarah Brown, Manager, WDNWPT, phone  
(08) 8953 0002 or 0448 685 610 email: 
wdnwpt@bigpond.net.au

Or contact us to be added to our mail out of 
the ‘Friends of the Western Desert Dialysis 
Appeal’ Newsletter.

Mary Tolson, Amy Nampitjinpa 
and grandkids visiting country on 
a dialysis trip to Kintore

Manager, Sarah Brown and Chef, 
Ian Chambers at the Western 
Desert “Purple House”, which 
provides dialysis treatment in 
Alice Springs.
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Making an  

 IMPAKT
A national study aimed at 
improving access to optimal 
treatment for people with  
end-stage kidney disease
Joan Cunningham
Menzies School of Health Research
Chronic kidney disease is an important and 
growing health problem, particularly for Indigenous 
people in the Northern Territory and elsewhere 
in Australia. When people with kidney problems 
develop what is known as end-stage kidney 
disease (ESKD), they need dialysis or a kidney 
transplant to stay alive. For most patients, a 
transplant provides the best long-term treatment for 
ESKD. However, although Indigenous Australians 
are more likely than other Australians to get  
ESKD, they are only about a third as likely to get  
a transplant. This pattern of higher rates of disease 
and lower rates of transplantation is also seen for 
indigenous populations in other countries, including 
Canada, the United States and New Zealand.

There are many steps involved in getting a 
kidney transplant, which means that there are 

many potential barriers 
patients need to overcome 
if they want to get a new 
kidney. The IMPAKT Study 
(Improving Access to 
Kidney Transplantation) 
was designed to explore the 
barriers to accessing kidney 

transplants, especially for Indigenous patients. 
Since the study started, the emphasis has 
expanded from a narrow focus on transplants to  
a broader one on access to optimal treatment.

The study is being carried out by researchers from 
The George Institute in Sydney and the Menzies 
School of Health Research in Darwin. It is funded 
by the National Health and Medical Research 
Council and is an approved in-kind project of the 
Cooperative Research Centre for Aboriginal Health.

The IMPAKT Study has several components, including:

• A national postal survey of kidney specialists to 
investigate the relevance of several demographic 
and health variables on their willingness to 
recommend a patient for transplant (this 
component has been completed);

• A (nearly) national field study involving 
interviews with staff, patients and other 
key stakeholders, as well as a review of 
educational processes and materials and the 
mapping of a patient’s journey through the local 
system in each site (we have finished data 
collection for these components and are hard 
at work on data analysis and reporting).

The interview/education/mapping component 
has involved dialysis and transplant unit staff 
and ESKD patients – both those on dialysis and 
those who have had a transplant – at sites across 
Australia, including in the Northern Territory, 
Queensland, Western Australia, South Australia 
and New South Wales. The units involved treat  
the majority (90% or more) of all Indigenous  
ESKD patients in Australia.

Over 350 interviews have been completed and 
transcribed and the analysis is now under way.  
It will take some time to take full advantage of  
this incredibly rich resource, but we plan to tackle 
it in stages, starting with an overview of the main 
barriers to access to optimal treatment, then 
exploring individual barriers in greater detail.

We have been presenting our work at several 
conferences during the course of the study and 
have already published several papers, including:

• A brief description of the study (Cass A, 
Devitt J, Preece C, Cunningham J, Anderson K,

... continued on page 18
The IMPAKT team: Dr Alan Cass, Assoc Prof Joan Cunningham, 
Dr Jeannie Devitt and Ms Kate Anderson

Ms Cilla Preece
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Snelling P, Eris J, Ayanian J. Barriers 
to access by Indigenous Australians to 
kidney transplantation – the IMPAKT study. 
Nephrology 2004; 9:S144-S146.)

• An examination of kidney specialists’ views 
on living kidney donation (Cunningham J, Cass 
A, Anderson K, Snelling P, Devitt J, Preece C, 
Eris J. Australian nephrologists’ attitudes towards 
living kidney donation. Nephrology, Dialysis and 
Transplantation 2006; 21:1178-1183.)

• An analysis of the patient factors 
that influence whether someone is 
recommended for transplant (Cass A, 
Cunningham J, Anderson K, Snelling P, Colman 
S, Devitt J, Preece C, Eris J. Decision making 
about suitability for kidney transplantation: 
Results of a national survey of Australian 
nephrologists. Nephrology 2007; 12:299-304.)

• An assessment of non-medical criteria 
used in Australian transplant guidelines 
(Anderson K, Cass A, Cunningham J, Snelling 
P, Eris J, Devitt J, Preece C. Psychosocial 
criteria in Australian practice guidelines for 
determining patient suitability for kidney 
transplantation. Social Science & Medicine 

2007; 64:2107-2114.)

We expect to visit 
participating sites later in  
the year (possibly October) 
to provide a summary of the 

results and to discuss the implications for services 
and patients, both locally and nationally.

If you have any questions about the IMPAKT 
Study, please contact Alan Cass (e-mail:  
acass@george.org.au) or Joan Cunningham  
(e-mail: joan.cunningham@menzies.edu.au; 
phone: 8922 8797).

Raising Awareness of Kidney Health 
Kidney Health Australia celebrated Kidney Health Week 
(27 May to 2 June) and have developed a theme for 2007 - Kidney Disease – No Warning 
Signs. The theme reflects the lack of warning signs for the disease with – you can lose up 
to 90% of kidney function before you feel sick – and by then it’s too late! 

Kidney disease is a problem nationwide, with up to 2 million Australians who may have 
some form of kidney disease and not know it, and 1 in 3 Australians who are ‘at increased 
risk’ of kidney disease. 

Kidney Health Australia has developed a range of health promotion resources 
including postcards and posters, across Australia. These resources are available FREE of 
charge from the website: Kidney Health Australia http://www.kidney.org.au/

The Kidney Check Australia Taskforce 
(KCAT) is Kidney Health Australia’s early detection and intervention 
program for health professionals. It aims to convey the importance of 

early detection and best practice management to prevent further progression of chronic kidney disease. It’s main focus 
is currently GPs, but is also keen to support the needs of practice nurses, pharmacists and other health professionals.

Estimated Glomerular Filtration Rate (eGFR)
KCAT is currently running an eGFR education program to assist health professionals to understand, interpret and 
correctly manage new eGFR results.

This follows a recommendation from the Australasian Creatinine Consensus Working Group for eGFR to be automatically 
reported with every serum creatinine test ordered in adults. (Medical Journal of Australia, 2005, 183: 138-141)

KCAT has also been responsible for educating general practitioners and other health professionals about the automatic 
reporting of estimated Glomerular Filtration Rate (eGFR) with every serum creatinine test order for adults. An eGFR 
calculator (using the MDRD) formula is available for use or download on the Kidney Health Australia website. MDRD is 
the preferred formula for calculating eGFR. However, the Cockcroft-Gault GFR Calculator formula may still be used for 
drug dosing calculations. For information about KCAT contact (08) 8334 7501 or chris.archibald@kidney.org.au 
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Joanna Smith, Wendy Hoy, Srinivas Kondalsamy-Chennakesavan, Suresh Sharma 
Centre for Chronic Disease, University of Queensland. 
Appreciations to Gaye Gokel, Rebecca Davey, Kiernan McKendry, Mandy Halkett, Ron Ninnis and Philip Hoy. 

C H R O N I C  D I S E A S E  P R O G R A M S

Different Places, 
Different Ways
A hand to get started ...

Three remote Top End Aboriginal Communities 
in the NT, Borroloola, Nauiyu and Wadeye, 
2000 – 2003, and two Aboriginal Health 
Services in WA, Bega Garnbirringu Health 
Service, (Bega) Kalgoorlie and Broome 
Regional Aboriginal Medical Service (BRAMS), 
Broome, 2002 – 2006, were supported by 
Kidney Disease, Research & Prevention 
(KDRP) & the Centre for Chronic Disease, 
University of Queensland (UQ) in strengthening 
chronic disease (CD) program activities. 
Aboriginal Health Workers (AHW) were trained by 
the visiting KDRP nurse on the principles of chronic 
disease screening, treatment, management, 
education, health promotion and data entry. 

Individuals with abnormal results were placed 
on a chronic disease care plan, referred to the 
local clinic doctor, commenced on treatment (if 
required) and given instructions for follow up.

Each health service had flexibility in program 

delivery. Testing and treatment followed algorithms 
which were closely aligned to the local guidelines 
and procedures eg. the CARPA manual in NT 
and in the Ferret stream of care in WA. Algorithms 
were flexible as new information appeared and 
experience dictated. 

Data Collection 
The NT AHWs were trained to enter the data from 
the screening and follow up visits into the KDRP 
purpose-designed and built, web-based chronic 
disease database. 

The WA programs used their existing Ferret Health 
Chart system which included a comprehensive 
chronic disease module. Data was entered by a 
designated data processor, and sometimes by the 
AHW (Bega).

All Programs: Data collected was analysed  
6-12 monthly by the KDRP/UQ team and regular 
feedback was provided to the relevant health 
service, councils and funding bodies. 

... continued on page 20Chronic Disease Detection and Management

Adults were screened for:
• Hypertension
• Diabetes
• Kidney disease
• Heart disease
• High cholesterol. 

Results were recorded on 
comprehensive screening 
and follow up forms and 
entered onto the Database. 

Client Education was provided on: 
• Chronic disease risk factors
• How to manage chronic disease 

(especially self manage)
• Detection of health complications
• The importance of regular follow up  

in the future.
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... continued from page 19

Program Delivery - The NT Experience
Target group for screening was all adults 18yrs 
and above. Adult populations were 657, 233 & 783 
people respectively at that time.

The programs were conducted by one, sometimes 
two, full time Aboriginal Health Workers. In Wadeye, 
when no AHW was available, a 
community liaison person was 
employed to assist with chronic 
disease screening under  
the supervision of the  
registered nurse. 

Because of the designated CD 
AHW position, the people seen 
in the NT programs during 
the three year support period 
received screening, follow up 
and treatment changes that 
were extra to what could have been supplied by the 
DHCS Clinic staff at the time.

Screening activities were not limited to just 
community health centres but occurred in settings 
like individuals homes, bush sites, outstations 
and various community venues. Follow up or 
further investigations occurred at the clinic. 
Community awareness 
about the chronic disease 
program was achieved 
through use of promotional 
posters, personalised letters, 
door knocking and healthy 
community BBQ information 
sessions. Many participants 
were screened or followed up 
opportunistically when they 
came to the health service for 
another reason. 

Many positive changes occurred: upskilling of 
health workers in clinical practice and computer 
and e-mail skills, much improved adherence 
to testing and treatment algorithms, increase 
in numbers of appropriate tests, increase in 
numbers of early CD diagnoses, especially 
of renal disease, initiation or increase in 
medications in many people, and good blood 
pressure responses to change in treatment in 
some settings. These should produce benefits to 
many people’s health if sustained.(1-3)

Chronic disease rates were high in all three 
communities, but varied among them. Rates of 
hypertension ranged from 33 to 54%, of proteinuria 
from 15 to 28% and of diabetes from 18 to 30%. 
With age adjustment, these were increased 3.1 to 
8.2-fold, 2.5 to 5.3-fold and 5.4 to 10-fold relative 
to rates in the general population as ascertained 
in the AusDiab study. Borroloola had the highest 

rates for all conditions.(4)

Program Delivery - The WA 
Experience
The two WA programs 
operate within the Aboriginal 
Medical Services in Kalgoorlie 
& Broome. These sites are 
much larger than the NT 
sites and employ between 
5-10 health workers, 4-6 
doctors and numerous other 

nursing and allied health staff. BRAMS have 4,513 
aboriginal adults 18+ yrs and BGHS have 4100 
aboriginal adults 16+ yrs who access their clinics. 

Both AMS’ policies require all clients attending the 
health service to be screened for chronic disease 
and to be followed up appropriately.

All AHWs are responsible for conducting the 
screening & follow up in 
the clinic and were trained 
accordingly. The Ferret Health 
Chart provides the AHW with 
a guide as to what tests are 
due or outstanding for the 
presenting client. Both sites 
have designated Chronic 
Disease AHWs who are 
responsible for ensuring overall 
chronic disease recall & follow 
up, Point of Care Testing (on 

site testing) for HbA1c, ACR & Cholesterol, retinal 
screening, conducting the health promotion activities 
and mentoring other health staff unsure of protocols.

Challenges Faced
Common problems to all programs were: 

• Difficulty staffing the CD program – frequently 
insufficient numbers of AHWs available and 
frequent absenteeism. 

• Acute care needs in the clinics frequently 
withdrew the CD AHW from the CD program

Labelling Blood Samples

Blood pressure checks at community screening
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• Abnormal results generated a huge volume of 
work to confirm diagnosis and ensure regular 
follow up for people found with chronic disease. 
This created further difficulties in already over 
burdened health services. 

In the NT High rates of AHW absenteeism for various 
reasons (personal, family, bereavement, sick leave, 
social issues, loss of motivation, etc) were a major 
hindrance to project productivity 
and provision of ideal chronic 
disease care. The AHWs 
demonstrated their capability 
to conduct the programs and 
much was achieved to identify 
the huge burden of disease 
in all communities, however 
much more could have been 
achieved had the challenges 
not been so great. There 
were no AHW replacements 
in communities when an AHW was absent from 
work or when they resigned. Poor community 
infrastructure resulted in the inability to advertise 
vacant positions as there was no available housing, 
or sometimes if available, the rent was too expensive 
for the recruited staff. 

Evaluation & Outcomes
Constant evaluation was an 
integral and required part of 
the process. As a result we 
have generated community 
profiles, compared them with 
the AusDiab Study, followed 
processes and up-skilling, 
and followed changes and 
responses to treatment. 
As a consequence of that 
ongoing evaluation we can 
make coherent cases for systematic programs, 
and robust and reliable resourcing. The outreach 
program evaluation report will be uploaded on the 
Australian Indigenous HealthInfoNet in the coming 
months. http://www.healthinfonet.ecu.edu.au/

Sustainability
All programs received additional monthly funds, 
specifically for the CD care. By the end of the 
KDRP/UQ commitment periods, strategies were 
in place for all Health Services to sustain the 
program as an integral part of clinic practice. 

For Wadeye and Nauiyu this was with DCHS 
and their Preventable Chronic Disease Strategy. 
However, the plan to nest the program with the 
newly constituted Gulf Health Services in the 
Borroloola region could not be realised when that 
organisation’s funding ceased. We were unable 
to organise with DCHS, to whom responsibilities 
reverted, ways that an additional grant from 

Give2Asia could be used  
to continue intensified  
chronic disease care. 

In the WA settings there is 
robust and assured funding 
for these activities, which 
continue as a major element 
of adult primary health care, 
to which all are committed. 
AHW staff numbers have 
been increased at BRAMS as 
a result of the data identifying 

the increased burden of disease. These programs 
have moved from strength to strength.

Thank You
It was a great privilege for the KDRP/UQ staff to work 
alongside the health workers, clinic staff and within 
the community in all programs. We Thank You. 
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Introduction
At the heart of both the 
‘Aboriginal and Torres 
Strait Islander Adult Health 
Check’ and the new ‘45 Year 
Old Health Check’ for the 
general population, is early 
detection and intervention for 
cardiovascular risk – and for 
good reason. Cardiovascular 
disease was estimated to 
account for 17% of the overall 
national disease burden in 
2003 and is the most expensive 
disease group in terms of 
direct health care expenditure, 
costing $5.5 billion in 2000-
01, (11% of Australia’s total 
health expenditure).[1] The 
preventable risk factors for 
cardiovascular disease are 
smoking, high blood pressure, 
high blood cholesterol, inactivity, 
overweight and obesity, poor 
nutrition and diabetes. 

Cardiovascular disease is 
the single most important 
cause of excess Indigenous 
mortality. Indigenous Australians 
experience higher rates of 
mortality from cardiovascular 
disease in every age group 
compared with non-Indigenous 
Australians. For Indigenous 
males aged 25–34 and 35–44 

years, the mortality rate is 9 to 10 
times the rate for non-Indigenous 
males. Indigenous females 
recorded rates 12 to 13 times the 
rates for non-Indigenous females 
aged 35–44 and 45–54.[2]

Cardiovascular risk 
assessment tools
To assist health practitioners 
in the early detection and 
treatment of cardiovascular 
disease, cardiovascular 
risk calculators have been 
developed. They are now 
established as essential tools in 
preventive primary health care.[3,4]

Background – where does the 
calculator come from?
In 1948, the American National 
Heart Institute commenced 
the Framingham Heart 
Study, recruiting 5,209 men 
and women, aged 30-62 
years living in Framingham, 
Massachusetts. Participants 
have undergone extensive 
examination, blood tests and 
lifestyle risk assessment every 
two years since. The children 
and grandchildren of this initial 
cohort are now also enrolled 
in this study. The Framingham 
study has shaped our 
understanding of risk factors for 
cardiovascular disease and the 
calculator is derived from this 
ambitious study. 

How to use the calculator
The calculator is easy to use.  
If you have ever played 
battleships or noughts and 
crosses you already have all  
the skills required! To the use 
the calculator you need to  
know six things: 

Sex, Age, Diabetic status, 
Smoking status, Blood 
Pressure, Lipid Ratio (Total 
Cholesterol:HDL Ratio).

First use the sex relevant half 
of the chart and find the correct 
column based on diabetic and 
smoking status. Next, determine 
the appropriate age decade and 
find the row that corresponds 
to the patient’s blood pressure. 
Finally move along the row 
to the right until you find the 
square that matches the 
patient’s lipid ratio result.  
The colour of the square will 
reveal the cardiovascular risk. 

Practice points
When a patient’s risk factor 
falls on the border between two 
categories – use the higher risk 
category. For example:

If the age is 45 – go to  
50 years category
If either the systolic BP is 
>130 or diastolic BP >80,  
go to 140/85 category 
If the lipid ratio is > 5.5,  
go to the 6 category.

Saving lives made easy
Cardiovascular risk assessment and intervention in the 
Adult Health Check and the 45 year old health check. 
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When using the calculator, 
involve the patient as this will 
enhance your brief interventions 
around lifestyle changes.  
You can demonstrate the 
decline in risk from smoking 
cessation, cholesterol reduction 
or control of blood pressure. 
This will help negotiate 
treatment goals with the patient.

The calculator is valid for 
patients aged 35 years and 
over, yet for Indigenous 
patients the adult health 
check commences at 15 
years of age for the simple 
reason that cardiovascular 
events occur at younger ages 
in this population.[2] For this 
reason it is reasonable to 
assess cardiovascular risk in 
Indigenous clients under the 
age of 35 using the lowest age 
decade on the calculator. 

Ethnic variation
One weakness of the 
Framingham study is that 
the majority of participants 
were white middle class 
Americans, raising issues 
of transferability to other 
populations. The calculator 
is reliable when assessing 
Caucasian Australians. 
The authors recommend 
that when assessing Mäori, 
Pacific peoples, people from 
the Indian subcontinent or 
Indigenous Australians that 
the risk category needs to 
be adjusted upwards as the 
calculator under-estimates risk 

in these populations. The way 
to do this is to adjust up one 
colour category.

When and how to treat
Risk of less than 10% (Mild)
General advice on lifestyle risks 
Smoking Nutrition Physical 
activity (SNAP)[5]

Risk of 10-15% (Moderate)
Specific individual advice and 
brief interventions targeting 
identified lifestyle risks. (SNAP) 
The RACGP suggests this is 
the level of risk to consider 
medication as benefits begin to 
outweigh possible harm. [4]

Risk of more than 15% 
(High to Very High)
Specific individual advice and brief 
interventions targeting lifestyle 
risks, (SNAP) and medication.

Exceptions
No test or tool is perfect and 
there will always be exceptions. 
Some people are at high risk 
(> 15%) due to an isolated 
extreme risk factor and will need 
medication regardless of the 
final calculated risk. 
• Anyone with a previous 

cardiovascular event 
(angina, stroke, heart attack, 
angioplasty, TIA)

• People with diabetes  
AND ACR > 30 mg/mmol  
or kidney disease  
(GFR < 60ml/min)

• Extreme blood pressure > 
170/100 mmHg.

• Lipid Ratio > 8 or familial 
hyperlipidaemia

Practitioner Feedback
One fabulous part of the calculator is the immediate feedback it 
provides to the health practitioner. Each intervention successfully 
implemented contributes to lives saved. NNT means the ‘number  
of patients needed to treat.’ The more at risk the person is, the  
more they benefit from treatment. Successive interventions 
(stopping smoking, lipid lowering, low dose aspirin), deliver 
incremental reductions in cardiovascular risk. 

... continued on page 24

Each intervention successfully implemented contributes to lives saved
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Comment from Dr Christine Connors, 
Director, Preventable Chronic Diseases, Department of Health and Community Services

“The National Heart Foundation is currently finalising a new guideline on using cardiovascular risk 
assessment. Often health professionals have been confused when assessing patients with multiple 
risk factors. Using a risk assessment tool will help focus our efforts on the most critical issue for 
Chronic Disease management – reducing the risk of heart attack. Wendy Hoy et al (2007) analysed 
CVS risk assessment for Aboriginal people and showed that the current tools still underestimate risk. 
However it does enable health staff to start providing more objective risk assessments and a visual 
method of showing a patient.”

Hoy WE, Wang Z, Briganti E, Shaw J, Polkinghorne K, Chadban S, The AusDiab Study Group. Quantifying the 
excess risk for proteinuria, hypertension and diabetes in Australian Aboriginies: comparison of profiles in three remote 
communities in the Northern Territory with those in the AusDiab study. Australian & New Zealand Journal of Public 
Health, 2007, Vol 31, No 2 pp177-183

... continued from page 23 and 24
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Jump! 2007 is a six week workshop and performance program for youth 9 – 25 years

Phase One: Jump Rope for Heart Demonstration team members, local youth dancers 
and young people interested in physical arts will come together for an intensive skipping 
and dance program. Commencing 27th- 29thJune.

Phase Two: Rehearsal. 2nd - 29th July.

Phase Three: Presentation. Possible dates 30thJuly – 12th August. Workshops and 
Showcase to local Darwin Schools and Open Community performance.

For the first time special guest artists will join forces in Darwin to combine the skills and thrills of skipping and dance through 
JUMP! 2007. This workshop performance event will be at the cutting edge of “Culture Fusion” – integrating the culture of 
Break/Hip Hop Dance with the culture of advanced level Skipping to allow all participants and audiences to appreciate and  
be inspired by new frontiers.

Social and Cultural development: This initiative is a key tool for cultural expression and maintenance among the diverse 
cultural groups who make up the Territory’s population; it is also a key social and cultural activity among young Territorians, 
and is not only increasingly recognised for its cultural value, but also for its contribution to health and wellbeing.

Professional development: This initiative allows young people to foster and develop new skills, ideas, innovation, and 
experiences; their professional development is evident in the work they will then implement and share in the Territory. Jump! 
2007 will be active, exciting, highly skilled and inspirational. 

Active lifestyle - the message: ‘JUMP! 2007 Get your Heart Pumping and chose to Be Active’ - physical 
activity is essential to good health and social well-being – this will be reinforced throughout program activities 
future activities that are triggered from the showcase and workshops. For more information call Sarah Calver  
on 0421 913 204.

JUMP! 
2007 in Darwin
BE ACTIVE with JUMP 
ROPE and DANCE 
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‘Go Red’ for Women 
and Heart Disease
The Heart Foundation is issuing a ‘red alert’ about Go Red for Women events happening across 
Australia. These events are aimed at alerting women about their risk of heart disease and inform 
them about the actions they can take to improve their heart health. All Australians can help to raise 
awareness about women and heart disease by wearing a splash of red on Go Red for Women 
Day, which falls on Friday June 15 2007.
Heart disease is the number one killer of Australian women - a fact most women don’t know. In fact,  
on average heart disease kills almost 220 women per week or 31 Australian women each day.
Women & heart disease: the tragic reality
• In 2004 women were four times more likely to die of heart disease than breast cancer.1

• 11,424 women die from heart disease - that is 18% of all deaths in Australian women.2

• Only 3% of Australians are aware that heart disease is the leading cause of death in women.3

• Only 25% of women have spoken to their doctor about heart disease.4

Heart disease: the risk factors for women 
• Australian women are right up there with the men when it comes to daily smoking rates – with the 

prevalence of daily smoking for men 18.6% and women following closely behind at 16.3%5

• Women are just as likely as men to be obese – (17.4% and 16.0% respectively).6

• In 2004 – 2005, females were more likely than males to report being sedentary or having very low  
levels of physical activity.7

• Twenty-seven per cent of women over 25 years have high blood pressure.8

• Fifty-two per cent of women 25 years and over have blood cholesterol levels of 5.5mmol/l or more.9

The Heart Foundation’s Go Red Campaign includes the following national corporate partners; Sunbeam 
and Elizabeth Arden who have created Go Red for Women branded products for fundraising and Marie 
Claire magazine who will run a special Women & Heart Disease editorial spread as part of the June edition. 
Go Red for Women merchandise kits can be obtained by calling 1300 550 282. To find out more please 
contact Simone on (08) 8982 2705 or  
simone.redman@heartfoundation.com.au

Simone Redman, Glenys Tarrant, Jo Blayney

1 Australian Bureau of Statistics Causes of Death. February 2006.
2 As above
3 Pfizer Australia Health Report. Healthy Hearts. Issue 13, March 2005.
4 As above.
5 National Campaign Against Drug Abuse Household Survey 2004.
6 National Heart Foundation of Australia: Background Information on 
Overweight & Obesity – February 2007.
7 As above.
8 Australian Institute of Health and Welfare (AIHW). Heart, stroke 
and vascular diseases – Australian facts 2004. AIHW Cat. No. CVD 
27. Canberra: AIHW and National Heart Foundation of Australia 
(Cardiovascular Disease Series No. 22).
9 As above.
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This is an extract of the recently released 
data from the NT Government Health Gains 
Planning Unit - Fact Sheet 2, December 2006. 

KEY POINTS 

• Non Indigenous NT
- There is a higher proportion of NT  

non-Indigenous smokers than the  
national average in all age groups

- Surveys for the Non-Indigenous population 
show little change in the smoking rates 
between 1998 and 2004.

• Indigenous NT
- Surveys for the Indigenous NT population 

suggest an increase in smoking 
prevalence, over the recent decade of 
1994 to 2004

- More than half (55.9%) Indigenous NT 
adults were current smokers (in 2005)

- There has been a 1.4 fold increase in 
smoking rates for Indigenous females  
from 35% to 47.8% over this decade.

Introduction
Smoking is the greatest single risk factor for 
health and is estimated to cause 10% of the total 
Australian burden of disease.1 In the Northern 
Territory (NT), between 1986 and 1995, nearly 
20% of adult deaths (15 years and over) and 3% 
of hospital admissions for people aged 15 years 
and over have been directly attributed to smoking.2 
This Fact Sheet provides a summary of smoking 
prevalence in the NT, and importantly estimates 
the general population prevalence of smoking, 
which is not available from any single survey.

Survey methods – a caution
Between 1986 and 2005, 14 major surveys 
reported smoking prevalence in the NT. However, 
a range of differences between the survey 
methods means that caution is required when 
interpreting the results. The differences include:

• Some surveys only sample the NT Indigenous 
population. An example is the recent National 
Aboriginal and Torres Strait Islander Health 
Survey, 2004-05.3

• A number of surveys rely either totally or 
substantially on telephone interviews. This 
method is not suitable for the NT Indigenous 
population, as the majority of households do not 
have a telephone. A recent example is the 2004 
National Drug Strategy Household Survey.4

• Some surveys use door-to-door household 
interviews, but for costing reasons restrict the 
sample to major centres. Rural and Indigenous 
populations are under-represented. 

• Some national surveys including the  
National Health Survey (2004)6 have an  
NT sample which is too small to provide 
accurate NT estimates.

• The age for inclusion in smoking prevalence 
estimates varies between surveys. Different 
surveys have reported results for the 
population aged from 13 years, 14 years, 15 
years and most commonly 18 years and over. 

• The definition of “current smoker” varies 
between surveys, with some surveys reporting 
only current daily smokers, while others 
include the small proportions of weekly and 
occasional smokers. 

• Smoking prevalence varies with age and 
gender. While this Fact Sheet includes direct 
comparisons of the smoking prevalence 
for different populations, more accurate 
comparisons require an adjustment for 
population differences in age and gender to 
give age-standardised prevalence estimates.

Smoking prevalence
The most recent NT smoking prevalence data is 
available by a combination of two national surveys. 
The 2004 National Drug Strategy Household 
Survey4 reported NT smoking prevalence, 

... continued on page 28

 Smoking in the NT
an increasing problem



The Chronicle

28 The Chronicle June 2007

... continued from page 27

however these data are unrepresentative of the NT 
Indigenous population and are only accurate for 
the NT non-Indigenous population.5 The National 
Aboriginal and Torres Strait Islander Health Survey, 
2004-05 reported smoking prevalence for the NT 
Indigenous population.3 The two surveys asked 
respondents whether they smoke daily, weekly, 
occasionally, were ex-smokers or never smoked. 
The reported prevalence of “current smoking” 
includes all respondents who smoke daily, weekly 
or occasionally. 

For the NT non-Indigenous population aged  
18 years and over5

• In 2004, one in three (31.3%) non-Indigenous 
NT adults smoked tobacco daily, weekly or 
occasionally. Of these nearly 87% smoked on 
a daily basis.

• There was a small difference in smoking 
prevalence between males (32.3%) and 
females (30.2%).

• The proportion of smokers varied across age 
groups (Figure 1). For men the peak prevalence 
(43.9%) was in the 25 to 34 years age group, 
and for women the highest rate (37.5%) was in 
the group aged from 45 to 54 years.

• There was no significant difference in 
proportion of smokers between remote (30.6%) 
and non-remote areas (31.7%).

• The proportion of NT non-Indigenous smokers 
was greater than the national average in all 
age groups (Figure 1). 

For the NT Indigenous population aged 18 years 
and over;3,5

• In 2004/05, more than half (55.9%) Indigenous 
NT adults were current smokers. This is a 
prevalence 1.8 times the NT non-Indigenous 
prevalence, and 2.6 times the national 
prevalence.

• Within the Indigenous population two thirds 
of males were current smokers (64.9%) and 
almost half the females (47.8%).

• The proportion of smokers among NT 
Indigenous people varied with age group. The 
highest proportion of male smokers were those 

aged from 35 to 44 years (74.6%), while for 
females the peak age group for smoking was 
the 25 to 34 years age group (55%) (Figure 2).

• Smoking prevalence varied with remoteness and 
was different for males and females. Smoking 
was more common in Indigenous males living in 
remote (69.2%) than non-remote areas (42.2%). 
For women the pattern was the opposite with 
much higher smoking rates in non-remote 
(69.4%) than remote areas (43.8%).

Figure 1: Age-specific smoking prevalence 
among non-Indigenous adults by sex, 
Northern Territory and Australia, 2004

Source: 2004 National Drug Strategy Household Survey,  
(special tables)5

Figure 2: Age-specific smoking prevalence 
among Indigenous adults by sex, Northern 
Territory and Australia, 2004/05

Source: NATSIHS 2004/05 (ABS Cat.No.4715.0.55.005)
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For the total NT population, an age-
standardised smoking prevalence was estimated 
by combining the number of smokers by age 
group and sex for both populations aged 18 years 
and above, adjusted to the Australian standard 
population (2001).3,5

• For NT males the age-standardised smoking 
rate was 37.6%.

• For NT females the age-standardised smoking 
prevalence was 33.4%.

• The NT age-standardised smoking rate is 
35.3%, which was 1.6 times higher than the 
comparable Australian rate of 22.0%.

Smoking in pregnant women
Maternal smoking is associated with increased 
risk of abortion, low birth weight of the infant 
and increased risk of asthma and respiratory 
diseases in childhood.

Between 2000 and 2004, nearly one in three 
Indigenous mothers and one in five non-
Indigenous mothers reported smoking during 
early pregnancy (Table 3).7,8

Table 3: Smoking status of pregnant women, 
Northern Territory, 2000 - 2003

Indigenous 
Status

2000a 2001a 2002a 2003b

Indigenous 34.6 38.9 35.4 43.1

non-Indigenous 18.8 19.4 20.3 20.3

Notes: In each year there were approximately 
20% of women without a recorded smoking status. 
The true smoking rates was likely to be higher 
than reported. 

a. Smoking status was recorded in first trimester 
of pregnancy. 

b. Smoking status was recorded at the first 
antenatal visit.

Sources: Stewart ML and Li SQ. Northern Territory Midwives 
Collection: Mothers and Babies 2000-2002. DHCS, 2005, and
Laws PJ, Grayson N & Sullivan EA 2006. Smoking and 
Pregnancy. AIHW Cat. No. PER 33.

Smoking Trends
Since the early 1980s, there has been a decline 
in smoking prevalence in Australia. This decline 
has occurred across both sexes and in all age and 
occupation groups.9

Within the limitations discussed earlier in this Fact 
Sheet, smoking prevalence across NT populations 
can be reviewed for general trends. 

• Between 1977 and 1994 there was a general 
fall in smoking prevalence in the NT urban 
population, which was consistent with the 
national decline (Table 1, Figure 3). Through 
this period the prevalence for males fell from 
57.1% to 40.4% and for females declined from 
42.7% to 30.7%. The four surveys included 
people aged 18 years and over and were 
predominantly non-Indigenous samples.

• For later non-Indigenous population surveys, 
after review of the age distributions of the 
five surveys, the smoking rates appear little 
changed between 1998 and 2004 (Table 1).

• By contrast the surveys for the Indigenous NT 
population suggest an increase in smoking 
prevalence, over the recent decade of 1994 
to 2004/05. The apparent changes in the 
prevalence of smoking in males may be 
explained by the inclusion of younger age 
groups in the earlier surveys and changing 
definitions of current smokers. However these 
discrepancies are unlikely to explain the 1.4 
fold increase in smoking rates for females from 
35% to 47.8% (Table 1, Figure 4).

... continued on page 30
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... continued from page 27

Figure 3: Prevalence of smoking among the 
urban population by sex, Northern Territory, 
1977 - 1994

Sources: Alcohol and Tobacco Consumption Patterns-February 
1977. ABS. Cat. No. 4312.0.
Alcohol, Tobacco and Analgesic Consumption, Northern Territory, 
1986. ABS. Cat. No. 4301.7.
Alcohol and Tobacco Consumption in Darwin, October 1990. ABS. 
Cat No. 4302.7.
Tobacco Consumption in Darwin, Territory Health Services, 1994.

Figure 4: Prevalence of smoking among 
Indigenous adults by sex, Northern Territory, 
1994 - 2004

Sources: National Aboriginal and Torres Strait Islanders Survey 
1994, Northern Territory. ABS. Cat.No.4190.7.
National Aboriginal and Torres Strait Islanders Social Survey, 
2002. ABS. Cat No.4159.7.
NATSIHS 2004/05 (ABS. Cat.No.4714.7.55.001)
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Jason Bonson and Daniel Mulholland
A Men’s Health and Well-being Day 
was held in March at Batchelor. The day 
involved local males between the ages of 
16 - 48 yrs and a range of indigenous and 
non-indigenous service providers from 
general health, mental health, alcohol and 
drugs, Aboriginal male health and mental 
health promotion backgrounds.

Purpose
The Men’s Health Day was developed in 
response to recent negative publicity in the 
NT News surrounding problems in Batchelor 
involving ‘youth drunkenness’. As a result it 
was recognised that there was a need to raise 
awareness of general health and well-being 
in the Batchelor area. It was highlighted that 
locals generally only accessed health services 
and other service interventions when times got 
really tough. A more positive service approach, 
which included early intervention, awareness 
and education forums, was seen as a strategy 
that would benefit the Batchelor area. 

Some of the issues impacting on locals in the 
Bachelor area were identified and included:

• Boredom
• Low employment opportunities
• Lack of awareness / access to information 

(Mental Health/AOD/Medications etc)
• Lack of recreational and sporting activities 

(Youth Centre etc)
• Alcohol/drug problems associated  

with boredom
• Health centre not user friendly for males

Presenters
Donnie McGuiness – a Kungarakan (Batchelor 
area) Traditional Owner - provided a formal 
welcome to Country, with Danila Dilba and other 
organisations providing support for the meeting.

Invited service providers from both government 
and non-government organisations provided 
examples and stories of their experiences 

when working with males. 

Key points included:
• Encouragement of all Aboriginal males to 

take greater awareness around their general 
health and well-being regardless of age.

• Encouragement of males to access  
health centres.

• Education on risk factors that can lead 
 to long-term health problems.

• Examples of Aboriginal male health 
promotion in other towns and communities

• Health is Men’s Business too

A follow up workshop on Men’s Health and 
Well-being was flagged in order to keep 
the positive discussions of the day rolling. 
There was also talk of the need to run these 
workshops regularly over a two day timeframe. 
This would allow inclusion of a range of health 
promotion activities for males presented by 
males, as well as sporting events, role model 
mentoring for younger males and camps / 
cultural activities (spear making/target practice/
arts and craft etc).

Recommendations
• Batchelor Clinic to provide two ‘Male Only’ 

days, on a monthly basis.
• Adult health checks/screening for males 

may be held outside the clinic.
• Other DHCS programs to support and visit  

the Batchelor area.
• Possible Health week focusing on family 

health and wellbeing.
• Males encouraged to enrol at Batchelor 

college for higher education

We would also like to extend many thanks 
to organisers, service providers and local 
residents for their attendance and participation, 
as well as those who supported the day with 
food, drinks, venue, time and funds. Special 
thanks also to Danila Dilba Youth Services, 
particularly Mark Munich for providing the  
event with 30 chairs.

Batchelor Men’s Health and Well-Being Day
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Pathways to Better 
Health for Men
Mark Russell Preventable Chronic 
Disease, DHCS, Alice springs
The Department of Health and Community 
Services (DHCS) pathways programme for 
remote area nurses in central Australian, started 
in 1994 with an aim to provide an education 
programme for nurses to enhance their primary 
health care practice. Part of this programme 
has been the sexual health pathways 
programme. This was originally aimed at 
preparing Remote Area Nurses (RAN’s) for the 
diagnosis and treatment of sexually transmitted 
infections (STIs) and training for pap smears, 
with a strong focus on providing these services 
in a culturally sensitive way.

Initially there was both a one-week programme 
for women and a separate week programme 
for men. However it was soon recognised that 
both male and female RAN’s needed training 
to treat the opposite sex.

This year Preventable Chronic Disease (PCD) 
programme staff, Alan Palmer – Aboriginal 
Health Worker trainer – a traditional man from 
the Aranda region, Mark Russell – the PCD 
Public Health Nurse, and Dorian Dent, the 
Men’s Health Educator from Clinic 34, assisted 
in the training of both male and female RAN’s 
in the Pathways programme. 

Topics included anatomy and physiology, 
men’s health conditions, how to perform 
an adult health check for screening chronic 
diseases and STI’s, barriers to men using 
clinics as well as separate classes for men  
and women regarding men’s ceremony. 

Both male and female RAN,s attending the 
course gave positive feedback for the men’s 
health component – which they felt better 
equipped them to practice in a more culturally 
safe manner. 

The men’s health component has been 
supported on all fronts, including the Sexual 

Health Unit, Family Planning Welfare 
Association Northern Territory, Clinical Learning 
DHCS, Women’s Health Central Australia 
DHCS, and the Preventable Chronic Disease 
Programme DHCS.

For the first time in central Australia the 
Well Women’s course was fully accredited 
through Family Planning and work is currently 
underway to incorporate the men’s component 
of the pathways into this course. At this stage it 
will not be accredited – but it is something we 
are keen to develop in the future. 

4th National Aboriginal 
& Torres Strait Islander 
Male Health Convention 
This gives Indigenous men the opportunity to 
address the unique cultural and social context of 
their health and to build on integrating traditional 
ways with contemporary best practice. 

The Convention is for Aboriginal and Torres 
Strait Islander males who are community 
workers, male health practitioners, policy 
makers, health promotion and public health 
practitioners, community developers and those 
interested in improving the health and well 
being of Aboriginal and Torres Strait Islander 
males, at all stages of life. 

The Australasian Men’s 
Health Forum – 7th 
National Mens Health 
Conference: 
Debate and Invigorate - Challenges in Men’s 
Health” is the theme for this years National 
event being held at the Adelaide Convention 
Centre from 3-5 October, 2007. Early bird 
registration will close on 31 August, 2007. 

For further information on either of these 
events, please log onto:  
www.regocentre.com/nmh2007/index.html
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ADEA NT Branch 
Diabetes Educators 
Conference.
Danielle Geddes RN CDE
Diabetes Education in the NT 
is a growing field with many 
health professionals taking 
on postgraduate studies in 
this huge area of need. To 
be qualified to use the title of 
Diabetes Educator you must 
have the requisite primary 
degree and have completed 
ADEA accredited postgraduate 
studies in Diabetes Education. 
Diabetes Educators then can 
go one step further and apply 
for credentialing with the ADEA 
to become a Credentialed 
Diabetes Educator (CDE). 
Credentialing status affords 
many advantages including 
being able to obtain a Medicare 
provider number. Attaining 
credentialing entails providing 
proof of practice in the area for 
a minimum period of time and 
continuing education points 
across numerous categories. 
Credentialing status is re-
assessed every three years. 

Diabetes Educators from around 
the NT met in April in Darwin for 
the inaugural Australian Diabetes 
Educators Association (ADEA), 
NT Branch, Conference. 

The 2-day conference was 
supported by pharmaceutical 
companies. Among the keynote 
speakers were:

• Jane Giles - National 
President of the ADEA, 

• Dr Trish Nagel - Menzies 
School of Health Research, 
presented her research 
into Depression and Mental 
Health Care planning tools 
for use with indigenous 
populations.

• Dr Liz Sellers - (pediatric 
endocrinologist) visiting 
from Canada and working 
with Menzies School of 
Health Research. Dr Sellers 
shared the experience of 
her practice in Canada and 
their experience with youth 
onset Type 2 diabetes. 
Ten percent of youth onset 
diabetes in North America is 
Type 2 diabetes, which sets 
an alarming forecast for what 
is to come in Australia. In 
Manitoba, Winnipeg where 
Dr Sellers did her research 
an alarming 24% of the 
children with diabetes have 
type 2. A great take home 
point from this presentation 
was a reminder of the 
importance of managing 
and monitoring women with 
insulin resistance of a child 
bearing age and those with 
gestational diabetes, as 
children of these mothers 
have a 14 fold risk of 
developing diabetes. 

• Dr Yin Paradies - Menzies 
School of Health Research 
presented his joint research 

on racialized genetics, 
revisiting the thrifty genotype 
and challenging much of our 
previous thinking in this area.

• Dr Brett Sillars an 
endocrinology registrar from 
Royal Darwin Hospital (RDH) 
kindly gave up his Saturday 
morning to discuss erectile 
dysfunction with a room full 
of women. It again brought to 
our attention that it is an often 
under discussed area with 
clients with chronic disease.

• Other presentations came 
from a wide range of settings 
– from remote clinics, to 
general practice, to the 
hospital setting. Of special 
interest was the Darwin 
experience with insulin 
pumps, which until the past 
12 months has been limited. 
We are pleased that we now 
have a fully functioning pump 
service through the diabetes 
education team at RDH 
where suitable candidates 
can be commenced on 
insulin pumps in the NT. 

For further information on a 
career in Diabetes Education or 
the ADEA contact Linda Rennie 
on (08) 8927 8488 or visit  
www.adea.com.au.

Diabetes Educators 
in the NT meet for the first time!
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Diabetes Seminar 
Alice Springs 
by Gill O’Connor, Alice Springs
A Diabetes Seminar was held in Alice Springs in March as the first 
program in the Innovative Care of Chronic Conditions series to be 
trialled in Alice Springs. This education program is opened to health 
professionals working or interested in the prevention, early detection 
and management of chronic conditions.

The Diabetes Seminar was as a result of a collaborative approach by Gill O’Connor, Nurse Education 
Consultant, Clinical Learning Branch and Glynis Dent, Diabetic Educator, Alice Springs Hospital. Presenters 
came from a variety of areas relevant to diabetes. Glynis Dent and Kerrie-Anne Vieth provided a funny 
session with an important message on Foot Care. Several attendees were able to look at their own 
retinas courtesy of Dr. Tim Henderson and his “machine”. David Salem had attendees experience self 
administration of insulin via an insulin pen. Julie Ward paediatric RN gave an interesting account on 
her experiences working as a paediatric diabetic nurse in the UK. Dr Ciara O’Sullivan’s presentation on 

Metabolic Syndrome and Diabetes Management had everyone 
captivated. Lynette Windsor and Alan Palmer gave a demonstration 
on how to use the Story Board, which gained a lot of interest. 

A mini trade fair was held during the breaks with 6 stalls on display, 
and meal breaks sponsored by Novo Nordisk, Abbott, Sanofi 
Aventis and GlaxoSmithKline. The seminar attracted 53 Nurses, 
Doctors, Aboriginal Health Workers, Allied Health and Information 
Management staff from a range of disciplines and organisations 
registered as attendees.

Lynette Windsor and Alan Palmer created 
great interest around the Story Board

Dr Tim Henderson – let me look into your eyes!

Diabetes Foot Clinic 
Story from Alice Springs Hospital Bulletin (Editor: Terry Abdoo King)

A diabetes screening initiative has started at the Flynn Drive Renal Unit. “The plan at this stage 
is to conduct foot assessments as part of the weekly physician clinics held each Tuesday and 
Wednesday. The registered nurse allocated to the clinics is responsible for the assessments,”  
said Glynis Dent, RN, Diabetes Education Services.
The patients will be educated on foot care and provided with resources. The goal of this project is to 
try and reduce the number of renal patients presenting to the hospital with foot problems. The nurse 
doing the foot assessments will offer practical tips to the patients for ongoing foot care.

If a problem is detected, the patient can be referred to community nurses, the Alice Springs Hospital 
foot clinic or to Congress for podiatry. “The service has been well received since we started,” Glynis 
Dent said. “A few problems have already been identified and dealt with accordingly. I will continue to 
monitor the progress of this new venture and will be attending the clinics at times to assist with the 
foot assessments. 
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New Research Partners in NT
Emma Handyside, Baker Heart Research Institute
The Baker Heart Research Institute is Australia’s leading cardiovascular research centre, based in Melbourne since its 
establishment in 1926. As part of a boosted commitment to community-based research and the task of improving public 
health through education and lifestyle interventions, the Baker has recently set up a satellite unit based in Alice Springs. 
The Centre for Indigenous Vascular and Diabetes Research is an important new initiative which will address the worrying 
gap in the incidence of cardiovascular disease and diabetes between indigenous and non-indigenous Australians.

Dr Alex Brown, an indigenous doctor will lead a team of researchers and health professionals at the new centre and 
spearhead the Baker’s efforts in improving the vascular health of the nation’s Aboriginal population.

Dr Brown believes it is imperative that basic science and public health research inform one another. The ultimate aim, he 
says, whatever the health research approach, is to improve the quality of life for patients and the communities they live in.

One of Dr Brown’s community-based research projects is investigating the psycho-social factors that influence the incidence 
of heart disease in Aboriginal men. His project “Men Hearts and Minds” is Australia’s first attempt to measure depression in 
the group and look at its contribution to coronary artery disease, bringing together health and social research.

A second project, conducted in collaboration with the George Institute in Sydney and the Menzies School of Health 
Research, is aiming to reduce barriers to care for chronic disease (diabetes, heart disease and kidney disease) in 
Central Australia, Sydney, Cairns and Brisbane. This project funded by the NHMRC, is looking at the performance 
of health care systems: how those systems identify people at risk, how well their risk is then mitigated and how the 
conditions of those living with disease are managed. The study involves an audit of health care systems in these areas, 
understanding the experiences of patients and their families, and will develop interventions that reduce barriers and 
improve care for Indigenous people with chronic disease. 

The Preventable Chronic Disease Strategy is 
currently being evaluated across the NT. The 
strategy was developed by NT Department of 
Health and Community Services in 1997, in 
response to the increasing epidemic of chronic 
diseases. It was the first time that an organised 
approach was taken for a group of related chronic 
diseases rather than just a single disease focus. 
There were three key areas covering:
• Primary prevention
• Early detection
• Best practice management

Subsequently all States and Territories have 
developed a similar approach, with the National 
Chronic Disease Strategy modelled on the NT 
PCDS. 

The NT Department of Health and Community 
Services has been undertaking an evaluation 
of the PCDS. To complete the evaluation 
we have engaged consultants to interview 
key stakeholders. Dr Janie Smith, Dr Robyn 

McDermott and Ms Barbara Schmidt are the 
consultants. This team has extensive experience 
working in chronic disease areas, as well as 
strong networks across the NT. 

The key issues the consultants will be seeking  
to determine at interviews include:
• Changes within your organisation in relation  

to chronic disease policies and programs
• Your assessment of what’s working well  

and what needs improvement
• Gaps in implementation of chronic  

disease programs
• Your knowledge of PCDS and how this 

strategy has affected your organisations 
chronic disease approaches

• Future directions for PCDS.

It is planned to finalise the evaluation by 30 June 
2007. A final report will be sent to all stakeholders 
and we also hope to hold regional forums to 
discuss the findings with interested groups.

Preventable Chronic Disease Strategy (PCDS) Evaluation



The Chronicle

36 The Chronicle June 2007

Angela Colbey and Craig Edwards, Public Health 
Nutritionists, Nhulunbuy

For the nutritionists in East Arnhem Land – Angela Colbey and Craig 
Edwards – it was strap yourself in, hold on and enjoy the ride because  
it was Go NT time! The launch of GoNT coincided with this year’s term 
1 school holidays and National Youth Week, so the focus was on getting 
young people active. Yirrkala community was the first recipient with a  
3 on 3 basketball carnival for 60 
young people, this included healthy 

low fat and high veggie hamburgers instead of the usual nasty sausage 
sizzle. The next day saw 40 youth get involved in enjoying archery out 
in the bush where we luckily returned home with everyone alive and 
uninjured. Hip Hop, Belly Dance and Stomp Dance workshops for girls 
and boys were held at the end of the week to get the youth active in a 
way other than just sports and it was a chance to give everyone practice 
for the GoNT disco the following Friday. The weekend didn’t mean rest 
for us, instead Yirrkala was the venue for Saturday’s Hip Hop Cook Off. 
Around 40 youth whipped up a healthy international feast of Greek Yiros, 
Asian Stir Fry, Italian Pasta Bolognaise and Mexican Burritos.  
All were prepared to beats of 50 cent, Snoop Dogg, Akon, Missy Elliot, 
etc so kids could dance and be physically active to the music. The 
following week saw beach cooking at Yirrkala along with sport on the 
beach afterwards. The Friday night culminated with 300 youth from 
Nhulunbuy, Yirrkala, Ski Beach and East 
Woody communities attending the Youth 
Disco and Dance Off. The bleary eyed 
staff finally put a close on the fortnight’s 
activities at 1:30am Saturday morning, 
relieved that the next school holidays 
weren’t for another 9 weeks. Thanks 
must go to Stacey Dwyer from Yirrkala 
Sport and Recreation and to Anglicare’s 
Emily Connell and Sina Heller who 
were our partner organisations for these 
events and made everything possible  
as well as lots of fun.

Warming up with skipping before Yirrkala 
cook off

East Arnhem Land
GoNT in

Archery 

3 on 3 basketball teams
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Territory Remote Area 
 Nurse Recognised
Outstanding RAN Libby Bowell was awarded the Meritorious Service Award by 
the Australian Red Cross. Ms Bowell is highly respected in remote health, working 
as a RAN in several remote posts including Wadeye in the Top End before taking on the national lead 
role in coordinating the Council of Remote Area Nurses of Australia’s remote emergency courses.
Libby began her service with the Tsunami Response Team in June 2005 in Banda Aceh, Indonesia as a  
Public Health Delegate with the ARC Ambulance project, but often contributed at a significantly higher level. 
When she returned for a second mission, it was as Pubic Health Coordinator, a position she continued until  
August 2006. This position included overseeing public health promotion work in Transitional Living Centres 
(TLCs), the Ambulance and Blood projects, and setting up the HIV project – a challenge indeed as there is  
very little communication about the subject on a community level. 

As a testament to her hard work and dedication, there has been no outbreak of disease in any of the  
Transitional Living Centres communities incorporating approximately 3500 people. This is largely due to the 
health and hygiene promotional activities implemented in the communities. Libby also provided guidance and 
support to all delegates and local staff on public health aspects of their projects.

Remote practitioners across Australia salute you – well done!

The Winners
The Nursing and Midwifery Awards 2007  
were celebrated at Parliament House in 
Darwin in May. The NURSE OF THE YEAR 
was awarded to Gillian Gorham;
Gilliam has dedicated more that 20 years to nursing 
in the Territory, Gillian is currently the senior Nurse 
Adviser – Renal for DHCS. She was awarded  
Nurse of the Year in recognition of her work in the  
NT including achievements such as:
• Setting up and designing most of the renal  

units in the NT
• Innovative renal resource video for education  

with Indigenous clients
• Development of a renal training manual  

for AHW education

• Leadership and development of the  
NT Renal Strategy

• Development of national guidelines for renal 
dialysis and transplant in remote areas

Other winners in the NT Awards include:
• Graduate of the Year: Carolyn Lloyd -  

Rose Clinic, Numbulwar
• Living Legend: Joyce Bowden - formerly of the 

Alice Springs Hospital and DHCS Alice Springs
• Acute Care: Gilliam Gorham - Renal Services RDH
• Aged Care and General Practice: Jennifer 

Messell - Stuart Park Surgery and Juninga 
Nursing Home

• Community Care: Robyn Wardle - Family 
Planning and Welfare Darwin

• Mental Health: Martin Musco - TEMHS
• Midwifery: Desley Williams - Maternal and  

Child Health Program RDH
• Remote Health: Margaret McLean, Elliot  

Health Centre
• Enrolled Nurse Joint winners: Marlene Herron 

- Intensive Care Unit RDH, and Maureen York 
- Community Health Alice Springs

Winners of each category received $500 and a 
Certificate. The Nurse of the Year received a further 
$2000, Certificate, an Individual Trophy and a place 
in history with an engraving on the Perpetual Trophy.
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Tricia Nagel, Menzies School of  
Health Research
Have you been looking for a brief 
intervention that makes a real difference? 
Have you wanted to motivate your clients 
to change more successfully? Have you 
wanted to develop trust and rapport more 
easily? Ever wanted to spend less time on 
assessment and more time on treatment 
and talking about change? The AIMHI 
team in the Northern Territory (NT) was 
aiming to do just that, and to improve 
outcomes for indigenous people with 
mental illness in remote communities. 
Over the last four years we have developed 
an action research approach - consulting, 
collaborating and sharing our findings with a range 
of NT stakeholders. We began with establishing 
base line measures in 2003. Admissions and 
readmissions for mental illness were high, 
emergency evacuations for mental illness were 
high, and a survey of remote service providers told 
us that out bush people were often not confident 
in assessment and treatment, and had few care 
planning and mental health promotion tools.[1, 2]

We were also looking at in-patient 
care. A series of file audits of the 
Darwin acute in-patient unit told us 
that when Aboriginal Mental Health 
Workers (AMHW) are involved in 
care, we are more likely to gather 
information from clients, more likely 
to involve carers, and more likely 
to link clients with services after 
discharge.[3] These findings fit with 
key recommendations of the Social 
and Emotional Well Being Strategic 
Framework which emphasizes the 
importance of engaging Indigenous 
people in the delivery of mental health 

Mental Health Made Easy
services. [4] Developing partnership tools with 
AMHWs became one of our major aims. 

We began our story telling project in 2004.  
The logo for the project includes desert and 
coastal art, and this project has taken us from 
coast to coast and inland, as we listen and learn 
about mental health and mental illness. The 
‘mental health story teller mob’ now has stories, 
flip charts and videos that help us to answer four 
questions: what keeps me strong, what takes my 
strength away, what happens when I’m sick,  
what helps to get me better?[5] 

Our next main project was to talk about relapse 
prevention and to recruit people with mental 
illness to a randomized controlled trial. Relapse 
prevention is a specific component of the recovery 
process for mental illness. It involves empowering 
people with mental illness to recognise early 
warning signs of relapse and develop appropriate 
response plans. It requires identifying risk 
and protective factors for mental health, and 
implementing interventions that enhance 
protective factors and eliminate or reduce the 
impact of risk factors.[6] 

AIMHI Brief Intervention Resource
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We developed a brief intervention that included 
education about illness, wellness, risk factors and 
early warning signs. We then recruited remote 
people with mental illness and randomized 
them to an ‘early treatment’ group and a ‘late 
treatment’ group.[7] We have now been following 
both groups of people with mental illness for 18 
months or so, and the early results suggest that 
the brief intervention is not only acceptable – but 
improves outcomes for people with mental illness. 
The trial allowed us to test the pictorial tools we 
had developed – for partnership assessment 
and treatment. It also confirmed what we had 
suspected – that our clients have high rates of 
comorbid disorders - physical illness, substance 
misuse and anxiety. 

In 2007 our main project is the ‘motivational care 
planning’ trial in which we are sharing the pictorial 
tools, the brief intervention tools and the assessment 
tools. The brief intervention has four key steps, talk 
about family, talk about strengths, talk about worries 
and then talk about goals and steps to change. We 
have a pictorial tool that guides the client through 
each of these steps – with pictures and words 
chosen by Indigenous stakeholders. 

The feedback from the motivational care planning 
trial so far is positive. Our participants tell us 
that it applies in a range of health care settings 
- particularly chronic disease such as diabetes. 
They have told us that that it is often the social 
stressors and worries that exacerbate illness and 
limit participation in successful self-management 
strategies. They have also told us that talking 
about family and strengths is a good way to 
establish rapport and trust, and provides a good 
framework for developing self-management in the 
family context. 

We have trained a range of service providers, 
in settings as diverse as diabetes educators 
in Darwin, remote nurses in Alice Springs and 
Indigenous health workers in Cairns. Participants 
have told us that the short course (2 hours to two 
days) should be called ‘mental health made easy’. 

For more information visit:  
www.menzies.edu.au/AIMHI or contact  
tricia.nagel@menzies.edu.au

AIMHI (Australian Integrated Mental Health 
Initiative) is in partnership with the Department 
of Health and Community Services, Top End 
Division of General Practice, Tiwi mental health 
team, the Cooperative Research Centre for 
Aboriginal Health, and our valued colleagues in 
the Preventable Chronic Disease Strategy and 
other AIMHI sites in NSW and Qld.

1. Nagel T, AIMHI NT 2003 Base line Measures 
Discussion Paper One. 2005, Menzies School of 
Health Research. Institute of Advanced Studies. 
Charles Darwin University: Darwin.

2. Nagel T, The need for relapse prevention strategies in 
Top End remote indigenous mental health. Australian 
e-Journal for the Advancement of Mental Health 
(AeJAMH), 2006. 5(1): p. 1446-7984.

3. Nagel, T. and C. Thompson, Aboriginal mental health 
workers and the improving Indigenous mental health 
service delivery model in the ‘Top End’. Australasian 
Psychiatry, 2006. 14(3): p. 291-294.

4. Social Health Reference Group for National Aboriginal 
and Torres Strait Islander Health Council and National 
Mental Health Working Group, A national strategic 
framework for Aboriginal an Torres strait Islander 
People’s mental health and social and emotional well 
being 2004-2009. 2004, Australian Health Ministers’ 
Advisory Council: Canberra.

5. Nagel T and Thompson C, Telling stories in Indigenous 
mental health. E Journal for Australian Mental Health, 
2007. Accepted April 2007

6. Rickwood D, Pathways of recovery: Preventing relapse 
- A discussion paper on the role of relapse prevention 
in the recovery process for people who have been 
seriously affected by mental illness, National Mental 
Health Promotion and Prevention Working Party, 
Editor. 2002, Promotion and Prevention Section of the 
Health Priorities and Suicide Prevention Branch of the 
Department of Health and Ageing.: Canberra.

7. Nagel T, An approach to management of psychotic and 
depressive illness in remote indigenous communities. 
Australian Journal of Primary Health Care, 2007. 
Submitted Jan 2007
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Karyn Hayes
The Acute Care Division of 
the Department of Health and 
Community Services (DHCS) 
is developing a project plan 
for the development of a 
cancer service network in 
the Northern Territory. The 
network will build on existing 
and planned cancer services 
in the Territory and will 
improve outcomes for people 
affected by cancer. Should 
the Australian Government 
accept the project plan, 
development of the network 
will commence in July 2007.

Background
The Cancer Service Networks 
National Demonstration 
Program (CanNET) aims to 
improve outcomes and reduce 
disparities in outcomes for 
people affected by cancer by 
providing high quality, clinically 
effective and coordinated cancer 
services across Australia.

Cancer Australia, a new 
Australian Government agency 
within the Strengthening Cancer 

Care initiative, is offering 
funding for seven demonstration 
sites across Australia. Each 
demonstration site is required 
to submit a project plan for 
the development of a cancer 
service network in their 
jurisdiction. Up to $7 million 
dollars is available across the 
seven sites for the period of 
June 2007 to May 2009.

The model for the CanNET 
project is based upon the 
‘Managed Clinical Networks’ 
work of the National Health 
Service Scotland. This model 
of networks challenges existing 
professional and organisational 
boundaries in order to achieve a 
new way of working.

The cancer service network 
will aim to improve patient care 
in terms of quality, access and 
coordination by promoting a 
collaborative approach to care 
planning and delivery. A key 
component of the managed 
clinical network is the inclusion 

of consumers, whilst also 
recognising the expertise and 
resources of the primary and 
secondary health care sector. 

What’s happening now
The Acute Care Division of 
DHCS was nominated as a 
demonstration site for the NT. 
We are currently involved in 
consulting stakeholders to assist 
in providing direction for the 
network and developing a plan 
for a cancer service network 
in the NT. The consultation 
process is well underway with 
focus groups held in Darwin, 
Alice Springs, Katherine and 
Gove in April.

The project officer, Karyn 
Hayes, started with Acute Care 
in March 2007 to develop the 
project plan. The project has 
a Steering Committee with 
representatives from DHCS, 
the primary care sector, Non 
Government Organisations  
and consumers, in both  
Darwin and Alice Springs.  
A recent planning workshop  
was held in Darwin with a 
similar mix of representatives, 
including input from people 
based in Gove and Katherine.

For more information  
please contact Karyn Hayes  
on 8999 2928 or  
karyn.hayes@nt.gov.au

Cancer Service 
Networks National 
Demonstration 
Program (CanNET)
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Sport Knowledge Australia 
media release 
A recent Obesity Seminar in 
Sydney recommended that a 
new government “Department 
of Healthy Living” is needed 
at the Commonwealth level 
to take ownership of health 
promotion and deal with 
the spiralling problem of 
obesity in Australia. The Sport 
Knowledge Australia’s “Fat 
Policy – Sport, Public Health 
and Education” seminar 
was held in April 2007, with 
more than 30 senior health 
professionals participating. Led 
by top fitness expert, Prof Kevin 
Norton of Sport Knowledge 
Australia, the speakers 
included Professor Ian Henry 
from England’s Loughborough 
University, Prof Adrian Bauman 
from the University of Sydney, 
and Brent Espeland, from the 
Australian Sports Commission. 
“A new department will have 
clear ownership for these issues 
and have a cross department 
purview. Leadership is required; 
similar to the issues relating to 
our environment a single point of 
ownership is urgently needed,” 
Prof. Kevin Norton stated. 

The Seminar asserted that 
current efforts to increase 
healthy living were ‘scattered’ 
across many departments,  
with no single department taking 
ownership. Health promotion 
was seen as being devalued 

receiving less than one percent 
of the nation’s health care 
budget. A whole-of-government 
approach was needed, with a 
clear ‘champion’ of the strategy. 
The Seminar came to the 
following conclusions: 

• Overweight and obesity levels 
are spiralling out of control 
and may be impossible to 
reverse with the most rapid 
increases being among 
children and adolescents. 

• Physical inactivity contributes 
more to the burden of disease 
and disability than any 
other modifiable risk factor 
[including overweight and 
obesity] and should therefore 
become the major focus of 
intervention strategies. 

• Physical activity patterns 
appear to be relatively stable 
although incidental activity 
patterns [energy expended in 
normal daily living activities] 
continues to decline – hence 
the contribution to the rise in 
overweight and obesity. 

• There are very significant 
gains in health and well-
being if people undertake 
physical activity irrespective 
of any weight loss. 

• There is too much emphasis 
on losing weight [to gain health 
benefits]. When this fails it 
often leads to people giving 
up being active. Education 

programs are required 
throughout the community to 
emphasise the health benefits 
of being more active even 
without weight loss. 

The ‘best buys’ in current 
interventions in Australia and 
overseas support investment in:

• school-based programs 
for physical activity and 
promotion of healthy eating

• physical environments 
supportive of safe  
physical activity 

• interventions to get 
insufficiently active adults 
more active 

• inducements / rewards for 
those people leading healthy 
lives, (eg: to employers 
who provide facilities/
opportunities for staff to be 
active and healthy) 

It was recognised that up to 
$1 billion investment over the 
coming decade was needed 
to be spent in ‘best buys’, as 
a cost-saving in the long term. 
Investing in new money now 
would save much more than if 
we let the obesity and inactivity 
epidemics continue. 

Information from:  
www.sportedu.org/
newsletter_main_06.asp

New Government Department 
Needed to Tackle Obesity
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R E S O U R C E S

Publications from The Australian 
Institute of Health and Welfare
Website: www.aihw.gov.au

2005 –06 Releases

23 November 2005 Chronic kidney disease in Australia 2005, 
AIHW cat. no. PHE 68

9 August 2006 Use of medicines by Australians with diabetes
AIHW cat. no. AUS 82

30 August 2006 Diabetes hospitalisations in Australia, 2003-04
AIHW cat. no. AUS 84

27 September 2006 Aboriginal and Torres Strait Islander people with coronary heart disease:  
further perspectives on health status and treatment. 
AIHW cat. no. CVD 33

15 December 2006 National Diabetes Register: impact of changed consent arrangements  
on ascertainment from the National Diabetes Services Scheme. 
AIHW cat. no. CVD 35

May 2007 releases

15 May 2007 Profile of the nutritional status of children and adolescents
AIHW catalogue number (PHE 89)

23 May 2007 Medicines for cardiovascular health: are they used appropriately?

25 May 2007 The burden of disease and injury in Australia 2003

30 May 2007 Young Australians: their health and wellbeing 2007
Young Australians: their health and wellbeing 2007: Selected highlights

31 May 2007 Australian hospital statistics 2005-06

June 2007 releases

4 June Aboriginal and Torres Strait Islander health performance framework 2006 
report: supporting tables and text (No media release. Internet only.)

22 June Cervical screening in Australia 2004-2005

27 June Sentinel events in public hospitals 2004-05: a first example
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R E S O U R C E SResearch Articles
This summary of recent articles on chronic 
disease management is sourced from 
UNSW Research Centre for Primary  
Health Care and Equity. 

Low levels of obesity counselling in primary 
care may reflect the self-assessment of 
clinicians of their ineffectiveness in this area

The problem of obesity is now epidemic in 
the United States. Counselling for obesity 
reduction in primary care is infrequent. The 
aim of this study was to examine the views 
of clinicians on obesity counselling and to 
compare these views to the recommendations 
of leading obesity guidelines. The researchers 
concluded: “Low levels of obesity counselling 
in primary care may reflect clinicians’ self-
assessment of their ineffectiveness in this 
area rather than lack of interest or knowledge. 
These clinicians perceive that obesity control 
efforts aimed at local community factors and 
environmental modifications are key strategies 
in augmenting and linking their efforts to 
successful outcomes.”
American Journal of Preventive Medicine Vol 32, Issue 4,  
April 2007, Pages 334-339.e1.

Overweight and obesity from childhood  
to adulthood: a follow-up of participants  
in the 1985 Australian Schools Health  
and Fitness Survey

Alison J Venn, Russell J Thomson, Michael D 
Schmidt, Verity J Cleland, Beverley A Curry, 
Hanni C Gennat and Terence Dwyer.Med J 
Aust 2007; 186 (9): 458-460.

This study aimed to examine overweight and 
obesity in Australian children followed through 
to adulthood. The researchers concluded: 
“Obesity in childhood was strongly predictive 
of obesity in adulthood, but most obese young 
adults were a healthy weight as children”. 
http://www.mja.com.au/public/issues/186_09_070507/
ven11183_fm.html

Prediabetes: a position statement from the 
Australian Diabetes Society and Australian 
Diabetes Educators Association

Stephen M Twigg, Maarten C Kamp, Timothy 
M Davis, Elizabeth K Neylon and Jeffrey R 
Flack. Med J Aust 2007; 186 (9): 461-465.

Guidelines for the management of Prediabetes 
- the presence of impaired fasting glucose/
glycemia and /or impaired glucose tolerance. 
Includes information on prevalence, risk 
factors, assessment, routine testing and 
management of risk factors.
http://www.mja.com.au/public/issues/186_09_070507/
twi11006_fm.html

The Health and Wellbeing of Aboriginal  
and Torres Strait Islander Women: A 
Snapshot:, 2004-05

Australian Bureau of Statistics, May 2007, 
4722.0.55.001

This snapshot provides an overview of the 
health and wellbeing of Aboriginal and Torres 
Strait Islander women. Topics covered include 
health status, long-term health conditions, 
mortality, health risk factors, exposure to 
violence, social and emotional wellbeing, 
health-related actions and health screening 
and contraception. Unless otherwise stated, 
Indigenous women in this article refers to those 
aged 18 years and over.
http://www.abs.gov.au/ausstats/abs@.nsf/productsbytitle/



The Chronicle

44 The Chronicle June 2007

R E S O U R C E S

Janie Dade-Smith
The first edition 
of this book was 
called ‘remarkable’, 
‘courageous’, ‘easy 
reading’ and a ‘must 
have’. This second 
edition AUSTRALIA’S 
RURAL and REMOTE 
HEALTH: A Social 
Justice Perspective, 

offers 80 new pages of deeper and broader 
insights into Indigenous health, chronic disease 
and population health to make it essential 
reading for those working, or planning to work, 
in rural, remote and Indigenous Australia. This 
unique book explains the concepts, questions 
the bureaucratic systems, and explores the 
opportunities for change in a frank, engaging 
and insightful way, in plain English. It paints real 
faces onto the rural, remote and Indigenous 
health landscape using innovative story telling 
techniques, historical accounts and real life 
experience, supported by the broad literature. 
It tackles the difficult issues of racism, culture, 
genocide, Indigenous health, human rights, 
cultural safety, social capital, workforce issues  
and offers practical solutions for students to 
apply. It then weighs them against the impacting 
statistics, politics, policies and practices using  
a primary health care framework, in a practical  
and user friendly way. 

This provocative and heartfelt book will help rural 
health students, practitioners, policy makers, and 
educationalists from many disciplines to find their 
way across the sunburnt country. Available from 
Tertiary Press www.tertiarypress.com.au or 
phone (03) 9726 1505 or fax (03) 9726 1706.

Australia’s Rural & Remote Health  
A Social Justice Perspective

The 7th International 
Conference on 

Diabetes & 
Indigenous 
Peoples
August 29 – September 1, 2007 
Ottawa Congress Centre
Winnipeg, Manitoba, Canada

Hosted by the National Aboriginal 
Diabetes Association: www.nada.ca

Learning from 
the Past to 
Restore Balance
The 7th International Conference on 
Diabetes & Indigenous Peoples will be 
an excellent opportunity for participants 
from across the globe to share 
information, innovative initiatives, 
models, research and best practices 
on Diabetes and Indigenous Peoples. 

Contact 
Carolyn Hunter, Hunter-Courchene 
Consulting Group
carolyn@huntercourchene.com
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ACRONYM Angst
Who is Katherine West?
Once again The Chronicle brings you a selection of Acronyms – for those of us who continue to have 
frustrations interpreting these strange codes! Check out the acronyms below – for common terms used  
in the areas of renal, diabetes and more.

R E S O U R C E S

ACAC Anyinginyi Congress Aboriginal 
Corporation

ACAP Aboriginal Cultural Awareness 
Program

ACAT Aged Care Assessment Team

ACIR Aboriginal Childhood 
Immunisation Register

ACR Albumin: Creatinine Ratio (urine)

AGPAL Australian GP Accreditation Ltd

AMH Australian Medicines Handbook

ASH Alice Springs Hospital

BIITE Batchelor Institute of 
Indigenous Tertiary Education

BP Blood Pressure

BSL Blood Sugar Level

BGL Blood Glucose Level

CABG Coronary Artery Bypass Graft

CALD Culturally and Linguistically 
Diverse

CARI Caring for Australians with 
Renal Impairment Taskforce

CVD Cardiovascular Disease

CRCAH Cooperative Research Centre 
for Aboriginal Health

CrCl Creatinine Clearance

CVS Cardiovascular

DA Diabetes Australia

EPO Erythropoietin

ESKD End Stage Kidney Disease

“Flynn Drive” Alice Springs Renal Unit

FOILS Fares Out Of Isolated 
Communities

GDH Gove District Hospital

GFR Glomerula Filtration Rate

HLNT Healthy Living NT (previously 
DANT)

HD Haemodialysis

IDDM Insulin Dependent Diabetes 
Mellitus (Type 1)

KHA Kidney Health Australia

KDH Katherine District Hospital

“Nightcliff” Darwin Renal Unit

NPS National Prescribing Service

NRHA National Rural Health Alliance

NIDDM Non Insulin Dependent 
Diabetes Mellitus (Type 2)

PD Peritoneal Dialysis

PDO Programmed Day Off

RRT Renal Replacement Therapy 
(dialysis or transplant)

“The Purple 
House”

Western Desert Nganampa 
Walytja Palyantjaku Tjutaku 
Aboriginal Corporation office 
and Dialysis Centre

WONCA World Organisation of  
National Colleges, Academics 
& Academic Associations  
of General Practitioners/ 
Family Physicians
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Suzie Hopkins, Menzies School of Health
Channel Nine news legend, Mr Ray Martin, visited the 
Menzies School of Health Research in Darwin on the 
16th of March along with over 300 others, including 
more than 70 children from local schools and from the 
children’s ward at Royal Darwin Hospital for a fantastic 
day of learning, healthy living and fun.
Mr Martin launched an exciting Indigenous health project 
– the Indigenous EarInfoNet (www.healthinfonet.ecu. 
edu.au/ears) – a one stop shop for information about ear 
health and hearing issues related to middle ear infection –  
a condition of enormous magnitude in Indigenous children.

Two out of every three Indigenous children have damage  
to their ear drums or hearing problems by the time they get to school, and not being able to hear clearly 
makes it difficult for children to learn, talk and make friends. Poor hearing can therefore seriously affect  
a child’s development and learning in the vital early years of life. 

The day included a welcome to country by Bilawara Lee from Larakia Nation and moving speeches from 
senior Aboriginal Health Worker Joe Daby, Darwin’s acting Lord Mayor Ms Helen Galton, Dr Ngaire Brown 
from Menzies, the NT Administrator His Honour Ted Egan and of course by Mr Martin.

Traditional dance, kids entertainment including Captain Starlight (from the Starlight Foundation), a delicious 
BBQ and information and displays about Indigenous child health and Menzies’ projects were all on the 
program and a great day was had by all.

Opening Day performance for the Indigenous EarInfoNetwork

The EarInfoNet Website  
www.healthinfonet.ecu.au/ears

 Ray Martin Launches the 

Indigenous 
EarInfoNet Project 
 at Menzies School of Health Research Family Fun Day
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The 2007 annual CDN conference focuses on EDUCATION as a key approach for empowering clients,  
health professionals and communities to respond to the chronic disease epidemic. The CDN conference  
aims to highlight best practice responses to this challenge. The following three streams have been identified  
for presentations and keynotes:

• Community –What are the best ways to educate communities about chronic disease prevention?
• Clients/ Consumers/ Families - What are the best ways to educate clients/ consumers and /or families  

to prevent and manage their illness?
• Health Professionals - What are the best ways to build the capacity of health professionals to enable  

them to be effective in managing and educating clients with Chronic Disease? 

Confirmed Speakers

11th Annual Chronic Diseases Network Conference 2007

Learning Chronic Disease Education for 
> Communities
> Clients
> Health Professionals

30 -31st August 2007
Holiday Inn Esplanade Darwin

 for

Living
How are we educating our communities, health professionals, clients, consumers and  
families to effectively respond to the chronic disease epidemic?

Assoc Prof Moira Sim
MBBS, FRACGP, FAChAM, PGDipAlcDrugAbStud

Associate Professor Moira Sim is the coordinator of 
Postgraduate Medicine at ECU, a GP and a specialist  
drug and alcohol physician in Western Australia.  
She is the Liaison GP for the North Metropolitan Chronic 
Disease Team in WA and has been in leadership general 
practice roles at local, state and national levels. She has 
an extensive background in GP education in the alcohol 
and drug, mental health, health promotion and quality 
prescribing areas. Moira translates the theories  
of motivational interviewing into everyday speak and  
brief practical strategies for busy clinicians in practice.

Dr Ashim Sinha
MD, FRACP, FACE

Dr Ashim Kumar Sinha, is currently the Director of Diabetes 
and Endocrinology and Physician Training at Cairns Base 
Hospital. He also has conjoint academic appointment with 
the Schools of Medicine and Public Health at James Cook 
University. Dr Sinha is also currently a council Member 
of the Australian Diabetes Society, Member specialist 
Advisory committee for training in Endocrinology, Member 
of the Royal Australasian College Of Physician Aboriginal 
and Torres Strait Islander Health and Rural task force 
Committees. His major interest is in Indigenous Health  
and Diabetes. Prior to his current appointment he worked 

for 10 years with the University of Papua New Guinea  
and Port Moresby General Hospital. He was responsible  
for setting up the Diabetes program in PNG. In 2006 
he was an invited speaker at the American Diabetes 
Association meeting at Washington DC.

Associate Professor John Coveney
PhD from Murdoch University, Perth, Masters in 
Health Personnel Education,

Bachelor Nutrition and Dietetics (UK). John Coveney is  
an Associate Professor in the Department of Public Health 
at Flinders University, Adelaide. He has established a high 
profile as an energetic advocate for, and spokesperson on 
health promotion and food policy issues through regular 
contribution to academic, professional and public activities, 
conferences and debates to influence health policy 
and practice. John has worked in clinical nutrition, and 
community and public health in Australia and overseas.  
He is the author of two books, numerous book chapters 
and peer-review articles. He is currently associate editor  
for the journal Critical Public Health.

Other speakers from both local and national 
areas to be confirmed. An updated registration 
will be available on the website: 

www.nt.gov.au/health/cdc/preventable/
chronicdisease.shtml

www.thebestevents.com.au
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Registration
Registration Type Early Bird Registration  

(paid in full by 15th July 2007)
Standard Registration  
(paid after 15th July 2007)

Full Registration $ 300 $ 350

Day Delegate – Thursday $ 195 $ 250

Day Delegate - Friday $ 195 $ 250

To register contact the Best Conference and Events Company for the registration package by email  
info@thebestevents.com.au or by phone (08) 8981 1875 or download off the following websites: 

The Best Events Company: www.thebestevents.com.au 

The Chronic Diseases Network Website: www.nt.gov.au/health/cdc/preventable/chronicdisease.shtml

Accommodation
The Best Conference & Events Company is  
co-coordinating the delegate accommodation and  
has secured group rates for conference delegates.  
To take advantage of these rates, accommodation  
must be booked through Best Events. Further details  
are included in the registration brochure.

Sponsorship &  
Exhibition Opportunities
Opportunities are available for partners to become 
involved in sponsorship or exhibition opportunities.  
Some examples are set out below however please  
feel free to advise us if you identify alternate benefits  
that would be specifically valuable to your organisation.

• Gold Conference Sponsor  $5,000 
• Silver Conference Sponsor  $2,500
• Conference Satchels  $1,800 
• Conference Name Badges  $1,200 
• Mindil Beach Markets  $1,000 
• Satchel Insert  $200 
• Trade Exhibition Space  $550 

For more information contact
The Best Conference and Events Company: 
E-mail:  info@thebestevents.com.au  
Phone:  (08) 8981 1875

Register early and book now for the 
Welcome Reception at Parliament 
House hosted by Dr Chris Burns MLA.

Welcome Reception & Registration
Date:  Wednesday 29th August 2007

Where:  Parliament House

Time:  5.30pm - 7.00pm

Cost:  Included in registration (including  
drinks and nibbles)

 Join us at Parliament House for  
the Conference Registration and  
Official Welcome

The CDN conference 2007 would like  
to acknowledge the following sponsors; 

Top End Division of General Practice

Australian Government Department 
of Health and Ageing



The Chronic Diseases Network
Publication of 

49The Chronicle June 2007

Opportunity for Funding support for 
Aboriginal and Torres Strait Islander 
people to attend the CDN Conference 2007
The Australian Government Department of Health and Ageing has provided funding to  
assist Aboriginal and Torres Strait Islander individuals who do not have access to any  
other avenues of financial support to attend or present a paper at the Chronic Diseases 
Network Annual Conference, in August 2007 in Darwin. The funding will be provided in  
the form of reimbursement of travel costs (economy airfares or vehicle travel) and/or  
payment of conference fees.

Funding will be offered on the basis of applicants meeting the following selection criteria:

• are Aboriginal or Torres Strait Islander;

• will be presenting a paper at, or attending, the Conference;

• will be representing an Aboriginal or Torres Strait Islander service or organisation  
(eg. a health service or a community-controlled organisation);

• do not have access to government, non-government or community support to  
attend the Conference;

• are preferably individuals who do not have other opportunities available to them to  
attend local events, that is, individuals who do not live in capital cities; 

• will be evenly represented from across all states and territories across Australia as  
far as possible;

• will be working in direct service delivery positions

Funding will be used to reimburse successful applicants for some of the costs of travel, 
accommodation and registration for the conference.

To apply for funding contact: 

Marie Hodsdon 
Phone: (08) 8922 8280  
Email: marie.hodsdon@nt.gov.au

Applications close 20th July 2007


