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The Chronic Diseases Network 

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
• Offi ce of Aboriginal and Torres Strait 

Islander Health
• NT DHF Preventable Chronic Disease 

Program
• NT DHF Nutrition and Physical Activity 
• Menzies School of Health Research
• NT DHF Community Health
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The Chronic Diseases Network 
would like to Welcome 
Helen Barnard.

Helen has many years experience 
working within the health system, 
mainly in the South Australian 
Government’s Community Health area. 
She also has experience working in 
the Education and non-government 
sectors, having worked in TAFE and 
with the National Heart Foundation. 
Most recently in the Northern Territory, 
Helen has worked with the Asthma 
foundation and the City of Palmerston. 

Helen has worked as a community 
nutritionist in a range of roles during 
her career, including working within 
a team that provided services to the 
local Aboriginal population in northern 
Adelaide. She also has experience 
working with Aboriginal patients at 
Royal Darwin Hospital as an asthma 
educator. Other previous experience 
and roles include project management 
and as a quality review project offi cer.

New Department of Health and Families
Th e Department of Health and Community Services has changed its name to 
Th e Department of Health and Families (DHF) and was eff ective from 
Tuesday 1 July 2008.  

Th is new department brings together the former Department of Health and 
Community Services and a range of youth and family related services from areas 
across the NT Government. 

Th e integration of these services will improve and strengthen the way DHF deliver 
services to children, youth and families. 

Over the next few months Helen will be 
visiting the key stakeholders and members 
of the CDN steering committee in person. 
Please make her welcome and collate all of 
those ideas for discussion which will assist 
Helen to further promote the effectiveness 
of the network via its current activities and 
member engagement.

Welcome to the new Chronic 
Diseases Network Coordinator

Helen Barnard
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James Smith
Department of Health & Families

Throughout 2007-2008 the Health Promotion 

Strategy Unit in the Department of Health & Families 

(formerly DHCS) conducted a signifi cant internal 

consultation process aimed at identifying potential 

strategies for strengthening health promotion 

capacity across the NT. The consultation process 

involved two phases; discussions with branch 

directors and program managers about the 

perceived priorities and existing capacities that 

relate to health promotion in the NT; and a full-day 

health promotion forum aimed at engaging staff 

from various program areas to identify the strengths 

and challenges associated with building health 

promotion capacity in the NT. Key fi ndings from this 

consultation process are outlined in Strengthening 

Health Promotion Capacity in the DHCS: A Future 

Promotion in the NT: 

Vision for the NT. Not surprisingly, there was clear 

support from both managers and other DHF staff 

for greater strategic investment in the area of health 

promotion, particularly with respect to an enhanced 

focus on primary prevention. It is timely, therefore, 

to examine what is meant by primary prevention 

and how this relates to the future direction of health 

promotion in the NT.

Defi ning primary prevention

Health promotion terminology can be confusing 
– even to the most experienced health professional. 
Indeed, this was evident during the consultation 

Strengthening Health

What role does primary prevention play?
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process mentioned above - whereby different 
workers, at different levels of the health system, 
defi ned key health promotion and/or prevention 
terms in different ways. This highlights the 
importance of defi ning what we mean when we 
are speaking about primary prevention. In 2006, 
the National Public Health Partnership produced 
a useful resource entitled The Language of 
Prevention. This can be accessed via:

www.dhs.vic.gov.au/nphp/publications/language_
of_prevention.pdf

(it is well worth having a read through if you haven’t 
seen it before). In this document the goal of primary 
prevention is described as:

Primary prevention is to limit the incidence 
of disease and disability in the population by 
measures that eliminate or reduce causes or 
determinants of departures from good health, 
control exposure to risk, and promote factors 
that are protective of health

(National Public Health Partnership 2006).

This is a relatively robust defi nition, and one that the 
DHF have adopted to strengthen health promotion, 
and more specifi cally primary prevention, within the 
NT.

Achieving the primary prevention shift

While it is useful to have a clear defi nition of primary 
prevention, it is also benefi cial to consider how this 
defi nition can be used at an operational level to 
build healthier communities. To do this effectively, 
we need to ask key questions about the type of 
changes that need to be made to the health system 
and identify whether these can, in fact, be actioned 
easily. For example:

What role do other sectors play in reducing 
causes or departures from good health - and 
how can the DHF enhance cross-program, 
cross-divisional and cross-sector relationships?

►

What type of workforce do we need to invest 
in primary prevention - and what strategies are 
required for the DHF to plan for, and support, the 
future health promotion workforce?

What type of infrastructure and professional 
development activities are required to support 
the existing health workforce to invest in primary 
prevention action?

What strategies are required to shift a health 
system currently focused on secondary 
prevention (such as early detection) and 
tertiary prevention (by delaying further health 
complications) towards a health system focused 
on primary prevention?

What research, economic and evaluation 
measures are required to ensure that there is 
sustainable investment in primary prevention 
over the longer-term – and how can we best link 
input, output and outcome measures to develop 
a sound rationale to ensure this occurs?

There are no simple answers to the questions listed 
above. Nor is this a fi nite list of questions that ought 
to be considered. We need to recognise that a shift 
toward primary prevention is a challenging task 
and one which is unlikely to happen over night. 
However, we must also remain optimistic. There 
has been discussion at the national level which has 
increasingly focused on the role of prevention in 
promoting the health of the Australian community. 
There are incremental changes to the health system 
that can be achieved over time with patience and 
a collective voice. A commitment from the Chronic 
Disease Network Steering Committee to take an 
active role in implementing primary prevention 
activities, alongside the new direction of the Health 
Promotion Strategy Unit in the DHF, is a very 
promising start

We should look forward to what lies ahead!

►

►

►

►

<<< 
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Tennant Creek Senior Citizens 

invited the diabetes educator 

and the cardiac educator from 

Healthy Living NT, Alice Springs 

to visit them when they were in 

Tennant Creek. The visit in May 

coincided with Heart Week and 

eight members attended the 

morning activities. The members 

watched a video on what 

happens if a person is referred for 

angiography to investigate chest 

pain. Some of the group shared 

fi rst hand experience of chest 

pains, heart attack and insertion 

of coronary artery stents. The 

Heart Week for Seniors 
in Tennant Creek

Th e Chronic Diseases Network would like to thank Greg Hallen for his support 
and active membership in the Network.

Greg recently resigned as CEO from the Heart Foundation NT after nearly 
three years in the role.  During that time he has been a member of the Chronic 
Diseases Network (CDN) steering committee, communication sub committee 
and the conference sub committee.

Greg’s major passion has been advocating for improved tobacco control in 
the NT and he bought a wealth of experience from his many years of work in 
Cambodia assisting with the National Tobacco control strategy.

Th e CDN extends best wishes to Greg in his future challenges.

Dorothy Morrison has been appointed as the new CEO at Heart Foundation 
NT.  Many CDN members know Dorothy from her work with the Department 
of Health and Families as Manager of the Health Promotion Unit.

We look forward to an ongoing productive relationship with the Heart 
Foundation NT.

Farewell

Farewell Greg Hallen

diabetes educator explained how 

diabetes becomes a risk factor 

for cardiovascular disease. Some 

of the members had their blood 

pressure checked while others 

looked through the fat in food 

photos and other resources.

Colin and Helen Whittle CNE

Ruby Reed and Mary Edwards

Katie and Cardiac Educator
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The need for primary prevention of chronic disease 
has been recognised by the Council of Australian 
Governments (COAG) in its Australian Better Health 
Initiative (ABHI).  This identifi es a role for general practice 
in carrying out assessments (“health checks”) and in 
supporting patients to change their behavioral risk factors 
for chronic disease (SNAP - smoking, nutrition, alcohol 
and physical activity).  

There are certainly opportunities for this with the majority 
of patients over the age of 40 having at least one of 
the risk factors 1.  However, translating this opportunity 
into effective interventions has been challenging.  This 
requires change at the level of the practice, Division of 
General Practice and the national government policy 2.  
The chronic illness model provides a framework for the 
changes that are required.

At the practice level, it requires a shift in the balance 
between opportunistic and planned preventive care and 
from an individual to a family approach.  This requires 
information and decision support systems to allow 
patients to be recalled and prompted and for general 
practice staff to provide appropriate evidence based 
interventions.  These include the use of resources such 
as Lifescripts 3.  It also requires more time for education, 
motivational counseling and follow up support than most 
GPs have available.  This may be achieved by redesigning 
the roles of other providers in the general practice team 
such as nurses and health assistants.   

At the Division level it requires not only greater support to 
practices in the form of resources, training and facilitation 
of change, but also the provision or brokering of referral 
services.  This is particularly important for patients at high 

risk (such as those with “pre-diabetes”) for which brief 
interventions are unlikely to be enough to achieve the sort 
of lifestyle changes required 4.

At the national level it requires change to the focus on 
isolated health assessments.  While the uptake of some 
health assessments by GPs has been rapid, the lack 
of referral programs for patients at high risk is a source 
of frustration.  Assessments need to be a gateway to 
ongoing interventions both within and external to general 
practice in the same way as team care plans.  This 
would be enhanced by some system of enrolment with 
general practice (or with Divisions) so that there could 
be appropriate follow up which could continue even if 
patients developed chronic disease.

1   Britt, E., G. Miller, et al. (2007). General Practice Activity in Australia 
2005-2006. Canberra, AIHW Cat No, GEP 19.

2   Smoking, nutrition, alcohol, physical activity (SNAP) framework for 
general practice. Canberra: Australian Government Department of 
Health and Ageing, 2002.

3   Australian Department of Health and Ageing 2008b.  Lifestyle 
Prescription.  Available at: http://www.health.gov.au/internet/main/
publishing.nsf/Content/health-pubhlth-strateg-lifescripts-index.htm 
accessed May 24 2008

4   Tuomilehto J, Lindstrom J, Eriksson JG, Valle TT, Hamalaninen H, 
Ilanne-Parikka P, Keinanen-Kiukaanniemi, S, Louheranta A, Rastas 
M, Salminen V, Uustipa, M. Prevention of Type 2 diabetes melllitus 
by changes in lifestyle among subjects with impaired glucose tolerance. 
N Eng J Med 2001;344:1343-50.

Prevention of chronic disease in general practice

Professor Mark Harris
Centre for Primary Health Care and Equity, UNSW
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Have you seen 
this bus?
David Aanundsen
Anyinginyi Health Aboriginal Corporation

Anyinginyi Health Aboriginal Corporation (AHAC) launched 
its Health Promotion bus in November 2005. The colourful 
designs featured on the bus promote healthier lifestyles 
with messages such as safe sex, quit drugs and smoking, 
hygiene and exercise. The designs on the bus feature the 
work of local Aboriginal youth in Tennant Creek created 
during Youth Week in 2005 and were then transferred onto 
the bus. 

During the launch of the bus in November 2005, the 
former General Manager, Barb Shaw, mentioned that 
AHAC had dealt with treating a number of patients over 
a long period of time with the same health problems. 
“Often health problems can be preventable if community 
members had been educated about their health issues 
or had better access to a health service”. The Health 
Promotion bus was a result of the then AHAC’s board of 
directors who wanted to raise community awareness of 
people taking responsibility for their health. The bus is also 
a way of taking health services out into the community of 
Tennant Creek.

The Health Promotion bus has been used in Tennant 
Creek and surrounding Aboriginal communities of the 
Barkly to deliver health information during various events 
of the health calendar such as Oral Health Week and 
Breast Cancer Week. More recently the Health Promotion 
bus was used during the Tennant Creek Primary School 
Football carnival where health information sessions were 
delivered by AHAC Health Workers. Other events the 
Health Promotion bus has been used in, 
include the 2006/07 Public Health 
Conferences, and the Aboriginal 
Male Health Summit at Ross 
River. The Health Promotion 
bus was parked next to AHAC’s 
marquee at the 2008 Tennant Creek 
Show to carry out eye tests. The 
Health Promotion bus has been quite 
successful for AHAC when used at 
various events in Tennant Creek and the 
Barkly,  attracting many people to get 
brief health checks or accessing health 
information.

If you would like to know more or have a visit 
by our bus contact David Aanundsen 
on 08 8962 2615

 Debra Carter - Aboriginal Health Worker
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National Crevical Screening Program

The recently released “Cervical Screening in Australia 2005-2006” 
has some welcome fi gures for women and Pap smear providers.

A history:

1928:   Dr Papanicolaou discovered that cells in the cervix change 
in appearance before they become cancerous.

By the Mid-1960s testing was available, but there was no 
formal program.

1991:   National Cervical Screening Program commences with 
the aim to reduce incidence of and mortality from cervical 
cancer. The target population was women 20 to 69 years 
and the screening interval was set at 2 years.

1996:   A central electronic database commenced in the NT. The 
primary purpose of the register is to assist in implementing 
the National Cervical Screening Program by acting as a 
back-up overdue reminder system, providing information 
to health practitioners about a woman’s test results, and 
monitoring performance of laboratories.

2007:   HPV immunisation for young 
women commences.

And now: 
(taken from Cervical Screening in Australia 
2005-2006.)

In 2005-6 more than 3.5 million 
Australian women participated 
(60.6% of women aged 20-69 yr) 
The NT rate was 54.5%

Five year participation rate for 
Australia in (2002-6) was more than 
4.82 million, a rate of 85.9% of 
women aged 20-69 yr. The NT rate 
was 93.9%

Five year participation rate for 
Finland 90%, England 79.2% and Wales 74.6%

Participation of Australian women:

Highest in major cities, lowest in remote areas

Highest among those of highest socio-economic status, 
lowest among those of lower socio-economic status

In 2006 the National Cervical Screening Program detected 
14,414 women in the target age group with histologically 
verifi ed high-grade abnormalities. 

•

•

•

•

»

»

•

Cervical Cancer: 
some welcome statistics
Cervical Screen NT, Well Women’s Cancer Screening

Incidence of cervical cancer (year of record, approx 2000-4, 
age-standardised)

Finland 4.3 per 100,000 women 

Australia 6.9; US and Canada 7.7; UK 8.3; NZ 10.0

Indigenous women (Qld, WA, SA, NT) 16.9

Australian age-standardised mortality rate for cervical cancer 
halved between 1991 and 2005

4.0 (1991) reduced to 1.9 per 100,000 women (2005)

Indigenous women (Qld, WA, SA, NT) mortality rate four 
times higher than non-indigenous (period 2002-5 was 8.3 per 
100,000 women)

The risk of cervical cancer increases with age.

Sourced: 
Cervical Screening in Australia 2005-2006. Australian Government, Australian 
Institute of Health and Welfare. Online version available  at www.aihw.gov.au 

•

»

»

»

•

»

•

•
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Abstract

Tobacco is a major cause of the gap in life expectancy 
between Aboriginal and non-Aboriginal Australians [1]. 
Smoking prevalence in remote Aboriginal communities 
is several times higher than the national average [2] and 
has not declined over recent decades - suggesting that 
mainstream health promotion campaigns have been 
ineffective in this challenging setting. 

Following a community outreach program of Adult 
Health Checks, tobacco control was identifi ed as a major 
priority to improve the health of people in Maningrida. 
An innovative pilot program was initiated, based on the 
principles of community control and ownership of the 
program and evidence based guidelines [3]. 

The Maningrida ‘Smokebusters’ campaign involved

The establishment of an Aboriginal steering group of 
non-smoking community elders;

The appointment of a community-based public health 
offi cer;

The training of a non-smoking community-based 
tobacco support worker;

Adapting mainstream messages and services to local 
community needs;

Collaborative partnerships with community agencies 
selling tobacco products and with education and health 
service providers;

Reorientation of tobacco cessation services to improve 
access;

Support for clients through tailored counselling and 
nicotine replacement therapy.

A partnership with Menzies School of Health Research 
was formed to monitor tobacco wholesale fi gures over the 
pilot period. 

Tobacco consumption declined by 8% (approximately 
1,000 cigarettes a day) over the six-month lifetime of the 
program.  

Despite the successes of the program the infrastructure 
and funding were not sustained in the long term and it 
ended earlier than planned. 

What we did

During 2005, a community based outreach program of 
adult health checks demonstrated a smoking prevalence 
of 73% in the adult population, with only 1% stating that 
they were ex-smokers [5]. Passive smoking was also 
endemic with an average occupancy of 17.6 persons per 
household.

•

•

•

•

•

•

•

Following the presentation of the Adult Health Check 
report [5], the community health board supported the 
recommendations for the initiation of a tobacco control 
program. This included the appointment of a community-
based public health offi cer (PHO) position within the 
community controlled health organisation to:  

Coordinate, mentor and support Aboriginal tobacco 
workers from Maningrida;

engage and coordinate agencies in Maningrida to 
achieve tobacco legislation compliance;

coordinate tobacco control agencies external to 
Maningrida;  

provide tobacco cessation services.

Maningrida’s fi rst PHO (Ms Jill McDonald), was appointed 
in July 2007 and subsequently led consultations with 
senior community organisation representatives and key 
Aboriginal elders in the community. Subsequently an 
Aboriginal steering committee of non-smoking community 
elders (Laurie Magaldagi, Shane Namunurki and Sandy 
Djabibba) was formed and the program named “Smoke-
busters.” 

The objective of the Smoke-busters program was to 
provide a supportive and culturally secure environment for 
families and individuals to develop the personal skills and 
motivation to stop smoking tobacco.

Program development was based upon best-practice 
guidelines [3], the guidance of the Aboriginal steering 
committee and a broader project reference group including 
senior Aboriginal  representatives from different language 
groups, community-based organisation representatives, 
community youth representatives and DHF. 

•

•

•

•

Children wearing their T-shirts following an education session

‘Smoke-busters’
Maningrida’s experience implementing a tobacco control program

Paul Burgess, Jill McDonald, Sandy Djabibba, Shane Namunurki, Laurie Magaldagi, Christine Connors, Hellen Matthews, David Thomas.
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A workshop attended by reference group members was 
convened to identify appropriate strategies for Maningrida 
and launch the campaign. 

Not surprisingly, given the impact of the federal 
‘intervention’, community members identifi ed strongly 
with caring for children including the possible harmful 
effects of tobacco smoke. T-shirts with Care for us kids: 
Don’t smoke near me messages were printed, with 
accompanying promotional material available at the 
community tobacco outlets. T-shirts were given to children 
during health promotion events and also given to clients 
during individual counselling sessions as a motivational 
prompt to change their smoking behaviour.

A community-based tobacco support worker (Sandy 
Djabibba) was appointed and completed training in how 
to deliver support to people who wish to stop smoking. 
Sandy Djabibba and the PHO conducted several talks 
and presentations involving the school, crèche, school 
teachers, adolescent girls, football teams, households and 
visited remote homelands to provide support for clients.

A broad array of project partnerships were formed with 
community agencies including the Health Board, Council,  
Progress Association, Bawinanga Aboriginal Corporation, 
Health and Education: 

Partnerships were developed to:

Achieve legislative compliance with signage and 
marketing at tobacco sale locations

Promote smoke-free public areas and workplaces 

Provide opportunistic brief interventions during routine 
health care

Provide a dedicated smoking cessation service 
accepting self-referral or health centre referrals 

Provide health education on the harms of tobacco 
smoking 

Partnerships with external agencies were formed to 

Access tobacco cessation health promotion resources 
(DHF)

Evaluate the program through monitoring tobacco 
consumption and qualitative interviews with 21 adult 
Maningrida residents (MSHR)

Unfortunately, logistical challenges contributed to a 
premature end to the smoke-busters program because 
accommodation and funding for the PHO to be based in 
the community was not sustained for the long term [4,5]. 

Lessons learnt

Remote Aboriginal communities are probably one of the 
toughest settings to conduct a community development 
based health promotion program. However, we think there 
are some valuable lessons learnt in Maningrida that may 
assist other remote communities to undertake tobacco 
control. 

First, Smokebusters was based on thorough consultation 
and community participation to ensure that the program 
was relevant to identifi ed needs. The program was 

•

•

•

•

•

•

•

From left: Chez Garling (DHF - Alcohol and other drugs), Sandy 
Djabibba (Tobacco support worker and steering committee member), 
Marion Scrymgour, (Maningrida MLA and Deputy Chief Minister 
NT), and Bernie Shields (DHF - NT Preventable Chronic Disease 
Program) at a health promotion day in Maningrida.

based on good evidence of priority health issues for 
the community [5] and best-practice strategies [3]. 
Subsequently, our community development approach 
resulted in the appointment of the fi rst residential PHO 
for Maningrida and the training of the NT’s fi rst remote 
community-based tobacco support worker. 

Second, instilling community ownership of the program 
through the Aboriginal steering group was important to 
make mainstream tobacco cessation messages relevant 
for the community. This committee was also effective in 
leveraging engagement with tobacco control based on the 
focus on child wellbeing during the federal intervention in 
remote communities.

Third, the appointment of the community-based PHO was 
important to locally coordinate a multifaceted tobacco 
control intervention targeting tobacco outlets, legislation 
compliance, community education, clinical services and 
client support. This clearly illustrates the effectiveness of 
community-based and community-controlled programs 
compared to services centralised in regional centres. 

Fourth, the objective evaluation of the program through 
the monitoring of wholesale tobacco sales was an 
innovation that gave important feedback to program 
partners and was minimally intrusive to community 
agencies and community members. 

Finally, management of the relationships with funding 
agencies is very important to secure the sustainability 
of community-based programs. While the federal 
intervention may have provided some  distractions, 
funding agencies should be accountable to the 
identifi ed health priorities of community controlled health 
organisations. Importantly, while the ongoing role of the 
community-based PHO is yet to be determined, the 
knowledge and skills remain with the members of the 
Aboriginal steering and reference groups to reinvigorate 
this program in the future.

continued next page  >>>
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Conclusion and implications

We conclude that, despite all of the obstacles, tobacco 
control programs can be successful in remote Aboriginal 
communities. This program sends clear signals to policy 
makers and funders of remote community controlled 
health organisations about the type of strategic investment 
that is required to decrease tobacco consumption in 
remote Aboriginal communities. This must be a core 
component of any strategy aiming to close the life 
expectancy gap.

Community control, ownership and strategic community-
based capacity building to implement change were the 
key ingredients of this successful program. This contrasts 
with the evident ineffectiveness of centrally administered 
mainstream tobacco control programs based in regional 
centres. 

Further development of this program is required for it 
to reach it’s full potential. This includes an investment 
in designated infrastructure to support a community-
based PHO, a commitment from funding agencies to 
provide a salary for the community-based PHO and 
most importantly, funding to increase the number of 
community-based tobacco support workers to cover 
the linguistic and cultural diversity of this community. 
Implicitly this will also build self-determination, community 
control and confi dence to tackle some of the big health 
challenges facing remote Aboriginal communities.

What were the outcomes?

Between July 2007 and January 2008, Smoke-busters demonstrated some 
signifi cant achievements: 

I.  Achieved legislative compliance at all community tobacco outlets. 

II.  Raised community awareness of the dangers of tobacco, second hand 
smoke, strategies to stop smoking, and non-smokers rights - particularly 
the benefi ts of not smoking near children. 

III.  Increased knowledge in children of their right to a smoke-free 
environment.

IV.  Increased community-based capacity for tobacco control through the 
appointment of the PHO and training of a community-based tobacco 
support worker. 

V.  Decreased tobacco consumption, sustained over the lifetime of the 
project (fi gure1).

These achievements were measured by regular audits of tobacco 
outlets (I), feedback from participants in education sessions and 
qualitative interview fi ndings (II, III), completion of accredited 
training (IV) and monitoring of wholesale tobacco purchases for the 
community of Maningrida (V). 

Figure 1: A community poster demonstrating the 8% decline in 

tobacco consumption following the program commencement in 

July 2007 (MSHR & CRCAH).
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Alcohol and Other Drugs Service, Central Australia 
(ADSCA) has been working with Imanpa community as 
part of the Department of Health and Families (DHF) 
Tobacco Cessation Project 2007.  The aim of this 
project is to improve the health of Northern Territorians 
by reducing the harm caused by chewing and smoking 
tobacco especially amongst priority groups, young 
people and Indigenous Territorians.  The framework 
provides three key areas of focus:

Discouraging people from smoking

Reducing peoples exposure to environmental tobacco 
smoke

Supporting people to stop smoking.

To date the project at Imanpa has been highly successful.  
Imanpa Community Council and residents have been 
very proactive and committed to the project with several 
areas being dedicated ‘smoke free’ and supported 
a consistent decline of tobacco sales in Imanpa.  
Community expressed the desire to promote and 
advertise the ‘No Smoking’ theme to other communities 
by wearing football Guernseys which display a ‘No 
Smoking’ message (PUYU WIYA).  

In joint collaboration with DHF programs, Nutrition and 
Physical Activity, Menzies School of Health Research 
and the Alice Springs Hospital Respiratory Educator, a 
festive and educational Open Day was held in Imanpa to 
promote healthy life choices.  Topics covered included 
Tobacco cessation and Nicotine Replacement Therapy 
information, story telling and community sharing. One on 
one brief interventions were also conducted.  Concert 
songs promoted healthy ‘No Smoking’ messages such as 
“Jabby Don’t Smoke”.  Approx. 45 community residents 
enjoyed the BBQ and salad lunch with ‘Vegie Man’ 
making a guest appearance.  

As part of the project and coinciding with National Youth 
Tobacco Free Day, ADSCA promoted and conducted a 

•

•

•

colouring-in and poster design competition for school 
aged children both in Alice Springs District and remote 
communities including Imanpa.  The key objective being 
to promote tobacco free healthy lifestyle choices among 
young people, with over 200 entries received.  Prizes of 
pushbikes were awarded.  

This project has been conducted over a six month 
timeline and will be concluded with a Celebration Day 
which will include further health promotion activities and 
acknowledgement of the success of this project with 
Imanpa Community.  It is envisaged that community 
residents will use the knowledge acquired during this 
project to continue promoting tobacco cessation in 
Imanpa.  Menzies School of Health Research will 
continue the evaluation phase of this project over the next 
six months.

Imanpa Tobacco Project
Maxene Martini
Maxene Martini, Central Australia Alcohol and other Drugs, DHF

Puya Wiya open day, Imanpa
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The First storyboard-training workshop took place in 
Alice Springs on the 12th of May 2008. The weeklong 
workshop attracted Aboriginal men and women from 
Tennant Creek, Yuendumu, Ntaria, Alice Springs, Darwin 
and Areyonga. The training was facilitated by PCD staff 
Bernie Shields, Lynette Windsor, Alan Palmer, Jonathan 
Jauncey and supported by Valimai McDonald who did an 
excellent job completing evaluation and documentation 
for the workshop.

For thousands of years Aboriginal people have passed on 
culture, language and law through art, story and song. The 
storyboard was designed to provide Preventable Chronic 
Disease information in a non-threatening way using both 
a visual tool and personal stories to pass on the Healthy 
Lifestyle message in the same way Aboriginal people have 
passed on information from generation to generation.  

All participants who attended the workshop were 
given extensive training over the 5 day period around 
Preventable Chronic Disease, three stages of life-learning 
from the past, living in the present and planning for the 
future, risk factors, self management and prevention. As 
part of the training, they developed their own storyboard 
and resources, to be taken back and used within their 
communities. The men and women also painted two 
large canvases depicting their own personalised chronic 
disease stories. 

The workshop set out to achieve 3 main objectives:

Objective 1. 
Strengthen participants’ understanding of PCD.

Objective 2.
Increase participants’ ability to communicate with their 
people about PCD and how to prevent and manage it.

Objective 3.
Increase the workshop participants’ confi dence to use the 
resources available for communicating with their people 
about PCD and how to prevent and manage it.

Through the evaluation process, feedback provided 
and follow up research, the workshop was deemed a 
great success with several of the participants already 
implementing storyboard education and training within 
their communities through schools, CDEP and family.

The Preventable Chronic Disease team will continue 
ongoing support to all the participants who attended the 
Chronic Disease Storyboard Workshop by travelling to 
their remote communities and work organisations both 
to support and provide additional health information and 
resources.

Special thanks to Valmai McDonald, traditional owners, 
all participants, Remote Centre for Health and a big 
thankyou to Roy Price for assisting with a team building 
session using his deadly stove drum cooking process.

For more information on Storyboard Training contact:

Bernie Shields on 08 89227906

Storyboard Training 
in Alice Springs

Nerissa, Nola, Christine, Colleen and Priscilla preparing their boards

Men’s group practicing storyboard
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Participant Feedback:

“Facilitators good role models for us to learn from how to do it. Relaxed, our way, our time, fun, sharing stories”.

“They respected our culture of men and women”.

“It was the fi rst workshop for me. Feels alright. Everything sharing around. Knowing each other”.

“Painting together, bringing ideas together”.

“Good having people from different communities, talking and sharing”.

“Good to have our own that we have made. We can claim ownership of it, it is our land, our elders, our children. It’s about 
everybody, so people can think ‘That’s me up there’. We are talking about our community”.

“We have lots of family. We can talk to our family fi rst. We can use our proper language”.

“We want PCD mob to come out and help us. To help explain the hard things. They can explain in English and then we can 
talk in language”.

Workshop group photo with Chronic Disease painting and all the artists Carl Inkamala preparing his storyboard

Priscilla Martin and Christine Long doing storyboard practiceNerissa Meneri doing storyboard practice
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It’s been a busy 6 months for the I’m OK implementation team. Formal case conferencing between the renal 
specialist team of nephrologist and Chronic Kidney Disease (CKD) nurse and the primary health care team 
(PHC) of Public Health nurses who are the “Care Coordinators”, the General Practitioner/DMO and Clinic staff 
commenced in the Top End in May and will start in Central Australia later this month. These regular reviews will 
be facilitated by Care coordinators and Renal Services will provide specialist input to allow optimal management 
for people with CKD at the community level.

Advantages of Case Conferencing include:

The workshop brought together a range of public 
health nurses from a variety of organisations including 
Wurliwurlijang, Danila Dilba and DHF who are all working 
towards a common goal to improve the outcomes of 
clients with chronic kidney disease by ensuring case 
coordination of clients.

Major topics addressed by the teams included case 
conferencing, motivational care planning, advanced care 
planning, palliative care and active management of clients 
with chronic kidney disease. All participants found the 
discussion time benefi cial for the ongoing development 
within program areas and to promote interdisciplinary 
coordinated care of clients. From the workshop key 
messages were drafted and an action plan developed 
to ensure ongoing improvement in care coordination 
process. 

A similar workshop will be conducted in Alice Springs in 
July to bring the members of the Central Australian teams 
together for discussion. 

For more information contact: 
Bhavini Patel on bhavini.patel@nt.gov.au

Update on I’m OK
Improving modifi able outcomes for kidneys

Primary Health Staff

improved communication with NT Renal services 

ask questions directly of nephrologist and CKD nurse

opportunity for improving knowledge and skills in 
managing CKD

Renal Staff

improved communication with Primary Health Staff 

get an idea of challenges facing individual patient

get an idea of challenges facing individual clinic & 
clinicians

know what is being achieved regarding risk factor 
modifi cation

Patients and family members

regular review without the need to travel to major 
centres

better understanding of treatment options and 
management of their condition

better outcomes

A renal care coordination workshop for members of the 
renal unit, palliative care unit and preventable chronic 
disease public health team was held in Darwin on the 28th 
to 30th May at the North Australian Research Unit. This 
workshop aimed at bringing the teams together to:

Share knowledge of the management of clients 
with renal disorders, palliative care and the care 
coordination processes in chronic kidney disease.

Develop and identify the key messages and relevant 
tools used in discussion with clients with chronic 
kidney disease.

•

•

•

•

•

•

•

•

•

•

•

•

Renal workshop participants
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The “No Germs on Me” handwashing project was 
developed to assist in addressing the high rates of 
infectious diseases among Aboriginal babies and 
children in the Northern Territory. Respiratory and 
intestinal infections impact not only on the health of 
children in the short term but also contribute to chronic 
disease in adulthood. Research indicates that repeated 
infections during infancy and early childhood can also 
result in impaired growth, which have long-term health 
repercussions. 

Improved sanitation and personel hygiene, including 
hand washing after faecal contact, have been found 
to be the most effective means of reducing diarrhoeal 
disease. Curtis and Cairncross’ (2003) recent 
systematic review of the effect of hand washing with 
soap indicated that it can signifi cantly reduce the 
incidence of diarrhoeal disease by 42 – 47%.

Whilst it has long been accepted that hand washing 
provides an important means of preventing the spread 
of diarrhoeal disease, it is only relatively recently that 
the connection between hand washing and respiratory 
infections has been recognised. Several studies have 
shown that hand washing is effective at reducing the 
rate of respiratory infections in a range of populations. 
The Karachi Soap Health study found that children 
younger than fi ve living in households which had 
received intensive hand washing promotion and were 
provided with free soap, had a 50% lower incidence 
of diarrhoea and pneumonia than controls (Luby et 
al 2005). The same study also found that children 

younger than 15 had a 35% lower incidence of 
impetigo. 

A number of international studies conducted in a 
variety of settings including childcare centres and in 
the homes of urban families in the UK (Curtis et al: 
2003), have shown that people often do not adequately 
wash their hands after key junctures such as going 
to the toilet and cleaning up after children who have 
defecated. 

The determinants of hygiene behaviours such as hand 
washing are complex and research indicates that 
simply teaching people about the health benefi ts of 
hand washing does not result in substantial behavioural 
change. Internationally there is an increasing 

continued next page >>>

CEO David Ashbridge at the No Germs on Me handwashing launch

Nicola Slavin, Natasha Clements and Xavier Schobben

Environmental Health, Department of Health & Families
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awareness that in order to change handwashing 
behaviour on a large scale, the principles of industrial 
marketing need to be applied.

An Aboriginal community in Central Australia and the 
Top End of the Northern Territory were used to trial 
the No Germs on Me handwashing campaign with the 
long term goal being the reduction and transmission 
of pathogenic organisms that cause diarrhoea, skin 
sores and respiratory illness from person to person and 
environment to person transmission.

In November and December 2006 formative research 
was conducted on the intervention communities to 
identify the barriers to people routinely washing hands 
with soap and the sorts of things that would motivate 
people to adopt better handwashing practices.  

Some of the barriers identifi ed included:

Handwashing is not a social norm.  Washing hands 
is not a routine behaviour and there is no social 
expectation of each other in terms of washing hands.

Soap is generally not available in most homes.

Handwashing is not seen as useful.  Many people 
don’t understand the link between washing hands and 
stopping the spread of germs. 

The outcomes of the formative research were used to 

•

•

•

guide the development of a social marketing campaign 
which included television commercials featuring talent 
from urban and remote communities, which have 
been broadcast on Imparja since November 2007. 
The campaign also featured posters, stickers, T Shirts, 
bandannas and point of sale displays in the community 
stores at both intervention communities.  The 
campaign was offi cially launched by Karl Hampton, 
MLA in Alice Springs on 30 October 2007 and in 
Darwin by the Chief Executive, David Ashbridge the 
following week.

The campaign was supported with community 
development and education work from Environmental 
Health Offi cers from the DHF Environmental Health 
Program.

Message recall questionnaires indicated that the 
mass media campaign component of the social 
marketing campaign was successful at reaching the 
target audience with the majority of respondents 
indicating that they had seen the handwashing 
commercials on Imparja.  Evaluation in the Central 
Australian communities indicated that there was an 
increase in the proportion of respondents who said 
they washed their hands after going to the toilet and 
before preparing/eating food.  There was also a notable 
increase in the proportion of people who reported that 
they engaged in handwashing after changing babies’ 
nappies.

The success of the campaign has driven the 
broadening of the campaign to encompass urban and 
mainstream populations.  Research was undertaken 
with school students, mothers groups and fathers to 
determine if the barriers and drivers to handwashing in 
urban settings remained the same.  

Of interest was that once students reached middle 
and high school age (12 years) they viewed bars of 
soap as dirty and would prefer to go without washing 
their hands.  This theme carried though into the adult 
groups.  Mothers with young children reported they 
usually did not wash their hands in public bathrooms 
and opted instead to use baby wipes.  Key junctures 
for handwashing included after going to the toilet, 
changing nappies, and before preparing and eating 
food.  Fewer respondents reported washing hands 
after playing with pets.

Teenage girls reported washing their hands more often 
than teenage boys.  When questioned on handwashing 
practice, teenage male responses included ‘when 
they feel/smell dirty,’ ‘when my mum tells me to,’ and 
‘before I eat dinner.’  Once the teenagers reached ages 
15-17, they were very aware of personal hygiene and 
were quite responsive to times for washing hands.  

>>>

<<< 

Gerry is a big hit at Larrakeyah and Bulman Schools
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The urban based handwashing campaign is currently 
still in development phase and will involve the 
production of TV and radio ads, posters and tabletop 
displays and the creation of a Hi-5 style song to be 
launched as a school competition.  In addition to 
the social marketing campaigns, the environmental 
health program is also coordinating and developing a 
handwashing primary school resource in line with the 
education curriculum to be distributed across Territory 
schools.  The urban campaign will continue to use the 
No Germs on Me slogan but replaces “Did ya wash ya 
hands?’ with “Washed your hands?’

The mass media campaign in the remote areas was 
one of the key successes of the project.  A community 
elder in the Top End intervention community described 
how the ‘Did ya wash ya hands?’ slogan has spread 
like a bonfi re throughout the community and that 
consequently people were more mindful of the need 
to wash their hands regularly.  Similarly, the school 
Principal reported that months after the launch of the 
campaign senior men and women had asked him 
whilst he was cooking sausages at a community BBQ 
– ‘Did ya wash ya hands?’

The handwashing campaign also encompasses the 
use of  ‘Gerry the Germ,’ provision of presentations in 
schools and various remote settings and germ theory 
education in schools by EHOs, which has proved 
wonderfully successful.

It is planned to work with more schools and DHF 
programs and NGOs in 2008/09 in helping to spread 
the positive benefi ts of handwashing.  For more 
information, please contact Acting Senior Policy 
Offi cer, Natasha Clements on 8922 7181.

BIBLIOGRAPHY
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The DarwinLite - MBF Healthy Lifestyle Challenge was 
conducted for the fi rst time in 2008, in partnership with 
Top End Division of General Practice, Darwin City Council 
and MBF and has set the benchmark for future events. 
The program was initiated in response to interest in similar 
programs around Australia, including PalmLessTonnes 
that has run in Palmerston for the last three years.  

However, unlike some other programs, the aim of 
DarwinLite was to focus more on lifestyle changes and 
less on weight loss as the major goal. 

Our primary goal was to promote and encourage better 
lifestyle habits and all the other project goals fl owed from 
this including supporting members of the community 
to increase physical activity, build training networks, 
experience new activities and make new social contacts 
along the way.

We achieved our goals by building a program that offered 
a range of different activities that are easily accessible and 
were at minimal cost or free to participants.

The Program included: 

Scheduled walks, six days a week in the mornings 
and/or evenings, at a number of locales which enabled 
people to make friends and build networks.

Two Group Fitness classes conducted each week 
at Nightcliff Foreshore by BodyFit NT and another at 
Fitness Unlimited (CDU Gym) by the current fi tness 
students. All registered participants were given free 
entry to a GF class at Fitness Works For You daily. 

Daily Aqua classes and/or Boxercise sessions at Parap 
and Nightcliff pools. 

Special Events such as Saturday morning Bicycle 
Rides, Tai Chi and an Aussie Masters Come & Try 
Swim session.

•

•

•

•

The different options provided, gave people the 
opportunity to try new activities with other participants 
who might also be novices. This gave people the 
chance to experience a range of new activities as part 
of the program to fi nd what suited them best and then 
incorporate that into their lives at the conclusion of 
DarwinLite.

Other goals of the project were to promote better nutrition 
through healthier food choices, drinking less alcohol, 
better hydration. Two dieticians’ talks were included in 
DarwinLite to give participants more information on how 
to improve their diets.  Topics covered included; why we 
crave sugars, how to choose fresh fruits and vegetables, 
replacing processed foods with fresh and how to read 
nutritional information labels.  Each participant received 
a water bottle as part of their registration pack and was 
encouraged to bring that along to all sessions.  Further 
information was provided through a weekly newsletter 
accessed via the DarwinLite website. 

DarwinLite ran for eight weeks.  This was hoped to 
promote lifestyle change that would be maintained.  In 
all DarwinLite had 192 participants, between the ages 
of 16 and 70 years.  Many friendships were formed and 
plans have been made to continue to meet for regular 
walks.  The successes of DarwinLite owes much to the 
commitment of each of the partner organisations and to 
a fantastic group of staff, volunteers and local businesses 
who put the work in to make it all happen. We look 
forward to building on this success next year.  For more 
information and access to the DarwinLite newsletters go 
to  www.darwinlite.com

DarwinLite

Claire Dandie, Darwin City Council
Kerry Copley,  General Practice Network NT

MBF Health Lifestyle Challenge
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The Commonwealth of Australia through the 
Department of Health and Ageing provided 
a structural effi ciency grant to support the 
amalgamation of General Practice Primary Health 
Care Northern Territory, Central Australia Division 
of Primary Health Care, and Top End Division 
of General Practice into one new organisation 
which occurred on 1 July 2008. The new entity 
General Practice Network NT Ltd (GPNNT) was 
formally incorporated on 9th January 2008 as a 
non-profi t company limited by guarantee. 

General Practice Network NT is a new 
organisation that has been established to lead a 
united and cohesive primary health care network 
to improve health service delivery and health 
outcomes in the Northern Territory.

We aim to ensure that the combined strengths 
of the former three organisations around primary 
health care and remote workforce programs 
that comprised the NT Divisions Network are 
incorporated and built upon to form a single 
united organisation with the capacity to respond 
and deliver quality, equitable and effective 
primary health care services; broker health 
solutions; support primary health care and 
infl uence the health care agenda.

Corporate Logo

The Board has adopted the 
following logo for GPNNT which 
was offi cially launched in July 
2008. “In its entirety, the solid 
shape of the Northern Territory 
in the background represents 
the base and the overlapping 
lines reveal the framework or 

network within, but also beyond. 
The colours represent the vast 
area of the Territory. The three 
individual lines show the three 

organisations interacting together 
to form one.”

Chronic Disease Team

The GPNNT Chronic Disease Team has a strong 
commitment to supporting Primary Health Care 
Providers in urban, rural and remote settings 
across the Northern Territory in delivering 
quality services in effective chronic disease 
management, early intervention and primary 
prevention. The team provides support to 
health professionals through the Australian 
Better Health Initiative NT Integration project, 
Lifescripts Resources, Palmlesstonnes and 
Darwin Lite Health MBF Lifestyle Challenges, 
Australian Primary Care Collaboratives 
participation and Nursing in General Practice 
initiatives.

General Practice Network
N O R T H E R N  T E R R I T O R Y
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As apparently healthy individuals are invited to participate in a screening program, it is imperative that the screening test accurately 
picks up those individuals who are diseased or at risk of the disease or condition. 

But screening tests have their limitations. As detailed in ‘Complexities of a Screening Test –1’ in the last issue, a screening test can 
be true positive, false positive, true negative or false negative, with the false results leading to signifi cant harm to the individual and 
resulting in an ineffective screening program. 

Validity of a Screening Test

Based on how well a screening test identifi es correctly individuals with and without the disease screened, four epidemiological 
measures of ‘validity’ are applied – Sensitivity, Specifi city, Positive Predictive Value and Negative Predictive Value.

What is Sensitivity of a Screening Test

Sensitivity is the ability of a test to correctly identify those 
screened individuals that have disease. It is calculated as the 
number of True Positives divided by the sum of True Positives 
and False Negatives (Total Diseased). In the table above, a total 
of a+c individuals are identifi ed as diseased with sensitivity a/a+c, 
expressed as a percentage. Of a sample of 1000 individuals 
screened, 120 actually had the disease in the example given 
above. If the screening test correctly tested positive all 120 
individuals, sensitivity of the test would be 100%. But even with 
the best quality screening tests, some diseased individuals are 
likely to be missed (false negatives) and some non-diseased 
individuals are likely to be falsely tested positive (false positive). In 
the example above, there were 20 false negative results, making 
the screening test 80% sensitive.  

What is Specifi city of a Screening Test

Specifi city is the ability of a screening test to accurately identify 
non-diseased individuals. It is calculated as the number of True 
Negatives divided by the sum of True Negatives and False 
Positives (Total Non-diseased). With reference to the table above, 
it is calculated as d/b+d. If the screening test correctly tested all 
880 individuals as negative, the specifi city of the test would be 

100%. But in reality, some non-diseased individuals test positive 
(false positive), which in the above example is 20, making the 
screening test 97.7% specifi c. 

What is Positive Predictive Value

Positive Predictive Value is the proportion of individuals screened 
positive who are actually diseased. Here the denominator is the 
number of positive tests, unlike sensitivity, where the denominator 
is the number diseased. Predictive Value (+) is calculated as the 
number of True Positives divided by the sum of True Positives 
and False Positives (Total Positives). With reference to the above 
example, it is a/a+b, calculated as 80%.

What is Negative Predictive Value

Negative Predictive Value is the proportion of individuals screened 
negative by the test who actually do not have the disease. Here 
the denominator is the number of negative tests, unlike specifi city, 
where the denominator is the number non-diseased. Predictive 
Value (-) is defi ned as the number of True Negatives divided by 
the sum of True Negatives and False Negatives (Total Negatives). 
In the table above, it is d/c+d, calculated as 98%. 

Disease status

Test Result Diseased Non-diseased Total

Positive
a (True Positive)e.
g. 80

b (False Positive)e.
g. 20

a+b (Total 
Positives)e.g. 100

Predictive Value 
(+)True PositivesTotal 
Positivesa/a+b, e.g. 
80/100, 80%

Negative
c (False Negative)e.
g. 20

d (True Negative)e.
g. 860

c+d (Total 
Negatives)e.g. 880

Predictive Value (-
)True NegativesTotal 
Negativesd/c+d, e.g. 
860/880, 98%

Total
a+c (Total 
Diseased)e.g. 100

b+d (Total Non-
diseased)e.g. 880

a+b+c+d (Total 
Population)e.g. 1000

SensitivityTrue 
PositivesTotal 
Diseaseda/a+c, e.g.  
80/100, 80%

Specifi cityTrue 
PositivesTotal 
Positivesd/b+d, 
e.g.860/880, 97.7%

Complexities of a Screening Test - 2

Table 1. Illustration of Classifi cation of Screening Test Results with Examples of Validity.

  Rothman RE, Marco CA, Kelen GD. Emergency Medicine: A Comprehensive Study Guide, 6th Ed. 2006.
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Problems in assessing the Sensitivity and Specifi city of a 
Screening Test

If a screening program is initiated without full knowledge of 
the test validity, problems arise in due course. False negatives 
become apparent and diminish the program’s effectiveness. False 
positive results unnecessarily lead individuals through diagnostic 
tests and the associated costs and anxiety. In order to determine 
the sensitivity and specifi city of a screening test, it is required to 
apply the confi rmatory diagnostic test to all individuals screened, 
whether tested positive or negative. This is because data are 
needed in all 4 cells in Table 1 above, i.e., a, b, c and d. However, 
routinely, only those with positive test results (a+b) are followed 
up with confi rmatory diagnostic testing while those testing 
negative (c+d) are not.

Examples of Sensitivity & Specifi city of a Screening Test

The Department of Immigration and Citizenship requires all 
applicants for permanent residency to undertake HIV screening. 

While there are many tests for detection of HIV infection, the 
ELISA (Enzyme-Linked ImmunoSorbent Assay) test is performed 
for routine screening, with those testing positive undertaking the 
Western Blot test to confi rm diagnosis. ELISA test is considered 
approximately 99% specifi c and 98.5% sensitive and Western 
Blot nearly 100% sensitive and specifi c if performed under ideal 
laboratory conditions 1. 

Table 2 illustrates the relative validity of mammography, 
ultrasound and Magnetic Resonance Imaging on 236 Canadian 
women with BRCA carrier gene for breast cancer that were 
screened annually over 3 consecutive years 2. The sensitivity 
and specifi city (based on biopsy rates) were 85% and 93% for 
MRI, 38% and 99.6% for mammography, and 25% and 95% for 
ultrasound, respectively. 

Conclusion

Determination of the validity of a screening test is essential 
before a screening program is launched. Validity, along with 
other parameters such as simplicity, safety, affordability and 
acceptability of the test determine its suitability to be the 
screening test for the program. 

Validity of a screening test includes Sensitivity, 

Specifi city, Predictive Value (+), Predictive Value (-).

The fi rst three are usually applied.

Sensitivity of a screening test is the probability that the 

test will be positive if the disease is truly present.

Specifi city of a screening test is the probability that the 

test will be negative if the disease is truly absent. 

Positive Predictive Value of a screening test is the 

probability that the person is diseased when the test is 

positive.

Ideally, before the launch of a screening program validity 

of a screening test should be determined for the local 

population, undertaken within research settings.

•

•

•

•

•

Mammography Ultrasound MRI

Total screens, No. 236 229 236

Positive screens, No. True Positive 5 3 11

Positive screens, No. False Positive 1 10 15

Negative screens, No. True Negative 222 207 208

Sensitivity % 38 25 85

Specifi city %* 99.6 95 93

Predictive Value % Positive 83 23 42

Predictive Value % Negative 97 96 99

1  Rothman RE, Marco CA, Kelen GD. Emergency Medicine: A Comprehensive Study Guide, 6th Ed. 2006.

2   Warner E, Plewes DB, Hill KA, et al. 2004. Surveillance of BRCA1 and BRCA2 Mutation Carriers With Magnetic Resonance Imaging, Ultrasound, Mammography, and 
Clinical Breast Examination. JAMA; Vol. 291 No.11, September 15, 2004

Table 2. Comparative Sensitivity, Specifi city, Positive and Negative Predictive Values of Mammography, Ultrasound and MRI 

at fi rst screen. (Adopted from Warner et al, 2004)

Rothman RE, Marco CA, Kelen GD. Emergency Medicine: A Comprehensive Study Guide, 6th Ed. 2006.

The following ‘aphorisms’ by Muir-Gray (Evidence-based 
Healthcare, 2001), quoted previously, illustrate the complexities of 
a screening test and hence the program:

A stitch in time does not always save nine (due to complexities 
of a screening test and the natural history of the disease).

A screening program without false positives will miss too 
many diseased people to be effective.

A screening program without false negatives will cause 
unnecessary harm to too many non-diseased people.

Though insignifi cant to the population, a single false positive 
can be of devastating signifi cance to the individual. 

Screening programs should be run with strong quality control. 
If quality falls, a screening program that was doing more good 
than harm may then do more harm than good

For further information, contact Dr Madhumati Chatterji, 
Medical Advisor Screening, Health Development & Oral Health, 
Dept. of Health & Families; madhumati.chatterji@nt.gov.au

Next in the series: Biases in Screening

•

•

•

•

•
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Have you heard about “Sprinkles”? Not the kind 
you put on your ice-cream sundae, but actually an 
innovative way of supplementing the vitamin and 
mineral content of foods for babies. “Sprinkles” 
was developed by the Hospital for Sick Children in 
Toronto in response to the global problem of childhood 
anaemia. “Sprinkles” is a single dose sachet of 
powdered vitamins and minerals that is mixed into 
soft foods and given to babies and young children. A 
project in 10 communities in the NT is going to fi nd 
out whether “Sprinkles” can be used as a strategy 
to combat the high rates of anaemia experienced by 
Aboriginal children in Australia.

Childhood anaemia is a major public health problem 
in remote areas of the NT, particularly amongst the 
under threes. It has major consequences for their brain 
growth and development, particularly affecting mental 
and motor functioning. Growth Assessment and Action 
(GAA) program data from 2007 shows that 51% of 
6-12 months and 30% of 1-3 year olds are anaemic. 
Rates of malnutrition are also high (around 10% of 0-3 
year olds are wasted) and it is generally accepted that 

the major cause of anaemia in the NT is iron defi ciency 
due to poor dietary intake. In the Top End, worms are 
also a cause. 

Anaemia rates have fallen in some NT communities, 
mostly due to diligent use of the CARPA anaemia 
treatment protocols, which often includes multiple 
intramuscular iron injections. During the consultations 
about the Infant Feeding Guidelines in 2005, 
communities and health professionals raised concerns 
about the reliance and frequent use of iron injections 
in small children, when the focus should really be on 
prevention.

In regions where the anaemia rates in under 5’s exceed 
20-30%, such as in remote communities in the NT, the 
World Health Organization recommends all children 
aged 6-24 month olds should receive micronutrient 
supplements, without prior screening for anaemia. 
This approach has not been used in the NT, with most 
programs focusing on nutrition education and skills 
development.

“Sprinkles” 
Nutrition Community Programand 

>>>

Examples of sachets of “Sprinkles”used internationally

Danielle Aquino
The Fred Hollows Foundation
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The Sprinkles and Nutrition Community Program is 
a collaborative project between The Fred Hollows 
Foundation, Katherine West Health Board, Sunrise 
Health Service, Wurli Wurlinjang Aboriginal Health 
Service, Anmatjere Health Zone Steering Committee, 
NT Department of Health and Families and UNICEF. 
These organisations have been working together since 
2006 to fi nd out whether using “Sprinkles” is a feasible 
strategy to prevent anaemia in NT remote communities. 
A steering committee with representatives from each 
organisation has been formed to oversee project 
implementation.

There are two phases to this project. Firstly, formative 
research was conducted in January-June 2007 to 
investigate community member’s knowledge, beliefs 
and sources of information about iron, anaemia, infant 
and young child feeding, as well as seek direction 
for the possible implementation of ‘Sprinkles’ in 
the Northern Territory. Recommendations from the 
research were to trial implementation of Sprinkles as 
part of a program to promote infant and child nutrition. 
The full report can be downloaded from http://www.
hollows.org/Assets/Files/SprinklesReportforWeb.pdf 

The second phase of the project involves piloting the 
use of “Sprinkles” together with nutrition promotion 
in 10 communities. The main outcomes of the project 
will be that effective systems of “Sprinkles” distribution 
and effective models of infant and young child nutrition 
promotion are established in each community. 

The Steering Committee has been negotiating 
with Heinz Australia to supply the “Sprinkles”. 
“Sprinkles” must be listed with the Therapeutic 
Goods Administration because of the iron content, 
which has presented some problems and delayed 

the project implementation. We will have confi rmation 
about supply by the end of July, with implementation 
to commence by the end of 2008. In the meantime, 
systems and processes for distribution and nutrition 
promotion are being mapped and planned with the 
project communities.

During implementation, “Sprinkles” will be distributed 
to all 6-24 month old children along with an extensive 
program of nutrition promotion to develop infant and 
young child feeding practices. The fi ndings from 
this pilot project will inform future health policy and 
program directions in relation to anaemia prevention. 
It is important that, as much as possible, the project 
activities are integrated into existing child health and 
nutrition programs to ensure the approach is feasible 
should the program be scaled up in the whole NT.

Evaluation of the project will be undertaken by an 
external evaluator. Knowledge, attitudes and practices 
of primary carers in relation to infant and young child 
feeding and “Sprinkles”, community leaders and 
other change agents will be assessed before, during 
and after the project and linked with changes in 
haemoglobin, weight and height of 6-24 month olds 
during the project period. 

The Sprinkles and Community Program pilot project 
has received provisional approval, pending TGA 
approval of “Sprinkles”, by the Top End and Central 
Australian Human Research Ethics Committees.

For more information: Danielle Aquino, Health 
Promotion- Nutrition Development Coordinator, 
The Fred Hollows Foundation, 08 8971 2193 or 
daquino@hollows.org.

Jeannie Campbell, AHW Ti Tree, conducting a consultation interview
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A set of new resources is now available to support store managers and staff, as well as nutrition and health professionals, 
working in remote communities across Australia. The resources, developed as part of the Remote Indigenous Stores and 
Takeaways (RIST) project,  aim to promote access to healthy foods, and discourage the promotion of energy-dense/nutrient-
poor food and drinks. They are free of charge.

These resources (with the 
exception of the two electronic 
tools, which had not been 
fi nalised when the pilot started) 
were piloted in seven remote 
communities across Australia 
over a period of six to eight 
months during 2007. The pilot 
confi rmed that these resources 
fi ll a gap for communities 
where motivation to promote 
healthy eating exists, but 
resources and support are 
lacking. It also highlighted 
the critical supporting role 
that nutritionists play in food 
supply projects in remote 
settings and strengthened the 
case that whole of community 
approaches offer the strongest 
opportunities for change. 

The RIST resources were 
offi cially launched at the ‘Good 
Tucker- Good Health’ Nutrition 
Networks Conference in 
Alice Springs, in March 2008. 
They are progressively being 
distributed in the jurisdictions 
involved in the RIST project. 
They have also been used by 
the Department of Families, 
Housing, Community Services 
and Indigenous Affairs, to 
determine criteria for the 
licensing of remote stores 
in the NT,  and by Outback 
Stores, to develop store 
policies.  

The RIST resources can 
be downloaded from the 
HealthInfonet website 
(http://www.healthinfonet.
ecu.edu.au/), by going to 
Health/Nutrition and clicking 
on Programs, Projects and 
Lessons,  or clicking on 
Resources /Health Promotion 
resources

For hard copies, contact your 
nearest nutritionist.

RIST resources for remote 
stores and takeaways

NEWNEW

The Remote Indigenous Stores and 
Takeaways (RIST) project was jointly 
funded by the Australian Government 
and the governments of Queensland, 
Northern Territory, South Australia, New 
South Wales and Western Australia. Its 
aim was to improve access to healthy 
food in remote Indigenous community 
stores and takeaways. As part of the 
project, the following set of resources 
was developed: 

Guidelines for stocking healthy food 
in remote stores: an A4 booklet that 
outlines the minimum range of core 
foods to be stocked in the store, 
regardless of its size 

Maximising the shelf-life of fruit and 
vegetables: an A3 poster that outlines 
key points for handling fresh fruit and 
vegetables to maintain good quality for 
longer

Marketing ideas for stores in remote 
communities: an A4 booklet that 
outlines how to promote healthy foods 
and drinks in a remote store setting

Healthy Fast Food- A resource for 
remote stores and takeaways: an A4 
booklet that provides solutions for 
supplying safe, affordable and healthy 
takeaway options

Checklists for the Store and Takeaway: 
A4 fl iers that can be used by store and 
takeaway managers to assess their 
current capacity to provide healthy food 
and drink options and identify potential 
areas for improvement

Fruit and vegetable quantity 
spreadsheet: an Excel spreadsheet, 
designed to calculate the quantities of 
fresh fruit and vegetables required to 
meet nutrition recommendations for the 
community being served

Keeping track of healthy food: an 
Access database management system 
that uses scanned sales data to 
assess and monitor a community’s 
consumption of key foods and nutrients. 
This information is indicative of a remote 
community’s food purchasing habits and 
nutritional issues. 

•

•

•

•

•

•

•

•

Annie Villesèche
Nutrition and Physical Activity Program, DHF
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Small steps that have the potential to make a real difference 
to the nutritional health of Aboriginal and Torres Strait Islander 
people are being taken with a practical tool developed by the 
Heart Foundation Tick. 

With remote stores and takeaways supplying 90-95% of all 
food consumed in remote Indigenous communities, improving 
the nutrition of foods on offer is clearly a priority.

The Remote Indigenous Stores and Takeaways (RIST) Project 
is a collaborative project between the federal and fi ve state 
and territory jurisdictions.  It sought assistance from the 
Heart Foundation Tick to improve the range of healthier foods 
available in outlets.  

The challenge was to investigate the complex food supply 
chain in remote Indigenous communities and then identify 
and evaluate strategies to encourage stores and takeaways 
servicing these communities to stock healthier foods.  

An important outcome of the RIST Project is the release in 
July of the Heart Foundation Buyer’s Guide.  

Ms Coral Colyer, Food Supply Operations Manager Heart 
Foundation said the Buyer’s Guide is a tool designed 
specifi cally to provide practical help for managers and owners 
of Indigenous stores and takeaways.

“The Guide identifi es specifi c brands of foods and beverages 
we would encourage stores to stock to improve the range of 
healthier items on offer,” she added.

All items included in the Guide have earned the Heart 
Foundation Tick, met Tick nutrition standards or met 
standards developed specifi cally for the nutritional and 
cultural needs of Indigenous communities.  Affordability, 
supply and popularity of brands were also important 
considerations in defi ning the fi nal list.

The Guide also assists store managers and health workers 
in promoting healthier eating by grouping foods and 
beverages into ‘everyday’ or ‘sometimes’ foods, but is 
not designed as a stand-alone food selection educational 
tool.  

“The Guide is an important step in healthier food choices 
being available, but health workers within Indigenous 
communities are critical to its success,” said Ms Colyer.   

“Working within the communities, they are in the best 
position to explain why specifi c foods have been 
included in the Guide and expand on the role of those 
foods in healthy eating.”

The Guide has included some food items that would 
never be considered healthier options in the broader 
community.

“For example, we developed specifi c nutrition 
standards for items such as soy sauce and 
coconut milk, as they are consumed in large 

quantities in remote Indigenous communities,” said Ms 
Colyer.

“Similarly, it was important to prioritise nutrition issues such 
as extreme levels of iron defi ciency.  So, regularly eaten items 
such as bread and fl our that have been voluntarily fortifi ed 
with vitamins and minerals are promoted to address pressing 
health concerns within Indigenous communities,” she added. 

With 20 years experience working with food manufacturers to 
make foods healthier, the Heart Foundation Tick was ideally 
placed to develop the Guide for Indigenous communities.  

It complements other important programs run by the Heart 
Foundation in the Northern Territory and other remote areas 
such as walking programs; local government awards to 
recognise heart healthy initiatives; free school nutrition kits 
and Jump Rope for Heart which celebrates is 25th birthday in 
2008. 

Store managers or health professionals wanting a copy of 
the Buyer’s Guide should contact the Heart Foundation 
on 1 300 36 27 87 for the cost of a local call. They can 
also down load a copy from the Heart Foundation website 

www.heartfoundation.org.au and select Professional 
Information-Indigenous Health-

Resources.

Buyer’s Guide
Heart Foundation

July 2008

A resource developed as part of the Remote 

Indigenous Stores and Takeaways Project

For managers of remote 
Indigenous stores and takeaways

2008

RIST Project:
Stocking healthier food choices in remote 
Indigenous stores and takeaways
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An interactive CD encouraging Indigenous families to 
practise good oral health has been released by the 
Department.

The Strong Teeth CD offers oral health stories in three 
spoken languages, English and two Central Australian 
Indigenous languages - Arrernte and Warlpiri . 

The National Health and Medical Research Council 
(NHMRC) funded the community participation, 
dialogue and ultimately the translations that led to the 
production of the interactive CD with its three language 
options. It was developed by Dr Kaye Roberts-
Thomson from the Australian Research Centre for 
Population Oral Health (ARCPOH) at The University 
of Adelaide, Dr Bruce Simmons, a dentist with 30 
years experience in Central Australia and Christopher 
Brocklebank, Director of isee-ilearn.com  

“The CD is a small but exciting step along the road 
to improving the oral health of Indigenous people on 
communities,’ says Dr Simmons.

“Hearing the stories in Arrernte and Warlpiri captures 
the interest of Aboriginal people; and, hopefully, the 
stories will be easier to understand and more relevant 
than the English version.”

“We know oral health is a major issue in Indigenous 
communities so we want to get the CD out where it 
can be used and assessed.”

The CD is primarily targeted at older kids, teenagers 
and new mothers.  It uses four stylized photos of 
Central Australian community scenes with characters 
that illustrate four different themes: healthy eating and 
drinking, regular twice daily tooth brushing, visiting 
the dentist or dental therapist and caring for baby’s 
teeth.  As well as promoting key 
messages on how to have strong 
and healthy teeth and gums, there 
are also messages that relate good 
oral health care to improved general 
health and hygiene.

Christopher Brocklebank explains the approach used 
to develop the “Strong Teeth” CD:

“In many cross-cultural situations, the content, which is 
unknown to Indigenous people, is presented in spoken 
and written English, which is also predominantly 
unknown”. 

“This creates considerable and often impenetrable 
barriers to meaningful communication, which can be 
vital when considering health education. To overcome 
this we used isee-ilearn’s “Known-to-the-Unknown” 
learning path. Here, information is initially presented 
visually, in the fi rst language of the user; in this case 
Arrernte or Warlpiri.  This means that this “unknown” 
content can start to be comprehended, without the 
added diffi culties of English literacy. 

“Next the same visual document can be listened to in 
spoken English.  Lastly, written English can be heard 
and viewed.”

During the month of the CD launch, May, there were 
over 2000 visits to the web-site, and hard copies of 
the CD have been distributed to 200 individuals and 
organisations, with a second print run being ordered.  

To view, download or order a free copy of the Strong 
Teeth CD go to www.isee-ilearn.com and click on the 
Strong Teeth icon.  If you are interested, the technology 
enables easy translation into other languages. 

Feedback to the CD’s producers will be very helpful 
in evaluating its effectiveness, enabling further 
development of its concepts, stories and 
options in other languages.

Indigenous

“STRONG TEETH”
CDDr Bruce Simmons

Christopher Brocklebank, Oral Health Services NT
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New Medicare Model For Chronic 
Disease Management

Expanding Medicare and giving the 
Commonwealth responsibility for all 
the (non-institutional) prevention and 
management of chronic disease will 
improve health outcomes for people with 
chronic conditions and help our health 
system meet the health care challenges 
presented by our aging population.

http://www.aushealthcare.com.au/news/
news_details.asp?nid=10684

Chronic disease management in 
primary care: from evidence to 
policy

To review the effectiveness of chronic 
disease management interventions for 
physical health problems in the primary 
care setting, and to identify policy 
options for implementing successful 
interventions in Australian primary care.

MJA 2008; 188 (8 Suppl): S53-S56

http://www.mja.com.au/public/issues/
contents.html

Improving policy implementation

New research by a CRCAH PhD student 
has examined some of the obstacles to 
implementing Aboriginal health policy. 

Aboriginal communities experience high 
levels of both infectious and chronic 
disease. Therefore the burden of disease 
in some Aboriginal communities is similar 
to that of many developing countries. 
Many of these illnesses are preventable. 

http://www.crcah.org.
au/publications/downloads/
JANELLOYDTHESISREVISED080123.pdf 

Cardiovascular disease and its 
associated risk factors in Aboriginal 
and Torres Strait Islander peoples 
2004-05

This report presents national-level 
information for Indigenous and non-
Indigenous Australians on the prevalence 
of cardiovascular disease and its 
associated risk factors, as well as on 
cardiovascular deaths. 

AIHW catalogue number CVD 41 

http://www.aihw.gov.au/publications/
cvd/cdaiarfi aatsip04-05/cdaiarfi aatsip04-
05.pdf

National public health expenditure 
report 2005-06

Expenditure on public health activities 
aim to prevent illness and enhance 
current and future wellbeing and quality 
of life of a nation’s population. This 
publication is the sixth in a series that 
reports expenditure on public health 
activities by governments in Australia. 

AIHW catalogue number (HWE 39). 

Report

http://www.aihw.gov.au/publications/
index.cfm/title/10528

Media release

http://www.aihw.gov.au/
mediacentre/2008/mr20080213.cfm

New Independent on line medical 
journals

Research Review Australia has recently 
started producing for Australian medical 
professionals. 

They aim to make continuing education 
easier and quicker for those working 
in the a wide range of fi elds and help 
Australian medical professionals stay up 
to date while meeting the demands of 
busy everyday practice. All are free to 
receive support through sponsorships 
and grants from organisations with an 
interest in the area.

Research Review currently offers the 
following titles:

 Diabetes/Obesity Research Review by 
Associate Professor Stephen Twigg

 Cardiology Research Review by Dr 
John Amerena

 Asthma/COPD Research Review by 
Dr Helen Reddel

 Skin Cancer Research Review by 
Professor H. Peter Soyer

 Natural Health Review by Dr Shaun 
Holt

 GP Research Review by Dr Ronald 
McCoy

to subscribe free at 
www.researchreview.com.au  

•

•

•

•

•

•

R E S O U R C E S

DID YOU KNOW?

Great research from Harvard Medical 
School suggests that having a big bottom 
conveys some protection from diabetes! 
The fat that collects in the abdomen, 
known as viseral fat does increases the 
risk of metabolic disease however those 
where fat deposits are mostly in the 
buttocks and hips are less prone to these 
metabolic disorders.

http://au.health.yahoo.com/080506/3/
1qawc.html

Professional Development

The 4th Annual National Disease 
Management Conference

Evaluating Disease Management 
- InterContinental Sydney

4 & 5 September 2008

Full program and Registration form;  
http://www.adma.org.au/

Conference and Trade Exhibition 
Enquiries to

Australian Disease Management 
Association

Telephone: +613 9076 3535

Email: k.fi ddes@alfred.org.au

Website: www.adma.org.au

Trainer Accreditation in Chronic 
condition Self-Management 
– Adelaide, South Australia 

You are eligible to undertake our 
Trainer Accreditation training in Chronic 
Condition Self-Management if you have 
obtained a Certifi cate IV or equivalent, 
together with the Flinders Certifi cate of 
Competence in Self-Management.

27 & 28 November 2008 

Registration form;
http://som.fl inders.edu.au/FUSA/CCTU/
workshops.htm

Further Enquiries

Telephone: Amanda Cox 
(08) 8404 2323 or

email: amanda.cox@fl inders.edu.au
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Target: Health Professionals working in the Top End. 

Program 
Outline:

Population health and systematic approach to managing chronic disease in the 
community setting.

Brief Intervention, motivational interviewing, cross cultural skills and self-
management information to enhance communication with clients who are 
diagnosed and living with a chronic disease.

Clinical updates on the best practice management of chronic disorders including: 
Renal disorders, heart disease, diabetes, asthma, mental health, & COPD based 
on the CARPA standard treatment manual.  

Current best practice advice in nutrition & physical activity for clients.

•

•

•

•

Date: 20th to 24th October 2008

Time: 0815 to 1630 Daily.

Pre-reading Nil.

Venue: Training Rooms Gove District Hospital.

Cost: Nil

Assessment: Participants will be issued a certifi cate of completion for the course on successfully:

Participating in the complete workshop. 

Completing incorporated assessments within the workshop.

NB: Allied health participants are expected to attend relevant sessions.

•

•

To Book: For further information contact:

PHN’s: Joy Pascall 89870290, Tracy Spillman 89870413 or 
Judith Hatcher 89870539

For bookings phone 892 28747(Clinical Learning, Darwin)

Forward your HE47 Internal or External Applications to Fax 89228010

Preventable Chronic 
Disease Short Course
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The Chronic Diseases Network would like to introduce their  New website

which has been developed and launched with the new look Northern Territory Government web site

Our new web address is  www.chronicdiseasesnetwork.nt.gov.au 

Coming soon on the new site

Online Survey & E Membership form
We encourage ALL members to complete the survey thus improving the current network services. 
Whilst completing the survey renew your membership and go into the draw to win a copy of the latest

Bush Book
The participation of members is critical in keeping up to date information and encouraging information exchange.

The Network aims to improve and develop 

The annual Conference

The Chronicle – currently a bi monthly newsletter with the vision of making it a quarterly newsletter and one 
annual remote workshop

an on line Network Resource Centre

an  interactive website

locally based networks and supports for health workers in the fi eld of Chronic Disease

Thank you for your support and participation

The Chronic Diseases Network 
Please note: the new website continues to be under development

•

•

•

•

•

The Chronicle Criteria
Articles should address the edition’s theme

Articles should be kept to 500 words

Photos should be sent separately in jpg format. Please do not put them into a word document

Articles of interest that do not directly address the theme of the edition will be considered but not given priority

Not all articles will be able to be accepted due to theme and space limitations

Prior to publishing all articles go to the editorial committee for editing and review

•

•

•

•

•
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Your opinions and questions matter to us – to make the Network stronger we encourage feedback from all our 

subscribers. We welcome your accolades and or criticisms so as we can improve the content of our newsletter.

Subscription responses

“Looks like a fabulous Newsletter - well done!”

Susie Hopkins, EarInfoNet Project Manager

“Thanks Marie, great edition”

Jill Naylor, General Practice and Primary Health Care, Northern Territory

“Well set out, appropriate colours and the use of the photo of Judith Venticca and her daughter which ties 

in with new posters etc for the cervicalscreenNT was great”

Meredith Schuster, cervicalscreenNT, DHF

“Chronicle looks great!!!”

 Mark Russell, PCD, DHF

“Congratulations on how you’ve put the ‘cover story’ together - it looks really good. We look forward to 

making further contributions for future issues”

Neil Thomson, Australian Indigenous HealthInfoNet 

“Looks like a fabulous Newsletter - well done!”

Susie Hopkins, EarInfoNet, Menzies School of Health Research

“Just jotting some quick thoughts re some ideas - I’m interested in April edition in exploring some of 

the ‘alternative’ theory’s re obesity wrt diet - Also for a dietician (?) please  - information on glucose 

metabolism and the relationship between glucose and carbohydrates and fat. I feel this is not understood 

very well”. 

Margaret Craig, CARHDS, Alice Springs

“Hi, I would like to know if I can get some of your posters and booklets about chronic disease.  Can you 

please send me some information about what is available?”  

Margaret Gidgu, Osborne GP Network Ltd, WA
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Feedback >>>
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