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The	incidence	of	chronic	kidney	disease	
(CKD)	is	increasing	in	Australia,	with	rates	
in some remote areas being 35 times 
higher than amongst non-Indigenous 
Australians.	Living	with	advanced	
Chronic	Kidney	Disease	(CKD)	requires	
people	to	visit	a	variety	of	health	staff	
to	access	the	care	they	need.	This	can	
be	very	confusing	and	bewildering	for	
people	and	their	families.	People	living	in	
remote communities have to travel long 
distances	to	urban	centres	such	as	Alice	
Springs and Darwin to see specialists; 
including	kidney	doctors	and	nurses,	
dieticians	and	social	workers.	They	often	
have to move to these urban centres 
when	their	kidneys	stop	working	to	have	
dialysis	treatment.	This	causes	“stress	
and	shock”	as	they	have	to	leave	their	
“country”	and	extended	families	behind	
and	can	have	a	significant	psychological	
and financial cost to the individuals and 
their	community.	

The	“I’m	Ok”	Project	was	developed	
and	delivered	by	a	partnership	of	the	
Preventable	Chronic	Disease	Program,	
the	Remote	Health	Branch	and	NT	Renal	
Services working with colleagues in the 
Aboriginal	Community	Controlled	Health	
sector.	I’m	OK	has	provided	opportunities	

for people living in remote communities 
to access specialist health care closer to 
their homes. This helps them to manage 
their	advanced	CKD	and	has	reduced	
the	need	for	them	to	travel	as	frequently	
to urban centres. Care for people with 
advanced	CKD	has	been	improved	
significantly	through	the	implementation	
of an integrated model of care called care 
coordination. Each person with advanced 
CKD	is	allocated	a	care	coordinator	who	
acts	as	the	key	contact	for	that	person	
and makes sure the person has access 
to	all	the	services	they	need.	They	also	
act as a central point of contact and help 
with the sharing of information between 
all	the	different	health	professionals	
that the person is seeing. The care 
coordinators are based either within the 
Preventable	Chronic	Disease	Program	
(DHF)	or	regional	Aboriginal	Community	
Controlled	Health	Services	(Danila	
Dilba,	Wurliwurlijang,	Central	Australian	
Aboriginal	Congress	and	Anginyinyi	
Health	Service).

I’M OK

BHAVINI PATEL
I’m	OK	project	facilitator,		Department	of	Health	&	Families

IMPROVING CARE FOR PEOPLE WITH 
ADVANCED CHRONIC KIDNEY DISEASE
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During	the	course	of	the	I’m	OK	project	it	became	apparent	
that there are a significant number of people choosing not to 
have	dialysis	as	a	treatment	for	their	advanced	CKD.	There	was	a	
lack of knowledge and confidence at the health centre level to 
provide end of life support for these people. This resulted in the 
development	of	good	links	with	the	Palliative	Care	Project	and	
the	Advanced	Care	Directive	project.

Some	questions	that	are	difficult	to	talk	about	with	clients	who	
have	End	Stage	Chronic	Kidney	Disease	are:

Where	do	you	want	to	die,	at	home	or	in	hospital?•	
Is	there	any	medical	treatment	you	don’t	want?	•	

The	importance	of	these	questions	becomes	apparent	as	it	is	not	
uncommon	for	a	client	with	declining	kidney	function	to	refuse	
dialysis	prefer	to	stay	in	their	community	until	they	‘finish	up’.	

One	End	Stage	CKD	client	has	chosen	this	route	of	treatment	
in	one	of	the	communities	I	visit	frequently.	I	have	been	able	
to	talk	with	her	about	how	she	feels	about	not	having	dialysis	
and	the	increasing	symptoms	she	may	be	experiencing.	Her	
quality	of	life	remains	good.	She	is	still	able	to	spend	time	with	
her	3	granddaughters.	The	clinic	staff	(CD	nurse	or	AHW)	visit	
her	at	home	when	she	is	unable	to	come	to	the	clinic.	Good	
management	by	the	clinic	staff	of	her	clinical	symptoms	has	
kept	her	feeling	relatively	well.

At	the	time	of	writing:

Her	eGFR	was	7ml/min/1.73m2	(stage	5)•	
Her	Haemoblobin	was	102g/L	up	from	66g/L	after	receiving	an	•	
iron	infusion	at	the	clinic	and	Darbepoetin	Injection	over	the	last	
6 months.
She takes calcium supplements to help balance her phosphate •	
levels.
She was using a combination of Sorbeline, Crotamin and paw •	
creams to help with her uraemic itch
Her	blood	pressure	was	140/90	and	she	does	not	always	take	•	
her blood pressure tablets

This case demonstrates how one woman has been able to 
maintain	control	over	her	disease	management	and	stay	in	
community	close	to	family	and	country,	while	receiving	good	
quality	care	under	the	care	coordination	process.

On tIWI ISLAnDS

The Care Coordinator for the Tiwi Islands established a strong 
link with the Chronic Disease team at Nguiu Clinic in 2008. The 
‘Nguiu	CKD	Model’	includes	care	planning	for	patients	with	CKD	
through	the	collection	of	retrospective	data	&	telephone	case	
conferencing.	She	said	that	it	fitted	together	“…all	pieces	of	the	
same	jigsaw!”	A	team	which	included	a	Senior	Aboriginal	Health	
Worker,	the	Care	Coordinator	and	the	Chronic	Disease	nurse	
worked	together	to	establish	a	new	way	of	providing	care	for	
people	with	chronic	kidney	disease.	

Each	Tuesday	there	is	a	regular	review	day	for	renal	patients.	This	
allows	patients	to	“drop”	into	the	health	centre	for	their	regular	
reviews	and	a	chat	about	any	problems	they	may	be	having.	A	
paper based colour coded calendar is used as a reminder for 
the Chronic Disease Nurse. It contains the names of patients 
who are due for checks each month and what checks needed 
to	be	undertaken	(eg	blood	pressure,	U&Es,	Hb,	GP	review,	
case	conference	etc).	The	calendar	was	found	to	be	a	useful	
tool to keep track of the care over the course of a month and 
it	identifies	the	patient’s	who	are	reluctant	to	come	for	their	
checks. 

CASE StUDY

ALANA BOOTH 
PCD	Educator	/	Renal	Care	Coordinator	 
Department	of	Health	&	Families

All of these processes mean that as a 
practitioner I know the renal patients better 
and what is happening with their care

 Chronic Disease Nurse

Systems	of	care	have	been	put	in	place	to	delay	the	progression	
of	CKD	and	improve	people’s	health	outcomes	once	they	start	
dialysis	through	the	following:

Creation	of	strong	links	between	the	many	different	health	staff	•	
that	provide	care	to	people	with	advanced	CKD.
Improved	detection	and	management	of	advanced	CKD	through	•	
establishment of standard treatment and monitoring guidelines 
Telephone case conferencing which has allowed care to be •	
delivered closer to peoples home.
Established	Key	Performance	Indicators	(KPI)	for	the	care	•	
coordination service to make sure people are getting better care.
- whether	the	person’s	blood	pressure	is	being	well	

controlled	as	this	delays	progression	of	CKD
-	 how	often	the	person	is	being	reviewed	by	the	Specialist	

kidney	team	(either	in	person	or	by	the	telephone	
conferences)

-	 being	well	prepared	to	start	dialysis	if	this	is	the	chosen	
treatment option 

-	 whether	the	person	and	their	family	have	made	an	
advanced care plan to make sure their wishes are 
respected	for	when	they	are	too	sick	to	make	decisions	for	
themselves

Regular	annual	workshops	on	managing	CKD	established	held	•	
both	in	the	Top	End	and	Central	Australia	

I’M OK IMPROVING CARE FOR PEOPLE WITH 
ADVANCED CHRONIC KIDNEY DISEASE

<<< from previous page

I’M OK
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Telephone	case	conferencing	is	a	relatively	‘low	tech’	solution	
which is under utilised in the NT. It supports the provision of 
specialist	kidney	care	to	people	closer	to	home	by	reducing	their	
need to travel to urban centres through the following: 

Regular	meeting	of	the	PHC	team	and	Renal	Services;•	
Improve communication across the team, reduced need for •	
lengthy	letters;
Allows	for	input	from	patient	concerns	and	issues;•	
Standard documentation for referrals and decisions; and•	
Collaborative learning across the team.•	

The	care	coordinator	organises	the	Specialist	kidney	team	
and	the	health	staff	from	the	remote	health	centre,	of	the	
community	in	which	the	patient	lives,	to	have	a	telephone	case	
conference	every	1	to	3	months.	This	allows	everyone	to	share	
ideas	and	information	about	the	person’s	condition	and	come	
up with some treatment recommendations. This is then followed 
by	a	meeting	with	the	person	and	their	family	(if	appropriate)	
to agree on the best course of action. The care coordinator then 
makes sure that this treatment course is followed up.

The following cases highlight how telephone case conferences 
can improve patient outcomes:

Case 1
Participants: Patient and 2 family members, Health centre staff: 
Chronic disease nurse, Remote area nurse, Aboriginal Health Worker; 
Renal Services: Nephrologist and CKD Nurse; Care coordinator 

49	year	old	woman	living	in	remote	community	in	Central	
Australia;	currently	has	Stage	5	CKD	(eGFR	of	12mls/min/1.73m2).	
She	had	previously	declined	to	have	an	AV	fistula	due	to	
concerns over cardiac complications as she has a number of 
cardiovascular	co-morbidities.	She	has	expressed	a	preference	
for	CAPD	so	she	can	stay	at	home.	Her	current	house	has	no	
suitable	room	in	which	she	can	conduct	her	PD	exchanges.	The	
team	discussed	with	patient	and	family	the	risks	and	benefits	of	
having	AV	fistula	surgery	versus	the	need	for	catheter	insertion	
at a later date. 

Outcomes:
The	patient	agreed	to	go	to	Alice	Springs	to	have	AV	fistula	and	
PD	catheter	inserted	the	following	week.	She	would	then	return	
home	and	plan	to	go	to	Alice	Springs	for	6-8	weeks	to	learn	
how	to	do	CAPD.

Care	coordinator	and	CKD	nurse	to	investigate	possible	housing	
options.

Health	centre	staff	agreed	to	provide	space	in	the	clinic	to	assist	
with	PD	until	housing	issues	resolved.

Case 2
Participants: Health centre staff: General Practitioner, Remote area 
nurse; Renal Services: Nephrologist and CKD Nurse; Care coordinator 

52	year	man	living	in	a	community	in	the	Top	End	close	to	a	
town	with	stage	4	CKD	(eGFR	18mls/min/1.73m2)

He	had	been	reviewed	by	outreach	renal	team	on	two	
occasions	in	the	past	2	years	and	this	is	the	second	case	
conference.	He	has	indicated	that	he	does	not	want	
haemodialysis	and	does	not	want	to	leave	his	country	but	
family	keen	for	him	to	have	treatment.	The	health	centre	staff	
were concerned his dependence on alcohol was increasing 
and	he	was	experiencing	recurrent	urinary	tract	infections	
(UTIs).	He	had	described	to	them	that	he	had	recently	had	a	
dream in which his father and son who were both dead were 
calling	to	him.	This	resulted	in	a	change	in	the	family	members’	
perspective. 

Outcomes:
The team agreed that he had made an informed decision and 
respected this choice. This was documented in his medical 
notes	and	he	was	referred	to	the	Palliative	care	team.	

All	medicines	were	ceased	apart	from	some	low	dose	antibiotics	
to	provide	prophylaxis	for	his	recurrent	UTIs	and	a	diuretic	to	
assist	with	fluid	balance.	

He	passed	away	6	weeks	later	while	he	was	attending	a	funeral	
at	another	community	from	a	
cardiovascular event. 

The decisions made in the case 
conference reduced the stress 
that	is	experienced	by	patients,	
families,	and	health	staff	when	
they	have	to	make	decisions	in	
the	acute	situation.	His	wish	of	
not wanting invasive medical 
intervention was respected.

tELEPHOnE CASE  
COnFEREnCInG

BHAVINI PATEL
I’m	OK	Project	Facilitator,	Department	of	Health	&	Families

I’M OK IMPROVING CARE FOR PEOPLE WITH 
ADVANCED CHRONIC KIDNEY DISEASE
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Recently	the	Department	of	Health	and	Families,	“I’m	Ok	
Project:	Improving	the	Management	of	Chronic	Kidney	Disease	
in	Remote	Indigenous	Communities”;	was	recognised	for	its	
achievements in the Improving Outcomes for Indigenous 
Territorians	Category	in	the	2009	NT	Chief	Ministers	Awards	
for	Excellence	in	the	Public	Sector.	The	award	was	proudly	
accepted	by	Dr	Christine	Connors,	Director	of	Preventable	
Chronic	Disease	Program,	and	Ms.	Bhavini	Patel,	I’m	OK	project	
officer	and	Director	of	Pharmacy	at	RDH,	at	the	Awards	
ceremony	on	the	10	December	2009.

This	project	developed	and	implemented	an	integrated	model	
of	care	coordination	for	people	with	CKD	to	help	delay	the	
onset	of	dialysis.	This	involved	both	changes	in	the	way	the	
health	system	is	structured	and	in	the	practices	of	healthcare	
providers.	I'm	OK	has	allowed	people	with	CKD	to	access	the	
care	they	need	closer	to	home,	the	development	and	use	of	
evidence based guidelines, a marked improvement in the 

Dr Christine Connors and Bhavini Patel accepting the award for Improving Outcomes 
for Indigenous Territorians from the Chief  Minister Paul Henderson.

CHIEF MINISTERS  
AWARDS FOR EXCELLENCE IN THE  
PUBLIC SECTOR

liaison between the service providers, a clarification of roles 
and responsibilities and the establishment of formal referral 
pathways	between	health	services	and	key	performance	
indicators.

“I’m	OK”	has	meant	a	number	of	people	can	either	move	back	
home	to	their	community	or	remain	in	their	community	and	
with	their	families	for	longer	with	kidney	disease.	This	will	have	
a	significant	impact	on	wellbeing	for	Aboriginal	people	with	
Kidney	Disease.	

Congratulations	to	everyone	involved	in	the	project.	The	award	
is well deserved.

Dr Christine Connors
Department	of	Health	&	Families

The preventable chronic disease team, renal unit, remote health 
and	palliative	care	have	been	involved	in	the	I’m	OK	project	for	
the	past	2	years.	It	has	involved	a	journey	of	change	for	all	work	
units, and is proving to have benefits for clients outcomes.

As	a	nurse	educator	my	role	within	the	I’m	OK	project	is	to	
make changes in current practice which will help to improve 
outcomes through:

Embedding care coordination, case conferencing and •	
promoting self management skills within current training 
programs for health practitioners.

Improving	availability	of	the	specialist	knowledge	required	•	
for	primary	health	care	practitioners	in	managing	clients	
with preventable chronic diseases, such as, palliative care, 
renal	disease,	cardiac	disorders,	diabetes	and	COPD.

In 2010 multiple workshops will be delivered throughout the 
NT focusing on improving care for clients with preventable 
chronic	diseases	(see	upcoming	events).	These	are	available	for	
health professionals working in both the government and non 
government sectors.

A nURSE EDUCAtOR’S  
PERSPECtIVE

Jeanette Boland  
PCD	Program,	DHF

Overwhelming is one word that could be used 
to describe the feelings associated with being 
a	‘newby’	[sic]	in	the	care	coordination	role	
within	the	I’m	OK	Project.	The	orientation	into	
the role however, made this transition a lot 
easier	and	the	information	available	was	very	
helpful and practical. The Care Coordination 
Flowchart,	Guidelines	for	Case	Conferencing	for	
Advanced	CKD	patients	and	the	explanation	of	
the	Care	Coordination	Process	documents	were	
user	friendly	and	had	practical	step	by	step	
descriptions	of	each	process	and	expectations	
of the role, all of which made the learning 
process much easier.

Beth Graham & Aman Bajania 
PCD Educators  / Renal Care Coordinators 

Department of Health and Families

I’M OK IMPROVING CARE FOR PEOPLE WITH 
ADVANCED CHRONIC KIDNEY DISEASE
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Many	issues	are	faced	by	people	in	Central	Australia	(CA)	with	
chronic	kidney	disease	(CKD).	Some	patients	never	commence	
Renal	Replacement	Therapy	(RRT)	and	require	ongoing	
management	for	the	complications	of	Kidney	Disease.	For	
others it is the beginning of a long relationship which starts 
with	a	Nephrology	referral	and	ends	up	with	the	patient	
requiring	Renal	Replacement	Therapy	(RRT)	or	palliative	support	
in	the	end	stages	of	CKD.

When	a	client	is	referred	to	the	Renal	Team	at	Alice	Springs	
Hospital	they	are	booked	into	an	outpatient	Renal	Clinic.	Once	
a	patient	is	referred	they	may	need	to	be	reviewed	every	3,	6,	or	
12	months	for	the	rest	of	their	lives,	depending	on	the	severity	
and	stability	of	their	renal	disease.	

Patient	may	drive	up	to	8	hours	to	attend	an	appointment,	
catch	a	bus	at	3.00	in	the	morning,	or	have	to	stay	for	4-6	nights	
in	Alice	Springs	for	the	one	appointment.	The	cost	involved	in	
attending these clinics is high and it is time consuming for all 
involved.

Part	of	the	NT	Renal	Strategy	is	about	providing	treatment	
closer	to	home,	and	providing	a	culturally	appropriate	service.	
An	approach;	implemented	in	the	last	12-18	months	for	renal	
outreach clinics, is telephone case conferencing. This is an 
initiative	of	the	I’m	OK	Care	Coordination	Project	(see	“I’m	OK	
Improving	Care	for	People	with	Advanced	Chronic	Kidney	
Disease	page	1).	

For	CKD	Nurses,	teleconferences	have	provided	an	avenue	
to access information from health clinics. Communities are 
able to provide information to assists with future treatment 
decisions. Nephrologists have found having a DMO available 
at teleconferences beneficial; as medication changes can be 
made,	they	can	assist	in	further	investigation	and	provide	
follow	up	immediately,	as	needed.	Usually	interesting	medical	
discussions	take	place	at	these	meetings	and	it	assists	clinic	staff	
to	manage	CKD	more	comfortably.	

CA	Renal	Services	for	2010	are	running	Outreach	clinics	at	
Kintore	and	Yuendumu	throughout	the	year	as	these	two	areas	
have	high	incidences	of	CKD.	The	CKD	Outreach	team	are	
trialling	extended	time	in	Tennant	Creek	to	allow	people	from	
remote communities close to Tennant Creek to attend clinics 
there.

Another	planned	improvement	is	conducting	clinics	in	each	
region; to trial providing a service which encourages ownership 
of health, education and initiates support amongst the 
community	for	people	that	have	CKD.	The	first	step	of	booking	

per region is to assess if it is feasible to coordinate clinics like 
this.	The	second	is	to	engage	clinic	staff.	This	will	be	the	most	
challenging	to	implement	due	to	staff	shortages	and	turn-over.	
This	highlights	the	importance	of	utilising	AHW	for	these	clinics	
to	assist	with	continuity	of	follow	up	care	for	patients	with	
Chronic	Kidney	Disease	in	communities.		

Cohorting	patients	with	CKD,	in	communities,	will	enable	group	
education sessions and provide opportunities to engage health 
workers.	This	will	build	health	worker’s	skills	to	enable	them	
to	support	patients	with	CKD	in	their	community.	This	will	be	
a	slow	but	important	change	to	the	way	that	we	currently	
provide our service. 

If	you	are	working	in	a	Community	Health	Clinic	and	would	
like to participate in teleconferencing, for one or more patients, 
contact	the	Renal	Care	Coordinator	is	in	your	area	or	the	closest	
NT	Renal	Services.	

Teleconferences are short; each patient takes about 5 -10 
minutes	to	discuss.	Teleconferences	are	an	excellent	way	to	be	
involved in the coordinated care of a patient with renal disease 
in	your	community.	They	save	time	and	money	for	both	the	
patient	and	the	heath	care	service	and	ultimately	result	in	
better health care for the patient. 

The	NT	Renal	Strategy	this	can	be	found	on	the	DHF	website:
www.health.nt.gov.au/Renal_Services/index.aspx			

For	more	information	contact:		
Rebecca	Johnston,		Chronic	Kidney	Disease	Coordinator
Alice	Springs	Hospital,	NT	Renal	Services,	DHF	NT
T: 08 8951 6750

REBECCA JOHNSTON
Chronic	Kidney	Disease	Coordinator,	Central	Australia
NT	Renal	Services

CHRONIC KIDNEY DISEASE
A COORDINATED APPROACH

A man learns to assist his partner with her dialysis
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In	May	2008,	Danila	Dilba	Health	Service	commenced	a	kidney	
health	programme	under	funding	from	Office	for	Aboriginal	
and	Torres	Strait	Islander	Health	(OATSIH)	I	as	part	of	the	NT	
wide	Improving	Modifiable	Outcomes	for	Kidneys	project.	

As	a	result,	a	renal	Public	Health	Nurse	role	was	developed	
within the service. This position worked in collaboration with NT 
Renal	Service	to	determine	priorities	for	the	programme.

It	was	identified	that	dialysis	dependant	ATSI	clients	were	
presenting to Danila Dilba for medical consultation without 
a	complete	medical	history.	Most	of	these	patients	were	not	
aware	they	required	a	GP	management	plan	to	assist	with	
their	care.	Primary	care	needs	had	been	managed	by	NT	Renal	
Service’s	dialysis	nurses	and	nephrologists,	or	by	the	emergency	
department	at	Royal	Darwin	Hospital.	This	meant	Primary	
Health	Care	Services	were	often	not	accessed.	

Together –  
no more them and us!
BETH AMEGA  
Renal	Public	Health	Nurse,	Danila	Dilba	Health	Service,	

ELAINE BOWEN  
Clinical	Nurse	Manager,	Dialysis	Outpatient	Service,	 
Royal	Darwin	Hospital

from left to right Danila Dilba's renal dialysis PHC team Beth Amega, Emma Fitzsimons & Phillip Mcguiness

The	need	for	dialysis	clients	to	have	a	General	Practice	
management	plan	(Medicare	item	number	721	&	723)	was	
therefore	agreed	as	a	priority	and	collaboration	between	acute	
and	primary	services	resulted	in	an	initiative	to	improve	access	
to	a	General	Practitioner	(GP)	for	people	on	dialysis.	

From	November	2009,	after	months	of	exhaustive	planning	
and consultation between services and promoting the merits 
of	working	closely	together	in	the	shared	management	of	
patients, the following has been implemented: 

An	action	plan	presented	to	Danila	Dilba	and	Renal	Services	•	
which	was	seriously	considered	at	the	management	level	of	
both services.

Appointment	of	a	designated	Danila	Dilba	GP	at	0.2FTE	for	•	
weekly	clinics	at	NT	Renal	Services	premises.

continued next page  >>>
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Extension	of	Danila	Dilba	kidney	health	programme	to	include	•	
Stage	5	ESRD	clients	receiving	dialysis.

Formation	of	a	shared	Quality	framework	with	fortnightly	•	
network	meetings	using	a	PDSA	(plan/do/study/act)	format.

Agreed	key	performance	indicators	to	measure	the	impact	of	•	
this initiative

Inclusion	of	an	Aboriginal	health	worker	from	Danila	Dilba	in	•	
introduction sessions, consenting for assessment and inclusion 
in	the	GP	Care	Planning	processes.

Agreements	on	processes	for	client	bookings	and	transport	to	•	
appointments

Establishment	of	systems	for	shared	health	information	between	•	
services	(client	consented)

Recruitment	of	ATSI	clients	by	Danila	Dilba	of	renal	clients	•	
without	existing	GP	services.

Some of the achievements to date are:

10%	of	overall	target	clients	now	have	a	GP	Management	plan	•	
in	place	thus	far	(Dec.	’09).

Many	clients	have	received	referrals	and	attended	eye	checks,	•	
and	podiatry	treatments	with	others	being	referred	to	other	
allied	health	providers	as	deemed	necessary	by	the	themselves	
and	the	GP.

There have been positive outcomes from the appointment of 
a	renal	specialist	nurse	in	the	primary	care	sector.	Similarly	the	
increased communication between services and the consistent 
approach of all services to providing health care is resulting in 
more comprehensive care being delivered to and improved 
management	of	clients’	with	Chronic	Kidney	Disease.

(Seeking a holistic 
team approach 
between tertiary and  
primary care sectors 
for dialysis dependent 
clients)
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Improving	Service	Integration	is	a	key	component	of	the	
draft	National	Primary	Health	Care	Strategy.	A	project	funded	
through	the	COAG	ABHI	agreement	to	improve	Service	
Integration	is	delivering	better	patient	care	in	the	Territory	
health	environment.	The	partnership	project	involving	
Department	of	Health	and	Ageing,	Department	of	Health	and	
Families,	General	Practice	Network	NT,	AMSANT,	Healthy	Living	
NT	and	NT	Consumers	has	been	in	place	since	May	2008.	To	
date has delivered some real outcomes, as detailed below. The 
project	outcomes	will	continue	to	inform	policy	and	program	
development aiming to improve the management of chronic 
conditions. 

Department	of	Health	and	Families	and	General	Practice	
Network	NT	project	staff	have	been	working	in	partnership	with	
health	care	providers	to	overcome	barriers	to	multidisciplinary	
primary	health	care	for	people	with	chronic	conditions.	Some	
years	ago,	the	Commonwealth	Government	introduced	
additional	Medical	Benefit	Schedule	Item	numbers	to	
encourage improved management of chronic conditions. 
Access	to	these	services	for	dialysis	patients	remains	
challenging.	Identifying	and	understanding	barriers	and	raising	
awareness of the enablers to accessing best practice care, was a 
key	stage	early	in	the	project.

Many	Aboriginal	people	with	End	Stage	Renal	Disease	move	
onto	renal	dialysis	and	must	relocate	to	regional	centres	from	
remote communities. Issues such as housing, limited English 
language skills, social and cultural dislocation, high costs of 
town	living	and	limited	health	literacy	often	threaten	patient	
wellbeing. Depression, lower limb amputations, diabetes and 
cardiovascular conditions are all complications which can be 
associated with end stage renal disease. These can all contribute 
to	a	lack	of	wellbeing	among	dialysis	patients.	

NT	AUSTRALIAN	BETTER	HEALTH	
INITIATIVE	(ABHI)	PROJECT:   
PRIMARY CARE INTEGRATION
KATE RACE
Project	Coordinator,	General	Practice	Network	NT

FIONA NASH
Project	Officer,	General	Practice	Network	NT

Relocating	dialysis	patients	have,	up	until	recently,	had	limited	
support	to	access	appropriate	primary	health	care	services	in	
their	new	location.	The	ABHI	Primary	Care	Integration	Project	
is	helping	to	change	this	situation.		Project	staff	supported	
renal	units	and	primary	care	practices	to	deliver	‘primary	care	
outreach	clinics’	to	patients.	This	has	included	developing	
business	models	for	claiming	MBS;	resolving	IT	compatibility	
issues,	including	access	to	the	Shared	Electronic	Health	Record;	
and	facilitating	relationships	between	service	providers.	Renal	
dialysis	clients	in	Alice	Springs,	Darwin	and	Palmerston	are	now	
more	likely	to	receive	holistic	health	checks	from	a	GP,	nurse	and	
Aboriginal	Health	Worker	team	and	be	offered	referrals	to	other	
allied	health	professionals	such	as	podiatrists,	psychologists	and	
exercise	physiologists.	

continued next page  >>>
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A group of  Aboriginal Health Workers enjoying a foot-care session

Key project outputs:

Documented	‘barriers	and	enablers	to	ideal	shared	care	•	
pathways	for	clients	with	Diabetes	T2	and	Coronary	Heart	
Disease	(Darwin,	Palmerston	and	Alice	Springs).

Ideal	shared	care	referral	pathways	for	complex	care	needs	•	
renal	dialysis	patients	(Darwin,	Palmerston	and	Alice	Springs).

Ideal	shared	care	referral	pathways	for	complex	care	needs	•	
patients	in	general	practice	(Darwin,	Palmerston	and	Alice	
Springs).

Foot-care	training	for	primary	health	care	professionals	in	•	
Community	Health,	Aboriginal	Medical	Services,	private	
practice	and	Renal	Dialysis	Units.

Facilitating	connection	and	subscription	to	the	NT	Shared	•	
Electronic	Health	Record.

Business	modelling	MBS	use	to	support	best	practice	•	
primary	health	care	for	renal	dialysis	patients.

Supporting	the	installation	and	use	of	the	PEN	clinical	audit	•	
tool in general practice.

The	project	staff	worked	with	a	group	of	service	providers	•	
who	have	the	enthusiasm	and	capacity	to	change	their	
practice to meet client needs. 

Next Steps:

Working	with	acute	care	services	and	primary	health	•	
providers to improve the transition of patients with chronic 
conditions	from	hospital	to	community	settings.	

Supporting improved chronic condition management in •	
primary	health	care	settings.

Trialling resources or programs which assist consumers to •	
manage their own health.

Supporting	further	development	of	multidisciplinary	•	
care	models	for	high	needs	clients	including	renal	dialysis	
patients.

Supporting business relationships between health providers •	
and other sectors who contribute to the social and 
economic	wellbeing	of	renal	dialysis	clients.

Working	with	other	programs	and	initiatives	which	seek	to	•	
improve service integration.

For	further	information,	please	contact	Kate	Race	Project	
Coordinator	at	kate.race@gpnnt.org.au	OR	Fiona	Nash,	Project	
Officer	(Alice	Springs)	at	fiona.nash@gpnnt.org.au
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Choosing	to	go	home	under	the	self-care	program	for	dialysis	
treatments	will	not	be	appropriate	for	everybody.	Both	
Haemodialysis	(HD)	and	Peritoneal	dialysis	(PD)	can	be	done	in	
remote	locations	by	people	who	want	to	do	it	themselves.	To	
do	home	dialysis	they	need	to	discuss	it	with	the	Nephrologist	
the	Kidney	Doctor,	have	accommodation	and	a	suitable	place	
to	do	their	treatments,	and	are	able	to	take	on	the	extensive	
training to learn how to do it themselves.   

PD	has	been	available	as	a	home	therapy	for	many	years	but	HD	
has	only	been	available	in	the	Territory	as	a	home	therapy	since	
2004.	Community	people	face	many	challengers	in	relocating	
to town for renal treatments and as a result, agitated for serves 
closer	to	home.	This,	along	with	a	change	in	policy	and	specific	
funding	allocation	for	infrastructure	and	training,	both	PD	and	
HD	are	now	available	in	remote	locations.	

There	is	a	PD	and	HD	training	unit	in	both	Darwin	and	Alice	
Springs	and	an	additional	PD	training	unit	in	Tennant	Creek.	
When	people	are	ready	to	learn	to	do	their	own	treatments	
they	need	to	talk	to	the	Nephrologist,	the	Kidney	Doctor	and	
the home training renal nurse to have an assessment to ensure 

JULIE BARNES 
Renal	Policy	and	Services	Development

JULIE MARFAN
Alice	Springs	Home	Haemodialysis	Co-Coordinator

The Self-Care 
Dialysis Program

they	are	well	enough	to	go	home	on	either	HD	or	PD.	There	is	
a waiting period for people commencing self-care training, but 
for	PD	it	is	much	short.	The	training	for	PD	takes	two	weeks	to	
one	month.	HD	training	can	take	up	to	five	months	and	once	a	
person has almost completed their training a support person is 
often asked to assist where a person is not able to do the entire 
treatment themselves.   

When	a	person	starts	learning	to	do	their	own	treatments,	the	
home training nurses start talking to the health centre in the 
community,	the	doctors	and	the	local	council	as	well	as	family.	
This discussion is about giving information and answering 
questions	to	people	back	in	the	community	so	when	someone	
returns	home	there	is	a	clear	understanding	of	everyone’s	role	
and individual responsibilities.   

When	training	is	fully	completed	in	either	PD	or	HD	the	home	
training	nurse	takes	them	home	and	stays	for	a	couple	of	days	
or up to a week to help make sure that the person is confident 
and	has	everything	they	need	to	do	their	own	treatments	back	
in	the	community.		

The road home

continued next page  >>>

DOROTHY BROWN 
Darwin	Home	Haemodialysis	Co-Coordinator 
NT	Renal	Services
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INTERVIEW WITH A PATIENT ON 
“THE MACHINE”

I	am	writing	on	behalf	of	a	patient,	who	has	been	living	in	Alice	
Springs	for	“about	5	years”	with	End	Stage	Renal	Failure	(ESRF)	
and	doing	haemodialysis.	His	wife,	and	devoted	support	person,	
has	accompanied	him	throughout	this	journey.	He	completed	
training	in	Home	Haemodialysis	and	has	been	home	for	over	3	
months at the time of this interview.

The	best	thing	about	being	at	home	is	being	close	to	his	family.	
He	can	get	off	‘The	Machine’	and	take	the	kids	swimming	at	
the local waterhole; he can assist with the kids at the Central 
Australian	Football	games	and	Carnivals.	When	the	game	is	
an	‘away’	game	he	has	to	get	back	home	for	dialysis,	but	he	is	
happy	to	do	this.	Another	good	thing	is	getting	to	community	
meetings and helping fulfil his role and his obligations as an 
Elder	in	his	community.

When	I	asked	him	about	any	not-so-good	things	he	thought	
for	a	minute	and	said	“I	can’t	think	of	anything”,	and	after	some	
more	thought,	he	said	he	spends	more	money	on	family	now	
that	he	is	near	them	again.	After	a	slight	pause	he	says	“Bit	
boring in town”.

I am listening to him give his views on what it is like going 
home	after	so	many	years,	and	he	is	on	the	haemodialysis	
machine, which he disinfected, set up, then cannulated 
(needled)	himself	and	wrote	down	all	the	data	that	is	needed	
to be recorded at each session, and he is still supporting his 
community	by	wearing	a	St	Kilda	jumper	and	cap,	colours	
which	are	the	same	as	his	home	community,	west	of	Alice	
Springs.

Well	done,	and	thankyou	for	telling	us	of	your	experiences.

JULIE MARFAN
Alice	Springs	Home	Haemodialysis	Co-Coordinator
NT	Renal	Services

A YOUNG MUM'S STORY
DOROTHY BROWN 

Darwin	Home	Haemodialysis	Co-Coordinator
NT	Renal	Services
A patient’s story

“When	I	first	got	sick	I	flew	up	on	the	Doctor	plane	and	I	went	
to	Darwin	Hospital.	I	had	to	leave	my	little	baby	behind.	I	didn’t	
know	that	I	had	no	good	kidneys.	I	waited	for	two	days	and	
then the Doctor came and put the tunnelled line in and then I 
went	to	dialysis.	I	didn’t	know	what	dialysis	was	all	about	and	I	
felt	very	frightened.	

I	was	in	hospital	for	a	long	time	and	I	was	homesick.	Later	my	
husband	and	mother	in	law	came	up	with	my	baby	from	my	
community.	When	I	got	better	I	started	dialysing	at	Nightcliff	
Renal	Unit.	They	showed	me	how	to	set	up	my	machine	and	
told	me	about	home	training.	I	started	my	training	to	do	my	
own	dialysis	so	that	I	could	go	home.	

When	I	first	came	to	training	I	was	scared	to	put	my	needles	
in	but	I	found	learning	the	machine	quite	easy.	I	picked	it	up	
quickly.	I	had	to	learn	about	putting	my	numbers	into	the	
machine	and	weighing	myself	and	putting	numbers	on	the	
paper.	My	husband	also	helped	me	to	put	my	needles	in	and	
set up.

I	was	really	happy	to	go	home	to	see	my	family.	I	had	been	in	
Darwin	for	a	long	time.	I	wanted	to	go	home	to	see	my	brother	
and	sister.	I	was	happy	that	there	were	two	machines	there.	
We	slept	overnight	along	the	way.	We	left	at	6	o’clock	in	the	
morning	and	we	got	there	at	5	o’clock.	I	was	happy	and	my	
family	were	happy	also.	

It’s	easier	to	do	dialysis	in	my	community	because	I’m	at	home	
with	my	family	and	cousin,	aunty,	brothers,	sisters,	mother	and	
father.	It’s	easier	because	I	can	start	at	10	o’clock.	

Some	times	it’s	hard	when	things	don’t	turn	up	like	heparin	and	
saline.	Sometimes	kidneys	and	blood	lines	too.

Some people come and visit me and sit down with me when 
I	do	dialysis.	It’s	good	when	they	are	there	because	I	can	talk	
to	them.	They	ask	me	lots	of	questions	about	dialysis.	I	tell	my	
family	about	how	to	look	after	their	kidneys.	They	think	that	I	
am	clever	for	learning	my	dialysis."

The dialysis unit at Nightcliff  Renal Unit
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The	Palliative	Care	for	Renal	Clients	Living	in	a	Remote	Setting	
project	commenced	in	November	2007	is	due	to	end	in	July	
2010;	this	project	is	funded	by	the	Australian	Department	of	
Health	and	Ageing.		The	project	examines	palliative	services	for	
renal	clients	and	their	carers,	where	a	client	requires	palliative	
care	and	lives	at	home	in	a	remote	community	in	the	Northern	
Territory.

The	project’s	scope	is	remote	renal	clients	requiring	palliative	
care and to support this client group to make end-of-life 
decisions. It aims to raise awareness and understanding of 
the	palliative	approach	of	renal	staff	and	to	examine	palliative	
services for renal clients and their carers.

The	project	has	identified	barriers	for	carers	and	the	community	
to	successfully	assist	the	renal	client	and	staff	to	source	available	
services	in	the	community	through	government	and	non-
government	organisations.	The	project	also	aims	to	up	skill	and	
provide	opportunities	for	renal	staff	to	embrace	the	palliative	
approach to care. Much of this has occurred through the 
Program	of	Experience	in	the	Palliative	Approach	(PEPA).

Why is this project so important?

More	than	half	of	chronic	kidney	disease	clients	die	before	•	
commencing	dialysis	due	to	co-morbidities	complications.

National and NT median of survival rate for clients on •	
Haemodialysis	is	4.15	years.1 

1 Dr Paul Lawton, Nephrologiest, Personal communication, Department of Health of 
Families NT.

PALLIATIVE CARE FOR RENAL CLIENTS
LIVING IN A REMOTE SETTING

SUZANNE STEWART
Project	Officer,	Department	of	Health	&	Families
Territory	Palliative	Care	

There	is	evidence	of	improvement	to	the	delivery	of	renal	
palliative	care	services	in	the	NT.	A	contributing	factor	has	been	
health	care	providers	clarifying	the	roles	and	responsibilities	of	
each	service	in	the	palliation	pathway.		

Case	Conferencing	of	renal	clients	between	NT	Renal	Services,	
Preventable	Chronic	Disease	Program,	and	Primary	Health	Care	
Teams	now	include	Territory	Palliative	Care.	This	has	resulted	in	
greater	collaboration	between	the	services	with	early	treatment	
planning,	and	timely	referral	to	Palliative	Care.		

Care coordination closer to home, linking of service and 
education	to	both	health	care	providers	and	Aboriginal	people	
on renal palliative care has seen an increase in referral of 
End	Stage	Renal	Failure	(ESRF)	clients	who	are	choosing	the	
palliation	pathway	as	a	treatment	option.	Palliative	Care	as	
a	treatment	option	is	now	more	openly	discussed	between	
renal,	Primary	Health	Care	services	and	the	clients	in	regard	to	
ESRF.	This	is	mostly	due	to	the	promotion	and	awareness	of	the	
“Palliative	Care	Story	for	Renal	Clients	and	their	families”.

You	white	fellas	gotta	stop	being	afraid	to	talk	to	Aboriginal	people	about	death	and	
dying.	Our	people	are	dying	all	the	time,	everywhere

(Aboriginal Health Worker, Central Australia)
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Outcomes to date:

Development	of	symptom	and	symptom	management	•	
guidelines	for	both	Palliative	Chronic	Kidney	Disease	(CKD)	and	
ESRF	clients.

Development	of	the	“Palliative	Care	for	Sick	Kidneys”	educational	•	
resource	(see	resource	section).	A	booklet	for	clients	considering	
the renal palliative care option.  This gives information which 
can	be	shared	and	discussed	with	family	and	other	community	
members	as	to	“what	will	happen	to	me?”

Education	workshops	for	Aboriginal	interpreters	and	Aboriginal	•	
Liaison	Officers	(ALO’s)	on	Palliative	Care	and	Renal	Disease,	
“What	do	the	words	really	mean?”

Development	of	a	Family	Meeting	policy	and	templates	to	be	•	
used when discussing end of life issues, when commencing or 
ceasing	dialysis.

NT Aboriginal Palliative Care Model

Educational	sessions,	about	the	renal	palliative	care	pathway,	•	
delivered to health care providers in the form of conferences, 
workshops and in-services to both government and non-
government	health	services	and	the	PEPA	Program.

Development	of	a	flow	chart	with	the	palliation	journey	for	•	
renal	clients.	This	journey	will	link	health	care	providers,	clients	
and	family	and	community	members	from	the	initial	referral	to	
palliative care through to end of life

For	further	information	of	this	project	please	contact	 
suzanne.stewart@nt.gov.au
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The	Program	of	Experience	in	the	Palliative	Approach	(PEPA)	
provides	opportunities	for	primary	health	practitioners,	from	all	
disciplines, to develop skills and knowledge in the palliative care 
approach.	This	is	achieved	by	undertaking	clinical	placement	
with	the	specialist	palliative	service,	Territory	Palliative	Care,	in	
Darwin	and/or	Alice	Springs.

FOCUS ON RENAL DISEASE

JOHN CARSON 
NT	PEPA	Project	Manager

A PEPA activity by Angela Kramer, RN, Renal Dialysis ward, Royal Darwin Hospital.

PROGRAM OF EXPERIENCE IN THE 
PALLIATIVE APPROACH (PEPA)

PEPA	is	an	initiative	of	the	Australian	Department	of	Health	
and	Ageing	under	the	National	Palliative	Care	Program.	It	has	
operated in all states and territories since 2003. The positive 
outcomes	and	success	of	the	program	have	resulted	in	PEPA	
being	in	its	third	phase	of	funding	called	PEPA	2007–2010.	Since	
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2007,	over	40	Nurses,	Doctors,	Aboriginal	Health	Workers1 and 
Allied	Health	staff	from	government	and	non-government	
services	in	the	Northern	Territory	(NT)	have	completed	PEPA.	
Additionally	a	further	420	have	attended	PEPA	workshops,	
conferences and Indigenous remote education sessions. 

In the NT we chose to focus on chronic renal disease and the 
palliative	approach	in	2007-8.	This	subsequently	resulted	in	
several	practitioners	from	NT	Renal	Dialysis	services	completing	
PEPA.	Our	conference	topic	that	year	was	renal	disease	and	
palliative care with an Indigenous focus and included speakers 
from	Central	Australia	and	the	Kimberley	region	of	WA.

As	participants	complete	their	cycle	of	clinical	placement,	
and then implement their learning back in their workplace, a 
number	of	positive	outcomes	have	been	observed.	An	increase	
in confidence, knowledge and skill in the palliative approach are 
evident in post-placement evaluations.2		Which	are	conducted	3	
to 6 months later. 

Participant	feedback	includes:	

“I appreciated the time…this gave me an 
insight to the team work of palliative care”, 
“The activities I have undertaken have had 
more impact on the renal ward”, “I find 
staff more comfortable with the palliative 
model.” Employers	of	renal	staff	have	
reported, “This is a good program and 
should be extended” and “This has resulted 
in a win-win for us all.” 

1 For the purposes of PEPA, Aboriginal Health Workers includes Aboriginal Liaison Officers, 
Interpreters and similar roles.

2 The PEPA 2007-2010 National Evaluation Framework, managed by Institute of Health 
and Biomedical Innovation, Queensland University of Technology.

Discussion	of	death	and	dying	can	be	difficult	in	many	cultures	
and even mentioning palliative care can create apprehension in 
many	people.	The	program	“Palliative	Care	for	Renal	Clients	in	a	
Remote	Setting,”	managed	by	Sue	Stewart	at	Territory	Palliative	
Care,	addresses	and	demystifies	some	of	these	issues	for	those	
working	with	remote	Indigenous	clients.	This	program	and	PEPA	
have	worked	closely	in	tandem	to	allow	health	practitioners	
attending	PEPA	to	learn	and	explore	different	approaches	to	
caring for their renal clients. 

 
Touching stories are available from Sue Stewart about the 
successful	“return	to	country”	and	subsequent	peaceful	
passing	away	of	renal	clients	that	have	chosen	this	path.	This	
is	sometimes	referred	to	as	“a	good	death”	at	Territory	Palliative	
Care.

The sub-focus of renal disease and the palliative approach 
has	continued	in	the	PEPA	program	and	has	succeeded	in	
producing a greater engagement between the two specialist 
services; and stronger links between palliative services and 
renal	services	in	the	community.	This	phase	of	PEPA	comes	to	
an	end	in	June	2010	and	we	await	advice	of	another	extension	
of	funding.	We	hope	that	for	the	benefit	of	clients,	PEPA	does	
continue. 

For	more	information	on	PEPA	please	visit	 
www.pepaeducation.com	or	contact	John.Carson@nt.gov.au

For	information	on	Palliative	Options	for	Renal	Clients	Living	in	a	
Remote	Setting,	please	contact	Suzanne.Stewart@nt.gov.au
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A	50	year	old	woman,	from	a	community	south	of	Katherine,	
was	referred	to	Territory	Palliative	Care	(TPC)	from	the	renal	
team	at	the	Royal	Darwin	Hospital	(RDH).		

The	woman	had	end	stage	renal	disease	with	an	eGFR,	or	
estimated	Glomerular	Filtration	Rate	(standard	measure	of	
kidney	function),	of	8.	Her	prognosis	was	quite	poor.	This	
woman	also	had	ischaemic	heart	disease	and	type	2	diabetes.	
She	had	been	undergoing	haemo	dialysis	treatment	in	Darwin	
for	3	years.	However	her	condition	had	recently	deteriorated	
significantly	and	the	treatment	was	taking	more	and	more	out	
of her. 

During the last couple of months of life, the woman talked 
more often about ceasing treatment and going home to her 
country.	She	had	felt	weaker	and	increasingly	unwell.

It was decided that a meeting be held via tele-conference with 
Palliative	Care	and	Renal	Team	members	as	well	as	family	and	
clinic	staff	from	her	community.	The	aim	of	this	meeting	was	to	
discuss	the	woman’s	condition	and	immediate	future.	

It	was	explained	that	her	dialysis	treatment	was	no	longer	
working and that she would not be able to continue. It was also 
explained	that,	without	the	dialysis	treatment,	she	would	not	
expected	to	live	longer	than	a	few	weeks.	

The	family	were	extremely	surprised	to	hear	the	bad	news.	They	
were	under	the	impression	that	dialysis	treatment	could	go	
on	indefinitely.	The	woman	told	her	family	that	she	wanted	to	
come	home.	After	more	discussion	they	were	keen	for	her	to	
come home. 

Arrangements	had	to	be	made.	Issues	such	as	what	equipment	
would be needed and who would care for the woman once 

A JOURNEY HOME TO
 COUNTRY

SIMON MURPHY
Remote	CNC	Territory	Palliative	Care

she	returned	to	community	were	addressed.	Appropriate	
accommodation and transport needed to be organised as well. 
The	family	decided	that	they	would	be	organised	in	the	next	
few	days.	The	clinic	would	be	able	to	provide	ongoing	support	
for	the	family	and	the	woman	as	well.	

It	was	decided	that	the	Palliative	Care	team	to	take	the	woman	
home	and	until	that	time	she	would	continue	on	dialysis	
until	discharged.		Her	daughter	also	volunteered	to	escort	her	
mother home. 

On	the	day	of	travel,	she	was	discharged	early	in	the	morning	
as it was a long trip home. The woman arrived midafternoon 
and	her	mood	changed	immediately.	After	appearing	stressed	
and	anxious	in	hospital	she	became	noticeably	relaxed	and	
animated	as	she	got	nearer	her	community	and	family.	

On	arrival	a	big	group	was	on	hand	to	welcome	her	home.	A	
bed	was	ready	and	waiting	as	she	was	exhausted	from	the	trip.		

While	she	rested,	the	Palliative	Care	team	members	talked	to	
family	members	outside	the	house.	The	family	were	interested	
to	hear	the	woman’s	story	again	in	person.		Palliative	Care	team	
members	talked	to	the	family	about	how	dialysis	treatment	
works	and	that	there	always	comes	a	time	when	that	treatment	
stops working.

The	Palliative	Care	team	handed	over	to	the	local	clinic	staff.	The	
team	reminded	the	staff	of	the	after	hours	24hour	access	line	if	
advice is needed.

Sadly	the	woman	passed	away	one	week	after	going	home,	
surrounded	by	family.	She	was	comfortable	and	peaceful.	The	
family	was	glad	that	she	was	able	to	return	home	and	be	able	
to be cared for there. 

On the way home A view from home
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When	a	person	is	diagnosed	with	Chronic	Kidney	Disease	they	
may	feel	that	decision	making	is	now	out	of	their	hands.	They	
might feel as though their life and the choices available to 
them	have	been	overwhelmed	by	the	medical	system	and	the	
necessity	for	active	treatment.	Family	and	community	pressures	
and	expectations	can	also	be	significant.	

Health	professionals	and	families	may	need	to	be	reminded	
of	the	person’s	autonomy.		Although	there	are	limited	choices	
regarding	treatment	options	for	CKD,	there	are	choices,	which	
are	ultimately	for	that	person	to	make.	

To	make	any	decision,	a	person	needs	to	be	fully	informed	of	
the	options	of	care,	the	likely	benefits	of	the	treatment,	any	
possible alternatives. This includes conservative management 
and as accurate a prognosis as possible. This information needs 
to	be	conveyed	in	a	language	which	is	appropriate	to	the	
person,	using	interpreters	if	necessary,	and	the	knowledge	and	
assistance	of	Aboriginal	Health	Workers	and	Aboriginal	Liaison	
Officers	whenever	possible.		

When	the	person	has	been	informed,	along	with	any	family	
and	community	members	that	the	client	has	consented	to	be	
involved, of the choices and implications of treatment options, 
decisions can then be made. It is good practice to have an 
extensive	family/community	meeting	at	this	time;	taking	care	to	
involve	everyone	the	client	has	consented	to	be	involved.	This	
forum	allows	for	the	individuals	choices	to	be	explained	to	the	
group,	and	hopefully	gain	their	understanding	and	acceptance.	

This process is called advance care planning; these choices are 
then documented, which is called the advance care plan. This 
can	be	document	can	be	in	the	client’s	record	at	the	clinic	and	
or the treating hospital, and should be made available to the 
person	and	their	family.	

While	the	client	can	communicate,	they	will	always	be	further	
consulted about what might happen to them. If and when a 
time comes that the person is not able to communicate their 
wishes, the advanced care plan would be implemented. 

Advance	care	planning	is	not	solely	for	the	withdrawal	of	
treatment or for conservative management, although it is an 
important	tool	in	these	situations.	Advance	care	planning	can	
be	used	when	people	are	accepting	treatment	such	as	dialysis,	
and assist in the preparation and planning for the transition to 
this treatment. 

The	responsibility	for	planning	for	the	future	is	the	individuals;	
no	one	should	be	pressured	into	completing	a	plan.	They	are	
voluntary	acts.	If	a	person	wishes	to	complete	a	plan	they	do	
need to involve medical specialists. The realistic treatment 
options	should	be	with	a	Nephrologist	or	GP,	and	if	requested	
by	the	individual,	with	the	family	and	or	community.	

The	plan	can	then	be	completed	either	by	the	Nephrologist	or	
GP,	or	by	other	health	professionals	involved	in	the	care,	who	
are best placed to have these conversations with the person 
and	their	family.	

The	Palliative	care	for	sick	kidneys	resource	will	be	available	
soon	in	remote	clinics	(see	Renal	resources	pg18)	and	in	dialysis	
units.	A	section	of	this	resource	is	dedicated	to	making	a	
plan, and can be used to begin the conversation about future 
planning. The NT government is also in the process of reviewing 
the legislation related to advance care planning, this should be 
finalised	in	2010/11.

YOUR FUTURE 
ADVANCE CARE PLANNING FOR

 RENAL CLIENTS

JOHN MACMAHON & SUE STEWART
Renal	Palliative	Care,	Department	of	Health	&	Families
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“Palliative	Care	for	Sick	Kidneys”	is	an	education	resource	for	
health care providers and a take home booklet for renal clients 
who	are	choosing	the	palliation	care	option	at	ESRF.		There	
are	many	barriers	to	the	palliation	pathway,	which	have	been	
identified	in	the	renal	palliative	care	project.	These	have	been	
included	in	the	“Palliative	Care	for	Sick	Kidneys”	education	
resource and information booklet.  This resource will be 
available	in	flip	chart	form,	client	booklet,	online	and	later	to	
be developed into a DVD in language.  In this resource main 
barriers	in	the	preparation	for	the	palliation	journey	have	been	
identified has addressed through chapters including:

What happens when I have kidney disease •	

“PALLIATIVE CARE FOR SICK KIDNEYS” 
EDUCATION RESOURCE

SUZANNE STEWART 
Project	Officer,	Renal	Palliative	Care	Project	
Department	of	Health	&	Families

and I have decided that I do not want to go on 
dialysis but I am not sick yet?

I’m not sick – I feel OK, what happens when I •	

get really sick and my kidneys don’t work at all?

I don’t feel so good anymore•	

I’m not sure about those medicines.  My family •	

and I think they will make me pass away 
quicker.  Is this true?

Preparing to pass away and ceremony•	

Things you need to think about•	

Nearly ready to pass away – is it okay to pass •	

away in your house?

How will I pass away?•	

Stopping dialysis•	

Carers need support too •	
Distribution of this resource will commence within the 
next two months.  For any further information on this 
resource please contact suzanne.stewart@nt.gov.au.

Plan & Palliative care for sick kidneys
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NT	Renal	Services	has	recently	developed	a	suite	of	resources	
to assist with education about people with advanced renal 
disease. The target audience for these resources are people 
with	kidney	disease	and	their	families.	The	target	users	are	renal	
clinicians or clinicians with education or background in renal 
disease.	Clinicians	who	have	attended	the	‘CKD”	workshops	
or	the	‘Keeping	Kidney	Healthy’	programs	should	be	able	
to	comfortably	use	these	resources.	However	they	are	not	
designed	to	be	used	by	Aboriginal	Health	Workers	or	clinicians	
without a sound knowledge of renal disease management. 
These	resources	are	not	designed	to	be	used	by	Aboriginal	
Health	Workers	or	clinicians	without	a	sound	knowledge	of	
renal disease management.

The resources are:

1Transplant	Books	1	-	41. 

The	Chronic	Kidney	Disease	Book2. 

The	Work	Of	Your	Kidneys	&	When	Your	Kidneys	get	Sick3. 

RENAL INDIGENOUS 
RESOURCES PROJECT
GILLIAN GORHAM
NT	Renal	Services

Living	With	Kidney	Disease4.	

Diet	and	Kidney	Disease5. 

Treatment	Options	–	Peritoneal	Dialysis6. 

Treatment	Options	–	Haemodialysis7. 

Access	–	Fistula	and	Catheter8. 

Making	a	Plan	&	Palliative	Care	(	See	Palliative	Care	for	Sick	9. 
Kidneys	Education	Resource	pg18)

The	resources	are	largely	pictorial;	the	pictures	are	used	as	
discussion	points	or	‘jumping	off’	points	for	key	messages.	
They	are	currently	being	evaluated	for	their	effectiveness	and	
appropriateness.	This	is	expected	to	take	6	to	12	months.	

For	more	information	please	contact	Gillian	Gorham	on	gillian.
gorham@nt.gov.au.

For	information	on	using	the	resources	contact	the	CKD	
Coordinators	at	renal	units	in	Alice	Springs	(Flynn	Dve)	(08)	8951	
6750	and	Darwin	(Nightcliff	Renal	Unit)	(08)	8948	9000.
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current	and	past	programs	and	projects,	related	weblinks	and	•	
publications;

organisation	addressing	issues	related	to	kidney	health	•	
among Indigenous people;

guidelines and health promotion resources designed to •	
guide	kidney	health	practice	with	Indigenous	patients;

a workforce section, including relevant conferences and •	
events,	job	opportunities,	funding	and	training	and	courses;	
and 

a	comprehensive	and	topic	specific	bibliography	that	•	
includes electronic copies or links to a broad range of 
articles, reports and conference presentations. More general 
health	publications	can	also	be	found	within	the	extensive,	
searchable	HealthInfoNet	bibliography	(www.healthinfonet.
ecu.edu.au/health-resources/bibliography).

The	web	resource	on	kidney	health	will	always	be	a	work	in	
progress, and adding up to date information and fine tuning 
the	layout	of	the	website	is	ongoing.	If	you	have	suggestions	for	
how the website could be improved, or know of organisations 
or	programs	that	address	kidney	health	in	the	Indigenous	
population that are not listed on the webpage, please contact 
Olivier	Debuyst,	Research	Officer,	Australian	Indigenous	
HealthInfoNet	08	9370	6395	or	o.debuyst@ecu.edu.au.
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AUSTRALIAN INDIGENOUS HEALTH
       INFONET KIDNEY HEALTH 

Closing the health gap between Indigenous and non-
Indigenous	Australians	must	include	an	approach	which	
addresses	chronic	health	conditions	that	are	experienced	
disproportionately	by	Indigenous	people	[1].	One	of	these	
conditions	is	Chronic	Kidney	Diseases.	Indigenous	Australians,	
on	average,	suffer	from	chronic	kidney	diseases	at	a	much	
younger	age	than	other	Australians.	The	mortality	rates	for	
these	diseases	are	7	(male)	and	11	(female)	times	higher	than	
their	non-Indigenous	counterparts	[2].	Rates	of	kidney	disease	
can	vary	greatly	with	remoteness.	In	some	remote	Indigenous	
communities	in	the	Northern	Territory,	end-stage	renal	disease	
(ESRD)	can	be	up	to	30	times	higher	than	the	national	rate	[3].	

A	critical	factor	in	the	current	kidney	health	status	of	Indigenous	
Australians	is	equity	of	access	to	cost	effective	and	culturally	
appropriate	treatment	[4].	Indigenous	Australians	make	up	
2.5%	of	the	Australian	population,	however	they	account	for	
8-10%	of	new	patients	commencing	treatment	for	ESRD.	Kidney	
transplantation	is	the	optimal	treatment	for	ESRD	as	it	results	in	
better	quality	of	life,	longer	life	expectancy	and	lower	costs	of	
health	care.	Indigenous	Australians	with	ESRD	receive	transplants	
at	approximately	one-third	the	rate	of	non-Indigenous	patients	
[5].

Transplantation,	and	the	less	preferred	dialysis,	each	have	their	
own set of limitations, which are recognised in the current 
National	Chronic	Disease	Strategy	[6].	Therefore	interventions	are	
giving	increasing	attention	to	early	detection	and	management	
of	kidney	disease	coupled	with	risk	reduction	and	prevention,	
through	improvement	in	lifestyles	related	factors.	This	
preventative approach seeks to address the increasing cost of 
health	care	as	well	as	reducing	the	burden	of	the	disease	[6-8].	

The	Australian	Indigenous	HealthInfoNet	(www.healthinfonet.
ecu.edu.au)	is	a	comprehensive,	web	based	resources	that	aims	
to	contribute	to	‘closing	the	gap’	in	health	between	Indigenous	
and	other	Australians	by	making	evidence-based	knowledge	on	
Indigenous	health	readily	available.	To	inform	policy,	practice,	
research,	teaching	and	general	community	understanding.		The	
web	resource	devotes	an	entire	section	to	kidney	health	(www.
healthinfonet.ecu.edu.au/chronic-conditions/kidney).	

This includes: 

A	review	and	plain	language	version	that	examines	the	•	
impact	of	the	disease	on	Indigenous	Australians;

policies	and	strategies,	official	documents	and	related	•	
publications;

OLIVIER DEBUYST
Research	Officer,	Australian	Indigenous	Health	InfoNet
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Resources

National Indigenous Resource Collaborative:
Kidney	Health	Australia	and	Amgen	Australia	have	joined	
in	an	initiative	-	The	National	Renal	Indigenous	Resource	
Collaborative	(NRIRC),	to	combine	and	share	existing	
education	resources	for	Aboriginal	and	Torres	Strait	Islander	
peoples.	This	process	will	identify	gaps	in	existing	resources	
for Indigenous peoples, work will then be commissioned to fill 
those gaps.

This	will	be	an	ongoing	project	which	will	focus	on	
standardising	messages	around	Chronic	Kidney	Disease	(CKD).	It	
will	ensure	high	quality	materials	are	available	in	a	format	which	
may	be	easily	amended,	and	therefore	updated	and	adapted	to	
be compatible for local regional use. 

For	more	information	about	this	project,	please	visit	 
www.kidney.org.au	or	call	1800	4	KIDNEY	(1800	4	543	639).

Developed	by	the	Rural	Health	Education	Foundation,	this	is	
a 60 minute DVD about the need for a targeted approach to 
the	prevention,	detection,	and	management	of	chronic	kidney	
disease.	It	highlights	risk	factors,	the	need	for	early	detection	
and	how	to	manage	the	various	stages	of	chronic	kidney	
disease	with	an	Aboriginal	focus.

The	major	risk	factors	for	CKD	include	fixed	factors	such	as	age,	
being	male,	and	ethnicity.	Other	risk	factors	include	smoking,	
and	biomedical	factors	such	as	high	blood	pressure	and	obesity.	

For	more	information	and	to	purchase	the	DVD	please	see	the	
website:	www.rhef.com.au/programs	or	alternatively	please	
contact: 

Rural	Health	Education	Foundation 
PO	BOX	324 
CURTIN	ACT	2605

T:	02	6232	5480 
F:	02	6232	5484 
E: rhef@rhef.com.au

Website:	www.rhef.com.au	

Please	include	Graphic-	917	CKD	Front	cover.jpg-	no	caption	
required

“CHRONIC KIDNEY DISEASE:  

Rural	Health	Education	Foundation

A SILENT CONDITION“

You’re In Charge Resource: 
You’re	in	Charge	–	Self-Management	health	book	is	a	useful	
publication	designed	to	educate	people	about	kidney	health,	
and	also	help	living	with	kidney	disease,	both	patients	and	
carers,	manage	kidney	disease.

For	more	information	on	this	resource	and	others	please	
contact	Kidney	Health	Australia:

T:	1800	543	639
Website:	www.kidney.org.au
You	can	download	this	resource	from:	
www.kidney.org.au



22 The Chronicle March 2010

The Chronicle

CKD Education

Aboriginal	Health	Workers	and	practice	nurses	can	further	their	
knowledge	of	chronic	kidney	disease	(CKD)	and	their	role	in	its	
management	through	a	specific	CKD	module,	developed	as	
part	of	an	e-Learning	package	hosted	on	the	Royal	College	of	
Nursing		Australia	(RCNA)	website:		www.3lp.rcna.org.au/10997/.		

This	package,	launched	in	mid-2009,	was	developed	by	the	
Australian	General	Practice	Network	(AGPN),	in	partnership	with	
the	RCNA	and	the	Batchelor	Institute	of	Indigenous	Tertiary	
Education,	for	the	Australian	Government.	It	supports	the	role	
of	practice	nurses	and	registered	Aboriginal	Health	Workers	to	
provide monitoring and support in accordance with Medicare 
Item 10997.  

This module provides background information as well as case 
studies with options for the learner to choose appropriate 
strategies	to	assist	an	individual	at	risk	of	or	living	with	CKD.

Events

Workshops:
The	Kidney	Check	Australia	Taskforce	(KCAT)	delivers	face	to	face	
workshops	for	health	professionals	across	Australia.		They	are	
currently	working	with	General	Practice	Network	NT	(GPNNT)	
to	deliver	a	series	of	workshops	in	Katherine	for	GPs,	practice	
nurses,	Aboriginal	Health	Workers	and	other	professionals.	

They	are	also	assisting	the	Network	to	run	their	Practice	Nurse	
module	in	Darwin	and	Alice	Springs.		Other	health	professionals	
are	encouraged	to	attend	these	events.		Please	check	with	
GPNNT	on	(08)	8982	1000	for	more	information	and	for	
workshop dates.  

World Kidney Day:
The World Kidney Day 2010 campaign will focus on Diabetes, 
which	is	the	leading	cause	of	Chronic	Kidney	Disease.	World	
Kidney	Day	(WKD)	is	a	global	health	campaign	focusing	on	the	
importance	of	our	kidneys	and	reducing	the	frequency	and	
impact	of	kidney	disease	and	its	associated	health	problems	
worldwide.

Kidney Health Week:
Kidney Health Week 2010 - This event is our annual health 
awareness	campaign	which	highlights	the	importance	of	early	
detection	and	better	management	and	prevention	of	kidney	
disease	to	the	Australian	community.	Kidney	Health	Week	runs	
from	23	to	29	May	2010.

Kidney Health Week aims to: 

Raise	awareness	among	the	general	population,	particularly	•	
those	1	in	3	Australians	at	increased	risk	of	kidney	disease.	
-	Increase	GP	based	screening	of	people	at	risk	of	kidney	
disease.	Encourage	a	healthy	lifestyle	for	all	Australians.

National Kidney Health Week activities include: 

Launch	television	and	radio	Community	Service	•	
Announcements	-	General	public:	distribute	education	
materials	in	your	local	area	-	Health	professionals:	screen	
people	at	high	risk	of	kidney	disease	-	Workplaces:	promote	
kidney	health	messages	to	your	staff	-	Articles	on	kidney	
disease	for	placement	in	your	publications

KIDNEY HEALTH AUSTRALIA INITIATIVES

LYDIA LAUDER
National	Manager,	Health	Strategic	Projects	and	Publications
Kidney	Health	Australia
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Chronic	kidney	disease	(CKD)	is	increasing	on	a	global	basis.	
CKD	is	strongly	associated	with	the	incidence	of	diabetes	
mellitus,	hypertension	and	obesity,	and	is	a	leading	cause	of	
morbidity	and	mortality	in	the	Northern	Territory	–	especially	for	
Aboriginal	people.	The	Australian	and	New	Zealand	Dialysis	and	
Transplant	Registry	(ANZ	Data	2009)	states:		

That	in	2008	there	were	10,	062	people	on	dialysis	in	•	
Australia	and	this	is	an	increase	of	5%	from	the	previous	year;

the	Northern	Territory	still	shows	the	largest	acceptance	rate	•	
of	new	patients	onto	dialysis;

in	2008	there	was	398	people	on	dialysis	in	the	NT	(a	2.5%	•	
increase	in	10	years);		

It	has	been	predicted	that	Australia	will	have	to	deal	with	‘a	tidal	
wave’	of	people	commencing	kidney	replacement	therapy	as	
a	result	of	end-stage	kidney	disease	(ESKD).	This	will	require	
well-educated specialised registered nurses to care for those 
with	ESKD.

In 2009 a new initiative was implemented to encourage 
Registered	Nurses	who	are	interested	in	renal	nursing	to	
obtain	a	postgraduate	qualification.	The	Graduate	Diploma	of	
Nursing	(Renal)	is	coordinated	at	Charles	Darwin	University.	The	
Diploma is designed to improve recruitment and retention of 

AN INNOVATIVE RECRUITMENT AND 
RETENTION STRATEGY FOR RENAL NURSES
YVONNE WHITE
Senior	Lecturer	–	Renal	Nursing
Charles	Darwin	University

renal	nurses	in	the	Northern	Territory.	This	program	has	been	
developed	in	partnership	with	the	Department	of	Health	and	
Families	(DHF).

The program involves both theoretical and clinical components. 
Students	of	this	course	will	be	employed	across	all	areas	of	the	
specialty,	by	the	DHF	in	both	Top	End	and	Central	Australia	
at	0.8	FTE,	with	the	clinical	areas	being	heavily	involved	in	
the clinical assessment. CDU is responsible for the theoretical 
component	of	the	course.	There	are	24	places	in	the	program.

In	2010	there	are	seven	new	students	enrolled	in	the	Graduate	
Diploma	of	Nursing	(Renal),	and	two	continuing	students.	Five	
of	the	students	are	based	at	Alice	Springs	and	two	at	Royal	
Darwin	Hospital.	The	two	continuing	students	are	at	Royal	
Darwin	Hospital.	Undertaking	the	theoretical	component	are	
four interstate students. 

If	anyone	is	interested	in	this	program	please	Visit	 
www.nursing.nt.gov.au/-Employed-Models-.html	for	more	
information,	or	contact	the	program	coordinator	Yvonne	White	
at	yvonne.white@cdu.edu.au.

Reference:
www.anzdata.org.au/v1/report_2009.html,	viewed	16th	Feb.,	2010

NT RENAL SERVICES
GREAt REnAL nURSInG JOBS
Full time/Part time & Casual
MAKE POSITIVE CHANGE  
WHERE AUSTRALIA NEEDS IT MOST

Inquiries to
Elaine	in	Darwin	08	8948	9000		or

Lynda	in	Alice	Springs	08	8951	6750

Incidence	of	dialysis	dependence	Australia	&	New	Zealand
Source:	ANZDATA	2008
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DHF Renal Unit, Palliative care and PCD teams would like to invite you to: 

RENAL CARE COORDINATION WORKSHOP 
 

 
   Target: For Health Professionals working within and assisting remote 

community health in the Top End.  
 
Purpose: This workshop is designed to support health professionals 
and frontline community workers working within the community setting to 
improve knowledge & skills in managing clients with renal disorders. 
 

Dates & Topics:       17
th

 to 19
th

 August 2010 

 
Update on the current best practice for the management and treatment 
of clients with chronic renal disorders. Including dialysis options, 
transplant and symptom management. 
 
Options for care for clients with chronic renal disorders including 
palliative care and Advanced Care Planning.  
 
Time:  0830 to 1615 Daily. 

Pre-reading  To be sent to participants prior to course please 

ensure you include your email address for prompt delivery. 

Assessment: A certificate of completion will be issued for 

participants who complete the pre course workbook and 

workshop assessments. 
Cost:  NIL 

Venue:   North Australian Research Unit (NARU) 

   Ellengowen, Drive Brinkin. Darwin N.T. 
  M/T & A/T supplied 

To Book:  For further information contact Jeanette Boland 89 226990 

  For bookings phone 892 28747(Clinical Learning, Darwin). 

   Forward a completed HE47 to Fax: 89228010 
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The	NT	Chronic	Conditions	Prevention	and	Management	
Strategy	2010-2020	was	launched	by	the	Honourable	Kon	
Vatskalis,	Minister	for	Health	on	30th	November	2009.		

Speakers	at	the	launch	included	John	Paterson,	the	CEO	of	
AMSANT	and	Helen	Smith,	from	Good	Health	Alliance	NT.		
Speakers	challenged	the	Government	and	key	stakeholders	to	
implement	the	strategy	and	highlighted	the	role	of	the	social	
determinants of health in the prevention of chronic conditions.

IMPLEMEntInG tHE CCPM StRAtEGY 

The	implementation	plan	for	the	CCPM	Strategy	is	now	
available.		You	are	encouraged	to	use	this	when	planning	
activities	in	your	workplace.

The	plan	is	structured	around	the	eight	key	action	areas	and	
objectives	and	outlines:

What	we	are	aiming	to	do•	

How	we	will	do	it•	

Why	we	are	doing	it	(with	references	to	the	evidence)	•	

How	we	will	check	progress•	

The sectors that have a role in each area are identified, and will 
provide a guide to stakeholders to determine their role in the 
implementation.  

Stakeholders include:

Communities/schools/workplaces	•	

Acute	Care	services•	

Primary	Health	Care	services•	

Researchers/educators•	

Policy	makers•	

Other government departments•	

LET’S TAKE UP
THE CHALLENGE TOGETHER
CHRONIC CONDITIONS PREVENTION AND MANAGEMENT STRATEGY 
LAUNCHED BY NT MINISTER FOR HEALTH

CYNTHIA CROFT
Project	Officer	–	Department	of	Health	&	Families

SUMMARY DOCUMEnt FOR HEALtH PROFESSIOnALS

A	summary	of	the	CCPM	Strategy	and	the	Implementation	Plan	
is available.  This is targeted at service providers and provides 
a	brief	outline	of	the	contents	of	the	larger	documents.		Please	
circulate	this	widely.

WHERE CAn YOU ACCESS tHESE DOCUMEntS?

www.health.nt.gov.au/Preventable_Chronic_Disease/
Publications/index.aspx
For	a	hard	copy(s)	contact:	cynthia.croft@nt.gov.au.
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‘We	need	to	learn	how	to	best	deliver	community	based	
interventions	with	the	family	as	the	unit	of	intervention	and	
comprehensively	work	with	disadvantage	across	the	life	course.	
Dr	Alex	Brown.’

“Thoroughly	enjoyed	this	symposium,	relevant,	up	to	date	
information	from	a	variety	of	sources,	interesting	speakers	with	
a	wealth	of	knowledge.	Great	to	know	about	what	is	actually	
happening with regards to research.”

Baker	IDI	and	the	NT	Department	of	Health	&	Families	recently	
co	hosted	a	two	day	symposium	in	Alice	Springs.	There	were	
approximately	120	participants,	with	strong	attendance	from	
both	nurses	and	medical	officers.	Two	thirds	of	the	audience	
was health professionals who deliver clinical care to the 
community	and	over	25%	were	from	local	Indigenous	or	
community	health	organisations.

The	majority	of	attendees	(over	75%)	agreed	that	the	program	
was	of	good	quality,	met	their	expectations	and	was	relevant.	
Many	felt	their	knowledge	was	improved	and	they	would	
change some part of their practice as a result. More than half 
attendees	said	that	they	would	tell	a	colleague	about	what	they	
had	learnt;	almost	half	stated	they	thought	they	would	be	more	
confident	and	over	a	third	believed	they	would	try	new	things	
after	the	symposium.

One	of	the	most	consistent	recommendation	made	by	
participants concerned Indigenous participation in future 
events;	which	they	would	like	to	be	held	in	Alice	Springs	again.	
Planning	has	commenced	on	the	next	educational	symposium	
for 2010.

The	full	Report	of	the	symposium	and	all	presentations	are	
available	at	www.bakeridi.edu.au/alice_springs/

Contact	Kathy	Mott,	General	Manager,	Baker	IDI,	South	Australia	
on	(08)	8462	9720	or	at	kathy.mott@bakeridi.edu.au	for	further	
information

Keynote	Speakers	from	Baker	IDI	and	the	DHF	presented	the	
latest	research	and	evidence	relevant	to	the	Central	Australian	
remote	and	urban	environment.	Here	are	some	of	the	main	
points presented:

Gary Jennings- Director Baker IDI
Atherosclerosis	is	when	there	is	inflammation,	endothelial	
dysfunction,	oxidation	and	lipid	retention	in	the	vascular	matrix.	
Atherosclerosis	is	often	associated	co-morbidities	including	
diabetes,	hyperglycaemia	and	advanced	glycation.	Hence	
coronary	disease	becomes	more	common	with	increased	
chance	of	silent	ischaemia,	silent	infarct,	more	plaque	instability	
and sudden death. 

•	 80%	of	deaths	in	diabetes	are	due	to	cardiovascular	disease;	
with cardiovascular complications costing the most in 
healthcare.

•	 A	warning	to	clinicians	regarding	therapeutic	inertia;	
with	more	therapy	being	required	generally	than	what	is	
prescribed.

•	 Increasing	known	importance	of	metabolic	memory	and	the	
link between genetics and environment.

•	 Lowering	BP	is	the	most	important	thing	that	can	be	done	to	
improve outcomes. 

Dr Alex Brown- 
Director for Indigenous Research, Baker IDI 
It is important to embrace the absolute risk approach and 
clustering of risk factors with diabetes treatment and service 
delivery.	Absolute	risk	should	drive	clinical	management,	
instead	of	focus	being	just	on	glucose	control.	Alex	pointed	
out	that	when	seeing	indigenous	people	between	ages	30-49	
years-	assume	everyone	has	diabetes	due	to	inherent	high	risk	
and	then	adjusts	for	risk	so	that	the	tendency	is	to	overestimate	
instead of underestimating risk level.

Recent	findings	from	the	‘Men,	Heart	and	Mind	Study’,	which	
looked	at	chronic	stress	and	its	emotional	consequences,	were	
presented.	The	potential	pathophysiological	pathways	linking	
chronic stress, depression and arthrogenesis was highlighted. 
The	study	showed	that	higher	levels	of	depression	correlated	
with	greater	obesity	and	greater	salaries	with	increased	levels	of	
obesity.

Diabetes is bad for the heart with accelerated arthrogenesis 
being	the	primary	driver.

Dr Ravi Singh 
General and Obstetric Physician Gestational Diabetes
There	are	lots	of	differing	views	worldwide	about	screening	
for	gestational	diabetes.	Over	the	next	6	months	there	will	be	
further	research	on	diagnosing	gestational	diabetes.	Key	focus	
points	will	include	which	test	to	use	as	a	universally	accepted	
screening	method,	time	to	test	and	standardised	‘cut	off’	values.

Women	with	gestational	diabetes	have	a	40%	chance	of	
developing	type	2	diabetes	in	the	future;	if	their	diabetes	has	
been	controlled	by	diet	during	pregnancy	compared	to	a	70	%	
chance	of	developing	diabetes	if	on	insulin	during	pregnancy.

‘Diabetes: BAD for the heart!’ 
SHARON JOHNSON 
Diabetes	Educator,	Preventable	Chronic	Disease,	Central	Australia

KATHY MOTT
General	Manager,	Baker	IDI,	South	Australia
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Associate Professor Jonathon Shaw 
Associate Director, Health Services, Baker IDI
Risk	grading	and	risk	of	developing	type	2	diabetes	in	5	years.	
Check	out	online	version	of	AUSDRISK	tool:	 
www.bakeridi.edu.au/Assets/Files/AUSDRISK%20tool.pdf
Hba1c	will	most	likely	be	used	as	a	diagnostic	tool	in	the	future.

Associate Professor Karin Jandeleit-Dahm 
Head of the Diabetes and Kidney Disease Laboratory, 
Baker IDI.
This	presentation	highlighted	the	influence	of	social	
determinants	of	health,	psychosocial	factors	and	barriers	to	
access	and	delivery	of	health	and	health	services	for	Aboriginal	
people. 

A	cornerstone	of	management	for	people	with	type	2	diabetes	
is	treatment	and	management	of	factors	such	as	BP,	lipid	levels,	
glucose	levels	and	inflammation	and	coagulation	therapy.	

It is important to start risk factor management and reduction as 
early	as	possible	to	decrease	the	effects	of	metabolic	imprinting.	
Early	glucose	control	can	lead	to	better	cardiovascular	
outcomes.

Dr Christine Connors 
Preventable Chronic Disease Program Leader, nt 
Department Health & Families
Prevention	works	when	funded	properly.	The	importance	of	
good	planning	and	evaluation	for	all	programs	i.e.	use	of	QIPPS-
Quality	Improvement	Program	Planning	System.	

Obesity	and	smoking	cessation	was	highlighted	as	a	priority	for	
action.

Scenes from the Diabetes Care at the Centre: The How’s, Where’s and Why’s symposium

Dr neil Cohen 
General Manager of Diabetes Services, Baker IDI
Treatment	looking	for	minimal	hypoglycaemia	as	it	can	be	
harmful.	Weight	loss	as	a	key	priority	in	diabetes	management	
and	is	recognised	as	major	factor	for	optimal	care.

Discussed was the action of standard and new medications 
such	as	DPP4	inhibitors.

Introduced	new	NHMRC	Type	2	Diabetes	Guidelines
www.nhmrc.gov.au/publications/synopses/di16to19syn.htm

National	Evidence	Based	Guideline	for	Diagnosis,	Prevention	•	
and	Management	of	Chronic	Kidney	Disease	in	Type	2	
Diabetes; 
National	Evidence	Based	Guideline	for	Case	Detection	and	•	
Diagnosis	of	Type	2	Diabetes;		
National	Evidence	Based	Guideline	for	Patient	Education	in	•	
Type	2	Diabetes,	and	
National	Evidence	Based	Guideline	for	Blood	Glucose	Control	•	
in	Type	2	Diabetes.	

Professor Sandra Eades, Head of Indigenous Maternal 
and Child Health Research program, Baker IDI
Discussed was the practical application of this research (see 
below)	for	maternal	health.	Key	program	directions	should	look	
at	education	and	empowerment	of	young	women,	nutrition	
and	physical	activity,	clinical	programs	and	public	health	
programs focusing on prevention around alcohol and tobacco.
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For	Aboriginal	communities	in	the	Northern	Territory,	
cardiovascular	disease	(CVD)	continues	to	be	the	leading	
cause	of	ongoing	illness	and	premature	death	(Li	&	Guthridge,	
2004;	Dempsey	&	Condon	2000).		CVD	is	caused	by	social,	
environmental, behavioural and biological factors that are a 
result	of	constant	change	to	traditional	lifestyles.

When	compared	to	other	Australians,	Aboriginal	people	more	
likely	to	have	CVD	events	at	a	younger	ages	(AIHW,	2004).	
Therefore it is important to focus medical and health promotion 
interventions	in	ways	the	help	reduce	or	close	this	“gap”.	

A	medical	intervention	widely	used	by	doctors	to	reduce	the	
chance of having a CVD event is treatment with Statins. This 
helps reduce CVD risk as well as improving the concentration of 
the lipid LDL-cholesterol in the blood. 

Statins	are	funded	through	the	Pharmaceutical	Benefits	Scheme	
(PBS).	In	order	for	a	patient	to	be	eligible	for	subsidised	Statins,	
they	must	meet	the	PBS	guidelines;	which	identifies	individuals	
who	are	at	greatest	risk	of	CVD.		According	to	the	PBS	
guidelines;	Aboriginal	patients	who	are	diabetic	and	those	with	
lower blood lipid levels and can access subsidised Statins. 

Box	1.	Identifies	Aboriginal	people	who	are	eligible	for	Statins	
under	the	current	PBS	guidelines	as	of	October	2006	(Australian	
Government	Department	of	Health	and	Ageing,	2006):

Box 1. PBS Eligibility guidelines 
Prior history of CVD including; 
o	 Coronary	heart	disease	[heart	attack	or	angina]
o	 Cerebrovascular	disease	(stroke)	
o	 Peripheral	vascular	disease
Diabetes
High- risk family history 
o	 CHD	before	the	age	of	55	years	in	2	or	more	first	degree	

relatives
o	 CHD	before	45	years	in	1	or	more	first-degree	relatives
Dyslipidaemia with Low risk family history
(LDL	cholesterol	>	4.0mmol/L	(if	≤18	years)	or	LDL	cholesterol	>	
5.0mmol/L;	Total	cholesterol	>	6.5mmol/L	or	Total	cholesterol	>	
5.5mmol/L	with	HDL	cholesterol	<1.0mmol/L)
o	 CHD	before	age	60	in	1	or	more	first	degree	relatives
o	 CHD	before	age	of	50	years	in	1	or	more	second-degree	

relatives 
o	 Familial	hypercholesterolaemia
High total cholesterol
o	 Total	cholesterol	>	6.5mmol/L
o	 Total	cholesterol	>	5.5mmol/L	with	HDL-c	<	1	mmol/L
High Triglycerides
o	 Triglycerides	>	8	mmol/L
o	 Triglycerides	>	4mmol/L	in	men	35-75years	and	

postmenopausal	women	≤	75	years

CARDIOVASCULAR RISK  
FOR ABORIGINAL PEOPLE IN CENTRAL AUSTRALIA:  
EVALUATION OF PBS LIPID TREATMENT GUIDELINES

JOANNE LUKE, KEVIN ROWLEY & ALEX BROWN
Onemda	VicHealth	Koori	Health	Unit,	University	of	Melbourne
Baker	IDI-	Heart	and	Diabetes	Research	Institute,	Alice	Springs

As	part	of	our	research	on	CVD	risk,	we	evaluated	how	effective	
the	PBS	criteria	are	in	identifying	Aboriginal	people	in	Central	
Australia	who	are	at	risk	of	CVD.	We	looked	at	how	many	
Aboriginal	people	were	able	to	access	Statins	under	the	PBS,	
and whether their risk of CVD corresponded with their access 
to	subsidised	Statins	over	a	period	of	10	years.	Our	study	group	
was	739	Aboriginal	people	from	3	communities	in	Central	
Australia.	80	of	these	had	previously	had	previous	CVD.	65	had	a	
CVD	event	in	the	10	year	period	of	1995-2005.	

We	found	the	PBS	guidelines	were	very	good	at	identifying	
those	at	greatest	risk	for	CVD.	However	under	these	guidelines,	
a	lot	of	individuals	who	did	not	experience	CVD	would	be	
eligible to receive Statins also.

As	a	result	of	this	we	tested	the	effectiveness	of	the	suggested	
changes	to	the	PBS	guidelines,	to	see	if	they	would	reduce	the	
number	of	Aboriginal	people	who	would	be	eligible	to	receive	
Statins	unnecessarily.	

We suggested three alternate criteria: 
Current	eligibility	criteria	AND	aged	over	35	years	OR	total	1. 
cholesterol	>	6.5	mmol/L
Current	eligibility	criteria	AND	2	or	more	non-lipid	factors	2. 
(Non-lipid	risk	factors:	fibrinogen	>	3.5	mg/L,	smoking,	
hypertension	or	macroalbuminuria)	OR	total	cholesterol	>	
6.5	mmol/L
Current	eligibility	criteria	AND	aged	over	35	years	AND	2	or	3. 
more non-lipid factors (Non-lipid risk factors: fibrinogen > 3.5 
mg/L,	smoking,	hypertension	or	macroalbuminuria)	OR	total	
cholesterol	>	6.5	mmol/L.

All	of	these	reduced	the	number	of	Aboriginal	people	who	
would	receive	medication	unnecessarily,	while	ensuring	those	
at greatest risk for CVD were still eligible for subsidised Statins.

Given	there	are	economic,	medical	and	social	impacts	when	
using medical interventions, it would not be ideal to prescribe 
Statins to 56.0% of the population. Therefore consideration of 
our	alternate	PBS	eligibility	guidelines	may	be	warranted.

For	further	details	regarding	the	research	described	here	see:

Joanne	N	Luke,	Alex	Brown,	David	N	O’Neal,	Kerin	O’Dea,	Alicia	
J	Jenkins,	Margaret	Kelaher,	James	D	Best	and	Kevin	G	Rowley,	
2009, Lipid treatment guidelines and cardiovascular risk for 
Aboriginal	people	in	Central	Australia,	Medical	Journal	of	
Australia,	190	(10):552,	556.
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 *Calls from landlines are free: mobile charges may apply. 

1800 022 222 
healthdirect Australia provides health advice  

24 hours a day 7 days a week. 

Whatever the problem, Registered Nurses are on the phone to help 

you get the right care from the right people at the right time. 

If you need advice on whether to see a doctor or go to hospital ring  

healthdirect Australia on 1800 022 222. 

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

An initiative of the Australian Government & the governments of ACT, NSW, NT, SA, Tas & WA. 

In an Emergency call 000 or your District Medical Officer in remote areas 

Brochures, posters & magnets are available.   

Contact Linda on 8985 8050 or linda.hassett@nt.gov.au  

A	new	educational	resource	designed	to	inform	
Indigenous people in the NT about dementia.

The suite of resources includes:

•	 A	DVD	in	4	Indigenous	languages
•	 A	Flipchar
•	 A	Poster

The resources can 
be purchased as a 
set for $80.00 from 
Alzheimer’s	Australia	
NT plus postage 
and handling.  View 
the resource and 
download the 
purchase form at  
www.alzheimers.org.au	
or	T:	08	8948	5228.

“LOOKING OUT FOR DEMENTIA” 
INDIGENOUS LEARNING RESOURCE

Fred	Hollows	Foundation

KUKUMBAT GUDWAN DAGA - 
REALLY COOKING GOOD FOOD 
COOKBOOK
Throughout 2008 and 
2009	the	Women’s	
Development Coordinator 
with	The	Fred	Hollows	
Foundation	Indigenous	
Program,	worked	with	
three women centres 
in	the	Katherine	region	
that	operate	community	
based nutrition programs. 
The women centres in 
Gulin	Gulin,	Wugularr	
and	Manyallaluk	were	
engaged and consulted 
at all stages of the 
community	initiative	to	develop	a	region	specific	cookbook.	

This Cookbook:
•	 Has	recipes that feed 10 or more people,
•	 Is	designed	to	user	friendly	and	simple,
•	 Includes	colour	photos,
•	 Shows	each	step	in	the	method,
•	 Ingredients	lists	divided	into	portions	for	10,	30,	50	and	100	

people, and
•	 Has	recipes	suitable	for	catering	for	bulk	aged	care	and	

school lunch programs.

For	more	information	on	the	 
Kukumbat Gudwan Daga - Really Cooking Good Food Cookbook
Please	see	the	following	website:
www.hollows.org.au	or	contact	the	Fred	Hollows	Foundation:
Joy	McLaughlin,	Indigenous	Programs	Manager,
0409	991	762	or	E:	jmclaughlin@hollows.org
Or	Alison	Lorraine	0448	227	422	or	E:	alorraine@hollows.org
Copies	can	be	purchased	for	$7	(plus	postage	and	handling)	
from batchelorpress.com

The	Australian	Disease	Management	Association	(ADMA)	in	
association	with	the	Victorian	Department	of	Health	launched	
the	Integrated	Chronic	Disease	Management	Online	(ICDM)	
Clearinghouse in September 2009. 

The Clearinghouse allows practical resources and tools, which 
are	relevant	to	disease	management	services,	and	explanations	
of	their	development	and	use	to	be	uploaded	to	a	website	by	
their authors for others to access. 

The website intends to reduce the duplication of resources; 
increase	and	expedite	access	to	practical	unpublished	tools	
and resources for all health services; and 

Reduce	the	burden	on	health	services	running	chronic	disease	
initiatives through enabling the sharing of knowledge and 
resources. 

The clearinghouse is 
moderated	by	ADMA	
and	is	openly	accessible	
to resources.  The 
Clearinghouse can be 
accessed at:  
clearinghouse.adma.org.au 
or	from	the	ADMA	website	
at www.adma.org.au 

ONLINE INTEGRATED 
CHRONIC DISEASE 
MANAGEMENT CLEARINGHOUSE
LISA DEMOS
Australian	Disease	Management	Association	(ADMA)

The Online Integrated Chronic Disease 
Management Homepage
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We	found	some	interesting	articles	we	thought	you	might	
like.	Here	are	the	links.	Happy	Reading!	

Australian	Institute	of	Health	and	Welfare	(2009),	•	
“Prevention of cardiovascular disease, diabetes and 
chronic kidney disease: targeting risk factors”, Cat. no. 
PHE	118.	Canberra:	AIHW.

Available Online: 
www.aihw.gov.au/publications/

Fran	Baum	(2009),	•	 “Prevention: the Commission on the 
Social Determinants of Health and recasting the debate 
to focus on health and wellbeing”	Public	Health	Bulletin	
Vol 6, No 1 

Available Online:
www.health.sa.gov.au/PEHS/publications/

Stephen Skov (2009 •	 “Climate Change: Why should health 
professionals care and what can they do?” The Northern 
Territory	Disease	Control	Bulletin,	Vol	16	No	4.	

Available Online:
www.health.nt.gov.au/library/
The past and present editions of the bulletin can be 
downloaded from:

www.health.nt.gov.au/Centre_for_Disease_Control/
Publications/NT_Disease_Control_Bulletin/index.aspx	

Australian	Institute	of	Health	and	Welfare	(2009)	•	 “Chronic 
disease and participation in work”	Cat.	No.	PHE	109.	
Canberra:	AIHW.

Available Online: 
www.aihw.gov.au/publications/phe/cdpw/cdpw.pdf	

INTERESTING 
ARTICLES/ PUBLICATIONS

Cooperative	Research	Centre	for	Aboriginal	Health,	•	
Project Factsheets: 

-	 Addressing	Challenges	in	Aboriginal	Health	Services

-	 Quality	Improvement	for	Indigenous	Primary	Health	
Care

-	 Caring	for	Indigenous	People	with	Mental	Illness	
(AIMHI)

-	 Empowerment	as	a	Key	to	Improving	Indigenous	
Health	and	Wellbeing

-	 How	do	we	Improve	the	Health	of	Aboriginal	Men

-	 Helping	Indigenous	People	Access	Kidney	Transplants

-	 Reducing	Tobacco	Smoking	Among	Aboriginal	
People

-	 Reducing	Skin	Infections	in	Aboriginal	Communities	
and Others

Available Online: 

www.crcah.org.au/publications/project_fact_sheets_
publications.html 

Ian	Anderson,	Fran	Baum	&	Michael	Bentley	(eds)	2007,	•	
“Beyond the Bandaids: Exploring the Underlying Social 
Determinants of Aboriginal Health”	Papers	from	the	
Social	Determinants	of	Aboriginal	Health	Workshop,	
Cooperative	Research	Centre	for	Aboriginal	Health.	

Available Online:

www.crcah.org.au/publications/beyond_bandaids.html	

Ross	Andrews	and	Therese	Kearns	(2009)	•	 “East Arnhem 
Regional Healthy Skin Project: Final Report 2008” and 
“Flipcharts”		

Available Online:

www.crcah.org.au/publications/	
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Health	literacy	is	not	a	new	concept,	but	do	we	
really	understand	it	what	it	is	about?

The 2010 CDN Conference will focus on discussing 
of	the	role	and	impact	of	health	literacy	on	the	
prevention and management of chronic conditions 
and its importance in achieving positive health 
outcomes.

Health	Literacy	is	more	that	being	able	to	read	a	
label or follow an instruction. It is fundamental to 
people being able to access, understand and use 
health information to make decisions that promote 
and maintain health and wellbeing.

As	health	workers,	researchers,	educators,	service	
providers	and	policy	makers,	it	is	about	how	
we	communicate	health	messages,	the	way	we	
practice, understanding and respecting the cultural 
beliefs and values of others, using appropriate 
resources	and	recognising	that	health	literacy	is	
complex	and	dependent	on	many	social,	individual	
and	community	factors.

For	consumers,	health	literacy	is	about	recognising	
symptoms,	knowing	who	to	talk	to,	what	questions	
to	ask,	find	their	way	around	the	health	system,	
understanding what is happening, making decisions 
and being supported to take action.

Health	literacy	is	not	and	can	not	be	the	
responsibility	of	the	health	sector	alone.	Integrating	
initiatives, forming partnerships, consolidating 
knowledge,	sharing	experiences	and	taking	
collective	action	is	required	to	open	all	the	doors	to	
health and wellness.

PUT THIS DATE IN YOUR DIARY NOW
REGISTRATIONS	AND	ABSTRACTS	OPENING	SOON

Some	health	literacy	readings:

Building	health	literacy	in	Australia,	Don	Nutbeam,	Medical	1. 
Journal	of	Australia	2009;	191	(10):	525-526

Health	Literacy	in	Primary	Health	Care,	Helen	Keleher	and	2. 
Virginia	Hagger,	Australian	Journal	of	Primary	Health	–	Vol	13,	
No.	2,	August	2007

“Health	Literacy”	A	new	concept	for	general	practice?	J	3. 
Adams	et	al,	Australian	Family	Physician	Vol	38,	No	3,	March	
2009

“Virtually	Healthy”,	The	newsletter	for	schools	and	OSHC	4.	
services	from	the	Centre	for	Health	Promotion:	Children,	
Youth	and	Women’s	Health	Service,	No.	41	Term3,	2006.	
Government	of	South	Australia

Health	literacy,	Australia	2006	Australian	Bureau	of	Statistics,	5. 
(ABS	cat.no.	4233.0)

HEALTH LITERACY – OPENING DOORS 
TO HEALTH AND WELLBEING

2009 Conference
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THANK YOU
AND  COMMENDATIONS

It was gratifying to 
get the following 
commendations for 
both the Chronicle 
and the CDN 
Conference

Each	year	the	Aboriginal	Health	Worker	Excellence	Awards	are	
held to recognise and celebrate the work and achievements of 
Aboriginal	Health	Workers	across	the	Northern	Territory.

The	2009	awards	ceremony	was	held	on	the	27th	November	
2009	at	Parliament	House	in	Darwin.

This	year	54	nominations	were	received	in	the	4	categories

Remote •	
Urban•	
New Practitioner•	
Specialised Health Worker•	

An	excellence	award	is	also	given	to	the	over	winner	of	the	4	
categories.

the 2009 winners are:

Remote

Terence Guyula- 
Urban

Ronald Ogilvie 
new Practitioner

Cassandra Daniels

Specialised Health Worker

Beverly Derschow
Winners	in	each	category	receive	$1500	in	funding	that	can	be	
used	for	study	or	further	education	in	their	areas	of	expertise.	
Runners	up	in	each	category	also	receive	$800	to	be	used	for	
further	education.	The	recipient	of	the	overall	Excellence	award	
receives a further $3000 for education. 

Excellence Award

Terence Guyula- 
Terence	commenced	Aboriginal	Health	Worker	Training	in	1987.	
He	has	many	notable	achievements	including	setting	up	one	
of	the	first	Men’s	Health	Centre	at	Gupuwiyak.	His	work	has	
contributed	to	the	improvement	in	health	for	many	people.	
Terrence has been a fantastic ambassador for his profession and 
a	great	advocate	for	aboriginal	male	health.	Well	Done	Terrence.

Well	done	to	all	the	winners	and	nominees.	It	is	great	to	see	the	
good	work	being	done	by	Aboriginal	Health	Workers,	in	the	NT	
being celebrated.

For	more	information	on	the	awards	please	see	the	website:	
www.nt.gov.au/health/ahw/	

ABORIGINAL 
HEALTH WORKER 
AWARDS 2009

“Thank you for the photos [in the chronicle]. 
I did enjoy the conference”

Beryl Meiklejohn (Queensland University of Technology)

“Thank you for the link to the Chronicle 
and for putting in our article on the 
indigenous health workers section. We 
really appreciate it. It also went on out e 
message stick I noticed to all users so (sic) a 
wider distribution.
I have noticed renal health is the next focus 
and our researcher in this area will be 
submitting a piece in the New Year”   

Tara Hoyne (Australian Indigenous Health InfoNet)

“This is an absolutely beautiful publication!”
Julia Pettigrew (General Practice Network NT)

“I would like to thank you for continuing 
to send me ‘The Chronicle’. I especially 
appreciated the CDN Conference Edition.
It is now sometime since I worked in the NT 
but as I do country locum work in NSW the 
Chronicle has kept me up to date and helps 
me in my day to day work. Also this year I 
may be working in the NT as a locum GP 
yet again.
So THANKS!!!”

Ian Murdoch (Locum GP)
South Australia
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rthritis & Osteoporosis NT 
 

The Arthritis Foundation of the Northern Territory Inc ABN 67 099 326 608 

 

Patron: His Honour Mr Tom Pauling AO QC Administrator of the Northern Territory and Mrs Tessa Pauling 

 

 

Notice re CSP Training - 2010 
 

What is the Community Speakers Program? 
Arthritis & Osteoporosis NT (AONT) provides speakers through its Community Speaker Program to 
any health professional body or community group seeking information about arthritis and 
osteoporosis.  Our speakers are trained volunteers (many of whom have arthritis or osteoporosis).  
Not everyone who completes the training wants to be a community speaker, these skills are useful for 
informational purposes. 
 
Why have a talk about arthritis or osteoporosis? 
These conditions affect everyone of us in some way.  It is likely that members of your group either 
have arthritis or osteoporosis or they may know people who have these conditions. 
 
What is the CSP? 
The CSP training program is nationally accredited, developed by Arthritis Tasmania in conjunction 
with rheumatologists and health professionals. It is facilitated by former Health Educator Louise 
Schnitzhofer.   
 
The training course is FREE and training sessions will be held in both Darwin (20

th
, 21

st
 February 

and 6
th

 March 2010) and Alice Springs (27
th

, 28
th

 March and 10 April 2010). 
 
Would you like to participate? 
 
Please contact Mary at AONT – Telephone 1800 011 041 or mary@aont.org.au  for a registration 
form and timetable.   
 
 
 
 
 
 
 
 
 
 

 Australian Disease Management Association  
6th Annual National Disease Management Conference  
“Chronic Disease Management and the Future of the 

Australian Health System” 
 

 
 

Thursday 19th – Friday 20th August, 2010 
Crown Promenade, Melbourne 

 
For More Information contact: ADMA  

2nd Floor Feathers Building, Caulfield Hospital, 260 Kooyong Rd, Caulfield, VIC 

3162  

E-mail: info@adma.org.au  or p.stoforidis@alfred.org.au   

Tel: +61 3 9076 4125 Fax: +61 3 9076 6901  

Other organizations: If you would like to organize a satellite meeting around 

this event please contact us 
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FOR HEALTH PROFESSIONALS WORKING IN THE TOP END 

Program Outline: 
This short course is aimed as a clinical update for Remote Health 
Professionals; including reviewing and updating clinical knowledge on cardiac 
anatomy, best practice guidelines and advice on managing, treating and 
preventing cardiac conditions and update managing and interpreting cardiac 
tests and interventions.   

Date:               4th to 8th May 2010 

Time:  0830 to 1615 Daily. 

Venue:   North Australian Research Unit (NARU), Ellengowen Drive, Brinkin. 

Cost:  Nil 

Assessment  Participants are issued a certificate of completion on successfully 
completing the workshop and incorporated assessments. 

For further information contact:  
Jeanette Boland 89226990.email: jeanette.boland@nt.gov.au or Chrissie Inglis @ 
cardiac@healthylivingnt.org.au  

For bookings phone 892 28747(Clinical Learning, Darwin). Forward your Internal or 
External HE47’s to Fax: 89228010 

Healthy Living NT & DHF 
LivinPreventable Chronic 
Disease  
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  www.nt.gov.au 

 

I  

National Code 80807ACT 

Target Provide Registered Nurses, Aboriginal Health Workers, Allied Health Care 

Professionals and other health care providers with accredited training in 
managing Diabetes. 

Content Training is provided in accurate recognition; treatment, prevention and 
management strategies for clients with diabetes in a general care setting. Personnel work 
within a variety of settings such as general practice, hospitals, community health services and 
private practice throughout the Northern Territory. 

Learning Outcomes 

Provide all registered health care providers with the appropriate skills to deliver 
community based primary health care services in conjunction with mainstream 
diabetes health care services in the NT within the limits of their own scope of 
practice. 

• Module 1 – What is diabetes 

• Module 2 – Chronic complications of Diabetes Mellitus 

• Module 3 – Lifestyle issues 

• Module 4 – Medication 

• Module 5 – Acute complications of Diabetes Mellitus 

• Module 6 – Self monitoring of Diabetes Mellitus 

• Module 7 – Groups with special needs 

• Module 8 – Support services and self management 

• Module 9 – Diabetes Management in General Practice 

Assessments and Course Completion 

Assessments will be carried out throughout the course. Once a participant has been assessed 
as achieving competence for all modules, a Statement of Attainment will be awarded. 

Dates-  3 day course is being offered Gove 21st to 23rd April 2010 

Darwin 15th-17th June 2010 & 3rd to 5th November 2010   

Katherine 3rd to 5th August 2010. 

Further Info  Jeanette Boland, DHF ph 8922 6990 

Bookings Contact Clinical Learning DHF Phone: 89228757 Fax: 89228010  
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Proudly supported by

The Chronic Diseases Network acknowledges the participation and support of 

the CDN Steering Committee members from the following organisations:

 


