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 The Chronic Diseases Network

The Middle Years
Dr Christine Connors, Program Leader
Chronic Conditions Strategy Unit, Department of Health

The middle years is the time when we develop as adults, settle down in 
jobs, homes and grow our own family. It’s also the time when risk factors 
for chronic conditions often increase and the disease process starts to 
develop. In the NT, too many people develop chronic conditions in these 
years, with greater risk for Aboriginal Territorians. The life expectancy 
gap between Aboriginal and non Aboriginal people is especially large 
between the ages of 35-54 years, with the majority of these premature 
deaths due to chronic conditions.

An important aim of good chronic conditions management is to diagnose 
people as early as possible in the disease process and work with the 
person to minimize complications. The article in this edition about the 
incidence of heart attack in younger adults, shows very high rates 
amongst Aboriginal Territorians. The good news is that deaths due to 
heart attacks have been decreasing, refl ecting the hard work by many 
health professionals and their patients, in both the primary and tertiary 
care sectors. The next phase is to reduce the number of people having 
heart attacks, especially at this younger age.

Smoking is probably the most signifi cant risk factor for preventable 
diseases in the NT. We are seeing decreasing rates of smoking, but 
unfortunately continue to have the highest prevalence in Australia. In 
recent years, there has been a signifi cant increase in tobacco control 
staff and greater involvement of a range of health professionals in 
tobacco control. All health professionals have a role to play - this could 
be supporting your health service’s “smoke free policy”, assessing 
smoking status for all your patients and providing effective brief 
interventions, facilitating quit groups, and discussing smoke free areas 
with Shire Councils and other organisations. A number of articles in this 
edition address the issue of smoking complications and tobacco control.

Another signifi cant issue for adults in the middle years is increasing 
obesity. The evidence for effectively reducing population prevalence of 
obesity is much less clear, but a number of countries have been trialling 
multiple strategies using tobacco control actions as a model. These 
strategies include:

 improving access and cost for healthy foods
 limiting fast food outlets, especially near schools
 restricting marketing of “high fat, high sugar” foods to children

Continued on Page 2
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 improving community “infrastructure” to make 
it easier for us to be physically active. This 
includes:

 bike paths
 sporting facilities
 good access to public transport
 prominent stairs in buildings instead of 

elevators
 improved access to hunting for people in 

remote areas. 

Community programs such as those described 
in “Healthy lifestyle initiatives” contribute to 
changing community attitudes and knowledge. 

There are many opportunities to prevent 
complications and improve the quality of life in 
the middle years. Our role as health professionals 
is to ensure we understand the evidence for 
effective prevention and chronic conditions 
management, and provide these services to the 
population.

Continued from Page 1

A Perfect Match - Kidney transplant patient at 
Monash Medical Centre 

A Perfect Match - 
Kidney Transplant at 
Monash Medical Centre
Josie Christie – A Daughter’s Perspective

Carmelo and Angela Pino, my Dad and my 
Mum, have been together for 42 years and are a 
perfect match in every sense – body and soul!

My Dad was diagnosed with Type 2 Diabetes 
in his early forties and the disease reached an 
advanced stage where he needed a new kidney 
or to begin dialysis. After much consideration and 
numerous amounts of testing and preparation my 
Mum was deemed a perfect match.

On the 9th of February 2012 my Mum did the 
bravest and kindest act a person could do and 
gifted her kidney to my Dad.

My Mum and Dad, who live in Darwin, fl ew to 
Melbourne to undertake the transplant at Monash 
Hospital in Clayton Victoria. The procedure 
went according to plan and with a few minor 
scares post operation, my Dad’s body took 
to my Mum’s kidney. Over the three months 
of their stay in Melbourne, the transplant unit 
and hospital staff were outstanding in their 
organisation, communication and care pre and 
post the transplant, and their efforts are greatly 
appreciated by all family members.

My Dad insists that he feels like a new battery 
has been placed inside of him. His energy levels 
have increased and he feels wonderful!

My Mum’s body is taking a little longer to recover 
as expected and is doing relatively well. My Mum 
encourages anyone thinking about donating to 
just do it – if you’re a perfect match then it is 
meant to be!

Continued on Page 3

Hearing Health Program
Kathy Currie, Hearing Health Program Leader
Health Development
Peta Archer, Business Information Analyst
Hearing Health Strategy 
Gypsy De Jonge, ENT Care Coordinator
Hearing Health Program

In collaboration with other service providers 
in the Northern Territory (NT), the Australian 
Government funded the Hearing Health Program 
(HHP) to continue the effort to reduce the 
prevalence of otitis media and associated hearing 
loss amongst Aboriginal people aged 21 and 
under living in remote communities in the NT.

Throughout the last 18 months, Department of 
Health (DoH) ear and hearing health services 
has undergone signifi cant reform to integrate 
and maximise effi ciencies of all available Ear, 
Nose and Throat (ENT) and Audiology services, 
including:

• expanded access to diagnostic audiological 
and ENT Specialist assessment
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• coordination and case management support 
for Aboriginal children with ear disease and 
hearing loss

• clinical leadership support to primary health 
practitioners for prevention, identifi cation 
and management of otitis media and 
hearing loss

• integrate data sets related to otitis media 
and hearing loss from Hospitals, NT 
Hearing, Australian Hearing and the 
Australian Government Intervention 
Hearing/ENT

• standardise data for ear examination, 
Audiology and ENT across NT health 
information systems

• sequencing services across the ear 
health and hearing clinical pathway, at the 
community level, through collaborative 
scheduling

• leadership and development of an inter 
agency system for shared use and care of 
hearing health testing facilities in 20 remote 
communities

• implemented system development to 
prioritise ENT and audiology services to 
children using clinical data in line with 
CARPA and national guidelines.

HHP is developing a Hearing Health Information 
Management System (HHIMS) to enable 
all hearing and ear health from a number 
of different work areas to input and update 
care within a single data base. HHIMS will be 
accessible to primary health organisations 
through PCIS and Communicare. This work has 
commenced and the system is anticipated to be 
operating late 2012.

Another innovative strategy to deliver sustained 
and cost effective ENT Specialist consultation 
services to remote communities is Teleotology. 
After a community visit from an Audiologist 
and specialist ENT Nurse, the ENT Specialist 
consultation is undertaken utilising electronic 
data (full audiology and ENT clinical history) and 
digital otoscopy images.

What is an Electronic Teleology ENT Case 
File?

This contains all the clinical, audiological and 
other relevant Hearing/ENT data history of 
the patient including digital Otoscopy imagery 
and an electronic interactive ENT Consultation 
template with digital signature capabilities.

How is the patient’s electronic ear and 
hearing health case fi le assembled?

This is performed by skilled HHP data personnel 
and the data bundle is sent via secure electronic 
email notifi cation to NT ENT Specialists.

How does the ENT Specialist review the 
electronic case fi le?

The ENT Specialist reviews the clinical date 
electronically and records his diagnosis and 
recommendations on the electronic ENT 
Consultation in each individual fi le. Once 
reviewed the Specialist digitally signs the 
electronic template, locking the document, 
before sending it back to the HHP for further 
processing.

Where does the clinical ear and hearing 
information come from?

Relevant data comes from the PHC patient 
information record on PCIS, Communicare or a 
paper based record. 

Continued on Page 4
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Hearing/ENT historical data is mostly obtaining 
through the AGI Hearing ENT Database which 
contains integrated hearing/ENT data from July 
2007 including: Community, client demography 
and Hearing/ENT service level data (i.e. ENT 
consultations, Audiology assessments and 
surgical procedures).
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What patient assessment and other clinical 
information does the Teleotology Team record 
during an outreach visit?

Assessments are completed by the Teleotology 
team at the PHC. The team ensures that:

1. adequate clinical history is recorded on the 
electronic teleotology form

2. audiological assessments are completed

3. digital otoscopy imagery for each ear is clear 
and shows the entire eardrum

4. appropriate diagnosis, treatment and 
management is provided.

Who is responsible for case management and 
ongoing care of the client’s ear condition?

The primary health care practitioner is 
responsible for the ongoing care of the client’s 
health implementing recommendation from the 
ENT or applying standard CARPA treatment, 
recall and referral recommendations.

Child Hearing Health Coordinators, ENT Care 
Coordinators and Audiologists are able to provide 
support and training to assist in this task.

How is the HHP working collaboratively within 
the primary health framework?

The HHP utilises each primary health care 
organisation’s information systems/processes 
whether NTG or Aboriginal Community Controlled 
Health Organisation (ACCHO) to record Hearing/
ENT results, treatments, recalls and other 
recommendations.

How many people have received a 
Teleotology ENT review?

For the period of August 2010 to March 2012, 
1059 people received Teleotology ENT review 
electronically.

In this period, the teleotology team visited 63 
remote communities throughout the NT, with 
some communities receiving more than one visit.

What is Teleotology able to achieve?

Expanded ENT accessibility to remote 
communities with improved effi ciencies and 
timeliness, without patients having to leave 
community.

For more information contact:
Beverley Scott-Visser, Program Manager, 
Hearing Health Program
Phone: 08 8985 8023 / E-mail: beverley.scott-
visser@nt.gov.au
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This data provides the basis for the ENT 
Specialist consultation.  The ENT will not 
undertake consultation on incomplete data or 
where images are unclear.

Who are targeted for Teleotology 
consultation?

Aboriginal people aged between 4 and 21 years 
of age, living in remote NT communities who:

• PHC referral for ENT consultation
• have had ENT surgery in the last 3 years 

(Post Surgical)
• have an ENT referral and have not been 

seen
• on surgical waitlists
• seen by ENT in the last 3 years BUT require 

review or monitoring.

In view of the detailed assessment and patient 
interaction during Teleotology approximately 6 – 8 
clients are able to be seen during a full outreach 
day. For this reason Teleotology visits are often 
3-4 days, especially in the larger communities.
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Mary G, Queen of the Kimberley and Dave Pigram, 
Musician, Footballer and Indigenous Men’s Health 
Coordinator with the Smarter than Smoking kids 
who are featured in the Rural Health Education 
Foundation’s DVD Breathe Strong

Smoking:  An Indigenous Health 
Challenge
Jill Pierce, Education Project Offi cer
Rural Health Education Foundation 

Tobacco use is a major preventable contributor 
to the life expectancy gap between Indigenous 
and non-Indigenous people. Much of this gap 
is due to smoking related diseases such as 
respiratory disease, cardiovascular disease and 
cancer. Aboriginal and Torres Strait Islander 
people can start smoking at relatively young 
ages and this can lead to the development of 
chronic conditions in the middle ages. Twenty 
percent of Aboriginal and Torres Strait Islander 
people will die from smoking-related illness.

Nearly half of all Aboriginal and Torres Strait 
Islander adults smoke compared to less than 
one fi fth of other adults. Smoking prevalence is 
higher in remote areas. The challenge for health 
practitioners and communities is to develop 
innovative and effective ways of addressing 
tobacco use in Indigenous communities. 
Research is still needed to ascertain the most 
appropriate interventions for Aboriginal and 
Torres Strait Islander people, however there are 
many health workers, such as the new Tobacco 
Action Workers and Healthy Lifestyle Workers, 
who have taken up the challenge of tackling 
smoking at an individual and community level.

Broad interventions, often initiated by the 
Government can also signifi cantly reduce 
smoking, such as:

 banning the advertising of cigarettes
 the plain packaging of tobacco products
 increasing the cost of cigarettes and
 the banning of smoking in public places.

The elimination of second hand smoke is also 
key to improving health. To achieve this there 
have been bans on smoking in many public 
places and an emphasis on public education 
about the dangers of second hand or “passive” 
smoking for children.

Social marketing campaigns such as the recent 
“Break the Chain” advertisement reinforce the 
benefi ts of giving up smoking and discourage 
non-smokers from taking it up. Recently, 
local communities have developed their own 
social marketing strategies using local leaders 
or young people to send out strong anti-
smoking messages. These campaigns have 
made use of local heroes, respected Elders 
and young people to deliver their messages 
using strategies such as songs, TV and radio 
advertisements, bill boards and posters.

Strategies to combat smoking need to 
acknowledge the historical, cultural, and socio-
economic factors infl uencing its use, as well 
as the individual psychological, physical and 
behavioural factors. There is no easy answer 
as to why tobacco use is so much higher in 
Indigenous communities. Tobacco use is higher 
in lower socio-economic groups, and it is highly 
addictive. In some communities smoking is seen 
as normal, and there is a “culture of smoking”. 
Sharing of cigarettes reinforces family and social 
relationships. Tobacco use can also be viewed 
as a pleasurable activity, in what can often be 
a very stressful life. Also, in the past, Aboriginal 
people were often paid in tobacco. 

Tobacco dependence is a chronic condition 
which usually needs long term support and 
repeated intervention. Whilst most people quit 
“cold turkey”, it can take multiple attempts to quit 
before someone gives up for good. As health 
workers, our efforts must also concentrate on 
discouraging the take-up of smoking in the 
fi rst place. As Dr Tom Calma, the National Co-
ordinator for Tackling Indigenous Smoking says 
“If you don’t smoke, don’t smoke!”

Continued on Page 6
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Catch Lung Disease Before It 
Catches Up With Your Patients
Judy Powell, Project Manager 
Primary Care, COPD National Program, The 
Australian Lung Foundation

More than seven million Australians (63 percent) 
aged ≥35 years claim to have been exposed to 
environmental or lifestyle factors which could put 
them at higher risk of lung disease – including 
harmful dust, gas or fumes in their workplace or a 
history of smoking.1 

Lung disease is a serious condition that 
incorporates a range of diseases such as lung 
cancer, chronic obstructive pulmonary disease 
(COPD), asthma and many other lesser known 
conditions such as interstitial lung disease and 
pulmonary arterial hypertension. While some of 
these can be a result of genetic factors, most 
lung diseases are caused by a history of smoking 
or exposure to dust, gas or fumes.

Lung disease is a signifi cant and growing health 
issue in Australia. Each year lung disease places 
a considerable burden on the hospital system, 
resulting in nearly 350,000 hospitalisations and 
sadly causing 19,200 deaths.2,3

During 2007-2008 there were 2.6 million4 cases 
of lung disease reported – but many more 
remain undiagnosed. Only about 25 percent of 
Australians with lung cancer are diagnosed early 
enough for curative surgery to be attempted.5 In 
addition, Australian research indicates that half of 
all those with COPD are unaware they have the 
disease, even though it is advanced enough to 
already be affecting their quality of life.6

Many lung problems are treatable if they are 
properly diagnosed. Early signs of lung disease 
can include breathlessness or wheezing; a 
persistent, new, or changed cough; chest pain 
and/or tightness; coughing up blood; mucus or 
phlegm and fatigue.

According to research more than a third of Aus-
tralians (36 percent) who have experienced one 
or more of these symptoms have never spoken to 
their doctor about their symptom/s, which could 
be putting them at risk of serious illness or even 
death.1

To improve early diagnosis and encourage 
consumer awareness of lung disease symptoms 
encourage your patients to complete the Lung

Continued on Page 7

Mary G, Queen of Kimberley, Tobacco Action 
and Healthy Lifestyle workers, Sharon and 
Mena, with the Strong and Deadly Jijas in 
Broome, WA
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Health Checklist. It takes less than a minute to 
do, allowing people with respiratory symptoms 
to understand their lung health and effectively 
communicate with their doctor. Users of the 
Lung Health Checklist receive a customised 
response providing advice on action to be taken 
for their lung health. It is available online at 
www.lungfoundation.com.au

Continued from Page 6

Climbing a fl ight of stairs shouldn’t feel like 
climbing Mount Everest
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In addition to a wide range of patient information 
resources, the Australian Lung Foundation 
has a number of resources for use by health 
professionals to assist in the early identifi cation, 
diagnosis and management of patients with lung 
disease. Resources developed recently include:

 COPD Online, an interactive training 
program for primary care nurses

 Primary Care Respiratory Toolkit

 stepwise management of stable COPD.

http://www.lungfoundation.com.au/
professional-resources/general-practice
For more information contact the Australian 
Lung Foundation on 1 800 654 301 or visit us at 
www.lungfoundation.com.au 

Cancer Prevention and Early 
Detection 
Jessica Alcorso, Health Promotion and 
Special Projects Offi cer
Cancer Council NT

Around one third of Australia’s cancer deaths 
are related to unhealthy lifestyles. Here are 
seven ways to prevent the risk of cancer:

1. Maintain a healthy weight. A waist 
measurement of less than 80cm for women 
and 94cm for men is recommended. 

2. Check for unusual changes and have 
regular screening tests. Most cancers 
can be more successfully treated if they are 
detected early. See your doctor if you notice 
anything unusual or have any concerns.

 women aged 50-69 years are 
encouraged to have a mammogram for 
breast cancer every two years

 women aged 18-70 years are 
encouraged to have a Pap test for 
cervical cancer every two years

Continued on Page 8
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 men and women over 50 are encouraged 
to have a Faecal Occult Blood Test 
(FOBT) every two years for bowel 
cancer.

1. Limit alcohol. Alcoholic drinks, even 
moderate amounts, increase the risk of 
cancers of the mouth, pharynx, larynx, 
oesophagus, liver, breast and bowel. If you 
do choose alcoholic drinks, limit your intake. 

 men and women – no more than two 
standard drinks a day 

2. Eat a healthy diet. Fruit and vegetables 
are low in fat and calories and help maintain 
a healthy body weight. They also contain 
natural protective substances that may 
destroy cancer-causing agents (carcinogens) 
and they may protect against cancer of the 
mouth, throat, oesophagus, stomach, bowel 
and lung. 

 research suggests that eating red meat 
and, in particular, processed meat, may 
increase the risk of bowel cancer 

 Cancer Council recommends eating 
wholegrain breads and cereals as part of 
a healthy diet and to maintain a healthy 
body weight.

3. Be physically active. Regular physical 
activity has been shown to reduce the risk of 
bowel, prostate and breast cancers.

 one hour moderate activity (e.g. brisk 
walking, medium-paced swimming or 

cycling) or 30 minutes of vigorous activity 
(e.g. active sports, aerobics, circuit 
training, jogging and fast cycling) is 
recommended on most days.

4. Be SunSmart. The major cause of skin 
cancer is exposure to UV radiation from the 
sun and other sources, such as solariums. 
The good news is, skin cancer is preventable 
and can usually be cured if found and treated 
early.

 slip on some sun-protective clothing

 slop on SPF30+broad spectrum, water 
resistant sunscreen 20 minutes before 
going outdoors and every two hours 
afterwards 

 slap on a hat that protects your face, 
head, neck and ears 

 seek shade

 slide on some sunglasses - make sure 
they meet Australian standards.

5. Quit smoking. It’s never too late to quit 
smoking, but the sooner you quit the 
more you cut your risk of cancer. It is also 
important to avoid second hand tobacco 
smoke – breathing in other people’s cigarette 
smoke can increase your risk of cancer. 

For more information contact the Cancer Council 
NT on (08) 8927 4888 or visit:
http://www.cancercouncilnt.org.au

For information on the National Bowel Cancer 
Screening Program, visit:
http://www.cancerscreening.gov.au/internet/
screening/publishing.nsf/Content/bowel-
about

For information on BreastScreen NT visit: http://
www.health.nt.gov.au/Womens_Health/
Breast_Screen_NT/index.aspx

For information on Quit Smoking please contact 
Quitline on 13 78 48 or visit QuitCoach at:
http://www.quitcoach.org.au
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Men’s Health: Slow Down – 
Assess the Risks
Matthew Chick, Clinical Nurse Specialist
Casuarina Community Care

“If nothing changes, if we keep doing the same 
things over and over - nothing will change.”

Many health experts warn that “there is a silent 
crisis affecting the health and wellbeing of 
men”.1 Men run the risk of racing through life 
without taking the time to do some basic safety 
checks, which as Gary Larson illustrates, puts 
us on a fatal collision course. However, for male 
health, some very basic preventative actions 
could reap major rewards for the health of men, 
their families and our nation.

All evidence suggests that the indestructible 
“Aussie Male” stereotype is a fabrication. Men 
live 5-6 years less than women; have higher 
mortality rates for all major causes of death 
before the age of 65; are four times more likely 
to die from cardiovascular disease; are twice 
as likely to develop type two diabetes; are four 
times more likely to commit suicide; are three 
times more likely to die from a motor vehicle 
accident; in fact, four times more likely to die 
from any accident.1;2

The gender disparity in health and wellness 
both within the NT and Australia in general, is 
further reinforced by the health gap between 
Indigenous and non-Indigenous people. In the 
NT, the single largest contributor to the disease 
burden is low socioeconomic status.3

A National Male Health Policy

In the words of Warren Snowden (Minister for 
Indigenous Health, Rural and Regional Health 
and Regional Service Delivery), at the launch 
of the fi rst National Male Health Policy 2 in May 
2010 – men of all ages need to “learn more 
about their own health, adopt healthy routines, 
have regular health check-ups to prevent 
chronic disease and seek medical help when 
needed”.

The Male Health policy identifi es six priority 
areas:

1. optimal health outcomes for males

2. health equity between different population 
groups of males

3. improve health for males at different life 
stages

4. a focus on preventative health for males, 
particularly regarding chronic disease and 
injury

5. building a strong evidence base on male 
health and using it to inform policies, 
programs and initiatives

6. improved access to health care for males 
through initiatives and tailored health care 
services, particularly for male population 
groups at risk of poor health.

In promoting action on these priority areas, the 
policy aims to:

 improve male awareness of preventable 
diseases and injuries

 support males to take charge of their 
health and act to improve their health, and 
infl uence health care services to provide 
better information and access for males.

Health Promotion for Men

Health promotion for men can be seen as a 
function of two levels: the broader social factors 
and the individual ones. The majority of our 
efforts tend to be directed at the individual level 
rather than the broader, more diffi cult underlying 
social factors, which are arguably more likely to 
provide the largest population health gains.2

TH
E M

ID
D

LE A
G

ES



June 201210

Continued from Page 9

At the individual level some risk factors are 
changeable, some are not. Our gender, family 
history of disease and age are examples of 
unchangeable risk factors. Changeable risk 
factors include: smoking, alcohol consumption, 
illicit drug use, physical inactivity, poor diet, high 
blood pressure, diabetes, high blood cholesterol, 
overweight/obesity, psychosocial stressors and 
not wearing seat belts when in a car.

To be effective in changing men’s health, the 
continuum of health promotion interventions must 
include deliberate action across the lifespan 
which provides:

 supportive environments
 socially and culturally appropriate health 

information and marketing
 community based programs (such as 

“Healthy Darwin”)
 quality health education and skills 

development (including peer based 
programs) 

 targeted risk assessment screening and 
immunisations.4

Local solutions: Men’s Sheds

Last month I attended a local Men’s Shed and 
discovered a welcoming and highly supportive 
group of 70+ year old men. They talked. I listened 
and learned that only one third had consulted a 
health professional in the last year. Overall they 
appeared to look out for each other more than 
they expressed concern about themselves. In the 
last year, not one had taken an ECG, including 
a participant who had medically diagnosed 
hypertension, hypercholesterolemia, a history of 
Scarlet fever and was on an insulin pump.

I discovered several concerns among them 
including hypertension, hyperglycaemia and 
cardiac arrhythmias. Several of them consulted 
their GPs in the days immediately following my 
visit. This is consistent with research in New 
Zealand on the benefi ts of inviting men to attend 
general practice.2 The study showed a 3 fold 
increase in health checks for specifi c problems 
and increases in preventative health screening.

Some of the aims of the Australian Men’s Shed 
Association5 are to:

 highlight the need for meaningful activities 
to be available for males within their 
communities

 promote and develop activities for men within 
communities

 promote men’s health programs within sheds.

As not all men can attend a “Men’s Shed”, 
other men’s gathering environments such as 
workplaces and sporting clubs can create a “non 
surveillance” supportive culture of participation in 
health prevention programs and activities.

References

 (1) Around the World with Men’s Health and 
Women’s Health Organizations. Men’s 
Health Forum (England and Wales). 4[4], 
474-475. 1-12-2007

 (2) Australian Government Department of 
Health and Ageing. National Male Health 
Policy. Last accessed 2012 Apr 14; 
Available from: http://www.health.gov.au/
internet/main/publishing.nsf/Content/
national+mens+health-1

 (3) Zhao Y, You J, Guthridge S. Burden of 
disease and injury in the Northern Territory: 
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Leading Causes of Death of Territorians Aged 25-54 Years
Lin Li, Research Offi cer
Shu Qin Li, Epidemiologist
Steve Guthridge, Director
Health Gains Planning, Health Protection Division

Background

Mortality reporting is an important measure of the health of populations. It has been previously reported 
that there is approximately a 17 year gap in life expectancy among Northern Territory (NT) Indigenous 
people compared with the rest of the country.1  This article used Australian Bureau of Statistics (ABS) 
death registration data to examine the cause of death for Territorians aged 25 to 54 years.

Findings

During the period from 1986 to 2006, the leading causes of death in the NT Indigenous population aged 
25 to 54 years were:

 ischaemic heart disease (14.5% of total deaths for this group)
 cancer (10.2%)
 motor vehicle accident (8.2%)
 chronic liver disease (5.3%)

For this period annual death rates from ischaemic heart disease and chronic liver disease increased, 
the rates decreased for motor vehicle accidents and remained unchanged for cancer (Figure 1). Cancer 
(23.7% of total for this group) was the leading cause of death among the corresponding NT non-
Indigenous population, followed by suicide (12.5%), motor vehicle accidents (12.3%) and ischaemic heart 
disease (10.4%). During the study period, the annual death rates decreased for motor vehicle accident, 
cancer, and ischaemic heart disease which was consistent with national trends,2 and remained unchanged 
for suicide.

Continued on Page 12

Figure 1 Leading causes of death, Indigenous and non-Indigenous populations aged 25 to 54 years, NT 
1986-2006

   

Table 1 presents the ratio of the death rate among NT Indigenous and NT non-Indigenous populations 
in this age group, compared to the corresponding Australian rate for fi ve common chronic diseases. 
For all conditions, there were substantial differences between the NT Indigenous and Australian rates, 
with death rate ratios ranging from 6.3 for stroke to 47.7 for renal failure. By contrast, the differences in 
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Chronic diseases NT Indigenous to Australia NT non-Indigenous to Australia
IHD 7.1 1.0

COPD 23.0 1.1
Stroke 6.3 0.7

Diabetes 20.0 0.9
Renal failure 47.7 0.3

disease-specifi c death rates were less pronounced between NT non-Indigenous and the total Australian 
populations. The death rate from renal failure was notably lower in NT non-Indigenous than the Australian 
population.

Table 1 Age-adjusted death rate ratio of fi ve major chronic diseases of people aged 25-54 years, Northern 
Territory to Australia, 1986-2006

Continued from Page 11

Discussion

The analysis demonstrates the much greater mortality among NT Indigenous people aged 25-54 years 
than other Australians. Deaths in this age group account for most of the Indigenous excess of premature 
deaths,3,4 and are consequently the target population for closing the life expectancy gap between NT 
Indigenous and other Australian populations. Many chronic diseases share similar risk factors and are 
preventable. It is important that individual behaviour factors such as smoking, alcohol abuse and poor 
dietary factors are modifi ed while more generally there must be collective effort to address the wider 
infl uence of social disadvantage.
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Cardiac Rehabilitation and 
Secondary Prevention in the 
Territory: Watch This Space
Dr Jacqueline Boyd, Public Health Registrar
Chronic Conditions Strategy Unit, 
Department of Health

Heart disease affects a signifi cant number of 
people in the ‘middle ages’ of life, causing both 
signifi cant morbidity and mortality to both the 
individual and the population. Most of us will 
have at least one, often more, members of our 
family or friends affected. The size of the issue 
is highlighted in this edition of the Chronicle 
in the article above ‘Leading causes of death 
of Territorians’ with Ischaemic Heart Disease 
shown to be the highest cause of mortality for 
people aged 25-54 years.

Focus is often put on the acute management 
of medical conditions, but we must not neglect 
what happens when people go back home – it is 
critical to ensure ongoing care and management 
to prevent the same condition reoccurring. In 
the case of heart disease, strong evidence over 
many years supports the importance of cardiac 
rehabilitation.

The WHO (World Health Organisation) stated 
in 1993 that ‘Rehabilitation care should be 
available to all patients with cardiovascular 
disease in all countries.’1 Following this, the 
National Heart Foundation of Australia and 
the Australian Cardiac Rehabilitation society 
have released a recommended framework for 
rehabilitation in Australia, the latest version in 
2004.2

A study on an Australian population 
demonstrated a 35% increase in survival after 
5 years in the group receiving comprehensive 
cardiac rehabilitation following a heart attack 
or heart procedure, compared to patients who 
had no rehabilitation.3 Cardiac rehabilitation is 
a single, targeted intervention which has strong 
evidence behind it and a demonstrated large 
reduction in mortality.

What is cardiac rehabilitation?

Many people think of cardiac rehabilitation as an 
exercise program after having a heart attack, but 
it is much more than this. Cardiac rehabilitation 
encompasses ‘all measures used to help 
people with heart disease return to an active 
and satisfying life and to prevent recurrence of 
cardiac events’2 Cardiac rehabilitation is often 

divided into three phases: 

 phase 1 given as an inpatient just after an 
event

 phase 2 as an outpatient usually 4-12 weeks 
following discharge

 phase 3 ongoing prevention and 
management. Integral components delivered 
by a multidisciplinary team include: 2

 assessment, review and follow-up
 risk factor modifi cation – looking at 

smoking, alcohol, nutrition, physical 
activity, weight management, blood 
pressure control, etc

 low to moderate physical activity starting 
in phase 2

 education and discussion of 
cardiovascular disease, risk factors, 
medications, procedures, etc

 counselling and support.

It not only targets those who have had a heart 
attack (myocardial infarction), but also those 
who have stable heart failure, angina heart pains 
those who have had procedures or surgeries on 
their heart.2

What happens currently?

Many cardiac rehabilitation and secondary 
prevention programs exist around Australia. 
Here in the Northern Territory, Healthy Living NT 
provides a face-to-face program in the urban 
population in Darwin/Palmerston and Alice 
Springs, and a telephone support service for 
elsewhere in the Territory. Patients are seen in 
hospital and told about the program, or referred 
by a doctor.

What changes are we making?

In the Territory we have a unique population – 
signifi cant numbers of people live in regional 
and remote areas and we have a higher 
Indigenous population compared to many other 
places in Australia. With our high burden of 
heart disease and geographical isolation and 
associated challenges, cardiac rehabilitation 
is needed more than ever but we must be 
innovative and fl exible in how we will deliver it.

We plan to work to expand the current services, 
to deliver equitable and timely access for 
all cardiac patients to secondary prevention 
services, regardless of their location within 
the Northern Territory. It is a coordinated and 
multidisciplinary approach which will use a 
selection of models of care; a program tailored 
to the person’s needs, work commitments, 
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geographical location, education level, available 
technology and other infl uencing factors. Some 
populations are best suited to the traditional 
face-to-face model, but cardiac rehabilitation 
can be delivered in many ways: via telephone, 
videoconference, home-based, facilitated in 
remote health centres and even via smart phone. 

The framework being developed will have a 
strong focus on self management and work 
within the Chronic Conditions Prevention and 
Management Strategy 2010-2020.

Who is involved?

A core workgroup has been formed to develop 
the overarching framework for cardiac 
rehabilitation and secondary prevention in the 
Northern Territory. Key stakeholders include 
the Department of Health Chronic Conditions 
Strategy Unit, Coronary Care and NT Cardiac, 
Healthy Living NT and The Heart Foundation, 
amongst others.

If you wish to be involved in expanding cardiac 
rehabilitation in the NT in the future, we may 
be running some focus groups later in the year. 
Please contact CDN who will collect the names of 
people interested.
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Heart Attack Incidence in Young 
Territory Adults
Bhanu Bhatia, Research Assistant
Jiqiong You, Health Economist
Steven Guthridge, Director
Health Gains Planning, Health Protection Division

Introduction 

Coronary heart disease (CHD) results from 
blockages in the blood vessels that supply 
blood to the heart itself. Despite the signifi cant 
decline in annual mortality rates; CHD remains a 
dominant cause of death in Australia.1-2 In 2007, 
CHD caused 22,729 deaths, which was 17% 
of all deaths in Australia.2 Among Indigenous 
Australians, CHD death rates were 1.4 times 
greater than non-Indigenous Australians.2

The two leading medical conditions associated 
with CHD are angina and acute myocardial 
infarction (AMI), commonly known as heart 
attack. Angina results from a temporary reduction 
in blood supply to the heart, while in a heart 
attack, a blood vessel supplying blood to the 
heart gets suddenly and completely blocked. 
Heart attacks can be fatal. This article examines 
the incidence of AMI, among 20-39 year old 
Territorians. The results were calculated for the 
fi rst reported heart attack, and do not include 
second and subsequent heart attacks in the 
same person. The results outlined here are a 
subset from more comprehensive information 
which was reported previously.3

Data and Method

The data for this study spans the period 1992-
2004 and was assembled using the Northern 
Territory public hospital admissions dataset, 
Australian Bureau of Statistics (ABS) death 
data and the National Death Index held by the 
Australian Institute of Health and Welfare (AIHW). 
We calculated age-standardised AMI incidence 
rates among young adults between 20-39 years 
old using ABS NT population estimates, adjusted 
for 2001 Australian standard population. The 
rate of change in AMI incidence over time was 
calculated using negative binomial regression. 
A full outline of the methods is available in the 
previous article.3

Results

During the period 1992-2004, 295 new cases of 
AMI were identifi ed among young Indigenous 
adults and 97 new cases in the non-Indigenous 
population. After age-standardisation, the annual
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Continued from Page 14

Figure 1: Incidence of AMI in 20-39 year old NT residents (1992-2004)
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AMI incidence among Indigenous Territorians was consistently higher than non-Indigenous Territorians. In 
2004, the AMI incidence rate among Indigenous Territorians was 223 per 100,000 population compared 
with 23 per 100,000 for the non-Indigenous population (Figure 1). 

Source: Health Gains Planning

The difference in incidence between the two 
groups increased through the study period 
as a result of a higher rate of average annual 
increase in the Indigenous population (7% 
vs. 5%) (Figure 1). AMI episodes, increased 
by a total of 116% for Indigenous Territorians 
and 89% for non-Indigenous Territorians. The 
change in incidence was only statistically 
signifi cant for the Indigenous population.

Discussion

CHD death rates have fallen Australia-wide in 
every age group.2 In this study the incidence of 
AMI remained stable or perhaps increased in 
young NT non-Indigenous adults and increased 
signifi cantly in young NT Indigenous adults. 
Any improvement in CHD death rates in this 
population were therefore not a result of a 
decrease in the occurrence of disease but the 
outcome of improved survival after a heart 
attack. These trends highlight the importance 
of reducing behavioural and biomedical risk 
factors for this potentially fatal condition. Some 
of the behavioural risk factors such as smoking, 
excessive alcohol intake, obesity and poor 
diet are well recognised contributors to this 
disease.2 The results also support improved 
drug treatment in younger NT adults to reduce 
biomedical risk factors such as high blood 
pressure and high cholesterol.2 At the same 
time as impacting on AMI incidence, these 
interventions are also likely to reduce the rates 
of other chronic diseases. Previous studies in 

the NT population have highlighted that as a 
result of shared risk factors people with CHD 
are also prone to developing other chronic 
conditions such as diabetes and renal failure.4-5
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Women’s and Men’s Health – 
What has gender got to do with 
health?

Part 1 

Megan Howitt & Frank Wallner
Program Leaders
Women’s and Men’s Health Strategy Units
NT Department of Health

Background

When thinking about ‘women’s health’ and 
‘men’s health’ many people think of specifi c 
diseases or specifi c services. Examples are 
breast or prostate cancer or those which relate 
to sexual and reproductive health, for example 
maternity services.

Understanding and treating sex specifi c 
conditions and diseases is important and more 
research is emerging in this area all the time. 
However the terms ‘men’s health’ and ‘women’s 
health’ do not only refer to sex related health 
differences. When considering the broader 
differences in health outcomes for men and 
women, it is vital to consider the impact of 
gender.

The women’s movement in Australia in the 
1960s and 1970’s highlighted the political, 
social and systemic issues affecting women’s 
health. Offi ces for the Status of Women were 
established as well as women’s health policy 
agencies and women’s health services.

The men’s health movement has gathered 
momentum from the women’s movement and 
is working to identify and respond to the ways 
in which sex and gender issues impact on 
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male health. In 2010, the fi rst National Male 
Health policy was released and in 2011 the 
NT Department of Health established a Men’s 
Health Strategy Unit similar in scope to the 
Women’s Health Strategy Unit.

This short article aims to give an overview of 
gender and its affect on health outcomes by 
defi ning some key terms used and responding to 
some common myths about gender. A follow up 
article will explore more implications of gender 
on health and suggest ways in which gender 
analysis can be used when developing policy 
and planning, delivering and evaluating health 
services.

Defi nitions

Diversity

Diversity refers to the wide range of infl uences 
which can impact on health. These include 
gender, cultural, geographic, age and 
demographic factors. All population groups 
can be “divided” by diversity, which in turn has 
implications for how services and programs are 
planned, delivered and evaluated.

Gender refers to the various socially 
constructed roles and relationships, attitudes, 
behaviours, values, relative power and infl uence 
that society gives to the two sexes. A simple 
(and limiting) gender stereotype is that men are 
strong and non - communicative and women are 
emotional and nurturing.

Gender analysis is a method of assessing the 
different impacts of proposed and/or existing 
legislation, policies, programs and services on 
women and men.

Gender mainstreaming is a term developed 
by the United Nations to refer to the integration 
of gender concerns into policy making and 
research so that policies and programs reduce 
inequalities between women and men.

Gender neutral refers to any policy where the 
potential gendered impacts are ignored on the 
assumption that no gender-based differences 
apply.

Gender sensitive refers to the capability 
of people and organisations to develop 
policy, programs and health research which 
understands and responds effectively to the 
impact of sex and gender on health outcomes.
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Sources for the defi nitions above are: 

Dyson, S, 2001 Gender and Diversity: A 
Workbook for an Equity Approach to Practice, 
Melbourne Women’s Health in the South East

World Health Organisation (WHO) 2006 What 
is Gender Mainstreaming? http://www.who.int/
gender/mainstreaming/en/

What is Gender Analysis? Canadian 
International Development Agency
http://www.acdi-cida.gc.ca/acdi-cida/ACDI-
CIDA.nsf/eng/JUD-31194519-KBD

Myths about Gender Analysis (GA) in Health 
Planning
(Adapted from a publication of the GBA 
Directorate of the Status of Women Canada)
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Gender is about the socially constructed norms of 
behaviour we learn in childhood

Sex refers to the biological characteristics such 
as anatomy and physiology that distinguish 
males and females. Our health is affected by 
sex difference because biological and genetic 
factors infl uence our susceptibility to disease 
and responses to treatment. Some genetic 
conditions predominantly affect boys, for 
example haemophilia, or only affect girls, for 
example Rett Syndrome. Some diseases are
more common or can follow a different course in 
males or females, for example heart disease or 
breast cancer.

Myth: GA is biased against men

GA is about fully analysing policy consequences 
for everyone, not about promoting one sex over 
the other. Accurate planning and service delivery 
cannot be made in a vacuum but must take into 
account all segments of society. A thorough 
GA may show that one or both genders will be 
negatively affected by a policy or program. For 
example, a GA of homelessness may capture 
the fact that men make up the majority of those 
affected, and while women may represent a 
smaller proportion of those affected, the causes 
are different and therefore different remedies are 
required.

Myth: GA is advocacy for women

Because gender analysis has arisen from 
the women’s movement there is an historical 
tendency to use terms such as gender-
sensitivity and gender analysis for women’s 
issues. GA is not advocacy but is an analytical 
tool, which aims to achieve gender equality 
through sex-specifi c initiatives as well as 
mainstream policies and programs. 

Myth: We don’t need GA; women and men 
are already equal

Men’s and women’s realities are different as a 
result of both sex (biological differences) and 
gender (social, historical, cultural differences). 
Women and men in Australian society have 
different roles, different access to resources, 
and different responsibilities. As a result, policies 
or programs developed without taking these 
differences into account may not meet the 
needs of neither men nor women nor have the 
intended effects.

Children benefi t from important role models, both 
male and female, to grow into healthy men and 
women
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Treating women and men identically will not 
ensure equal outcomes because women and 
men do not experience the same social and 
economic conditions to begin with. Because 
of life conditions or past discrimination, it may 
sometimes be necessary to treat women and 
men differently to achieve the same results.

Myth GA is only for policies that focus on 
women or women’s issues

GA can be applied to all policies in a variety of 
sectors such as education, transport, immigration 
and health. Because gender permeates all facets 
of our lives, the need for GA goes beyond those 
policies specifi cally targeted to women. GA is 
about recognizing the differences in women’s 
and men’s lives, acknowledging that policies, 
programs, services and legislation may affect 
them differently, and acknowledging that these 
differences may be negative.

Continued from Page 17

The Prevention Institute – a compilation of 
information on preventing violence, reforming the 
health system; supporting healthy food, activity 
and health environments; promoting health 
equity; and promoting good mental health and 
wellbeing. http://preventioninstitute.org/

Australian Women’s Health Network (AWHN) - 
http://www.awhn.org.au/

The World Health Organisation (WHO) Gender 
Policy
http://www.who.int/gender/documents/policy/
en/

World Health Organisation (2007) Engaging men 
and boys in changing gender-based inequity in 
health: Evidence from programme interventions. 
Geneva

Coalition on Men and Boys (2009) Man Made: 
Men, masculinities and equality in public policy. 
London 

World Health Organisation (2010) Policy 
approaches to engaging men and boys in 
achieving gender equality and health equity. 

Next issue: What gender means for health 
professionals in the Northern Territory
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Myth: Creating a “gender-neutral” policy is 
good enough; it treats everyone as equals so 
we don’t need to do GA

Gender neutrality (or gender blindness) assumes 
that all people are affected by policies, programs 
and services in the same way, or that these 
policies, programs and services have neutral 
impacts on recipients. This idea is premised on 
the theory that all people are already equal and 
therefore that treating all people the same is fair.

Further Reading and Useful Links

XY online – men masculinities and gender http://
www.xyonline.net

WikiGender: http://www.wikigender.org/index.
php/New_Home

Gender Equality – The OECD DAC Network 
on Gender Equality (GENDERNET) is an 
international forum to defi ne common approaches 
in support of gender equality. 

http://www.oecd.org/document/27/0,3746,
en_2649_34541_46582811_1_1_1_1,00.html

Diversity Rx – American Website http://www.
diversityrx.org/
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FREQUENTLY ASKED 
QUESTION
Warwick Kneebone, Senior Policy Advisor/
Coordinator Tobacco Policy Enforcement & 
Education 
Alcohol & Other Drugs Program

QUESTION:

A patient is thinking about giving up 
smoking…she is currently employed. What 
are the options to assist her?

ANSWER:

The fi rst question to ask is “Who is her 
employer?”. If she works for the Department of 
Health (DoH), there is a huge amount of support 
available. DoH introduced a Smoke Free Policy 
on 1 July 2009, which applies to all DoH staff, 
contractors, volunteers, patients, clients and 
visitors across the Northern Territory (NT).

As part of this policy, DoH employees can 
access smoking cessation support. This will 
assist staff to deal with the effects of withdrawal 
from nicotine addiction during working hours and 
personal time and includes:

• an assessment for nicotine dependence and 
appropriateness of treatment options

• an individualised cessation plan to meet the 
goal of withdrawal from tobacco products

• provision of nicotine replacement therapy as 
identifi ed in the employee’s cessation plan, 
paid by the staff member’s work-unit

• access to DoH provided smoking cessation 
courses, including release time from work 
to attend smoking cessation courses or 
counselling

• access to the DoH funded Quitline (137 848)

• access to smoking cessation support 
through the Employment Assistance 
Services Australia (EASA).

A smoke free environment assists the patient 
to remain tobacco-free. All DoH staff members 
have the right to work in a smoke-free 
environment, whether on DoH premises or in the 
community setting. Staff who are on offi cial duty 
and are exposed to another person’s tobacco 
smoke can ask the person to extinguish their 
cigarette (cigar or pipe) or ask them to move 
away. If a client or patient refuses to comply 

with the smoke-free policy the staff member can 
cease service and return at the next practical 
time. Staff members who smoke can do so only 
in offi cial breaks. The staff member must leave 
the worksite to smoke. This applies to staff 
members who work in a community setting.

If the patient does not work for DoH, she should 
look at her organisation’s smoke free policy 
and see what support is offered to staff. Many 
organisations have a contract with EASA, which 
entitles staff to attend free individual counselling 
and hypnosis sessions to help participants quit 
smoking. All staff, no matter which organisation 
employs them, can use the QUITLINE. The NT 
Government’s Smoke Free Policy also states 
that all enclosed workplaces (both Government 
and non-Government) need to be smoke free.

Both EASA and some Community Care Centres 
deliver the fresh start course within workplaces. 
This is a structured 4 session course designed 
to help smokers make and confi rm the decision 
to quit, and to support their efforts to become 
a non-smoker by providing them with useful 
information and strategies. The course is 
delivered by an accredited facilitator using video, 
written materials and discussion to provide 
information and essential strategies to assist 
smokers to recognise and understand issues 
including: 

 reasons why you smoke and how 
smoking affects you

 what part smoking plays in your life
 how to quit
 dealing with barriers to stopping
 managing withdrawal symptoms
 how to maintain your ‘quit’ status.

Participants also learn strategies to deal with 
commonly experienced diffi culties such as 
withdrawal, stress and weight gain. EASA 
offers the courses to workplaces in Darwin, 
Alice Springs and Katherine. It is also available 
through both Casuarina and Palmerston 
Community Care Centres.
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Regional Profi le: Tiwi Islands

Wurrumiyanga (formerly known 
as Nguiu) Community
Jane Whitehead, Preventable Chronic 
Conditions Educator
Milly Moss, Public Health Nutritionist 
Miriam Heath,  Area Services Manager
Department of Health

Happy Hunting

Happy Hunting is an annual event held on the 
June long weekend. It is an opportunity for clinic 
staff, visiting health staff, local Tiwi people from 
both islands and all their families to get together 
to share stories, food, music and culture.

This annual event of sharing bush tucker, 
music and watching the sunset helps cement 
relationships and rejuvenate the spirit.

Wurrumiyanga/Nguiu Welcomes 
Heather Andrews
Jane Whitehead, Preventable Chronic 
Conditions Educator 
Top End Central Team

Heather has spent four years in Kunbarllanjnja 
as the Preventable Chronic Conditions (PCC) 
Coordinator and while she will be missed terribly, 
we are glad to welcome her to the Tiwi Islands.

Heather will be based in Wurrumiyanga as the 
PCC Coordinator, providing clinical support for 
PCC staff and clients of the Tiwi Islands. She 
will also be involved in orientating/educating 
new staff, relieving staff in the area of chronic 
conditions, ensuring care plans and recall 
systems are in place and up-to-date and 
will travel with the visiting PCC Educator to 
Pirlangimpi and Milikapiti when required.
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Here are some of Heather’s hopes, challenges 
and the best things about her job:

Hopes: to continue focussing in a clinical role 
alongside clinic staff and the PCC Educator to 
improve Key Preformance Indicators (KPI)s.

Biggest challenge: To ensure PCC, including 
adult health checks, remain a priority given their 
burden of disease. Also to help keep staff and 
clients motivated.

Best things about her job: The diversity of 
issues around PCC; the autonomy the job allows 
and the primary care aspect where she can work 
outside the clinic in the community, as opposed 
to working with acute clients. She feels PCC 
clients afford her the opportunity to develop long 
term relationships.
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Pirlangimpi
80km north of Darwin in the Timor Sea is a 
remote Aboriginal community called Pirlangimpi, 
also known as Garden Point. You can get there 
by air or ferry which departs Nguiu Monday, 
Wednesday and Friday afternoons during the 
dry season.

Depending on seasonality and other factors, 
the population data indicates around 370 
people live in Pirlangimpi and the languages 
spoken are English and Tiwi. Pirlangimpi is an 
extremely quiet and peaceful place and has a 
Pottery shed, a Women’s Centre, Art Centre, 
Creche where Zumba sessions are held, and 
a swimming pool and recreation hall which are 
used every day by the community kids after 
school. Many of the people exercise by walking 
and on the weekends rugby and softball are 
favoured.

The Women’s Centre is renowned for its fabric-
printing. Designs are carved on square slabs on 
which they put paint and press to fabrics which 
are then sold in lots of 2 metres. The fabrics are 
also used to make clothes, various other items 
like bags or huge quilt covers.

The Art Centre showcases a number of works of 
art and pottery which can be purchased. Some 
artists can fi nish a piece of art in a day.

Natalie Puantulura, one of the art centre’s artist

The Pirlangimpi Health Centre is run by Marie 
Daniel the Clinic Manager with assistance from:

Alberta, Community Worker
Ann Marie, Health Worker 
Virginia, Child Health Worker 
Karen Macklin, Receptionist
Gideon who is training to be a Men’s Health 
Worker
Jon Jon, the Men’s Health Worker 
Verity Skeer, Registered Nurse

Dr Rod Omond and Dr Jacqueline Boyd make 
weekly visits to the community.

Health Worker, Ann Marie Puruntatameri
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Ann Marie Puruntatameri moved from Bathurst 
to Pirlangimpi in 1977 and has been a health 
worker for over 10 years. She loves her work 
and is involved in educating, sharing and 
teaching the community about health, prevention 
of chronic conditions, primary health care and 
helps the Church with community work as well.
Virginia Galarla worked in Nguiu from 1969 to 
1979 and moved to Pirlangimpi in 1985. Virginia 
has been the child health worker at the Clinic for 
the last four years and enjoys working with the 
children in the community.

Karen Macklin moved from Qld to Bathurst to 
Pirlangimpi and enjoys the fact that clinic staff 
make her feel part of a family. She is honoured 
to have a Tiwi name and fi nds the people of 
Pirlangimpi very friendly and embracing.

Gideon Pangiramirra is enjoying learning to be 
a men’s health worker and talks to men about 
getting their checks done.
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Milikapiti
Milikapiti is a remote community under the Tiwi 
Island banner and has a population of about 500 
people of which 5-10% are non-Indigenous.  The 
people speak Tiwi and English and love hunting, 
crabbing, fi shing, weaving, painting and art.
 
Situated around 105kms from Darwin, Milikapiti is 
a quiet and peaceful community.  Flights can get 
you there in approximately 25 minutes. Milikapiti 
has one outstation but you require a permit to go 
there.

The Milikapiti health centre is run by Bernie 
Tira, the Primary Health Care Manager with 
assistance from:
 
Tara Stapleton, Registered Nurse
Jeremy Lappin, Registered Nurse
Maureen Klaassens, the Receptionist
Chris Brogan, the Community Based Worker
Raelene Mungatopi, the Senior Aboriginal Health 
Worker
Miriam Daniels, the Senior Aboriginal 
Health Worker
Dr Jessie Johnson and Dr Jamila Priore, 
who make weekly visits
 
Tara has been with the Centre since January 
2012 and does women’s adult health checks 
while Jeremy does the men’s health checks. 

Maureen Klaassens is kept busy attending 
to clients visiting the clinic and providing 
administrative assistance to staff. She has lived 
in the community for six years and worked in 
the clinic for over fi ve years and enjoys the 
simple community life; loves being able to go 
fi shing every weekend if she wants and does not 
miss the hustle and bustle of life in a busy city. 
 
Miriam is a born and bred local and has been 
working as a health worker for nearly 16 years. 
She loves working with the children and assisting 
the specialists who go out to the community. She 
and Raelene are trying to educate the younger 
generation about traditional cultures and looking 
after ones health.
 
Raelene is a Traditional owner who has worked 
as a health worker for nearly 20 years.  She loves 
working with chronic disease patients including 
the diabetes reviews.
 

Right - Jon Jon, the Men’s Health Worker and 
Left - Gideon Pangiramirra, the  Men’s Health 
Worker in training

Jon Jon was born and brought up in Pirlangimpi 
and is a role model in the community. As the 
Men’s Health Worker he assesses patients to 
travel to Darwin and helps in emergency services 
as well as assisting men attending the clinic. He 
loves to go fi shing for mud crabs, turtles, and 
oysters and camping.

The Clinic provides 24 hour 7 day a week acute/
emergency response through health staff on 
call and emergency evacuations can be made 
to Darwin via Care Flight. A District Medical 
Offi cer is available 24 hours a day for phone 
consultations and evacuations. The Clinic also 
receives support from visiting Health Services 
like a Nutritionist, Podiatrist, Dental Therapist, 
Dentist, and Diabetic Educator. Acute care 
services are covered by visiting Ear, Nose 
and Throat, Paediatricians, Physicians and an 
Ophthalmologist while Community Services are 
covered by visiting teams like the Mental Health 
Team, Aged Care & Disability Team, Australian 
Hearing and NT Hearing.
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The clinic has recently provided some very 
successful health checks that they are proud of:

 an EAR Health Expo was held on the 
29th of May, 30 children were screened 
for ear checks. Three children were 
found to have eardrum perforations and 
one child was found to have Chronic 
Suppurative Otitis Media. This is a true 
credit to the care by all the health centre 
staff and parents.

 
 the Women’s Health Checks were 

held on 8th to 10th May and run by 
Renae, Bernie and Tara with 20 women 
attending and having a full women’s 
health check, blood tests and Pap 
smears. A barbeque lunch was held and 
attended by clinic staff and patients who 
were given “pampering” bags. 

Bernie and the clinic staff would like to 
give sincere thanks to Renae Heath for her 
participation and support in this event; 
without her help they would not have 
achieved the results they did. The Women’s 
Week was a success!!
 

 the Men’s Health Checks run by Jeremy, 
Neil and a visiting student registered 
nurse saw almost 20 men and took 
place on the 24th and 25th of May.

The clinic is looking to have these on a more 
regular basis.
 

Staff planning / updating / sharing session

The Clinic has each day of the week allocated to 
specifi c duties:

Monday:  chronic conditions
Tuesday:  Under 5 children’s checks
Wednesday:  Doctor’s day and women’s health
Wednesday afternoon:  Quit Smoking - Sessions 
run by Dr Jessie and Chris Brogan
Thursday: Men’s health and New Mums and 
Bubs - run by Miriam and Renee, the visiting 
midwife
Friday:  Women’s adult health checks

The Quit Smoking sessions are held on every 
pay week for Men and every off pay week for 
Women. 

Bernie Tira, Primary Health Care Manager at 
Milikapiti Health Centre, has worked for more 
than 10 years in remote communities because 
she just loves it and is extremely passionate 
about improving outcomes and making a 
difference where ever she works.

Bernie worked in Minjilang and is very proud of 
the fact that she was instrumental in ensuring 
Minjilang had the best PHC programs and the 
goals she set to improve program delivery and 
outcomes were achieved. Colleagues who have 
worked with Bernie speak highly of her work and 
although not a lot of people may have heard of 
Bernie Tira – she’s one famous Islander lady 
whose passion to make a difference has seen 
her work hard and long but still have time to 
encourage and motivate others.

Now at Milikapiti, Bernie’s goal is to operate the 
same system as she did in Minjilang, that is:

 identify problems in the programs
 plan strategies to implement improving the 

programs
 achieve same, if not higher outcomes that 

make a difference, and these can be seen in 
the statistics and reports

In the most recent One21seventy CQI Audits, 
the team was very pleased with the results and 
received  congratulations which they would like 
to share:

“Well done Milikapiti Team!!!! There are also 
some amazing results coming out of the under 5 
One21seventy Audits” - Miriam Heath, Tiwi Area 
Service Manager
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Australian Indigenous 
HealthBulletin Celebrates 30 
Years
Christine Potter, Research Offi cer
Australian Indigenous HealthInfoNet

The 30th anniversary of the Australian Indigenous 
HealthBulletin was celebrated in April 2012. The 
HealthBulletin is a key Australian journal which 
brings together the latest information about the 
health of Aboriginal and Torres Strait Islander 
peoples. It began in April 1982 as a hard-copy 
publication and is now a peer-reviewed electronic 
journal published by the Australian Indigenous 
HealthInfoNet. The anniversary provides an 
opportunity for Australia’s Indigenous health 
research community to refl ect on the importance 
of making research and other fi ndings easily 
accessible.

HealthBulletin founder, Professor Neil Thomson, 
who has an enduring interest in translational 
research refl ected in his long tenure as 
HealthBulletin editor. ‘My initial research in 
1981 as Research Fellow in Aboriginal health 
at the Australian Institute of Aboriginal Studies 
(AIAS); now Australian Institute of Aboriginal 
and Torres Strait Islander Studies (AIATSIS), 
confi rmed the impression I’d gained while 
working in the Kimberley region of WA in 1978-
79. This impression was that much relevant 
information failed to reach many people involved 
in Aboriginal health. Information was either not 
published or not readily available. In addition, 
published information was scattered across many 
journals and other publications. The Aboriginal 
Health Project Information Bulletin was created 
to enable a more appropriate dissemination of 
relevant information’.

The purpose of the HealthBulletin has remained 
unchanged in 30 years as Professor Thomson 
explained. ‘From the beginning, the purpose 
of the HealthBulletin was to facilitate access to 
information of relevance to Australian Indigenous 
health as soon as it came to hand. 

Staff planning / updating  / sharing session

“Congratulations Bernie, Gaynor and team. 
These results are outstanding with 85% of 
diabetes care delivered, 45% of people with 
excellent HbA1c control and very high levels of 
good BP control. Some great results for your 
diabetic patients” - Dr Christine Connors, Chronic 
Conditions Strategy Unit

Dr Christine Connors is Bernie’s mentor and 
they have worked together for many years. 
Bernie puts into practice every day the skills and 
knowledge Christine taught and shared with her. 
The support and encouragement she received 
from Christine is something Bernie treasures and 
now uses the skills and knowledge to provide 
support and guidance when up-skilling Aboriginal 
workers; one of her major roles.

Another of Bernie’s major roles as the Primary 
Health Care Manager is to delegate, supervise 
and up-skill clinic staff. She is very supportive of 
programs and while she has seen a reduction of 
childhood anemia in Milikapiti since taking on the 
program, her goal is to see it reach the zero mark 
by next year; her enthusiasm has got a number 
of her staff working alongside to reach that goal 
so watch out for the reports!

Bernie is very proud of her Milikapiti team who 
have done a fantastic job so far – keep up 
the good work!! Bernie also acknowledges all 
the support and assistance from the Health 
Development Team and would like to thank all 
those who have participated and assisted in the 
Milikapiti events.
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It also attempts to keep people informed 
of current events of relevance, as well as 
information about recent research. With a 
wide range of users (policy makers, service 
providers, researchers, students and the general 
community), the Bulletin is still achieving this 
today. It provides a unique, up to date repository 
of all types of information in one place’.

Research information is provided in two ways:

 the publication of original research
 the presentation of abstracts of research 

published or presented elsewhere.

The HealthBulletin publishes peer-reviewed 
articles and reports on Indigenous health and 
reviews of specifi c topics. In publishing original 
peer-reviewed research, the HealthBulletin 
focuses on practical examples of policies, 
strategies and programs that utilise educational, 
organisational, economic and/or environmental 
approaches to Indigenous health. Original 
research articles are subject to review ensuring 
readers of their quality. Separate sections of the 
HealthBulletin include information about recent 
developments of relevance to Indigenous health, 
details of journal articles, reports, conference 
presentations, resource materials, academic 
theses and details of new or revised websites.

The Australian Indigenous HealthBulletin is now 
published quarterly online as a HealthBulletin ‘in 
progress’ – this allows readers to have access to 
new information as soon as it becomes available 
rather than waiting until the closure of each 
issue.

AIH’s Editor Professor Neil Thomson (centre) 
with his two Deputy Editors Jane Burns (left) and 
Christine Potter (right) at the 30 year birthday for 
the HealthBulletin

A recent survey conducted by the HealthInfoNet 
confi rmed the view that the HealthBulletin was 
a useful resource for obtaining current relevant 
information on Indigenous health. With over 
450 respondents representing a wide range 
of users from across Australia, 85% agreed or 
strongly agreed that the HealthBulletin provided 
information that met their specifi c needs. 

The HealthBulletin welcomes your contributions 
and assistance. If you would like to submit 
an article for inclusion, or you know of events 
and information of relevance which should 
be included in the bulletin please contact 
the HealthInfoNet on (08) 9370 6336, Email: 
healthinfonet@ecu.edu.au or visit their website: 
www.healthinfonet.ecu.edu.au

Healthy Lifestyle Initiatives
Fionna McColl, Health Promotion Link Nurse
Casuarina Community Care Centre

Health Promotion at Casuarina Community 
Care Centre for the year so far has worked 
in conjunction with Dieticians Association of 
Australia for Healthy Weight Week (HWW) 
and the Darwin City Council for their Healthy 
Lifestyle Initiatives.

The fi rst Health Promotion event for the year 
was HWW that ran from 22nd to 28th of January 
2012. Staff from Casuarina Community Care 
Centre, Palmerston Community Care Centre 
together with dieticians organised a health 
promotion stand at Casuarina shopping centre.

The aim of the day was to promote HWW 
through various promotional materials including 
posters, pamphlets, balloons, stickers and visual 
aids. Some of the visual aids represented the 
content of sugar and fats in foods and also 
provided individuals with a representation of 
choices they make, for example choosing a 
hamburger and chips over the healthier option of 
a salad sandwich. It’s hard to make that healthy 
choice sometimes!

Continued on Page 26

Continued from Page 24
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Pressure
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Mini health checks that included blood pressure, 
heart rate, blood sugar levels, and height and 
weight measurements were incorporated at 
the stand. By providing the health checks for 
individuals we found that when they sat down for 
a health check we were able to discuss lifestyle 
and the choices they make and how it relates 
to their overall immediate health and long term 
health affects.

Continued from Page 25

G
EN

ER
A

L 
A

R
TI

C
LE

S

Sometimes you wonder if the message you are 
sending is reaching the target audience and what 
changes people are making to improve their 
health. I was surprised on the day the number 
of Aboriginal and Torres Strait Islander people 
that wanted a blood sugar check, they knew it 
was an important issue and because the service 
was there for them. A quick fi nger prick, and 
20 seconds later, a simple health check was 
completed along with a quick discussion about 
keeping sugar levels down.

The HWW campaign was successfully run and 
evoked a lot of interest from the community.

Darwin City Council invited Casuarina 
Community Care Centre to participate with 
Healthy Darwin Initiative displays. Amber 
Herrmann, Healthy Communities Coordinator, 
Community and Cultural Services at Darwin City 
Council attended the HWW display and thought 
the idea of health checks was a great way to 
draw people in.

The Darwin initiative is a part of the Healthy 
Communities Initiative funded by the Australian 
Government to provide everybody with the 
chance to get active and healthy in a fun and 
safe way. The program is offered to health care/
concession card holders or low income earners 
and they receive a Health Pass that gives them 
access to free and cheap activities in their local 
area.

The various programs on offer include healthy 
moves, free weekly gentle group exercise 
classes to build fi tness and strength in a fun way. 

Healthy Cycling aims to build confi dence and 
skills riding on the road and on shared paths. 
Healthy cooking and gardening is a program 
aimed at cooking tasty food that is cheap and 
easy to prepare. A community garden is also 
available to learn how to grow your own food. 
There are various activities on offer and available 
when individuals sign up to the Healthy Darwin 
Initiative.

Casuarina Community Care Centre became part 
of the promotion of the Healthy Darwin Initiative 
by providing mini health checks similar to HWW.

The fi rst promotional day was held at Karama 
Shopping Centre. When interested individuals 
had mini health checks, we would discuss with 
them what sort of activities they participated 
in and if they were interested in any. The 
information about Healthy Darwin Initiative was 
introduced to them and they were encouraged to 
participate.

From the fi rst health promotion day with the 
Darwin Council at Karama, several individuals 
signed up to participate in the various activities 
offered.

In general, people are aware of their health, 
whether they are actively doing things to improve 
or maintain their health is another story.

A large percentage of the 42 individual health 
checks performed had above average to high 
blood pressure. Those on medication for high 
blood pressure went to the doctor regularly for 
check ups; I found they didn’t actively take other 
steps to help lower their blood pressure - it was 
medication alone.

Others knew they had high blood pressure, but 
did not make a concerted effort to follow up or 
partake in blood pressure lowering activities like 
healthy eating and exercise.

People are aware of the health message that is 
out there - it is up to them whether they partake 
and make an effort to lead a healthy life. Slowly, 
slowly if we as health professionals continue 
to get the message out there through health 
promotion, even that one person that decides to 
make a change is one more than before.

References:

City of Darwin, Healthy Darwin Program brochure 
available at www.darwin.nt.gov.au
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NT Breast and Cervical Screening 
Programs
Jessica Steele, Health Promotion Offi cer
BreastscreenNT Community Health Services

BreastscreenNT

As women get older, they are at a heightened risk 
of several cancers, particularly breast cancer.  
Contrary to the media exposure breast cancer 
often receives, 75 per cent of all breast cancers 
occur in women over the age of 50 (Cancer 
Australia 2011).  This is why BreastscreenNT 
targets well women aged 50-69 years to 
participate in breast screening every two years.  

BreastscreenNT is a free program that aims to 
reduce deaths from breast cancer by detecting 
the disease early. This improves treatment 
options and life outcomes for Territory women.  

Once a woman turns 50 and joins the 
program, she will receive reminder letters for a 
mammogram every two years until she turns 70.  
As well as having a permanent service in Darwin, 
BreastscreenNT provides an annual service in 
the regional areas of Palmerston, Katherine, 
Nhulunbuy, Tennant Creek and Congress Alukura 
in Central Australia.  The service operates twice 
yearly in Alice Springs.  

The cause of breast cancer is still largelyunknown, 
with the biggest risk factor being a woman. Most 
women who get breast cancer will have no family 
history (Cancer Australia 2011).

BreastscreenNT encourages all women to be 
‘breast aware’ and to maintain good health and 
wellbeing. Breast awareness is about being 
familiar with the normal look and feel of their 
breasts and reporting any unusual changes to 
their doctor.

CervicalscreenNT

Cervical cancer is caused by strains of the 
Human Papillomavirus (HPV) (National Cervical 
Screening Program 2012).  Like the common 
cold, HPV is very common and 75 per cent of the 
population will have it at some point during their 

Continued on Page 28

Report includes efforts to 
prevent chronic conditions 
amongst Territorians 
Liza Shaw, CDN Coordinator
Department of Health

The inaugural annual report for the Northern 
Territory Chronic Conditions Prevention and 
Management Strategy 2010-2020 has recently 
been released, painting a grim picture of risk 
factors for chronic conditions in the Territory. 
Both tobacco and alcohol use in the Territory is 
higher than the national average, and almost 
half of all NT adults are overweight or obese. 
With the added burden of social disadvantage in 
the NT Aboriginal population, it is not surprising 
that the NT Aboriginal population have a higher 
prevalence of Diabetes, Chronic Obstructive 
Pulmonary Disease, Chronic Kidney and 
Rheumatic Heart Disease compared to the NT 
non-Aboriginal population.

The report includes major activities that were 
undertaken by the Department of Health and 
its partners in the area of primary prevention. 
With many chronic conditions being linked to 
cigarette smoking, initiatives to reduce smoking 
prevalence included in the report are the 
introduction of new tobacco legislation and the NT 
Tobacco Action Plan which provides a framework 
for evidence-based tobacco control activities. 
Included is the implementation of the Smoke 
Free Policy for the Department of Health and 
its funded organisations, as well as all enclosed 
public areas. Obesity is another important risk 
factor, and the report also highlights efforts to 
tackle obesity. Nutrition and physical activities 
organised by the Department of Health includes 
improving the availability and affordability of food 
in remote communities. Department of Education 
have introduced healthy school canteen policies 
and exercise programs have also been run in 
partnership with non-government organisations 
such as Heart Foundation NT and Healthy Living 
NT.

The Chronic Conditions Prevention and 
Management Strategy is committed to a decade 
of preventing and managing chronic conditions, 
and future annual reports will continue to highlight 
progress made.
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CervicalscreenNT
Pap smear Register: 13 15 56
Health Promotion, Di Bates: 8922 6446
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Staff Orientation and the Chronic 
Diseases Network
Liza Shaw, Chronic Diseases Network 
Coordinator
Department of Health

The Chronic Diseases Network (CDN) can 
provide many benefi ts to staff that are new to 
your organisation or new to the NT. Staff turnover 
is particularly high in the NT, and it is therefore 
diffi cult to keep track of the services and 
programs that are currently offered or have been 
available in the past. The CDN can be used as 
a tool to prevent the duplication of services, and 
assist communication, collaboration, coordination 
and collective memory within the sector.

The Chronicle, now in its 16th year of publication, 
provides current information about chronic 
diseases services in the NT. It provides health 
staff with a wealth of knowledge about existing 
services and programs and those that occurred in 
the past. Themed editions allow specifi c editions 
to be handed to staff according to their area of

lifetime (National Cervical Screening Program 
2012). In 80% of cases, the virus works its way out 
of the body with time; however, for some people, 
HPV infection can persist and eventually develop 
into cervical cancer (National Cervical Screening 
Program 2012). In 2007, the HPV vaccine was 
introduced as part of the National Immunisation 
Program. It will take years to see the vaccine’s 
impact and a key message is that women should 
still continue to have regular Pap smears, even if 
they have had the HPV vaccine.

The CervicalscreenNT program is a prevention 
program, focused on promoting regular Pap 
smears as an integral strategy in preventing 
cervical cancer.

Women aged 18-69 years are encouraged to have 
Pap smears with their GP or local health clinic 
every two years. The CervicalscreenNT program 
also manages the Pap smear Register, which is a 
back-up Pap smear reminder system for women 
and their health practitioners.

Health Promotion

Health promotion is an integral part of both 
programs, focused on increasing participation 
and public awareness through media and 
communication, stakeholder engagement, 
education and resource support.

The health promotion focus for CervicalscreenNT 
is to target women who have never had a Pap 
smear (or not for a long time), and to follow up 
women with an abnormal result with a particular 
focus on the 30-50 year age group. 

Indigenous women are a key target group as 
they are 2.6 times as likely to get cervical cancer 
and 8.6 times more likely to die from it than non-
Indigenous women (Condon and Binns 2006).  
While the breast cancer incidence rate is lower 
among Indigenous women, survival outcomes 
are poorer (Reath and Carey 2008). Due to the 
vast remote areas in the Northern Territory, 
both programs work closely with remote clinics, 
Women’s Health Educators and Remote Outreach 
Midwives to maintain and increase participation in 
both programs.

More information/contacts:

BreastscreenNT
Appointments: 13 20 50 (no doctor’s referral 
required)
Health Promotion on 8922 6442
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Indigenous Nutrition 
Information: Find it on 
The Australian Indigenous 
HealthInfoNet
Kathy Ride, Research Offi cer
Australian Indigenous HealthInfoNet

The Australian Indigenous HealthInfoNet 
nutrition web resource at www.healthinfonet.
ecu.edu.au/nutrition contains a wealth of 
information relating to Indigenous nutrition. 
Good nutrition is important for physical 
wellbeing and social and emotional health 
[1]. Poor nutrition is a common risk factor for 
being overweight and obese, malnutrition, 
cardiovascular disease, type 2 diabetes, and 
tooth decay [2, 3]. Under-nutrition in pregnant 
women and infants can increase the risk of 
developing chronic diseases later in life [4]. 
The risk factors for poor nutrition include: lack 
of nutrition education; poor access to cooking 
facilities and food storage; high cost; and 
inadequate access to healthy food (especially 
for people living in remote and regional areas of 
Australia) [5].

Many organisations and individuals around 
Australia are working to close the health gap 
between Indigenous and non-Indigenous 
people, through the implementation of programs 
and projects that address these nutritional 
risk factors. The HealthInfoNet nutrition web 
resource provides information about programs 
and projects that focus on:

 food security issues (both remote and 
urban)

 maternal and child nutrition

 nutrition education and life skills

 healthy weight

 fruit and vegetables.

This information can inform the workforce of 
programs or projects that have been run, to 
generate ideas and encourage learning from 
other people’s experiences (why re-invent the 
wheel?).

There is also information on:

 policies and strategies – both national and 
state-based, Indigenous and mainstream

 organisations – Australian organisations 
that are relevant to the nutritional health of 
Indigenous people

employment, thus orientating staff to existing 
programs being delivered in their area 
of interest. Further, a cumulative index is 
maintained, which allows one to look for 
articles of interest in all of the Chronicles ever 
published. The cumulative index is available on 
the Chronicle page of the CDN website.

The CDN website has been recently updated, 
and contains several items of interest to new 
staff. As well as the cumulative index, all editions 
of The Chronicle published in the last few years 
are available electronically on this website. It 
also has details of Combined Network Meetings 
for each region, which are a great way for new 
staff in regional areas to network with others 
working in the health sector locally. Another item 
of interest on the website is the “Related Links’ 
page. This contains links to useful websites 
in the area of Chronic Diseases, such as the 
Australian Indigenous HealthInfoNet. Finally, 
the website allows new staff to join the network; 
membership forms are available at the ‘Contact 
Us’ page.

It is therefore important that all new staff (and 
existing staff that have been overlooked) are 
orientated to the CDN. Many organisations 
who have a staff induction pack should 
remember to include information about the CDN. 
Information is available from the CDN Website, 
or alternatively, the CDN can provide your 
organisation with brochures for an induction 
pack. Other organisations will have a staff 
orientation checklist; remember to include the 
CDN as an item on this list. Finally, the CDN 
is more than happy to provide a general staff 
education session. This lasts approximately half 
an hour and can be added to a staff meeting.

For further information go to www.
chronicdiseasesnetwork.nt.gov.au or call (08) 
89228280.

Continued on Page 30

Continued from Page 28
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Going to a Conference: What is 
in it for me?
Jane Whitehead, Preventable Chronic 
Conditions Educator 
Top End Central Team, Department of Health

Remote Area Nurses (RANs), Aboriginal Health 
Workers (AHWs) and other remote health 
professionals work in isolated and, for the most 
part, stressful areas. Many people working 
remote fi nd the work rewarding despite its 
challenges, however it is widely recognised that 
people working remote can also have diffi culties 
living without their familiar routines and not 
having the usual freedoms they are accustomed 
to in their own familiar surroundings. Much has 
been written about cultural change, cultural 
baggage, honey-moon period and so on. The 
feelings of unrelenting demands and pressures 
from both the community and the employer can 
leave a health professional feeling very drained.

What has all this got to do with the CDN 
Conference?

All health professionals need time with their 
colleagues to share ideas, network, debrief, 
stay motivated in their work and rejuvenate on 
a professional level. This tends to occur almost 
on a day to day basis for those who work in town 
only.

In my role as Preventable Chronic Conditions 
Educator, I have fi ve communities to visit and 
work side by side with colleagues who work 
in different remote communities to me, but I 
have the opportunity to learn how to do things 
differently and exchange experiences and ideas 
with my peers. It is very diffi cult for remote area 

 health promotion resources – fl ipcharts, 
posters, pamphlets, DVDs, online 
resources and practice resources for health 
professionals such as clinical guidelines and 
toolkits

 publications – details of journal articles, 
reports, books and book chapters and a 
searchable bibliography

 workforce – details of job vacancies, courses, 
conferences and funding opportunities (such 
as scholarships or grant funding).

Contributions to the nutrition web resource are 
always welcome. Feedback from our users helps 
us to keep the website relevant and current, 
and is a valuable source of information on, for 
example, programs or newly released resources. 
We encourage feedback through an online 
form at: http://www.healthinfonet.ecu.edu.au/
contact.

We encourage and support information-sharing 
through free online yarning places (electronic 
networks) that allow people to share information, 
knowledge and experience across the country at 
http://yarning.org.au
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For more information please contact the 
Australian Indigenous HealthInfoNet on (08) 9370 
6336/Email: healthinfonet@ecu.edu.au or visit 
www.healthinfonet.ecu.edu.au
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staff working on the ground to access these 
opportunities. (Not to mention the opportunity 
to share a meal and a chat in a restaurant with 
colleagues in the evenings.)

McKinsey Quarterly1 claims employee 
motivation is sagging throughout the world 
and that staff morale has declined. Moreover, 
the traditional role of money being the main 
motivator is under pressure.

While monetary rewards are certainly important, 
managers need to consider other means of 
retaining valuable talented staff. Mckinsey 
Quarterly goes on to say that managers need to 
develop strategies that emphasise the frequent 
use of the right ‘non-fi nancial’ motivators that 
will benefi t the organisation. By acting now, their 
future staffi ng will be stronger.

In the very near future there will be a shortage 
of nurses in Australia which means managers 
and directors of nursing will need to ensure 
they can recruit and retain the best nurses (and 
other health professionals) for the remote health 
sector.

Continued from Page 30
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Interaction during a workshop at the 2011 CDN 
Conference

Staff that go to conferences need to ensure 
that the conference is of benefi t not only to 
themselves but to their workplace. Staff who put 
in a request to go to a conference need to focus 
not only on how much they would like to go but 
also be specifi c about what they are going to 
bring back to the organisation as ‘payback’ (a 
return on the investment). 

On returning to the workplace from a 
conference, participants could give a 
presentation to their colleagues to contribute 
back to their workplace.

Participants attending a conference have a bring 
back to the organisation as ‘payback’ break from 
the ‘daily grind’ allowing them the opportunity to 
step back and see the ‘big picture’ workings of 
their organisation. Staff can learn from others in 
their area of expertise allowing the discussion of 
what works, what doesn’t. “This is real practical 
professional development in action” 2 and remote 
staff benefi t from the same opportunities their 
town colleagues tend to have on an almost day 
to day basis to share ideas, network, debrief, 
stay motivated in their work and rejuvenate on a 
professional level.
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 demonstrates sustainability and 
community engagement

 is based upon current evidence and 
incorporates comprehensive evaluation.

1. Aboriginal and Torres Strait Islander 
Health & Leadership Award (Individual – 
Male and Female Awards)
Two awards, awarded to one male and one 
female Aboriginal and Torres Strait Islander 
person, who currently works in the fi eld 
of Chronic Conditions and has made an 
outstanding contribution to Aboriginal chronic 
conditions in the NT.

The person may work in an urban, rural or 
remote setting and across a range of roles 
such as Liaison Offi cer, Health Promotion 
Offi cer, Health Worker, Community workers, 
Women’s / Men’s Health, Mental Health, 
Drug and Alcohol, Nursing, Trainees, 
planning, policy or research workers.

2. Outstanding Contribution to the Field of 
Chronic Disease (Individual)
This is awarded to an individual who has 
made outstanding contributions in the fi eld 
of chronic conditions considering factors 
such as best practice, innovation, leadership, 
mentoring, advocacy roles and contributions 
to strategic planning, policy and research.

3. Conference Theme Award (Individual or 
Organisation)
This is awarded to a team or individual that 
has achieved signifi cant innovation and / 
or contribution in the area of work directly 
related to this year’s conference theme: 
‘Promoting Healthy Childhood – Preventing 
Chronic Conditions’.

Announcement of Award Winners

Each nominee and one guest will be invited to 
the awards presentation at the CDN Conference 
Welcome Function, Parliament House on the 
evening of the 20th September. Winners will 
be announced at this event and all nominees 
will be presented with certifi cates. Winners 
will be presented with a certifi cate and gift 
commemorating the award.

Application Forms are available online at http://
www.cdnconference.com.au/cdn-award or 
phone (08) 8922 8280 / email: liza.shaw@nt.gov.
au

NT Chronic Diseases Network 
Recognition Awards 2012

Closing Date: Thursday, JULY 26th 2012

Do you know a team, person or organisation 
doing outstanding work in the fi eld of Chronic 
Conditions in the NT? Why not nominate 
them for a Chronic Diseases Network (CDN) 
Recognition Award?

The Awards

The CDN Recognition Awards have been held 
annually since 2008. They provide an opportunity 
to recognise and celebrate innovation, leadership 
and achievements made by those working in the 
fi eld of Chronic Conditions across the NT. 

Award Categories

1. Program Delivery Award (Team / 
Organisation)

This award recognises a team or an 
organisation that has implemented a program 
that:

 is based on the key principles of health 
promotion and that actively addresses 
chronic conditions risk factors or the 
impact of chronic conditions

 has achieved signifi cant improvement 
and / or innovation in health service 
delivery (quality initiatives)
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The Honourable Kon Vatskalis, Minister for 
Health presenting Suzanne Stewart with her 2011 
‘Outstanding Contribution to the Field of Chronic 
Disease Award’
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GI Endoscopy at Royal Darwin Hospital - Current Status in 2012
Dr Brian Spain, Director of Anaesthesia
Royal Darwin Hospital

Provision of robust Endoscopy services remains a challenge with the unremitting high demand and the 
issues of relatively high staff turnover in a city such as Darwin.

Waiting lists at Royal Darwin Hospital (RDH) for GI Endoscopy were long and increased in 2011 due to 
high demand and limited number of proceduralists (Surgeons & Gastroenterologists) to perform lists – up 
to 745 patients waiting, of these, up to 360 overdue expected waiting time.

The waiting list had been well controlled in 2010 when the services of one experienced Gastroenterologist 
had been available for prolonged periods. The increase in waiting times after that person left demonstrates 
the importance of maintaining constant fl ow of procedure performance to match the addition of patients to 
the waiting list for procedures.

A DoH/RDH Working Group looked at ways of increasing access to Endoscopy lists and improving overall 
service in late 2011/early 2012. As a result, there are more Surgeons at RDH now providing Endoscopy 
procedures and more visiting Gastroenterologists providing regular Endoscopy lists.

RDH Operating Theatre Schedulers are working extremely hard to manage lists and keep sessions 
fully booked, to maximise output. The current waiting list is down to 526 patients, with only 158 overdue 
expected waiting time but ALL of these have a date booked within the next 6 weeks.

Currently approximately 180 patients are being added to the waiting list per month, however the waiting 
list is expected to reduce further over coming months.
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NT Chronic Conditions Prevention and Management Strategy Update
Liz Kasteel, Senior Policy and Program Manager
Chronic Conditions Strategy Unit, Department of Health

A new Network - NT Self Management Network
Expression of Interest

The development of the NT Chronic Conditions Self Management (CCSM) Framework 2012-2020 has 
been fi nalised; the document was endorsed by the Working Group at its last meeting held on 26 March 
2012. This was our commitment under key action area 4 of the NT Chronic Conditions Prevention and 
Management Strategy.

So, what’s next? 

As part of a series of actions agreed by the Working Group, there are two important actions that I can 
share with you now.

Firstly, the CCSM Framework will be presented to the Department of Health Executive for their 
endorsement and Secondly, a NT Self Management Network will soon be established.

Throughout the consultation process for the development of CCSM Framework, a majority of people 
said that providing self management support was challenging for a number of reasons, especially when 
providing this support for our Aboriginal clients. We know that there are a number of health professionals 
who are confi dent and are currently utilising self management approaches in their day-to-day work. On the 
other hand, there are those who would like to offer self management support, however, they are uncertain 
on how to start the process:

 what to do fi rst
 who should be involved
 what components should make a self management intervention (be it on a one-on-one or group based 

self management intervention) etc, etc.

One of the aims of the NT Self Management Network is to provide opportunities to share, discuss and 
promote information, resources and best practice models of CCSM. The Network will also promote better 
collaboration among self management practitioners to improve multidisciplinary approaches to chronic 
conditions management.

If you are interested in joining the NT Self Management Network, please email liz.kasteel@nt.gov.au or 
telephone 8985 8072.
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Combined Network Update
Liza Shaw, Chronic Diseases Network Coordinator
Department of Health

The Darwin Combined Network Meeting featured speaker Anne Goodman from the Department of 
Education and Training, with her presentation “Sharing the message of Chronic Disease through 
School Education”. In this presentation she introduced the “Thumbs Up” Healthy Living Website founded 
by Jimmy Little. This presentation was a few days after he passed away and the CDN offers condolences 
to family and friends of Jimmy Little. 

Graham “Buzz” Bidstrup, the CEO of ‘Thumbs Up’ seconded a teacher to write a healthy living nutrition 
based program which has been extended and integrated with other programs. A second initiative was to 
make the community stores healthier and to promote healthy cooking. The Jimmy Little foundation has 
several musicians who visited schools to create, with the input of the students, clear health messages.

The ‘Thumbs Up’ website has the capacity for teachers to create lessons for pupils, taking into 
consideration the different ways we learn. Teachers are able to create a learning pathway from the 
website, and Professional Development sessions for teachers are currently being developed. For more 
information about the website, go to: http://www.thumbsup.org.au

There are two remaining Combined Network Meetings for 2012. These will continue to feature speakers 
related to the conference theme: ‘Promoting Healthy Childhood – Preventing Chronic Conditions’. Dates 
are as follows: 

- 14th August – Katherine
- 13th November- Tennant Creek

The Combined Network Committee is currently looking for further organisations to join the committee. The 
purposes of the Combined Network Meetings include:

- work in collaboration with other organisations to provide professional development to the regional 
health workforce

- support and facilitate networking across the regional workforce in a geographical area.

Anybody wishing to discuss this further should call 89228280 or email: Liza.shaw@nt.gov.au

Speakers at the 15 May 2012 Combined Network 
Meeting in Gove, Diane Keaney (left), spoke about 
“East Arnhem Shire Children & Family Services” , 
and Kerry McKeown, who spoke about “Maternal 
and Child Health Services at Miwatj”
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