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Contributions appearing in The 
Chronicle do not necessarily refl ect the 
views of the editor or DoH. 

Contributions are consistent with the 
aims of the Chronic Diseases Network 
and are intended to:

 Inform and stimulate thought and 
action

 Encourage discussion and 
comment

 Promote communication, 
collaboration, coordination and 
collective memory

 The Chronic Diseases Network

In an article written for a previous edition of the Chronicle (June 2012), 
the Women’s and Men’s Health Strategy Units described how gender 
refers to the various socially constructed roles and relationships, 
attitudes, behaviors, values, relative power and infl uence that society 
gives to the two sexes and that this is different from biological sex 
differences. Such roles and relationships are historic, differ in various 
cultures and are frequently changing.

The distinct roles and behaviors of men and women in a given culture, 
dictated by that culture’s gender norms and values, give rise to gender 
differences which in turn give rise to gender inequalities; that is, 
differences between men and women which systematically empower one 
group to the detriment of the other. The fact that, throughout the world, 
women on average have lower cash incomes than men is an example 
of an historic, entrenched gender inequality which has signifi cant health 
and wellbeing implications.

Both gender differences and gender inequalities can give rise to 
inequities between men and women in health status and access to 
health care. For example:

 A woman cannot travel to receive needed health care because 
norms in her community mean that she cannot make her own life 
decisions or travel without a male chaperone. Additionally, any 
journey to seek treatment would also put her at risk of assault.

 A teenage boy dies in a high speed car accident while drunk and 
high on substances as he lives up to his peers’ expectations that 
young men should be ‘bold’ risk-takers and are ‘bullet-proof’.

Continued on Page 2

Gender and Health – 
Guide for those working 
within the health system 
Frank Wallner and Megan Howitt, 
Program Leaders
Men’s Health Strategy Unit and 
Women’s Health Strategy Unit
NT Department of Health
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 A married woman contracts HIV 
because societal and cultural attitudes 
and practices encourage and excuse 
her husband’s promiscuity while 
simultaneously preventing her from being 
able to choose when or how to have 
sex, deny her access to condoms, deny 
her the ability to insist on condom use 
and from leaving the relationship. Such 
attitudes may also blame her for not being 
an ‘attractive’ or ‘good’ enough wife to 
prevent her husband from seeking sex 
outside what may have been an arranged 
marriage.

 A country’s lung cancer mortality rate 
for men far outstrips the corresponding 
rate for women because smoking is 
considered an attractive marker of 
masculinity, while it is frowned upon in 
women. 

In each of these cases, gender norms and 
values, and resulting behaviors, negatively affect 
health. The gender status at any given time 
and place can be one of the major obstacles - 
sometimes the single most important obstacle 
- standing between men and women and the 
achievement of well-being.

(Adapted from the WHO 2012 Gender, equity 
and human rights at the core of the health 
response)

So what does this mean for people working 
within the health system?

Many of us would believe that our system is 
equitable and based on the fair and equal 
treatment of all. A gender equality (treating 
both sexes the same free from discrimination) 
approach would seem on the surface ideal. 
However, this approach, as highlighted in 
the examples above, can reinforce existing 
inequalities and result in programs and services 
which are not effective in meeting the needs of 
either sex. As described in our fi rst article (Vol 
24, Issue 2, June 2012) 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.

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 equitable outcomes.

For example, it would clearly be inappropriate, 
as well as ineffective, to implement a health 
program for remote Aboriginal women and use 
the same program for urban white males. By 
considering the relationship between gender 
and health, the social context of people’s 
lives can assist in improving accessibility and 
appropriateness of health services.

In this article we suggest that the process of 
undertaking gender analysis can be useful for 
all health practitioners as part of policy and 
program development and service delivery 
and evaluation. Gender analysis can work to 
identify and address gender differences and 
gender inequities. We also provide simple ideas 
for such analysis and references for further 
consideration. 

While our focus here is on gender, such analysis 
is also useful for agencies and services to refl ect 
on how well they are responding to diversity 
more broadly, for example looking at the range 
of demographic and social markers such as age, 
culture, education, socio-economic status and 
sexual preference impacting on individual clients 
as well as the wider community.

HEALTH SERVICE MANAGER’S GENDER 
ANALYSIS CHECKLIST

Planning

 Have you involved both women and men in 
service planning consultations?

 Have you used sex disaggregated data 
to build a profi le of health needs and 
priorities in your community/region? (Sex 
disaggregation means recording numbers 
of men and women.)

 Do you conduct client service satisfaction 
surveys? Is there an even distribution of 
male and female respondents? If not have 

Continued from Page 1

Continued on Page 3
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you made efforts to encourage responses 
from the underrepresented group?

 What do these responses tell you about 
your service? Do sex or gender differences 
explain any difference in survey results?

 Does your patient record system provide 
sex disaggregated reports?

 How can you respond effectively to your 
results? If your service is not effectively 
meeting the needs of a client group and 
you would like it to, what will you do?

 Have you referred to the current National 
Women’s and Men’s Policies to guide 
planning within your service? 

Access

 Are there differences in the way women 
and/or men use your service? Is this 
appropriate and does it promote gender 
equity?

 What are some of the gender based 
barriers to men and/or women using your 
service including:

- Sex of health workers and other staff?
- Availability of child care?
- Hours of operation?
- Fee structure?
- Location?

 How can you respond to these barriers?

- Outreach models of service delivery?
- Use of male or female consultant staff 

for specifi c services for example sexual 
and reproductive health services?

- Are collaborations with other services 
or agencies possible for referral?

Image

 Is the physical environment of the service 
gender appropriate?

- Is there reading material of interest to 
both women and/or men?

- Are there positive images of men and 
women displayed in waiting areas?

Continued from Page 2

- Is your promotional material inclusive? 
that is, are there gender positive 
images and references that include 
women and men?

Staffi ng

 Are staff trained to understand differences 
in communication which may be required 
between women and/or men?

 Is there regular professional development 
about effective engagement for men and 
women and the importance of gender 
analysis?

 Are staff knowledgeable about the sex or 
gender specifi c services and programs to 
which they can refer clients?

 Do staff value the diversity of opinion which 
comes from effective gender analysis of a 
service and consider this a strength?

Evaluating Outcomes

 After performing gender analysis in 
service planning and provision have your 
interventions: 

- Resulted in the changes you were 
intending?

- How are you measuring these 
changes?

- How will you know if what you did 
worked or what you might need to keep 
changing or stop doing?

CLINICIANS GENDER ANALYSIS CHECKLIST

 Am I aware of the different health issues 
which may affect either men or women 
along the life course? eg. high risk 
behaviors and high injury rates of young 
males.

 Do I model effective and respectful 
communication? For example verbal and 
non-verbal cues; refl ective listening and 
empathy with all clients?

 Do I avoid sexist, disrespectful language? 
For example not calling a women ‘girlie’ or a 
man ‘boy’.

Continued on Page 4
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 Do I ensure that I speak to both carers in 
family consultation settings for example 
during a child health check do I address both 
parents?

 Do I make concerted efforts to encourage 
partners to attend consultations where 
appropriate and necessary to gain support 
for the action being recommended?

 Do I understand and seek to be informed 
about complex gender based issues when 
working with families? For example am I 
familiar with the prevalence of and potential 
signs of domestic violence and best practice 
in performing any screening questions 
without a partner present? Do I also 
acknowledge that when screening for an 
issue such as perinatal depression the need 
to recognise a partner may require screening 
and support for this issue.

 Do I avoid making assumptions about people 
based on perceived masculine or feminine 
traits? For example that women are the 
nurturer in a family or men don’t care about 
their health.

 Do I take into consideration and become 
informed about the complex cultural aspects 
of my work with men and women? For 
example Aboriginal women’s and men’s 
business.

 Have I evaluated the success or otherwise 
of the gender analysis performed and any 
initiatives or changes made as a result of the 
analysis?

 Will I report on any fi ndings?

There are many different gender analysis tools 
and resources to use. The Women’s and Men’s 
Health Strategy Units are always available to 
discuss sex and gender as determinants of 
health and associated issues. The Units also 
have a range of resources and can be contacted 
on 08 8985 8018 (Women’s Health) and 08 8985 
8170 (Men’s Health).

Continued from Page 3
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A glossary of many terms 
relating to sexual and gender 
identity
Androgyny: (1) a gender expression that has 
elements of both masculinity and femininity; 
(2) occasionally used in place of “intersex” to 
describe a person with both female and male 
anatomy

Androsexual/Androphilic: attracted to males, 
men, and/or masculinity

Asexual: a person who generally does not 
experience sexual attraction (or very little) to any 
group of people

Bigender: a person who fl uctuates between 
traditionally “woman” and “man” gender-based 
behavior and identities, identifying with both 
genders (and sometimes a third gender)

Binary Gender: a traditional and outdated view 
of gender, limiting possibilities to “man” and 
“woman”

Binary Sex: a traditional and outdated view of 
sex, limiting possibilities to “female” or “male”

Biological sex: the physical anatomy and 
gendered hormones one is born with, generally 
described as male, female, or intersex, and often 
confused with gender

Bisexual: a person who experiences sexual, 
romantic, physical, and/or spiritual attraction to 
people of their own gender as well as another 
gender; often confused for and used in place of 
“pansexual”

Cisgender: a description for a person whose 
gender identity, gender expression, and biological 
sex all align (e.g., man, masculine, and male)

Cis-man: a person who identifi es as a man, 
presents himself masculinely, and has male 
biological sex, often referred to as simply “man”

Cis-woman: a person who identifi es as a 
woman, presents herself femininely, and has 
female biological sex, often referred to as simply 
“woman”

Closeted: a person who is keeping their sexuality 
or gender identity a secret from many (or any) 
people, and has yet to “come out of the closet”

Coming Out: the process of revealing your 
sexuality or gender identity to individuals in your 
life; often incorrectly thought to be a one-time 
event, this is a lifelong and sometimes daily 
process; not to be confused with “outing”

Cross-dressing: wearing clothing that confl icts 
with the traditional gender expression of your 
sex and gender identity (e.g., a man wearing a 
dress) for any one of many reasons, including 
relaxation, fun, and sexual gratifi cation; often 
confl ated with transsexuality

Drag King: a person who consciously performs 
“masculinity,” usually in a show or theatre 
setting, presenting an exaggerated form of 
masculine expression, often times done by a 
woman; often confused with “transsexual” or 
“transvestite”

Drag Queen: a person who consciously performs 
“femininity,” usually in a show or theatre setting, 
presenting an exaggerated form of feminine 
expression, often times done by a man; often 
confused with “transsexual” or “transvestite”

Dyke: a derogatory slang term used for lesbian 
women; reclaimed by many lesbian women as a 
symbol of pride and used as an in-group term

Faggot: a derogatory slang term used for gay 
men; reclaimed by many gay men as a symbol of 
pride and used as an in-group term

Female: a person with a specifi c set of sexual 
anatomy (e.g.,  46,XX phenotype, vagina, 
ovaries, uterus, breasts, higher levels of 
estrogen, fi ne body hair) pursuant to this label

Fluid(ity): generally with another term attached, 
like gender-fl uid or fl uid-sexuality, fl uid(ity) 
describes an identity that is a fl uctuating mix of 
the options available (e.g., man and woman, 
gay and straight); not to be confused with 
“transitioning”

FTM/MTF: a person who has undergone 
medical treatments to change their biological 
sex (Female To Male, or Male To Female), often 
times to align it with their gender identity; often 
confused with “trans-man”/”trans-woman”

Continued on Page 7
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Gay: a term used to describe a man who is 
attracted to men, but often used and embraced 
by women to describe their same-sex 
relationships as well

Gender Expression: the external display 
of gender, through a combination of dress, 
demeanor, social behavior, and other factors, 
generally measured on a scale of masculinity 
and femininity

Gender Identity: the internal perception of 
an individual’s gender, and how they label 
themselves

Genderless: a person who does not identify 
with any gender

Genderqueer: (1) a blanket term used to 
describe people whose gender falls outside of 
the gender binary; (2) a person who identifi es 
as both a man and a woman, or as neither a 
man nor a woman; often used in exchange with 
“transgender”

Gynesexual/Gynephilic: attracted to females, 
women, and/or femininity

Hermaphrodite: an outdated medical term used 
to describe someone who is intersex; not used 
today as it is considered 

to be medically stigmatizing, and also 
misleading as it means a person who is 100% 
male and female, a biological impossibility for 
humans

Heterosexism: behavior that grants preferential 
treatment to heterosexual people, reinforces the 
idea that heterosexuality is somehow better or 
more “right” than queerness, or ignores/doesn’t 
address queerness as existing

Heterosexual: a medical defi nition for a person 
who is attracted to someone with the other 
gender (or, literally, biological sex)than they 
have; often referred to as “straight”

Homophobia: fear, anger, intolerance, 
resentment, or discomfort with queer people, 
often focused inwardly as one begins to 
question their own sexuality

Continued from Page 6

Homosexual: a medical defi nition for a person 
who is attracted to someone with the same 
gender (or, literally, biological sex) they have, 
this is considered an offensive/stigmatizing 
term by many members of the queer 
community; often used incorrectly in place of 
“lesbian” or “gay”

Hypersex(ual/-ity): a sexual attraction with 
intensity bordering on insatiability or addiction; 
recently dismissed as a non-medical condition 
by the American Psychiatric Association when it 
was proposed to be included in the Diagnostic 
and Statistical Manual of Mental Disorders 
version 5.

Intersex: a person with a set of sexual anatomy 
that doesn’t fi t within the labels of ‘female’ or 
‘male’(e.g., 47,XXY phenotype, uterus, and 
penis)

Male: a person with a specifi c set of sexual 
anatomy (e.g.,  46,XY phenotype,penis, testis, 
higher levels of testosterone, coarse body hair, 
facial hair) pursuant to this label

Outing [someone]: when someone reveals 
another person’s sexuality or gender identity to 
an individual or group, often without the person’s 
consent or approval; not to be confused with 
“coming out”

Pansexual: a person who experiences 
sexual,romantic, physical, and/or spiritual 
attraction for members of all gender identities/
expressions

Queer: (1) historically, this was a derogatory 
slang term used to identify LGBTQ+ people; (2) 
a term that has been embraced and reclaimed 
by the LGBTQ+ community as a symbol of 
pride, representing all individuals who fall out of 
the gender and sexuality “norms”

Questioning: the process of exploring one’s 
own sexual orientation, investigating infl uences 
that may come from their family, religious 
upbringing, and internal motivations

Sexual Orientation: the type of sexual, 
romantic, physical, and/or spiritual attraction 
one feels for others, often labeled based on the 

Continued on Page 8
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gender relationship between the person and the 
people they are attracted to; often mistakenly 
referred to as “sexual preference”

Sexual Preference: (1) generally when this term 
is used, it is being mistakenly interchanged with 
“sexual orientation,” creating an illusion that one 
has a choice (or “preference”) in who they are 
attracted to; (2) the types of sexual intercourse, 
stimulation, and gratifi cation one likes to receive 
and participate in

Skoliosexual: attracted to genderqueer and 
transsexual people and expressions (people who 
aren’t identifi ed as cisgender)

Straight: a man or woman who is attracted 
to people of the other binary gender than 
themselves; often referred to as “heterosexual”

Third Gender: (1) a person who does not identify 
with the traditional genders of “man” or “woman,” 
but identifi es with another gender; (2) the gender 
category available in societies that recognize 
three or more genders

Transgender: a blanket term used to describe all 
people who are not cisgender; occasionally used 
as “transgendered” but the “ed” is misleading, as 
it implies something happened to the person to 
make them transgender, which is not the case

Transitioning: a term used to describe the 
process of moving from one sex/gender to 
another, sometimes this is done by hormone or 
surgical treatments

Transsexual: a person whose gender identity 
is the binary opposite of their biological sex, 
who may undergo medical treatments to change 
their biological sex, often times to align it with 
their gender identity, or they may live their lives 
as the opposite sex; often confused with “trans-
man”/”trans-woman”

Transvestite: a person who dresses as the 
binary opposite gender expression (“cross-
dresses”) for any one of many reasons, including 
relaxation, fun, and sexual gratifi cation; often 
called a “cross-dresser,” and often confused with 
“transsexual”

Trans-man: a person who was assigned a 
female sex at birth, but identifi es as a man; often 
confused with “transsexual man” or “FTM”

Continued from Page 7

Trans-woman: a person who was assigned a 
male sex at birth, but identifi es as a woman; often 
confused with “transsexual woman” or “MTF”

Two-Spirit:a term traditionally used by Native 
American people to recognize individuals who 
possess qualities or fulfi ll roles of both genders

Adapted from a list on the site “It’s pronounced 
Metrosexual” found here:

http://itspronouncedmetrosexual.com/2013/01/a-
comprehensive-list-of-lgbtq-term-defi nitions/

Continued on Page 9

Gender Health: The Right 
Information at Your Fingertips…
Despina Moisidis, Electronic Resources 
Technician
NT Department of Health Library Services

The Health Libraries offer a range of print and 
electronic resources on men’s and women’s 
health.  Find useful journals, books, and other 
resources by searching our catalogue or visit the 
Women’s Health subject guide. 
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Stay up-to-date with alerts from your favourite 
journal or simply access articles on current 
topics relating to gender health.  Request a 
literature search and have information delivered 
to your desktop.

Accessing resources that the Health Libraries 
hold requires you to be working for the NT 
DoH, the Offi ce of Children and Families or 
be a member of one of our Memorandum of 
Understanding organisations, such as Danila 
Dilba. If you need further assistance with 
accessing the latest information give the Darwin 
Health Library a call on 08 89228961.

Continued on Page 10

Continued from Page 8 Men’s Health RoundUp in the 
NT
Frank Wallner, Program Leader
Men’s Health Strategy Unit

The Men’s Health Strategy Unit (MHSU) was 
established in 2011 in the Northern Territory 
Department of Health. Its purpose is to provide 
expert advice, leadership and strategic direction 
in men’s health, with a particular focus on 
Aboriginal male health. The Unit comprises 
the Program Leader, Frank Wallner and the 
Aboriginal Male Health Advisor, Jason Bonson.

Over the past year there has been steady and 
important progress for men’s health. Through 
various collaborations and the development 
of positive working relationships there has 
been some real inroads in policy, workforce 
development and excellent program work in 
2012. The following activities are not inclusive 
of everything happening in men’s health in the 
Northern Territory (NT) but refl ect some of the 
highlights from the perspective of the Men’s 
Health Strategy Unit (MHSU.

 Six remote Aboriginal Male Health 
Coordinators (AMHC) were recruited to 
work in the Health Development teams in 
the Top End and Central Australia. A real 
fi rst was the development of an orientation 
manual which described the nature of these 
roles within a health promotion framework. 
Orientation was undertaken and the 
Coordinators are playing a critical role in 
the coordination of male health planning, 
engagement and health promotion delivery 
in selected communities across the NT. 

Service providers prepare for healthy eati ng workshop 
held in Gunbalanya as part of the Stone Festi val in August
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Continued from Page 9

 Over 300 men voluntarily participate in 
‘Pitstop’ at the V8 Supercars and also the 
Big Boys Toys Expo. This was a combined 
effort by staff from NT Department of Health 
(MHSU and Community Health branch), 
Unions NT, General Practice Network of the 
NT and Cancer Council NT.

 Community Health Branch in Darwin-
Palmerston established a men’s health 
section and conduct various outreach 
activities to engage with men through the 
Pitstop program. They have also drafted 
guidelines entitled ‘Men’s Health: Policy and 
Procedures’ which provides background 
information, strategies and guidance for 
Community Health staff in enhancing service 
efforts to meet the needs of male clients.  

 The Construction Health Improvement 
Project (CHIP) was launched and develops 
plans and a number of innovative ideas 
to encourage healthier workplaces (and 
people) in the construction industry. Some 
initiatives have included Pitstop, ‘Bust a Gut’ 
weight loss competition and a ‘Movember’ 
fundraiser. 

Continued on Page 11

 Health Development Branch teams under 
the guidance of the AMHC’s undertake 
men’s health activities in a number of 
communities. Over 35 men undertake health 
checks in Nguiu, over 40 men attend men’s 
health education in Gunbalanya and 12 
other communities undertake consultation 
and begin planning for men’s health 
activities in 2013. Men’s health networks 
or groups are established or continue 
in Tennant Creek, Gunbalanya, Ntaria, 
Palumpa, Palmerston and Darwin.

 MHSU completes a report which identifi es 
and describes men’s health and well-being 
services in the NT. 

 Over 200 people undertake training and 
hear presentations about the importance 
of, and methods needed to more effectively 
engage with, and include, fathers and father 
fi gures in the delivery of health, education 
and community services and programs. 
These presentations by Dr Richard Fletcher 
and Mr Craig Hammond from the University 
of Newcastle – Family Action Centre were 
an initiative of MHSU and were supported 
by the NT Department of Education, Offi ce 
of Children and Families and the City of 
Darwin. 

 30 people are trained as ‘Pitstop’ mechanics 
and volunteer their time to help out with 
the delivery of the Pitstop – male health 
awareness program at two major events in 
the Darwin region.

The health Pitstop at the V8Supercars held in 
Darwin, June 2012

Attendees at the September held Father Inclusive 
Practice Workshop in Darwin 

 MHSU provides promotional support, advice 
and local assistance to the Urological 
Society of Australia and New Zealand for a 
men’s health public forum held at the Darwin 
Convention Centre as part of their Annual 
Scientifi c Conference. 
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Continued from Page 10

Continued on Page 12

 MHSU advice and undertakes training 
with remote midwives around effective 
father inclusion in maternity services with 
a view to ensuring that there is improved 
engagement of fathers in maternity 
services.
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Frank Wallner and Carl Stephens (Unions 
NT – CHIP project) at the Movember BBQ on 
site at the new Ichthys project (Inpex) workers 
accommodation

 Linkages are created between the work 
of Remote Health through the Continuous 
Quality Improvement (CQI) process and 
more coordinated planning for improved 
service delivery to men by remote clinics.

 Progress is made on the development of a 
specialist men’s health training course. 

 A submission is prepared for improving 
male health for the new National Aboriginal 
and Torres Strait Islander Health Plan.

 A number of Men’s Health week activities 
were undertaken including publicity to 
promote the Healthy EnvironMENts theme.  

 Movember is actively promoted throughout 
the Department with staff at the Royal 
Darwin Hospital banding together to raise 
both money and awareness of men’s health 
issues. 

Contacts: Frank Wallner - 08 8985 8170 / 
 frank.wallner@nt.gov.au
 Jason Bonson - 08 8985 8172 / 
 jason.bonson@nt.gov.au

Engaging men national training 
seminar
March 14-15 Crown Plaza, Newcastle 

The Men’s Health Forum NSW Inc. invites you 
to join them at engaging men, the fi rst national 
training seminar for people working to improve 
male health in Australia. They are offering an 
exciting program of 26 training sessions by 
leading experts in the men’s health, wellbeing 
and relationships fi elds. Health care, allied 
health, human services and industry workers 
are encouraged to attend. As the men’s health 
fi eld has grown in Australia they have seen 
expansion in policy and research but as they 
gain knowledge and direction they need a highly 
trained workforce to engage more effectively 
with men and boys to produce better outcomes. 
engaging men is an important fi rst step in 
bringing together expert educators and workers 
in the fi eld to provide training, discuss current 
issues and share successful strategies for 
improving male health and wellbeing over a 
wide range of cur-rent areas of concern. 

More information on the engaging men program 
is available at http://menshealthforumnsw.
org.au/engaging-men/

All enquires to info@menshealthforumnsw.
org.au or ring 0417 772 390. 

Men’s Health Week Community 
Grants 

Planning an event to promote Men’s Health? 
Foundation 49: Men’s Health - is excited to offer 
non-recurrent grants up to $2000 (including 
GST) for men’s health awareness events or 
activities in Australian communities to coincide 
with International Men’s Health Week 10-16 
June 2013.

The Foundation 49: Men’s Health Community 
Grants Program began in 2007, and has 
provided funding for 60 men’s health promotion 
activities in urban and rural areas around 
Australia to community based organisations 
including local councils, community health 
and resource services, housing services, rural 
progress and recreation associations, primary 
schools and workplaces. 
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Gender Specifi c Issues for 
people with End Stage Renal 
Failure
Dorothy Brown, Renal Services Development 
Offi cer
NT Department of Health

At fi rst glance gender may not seem to be 
an issue in the “story “of renal failure e.g. the 
Australian and New Zealand Dialysis and 
Transplant Registry (ANZDATA) report 2011 
showed that, of the 64 patients commencing 
dialysis in the NT in 2010, the gender division 
was exactly 32 males and 32 females.1 In the 
busyness of treating client’s renal disease and 
the accompanying complications of co-morbid 
conditions, the signifi cance of the effects of renal 
disease on gender health could be overlooked by 
those responsible for their health care. 

Though a delicate subject and one which those 
who are affected are understandably reluctant 
to talk about, studies have shown that people 
with End Stage Renal Failure (ESRF) have a 
“high prevalence of sexual dysfunction due to 
the effects of uraemia, neuropathy, autonomic 
dysfunction, vascular disease, depression and 
medications”.2

The majority of patients with ESRF in the 
Northern Territory (NT) are of Aboriginal and 
Torres Strait Islander (ATSI) origin. Data 
comparisons looking at the age specifi c 
incidence rate per million ATSI people at the 
commencement of dialysis show that the NT 
population score higher in the 0-21 year, 25-44 
year, 45-54 year and 55-65 year age brackets 
than other states with a marked increase in 
the 35 – 65 year age bracket.3 The fact that 
most people with ESRF in the NT fall within this 
younger, sexually active age group, adds weight 
to the importance of taking this issue seriously, 
and emphasises how relevant this topic is to 
marital and social well being and the quality of life 
of ESRF patients.  

Some female gender issues associated with 
ESRF7 are: 

 hormonal disturbances resulting in high 
incidence of anovulatory periods and 
infertility

 prolonged periods of bleeding due to 
unopposed effect of oestrogen on the 
endometrium
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Continued from Page 11

Continued on Page 13

Applications close 5pm Friday 8 March 2013. 
All information about the 2013 Men’s Health 
Community Grants is available now at www.49.
com.au

The National Men’s Health Gathering, 
2013

The National Men’s Health Gathering will be held 
in Brisbane, 22-25 October, 2013. It incorporates 
the:

 7th National Aboriginal & Torres Strait 
Islander Male Health Convention

 10th National Men’s Health Conference
 The Inaugural Men and Vulnerable 

Families Forum

The theme of the Gathering is ‘Blazing a Trail: 
to healthier men and communities’ and an 
impressive program is being developed with well-
respected international and domestic keynote 
speakers invited. International speakers who 
have accepted the invitation to date include:

 Professor Alan White, UK - the world’s fi rst 
Professor of Men’s Health 

 Mr Richard Aston, NZ- Chief Executive 
of Big Buddy, a mentoring program for 
fatherless boys

 Mr David Bartlett, UK - Deputy Chief 
Executive, Fatherhood Institute UK 

 Joe Puketapu, NZ - Contracts Manager, Te 
Hauora o Ngāti Rārua 

 Glen Poole, UK - UK Co-ordinator of 
International Men’s Day and Strategic 
Director of The Men’s Network 

 Dr Richard Fletcher – Family Action Centre, 
University of Newcastle
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Continued from Page 12

by correcting of anaemia and the associated 
increase in plasma testosterone and 
reduction in elevated prolactin levels

 diminished sperm counts, impaired sperm 
motility and testicular atrophy resulting in 
male subfertility and

 increased incidence of adenocarcinoma of 
the prostate in haemodialysis patients. 5 6

The importance of counselling, regular 
examination and screening for prostate specifi c 
antigen (PSA), review of medications especially 
antihypertensive medications and treatment 
of anaemia are evident. Again, this is not a 
topic that those affected may initiate or wish to 
discuss however it is an issue that will impact on 
relationships, mental health and quality of life.

The issue of gender health, especially in 
relation to sexual dysfunction in ESRF patients, 
is a complication of renal failure that is often 
overlooked. This, in part, could be the result 
of the patient’s reluctance to talk about such 
things, the preoccupation of health staff in 
treating the “renal problems” as well as cultural 
inappropriateness. It is, however, an area of 
life that is so important for the quality of life, 
relationships and sense of well being of ESRF 
clients and should be given greater emphasis in 
patient care planning. 

Footnotes:

1  ANZDATA registry, 34th Report, Grace B. 
et al, 2011, New Patients commencing 
treatment in 2010 http://www.anzdata.org.
au/anzdata/AnzdataReport/34thReport/20
11c02_newpatients_v1.5.pdf

2 Daugirdas, J. et al, Handbook of Dialysis, 
4th edition, 2007, Chapter 27, Psychological 
Issues in End stage Renal Disease, Cohen 
Scot D et al, Lippincott Williams & Wilkins, 
Philadelphia, USA 

3 ANZDATA registry, 34th Report, Mc Donald 
S. et al, 2011, End stage Kidney disease 
among Indigenous peoples of Australia 
and New Zealand, ANZDATA registry, 34th 
Report, Grace B. et al, 2011, New Patients 
commencing treatment in 2010  

Continued on Page 14

 increased bleeding exacerbated by 
heparinisation during the haemodialysis 
process

 increased bleeding associated with the use 
of intrauterine devices and heparinisation

 anaemia due to heavy uterine bleeding

 decrease in libido and ability to achieve 
orgasm

 dyspareunia due to oestrogen defi ciency

 blood in peritoneal  dialysis fl uid during 
menstruation and possible aseptic peritonitis

 high risk of cervical cancer in women who 
are receiving immunosuppressive therapy 
for renal transplant

 Pregnancy occurs in just 0.5% of women 
on dialysis, however the occurrence of 
conception is 2-3 time more frequent 
in haemodialysis patients compared to 
Continuous Ambulatory Peritoneal Dialysis 
(CAPD) and

 pregnancies are high risk for both mother 
and foetus with high risk of spontaneous 
abortion.4 5 

To ensure women with ESRD receive holistic 
care, culturally appropriate communication to 
discuss these issues and appropriate treatment 
along with regular “well women’s” checks are 
important not only for prevention and treatment 
of medical problems but also for the quality of 
life of these clients. 

Some male gender issues associated with 
ESRF are: 

 impotence, which is believed to occur in 
roughly 70% of men treated with dialysis 
whether this be organic or functional in 
origin. There is no reported difference 
between those receiving haemodialysis 
or peritoneal dialysis although extended 
time dialysis (either short daily or nocturnal 
dialysis) may make a signifi cant difference

 the use of erythropoietic stimulating agents 
has been shown to enhance sexual function 
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4 Daugirdas, J. et al, Handbook of Dialysis, 
4th edition, 2007, Chapter 40, Obstetric 
and Gynaecologic Issues, Hou S. and 
Grossman S., Lippincott Williams & Wilkins , 
Philadelphia , USA

5 Feehally John et al, 2007, Comprehensive 
Clinical Nephrology 3rd edition, Chapter 70, p 
833,  Mosby Elsevier Inc, Philadelphia, USA

6 Daugirdas, J. et al, Handbook of Dialysis, 
4th edition, 2007, Chapter 39, Genitourinary 
Tract and Male Reproductive Organs, Kar 
Neng Lai et al, Lippincott Williams & Wilkins, 
Philadelphia, USA

7 Daugirdas: Chapter 40, Hou S. and 
Grossman S., et al, 2007), (Feehally John et 
al, 2007,Ch 70

Continued from Page 13

Gendered health - useful quotes/
ideas
Broom D. Gender and Health. In: Germov J 
ed. Second Opinion: An introduction to health 
sociology. Melbourne: Oxford University Press, 
1998, pp.39-56.  

“…the relationship between health and gender 
is a complex interaction among maternal 
circumstances, physical entities, cultural 
processes, and social organisation” (p40).

“…the health of women and men is a product 
of many elements, and not just differences in 
reproductive organs” (p.41).  

“…the fact that both sexes can get a condition 
– even that they get it equally frequently – 
does not mean that gender is irrelevant to that 
condition … gender can shape both exposures  
to health problems [e.g. young men are much 
more likely to exercise than young women] 
and the experience of illness [e.g. treatment of 
cardiovascular disease]” (p.43). 

“It is one thing to describe the way gender 
interacts with health and illness; it is quite 
another to determine when those interactions 

G
EN

D
ER

 H
EA

LT
H

are creating problems, and to discern how 
individuals, communities, and societies might 
respond constructively” (pp. 47-8).

Idea to develop – the philosophy of gendered 
health has arisen from the women’s health 
movement. A surprising consequence of 
endeavouring to get health policy and health 
research to meet the needs of women, has been 
increasing recognition of how they have not been 
particularly responsive to men’s needs either. 
While this may seem ironic in light of the history 
of male domination in medicine, it is because 
these processes have not been theorised and 
have focused on sex, and not the context of 
men’s lives.

“…attention to the relationship between gender 
and health stands to benefi t women and men 
both” (p. 53).  

“…it is time to move towards gender-specifi c 
approaches that ‘provide greater interpretive 
richness and give full voice to the complexity 
of the socially constructed meaning of gender’ 
(Kunkel & Atchley 1995 p 295). We must 
remember that such dimensions as ‘race’, 
ethnicity, and age are all implicated in gender in 
ways that cannot be reduced to binary thinking. 
A person is not Black at one moment and male 
the next: he is always a Black male (among 
other things) … More complex models may be 
awkward and uncomfortable compared with a 
simple bivariate model, but greater complexity 
promises more fruitful and practical ways of 
thinking about contemporary social life and 
the health patterns with which it is inextricably 
entangled. A productive analysis of gender 
involves taking both masculinity and femininity 
seriously, and understanding that gender is an 
aspect of every person’s individual experience 
and social life“ (p.54).  

Ruiz MT, Verburgge L. A two way view of 
gender in medicine. Journal o Epidemiology and 
Community Health 51: 106-109, 1997.

“There are two ways in which health service 
delivery and research can involve gender bias 
– fi rstly, by assuming that women’s and men’s 
health situation and risks are similar, when in 
fact they are not, and secondly, by assuming 
differences where there are actually similarities” 
(p. 106).  

Continued on Page 15
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“Men and women differ in the ways they think 
about health problems and in their social 
behaviour that prompts or avoids health 
problems.  Because of the medical orientation, 
we know little about how men and women 
voluntarily adopt some risk behaviours and 
risk exposures, their different perceptions of 
symptoms and expression of complaints, how 
their milieux of social support affect health 
and health behaviour, and their behavioural 
strategies for treating and adjusting to health 
problems” (p. 106).  

Oakley A. Who cares for health? Social 
relations, gender, and the public health. Journal 
of Epidemiology and Community Health 48: 427-
434, 1994.  

“Most of the world’s primary health care is 
carried out by women. Women’s health care 
work is sometimes paid or it is unpaid. In the 
home, it is predominantly women who care for 
men and for children and other dependents…
Caring for health is both about personal 
care – ensuring that people eat good food, 
are kept warm and clean, and so forth – and 
about providing a health-promoting material 
environment which facilitates the individual 
striving towards good health” (p. 428).  

“Health care work isn’t only done by those 
who are paid to do it – doctors, nurses, health 
visitors, health educators. Most of it is done 
by people who aren’t paid at all. This health 
care division of labour is fundamental to the 
public heath. Underlying what we might call 
invisible health care work is a different and 
more accurate model of how health is “really” 
produced; one which combines caring – social 
support in technical language – and the more 
usual physical-technical strategies” (p.433).  

Helman CG. Culture, health and illness – an 
introduction for health professionals (3rd ed). 
Oxford: Butterworth-Heineman.

“…in almost every culture most primary health 
care takes place within the family, and … the 
main providers of health care are usually women 
– often mothers and grandmothers” (p. 153).  

“Several aspects of male gender culture can be 
said to contribute to men’s ill-health, or to the 
risks of such ill-health developing. For example, 

Continued on Page 16

in comparison with women, men are encouraged 
to drink more alcohol, smoke more cigarettes, 
to be more competitive and to take more risks in 
their daily lives” (p. 163).

“[Disease of female social gender can be seen] 
in the context of the many alterations of body 
image that occur world wide, especially among 
women” (p.164).  

Johnstone K. Gender & health. Why hold a think 
tank? In: Beaumont M, Bachowski R, McLean P 
eds. Gender in health think tank. Proceedings 
of Women’s Health Victoria’s forum Melbourne 
2 November 2001. Melbourne: Women’s Health 
Victoria, 2002, pp. 1-3.

“It is clear to us that if we are serious about 
gender in health, we cannot afford to polarise 
women’s and men’s health by setting them up 
in competition. It is also clear that unless there 
are efforts made now to talk and explore explicit 
policy parameters then this negative polarisation 
is likely to gradually grow”. P.3

Connolly A. Policy initiatives – NSW. In: 
Beaumont M, Bachowski R, McLean P eds. 
Gender in health think tank. Proceedings of 
Women’s Health Victoria’s forum Melbourne 2 
November 2001. Melbourne: Women’s Health 
Victoria, 2002, pp. 35-38.

“It is not easy looking at gender in the health 
system … The health system splits into different 
capacities to respond to different determinants 
in health … To address a range of determinants 
you need to work within a population approach, 
with government agencies and partners who sit 
outside the health system, and that’s certainly 
true for Aboriginal health”.  

Johnstone K, Brown S, Beaumont M. Victorian 
Burden of Disease, Women’s Health and 
Gender. Women’s Health Victoria Discussion 
Paper September 2001. Melbourne, Women’s 
Health Victoria.  

There are different concepts and approaches 
to women’s health. “There has been a historical 
tendency for the terms ‘gender-sensitive’ 
and ‘gender-analysis’ to be used only in the 
context of women’s situations. This arose out 
of the need to redress inequities in developing 
countries and has become an international 

Continued from Page 14
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policy trend which Western nations, for example 
Canada and now Australia, have latched on 
to. It is important to remember that this United 
Nation’s initiative was intended as a framework 
for developing countries to apply as services and 
programs were emerging. Western countries are 
trying to apply that framework on top of already 
well-developed health systems. Wherever the 
terms are used, it is generally acknowledged 
that ‘gender’ refers to the social construction 
of women’s and men’s roles and how both 
may be disadvantaged. It is therefore, useful 
to acknowledge that women’s health is in itself 
gender-sensitive because it acknowledges 
gender relations and the need to be women-
centred” (p. 8).  

“Having a gendered approach to health is useful 
because it accounts for the social context of 
women’s, men’s and children’s lives. It is vital 
because of the different behaviours and heath 
experience for men and women. Understanding 
anything to do with men and women also needs 
to be understood within the context of the inter-
relations between men and women and this must 
be translated into health service delivery”.  P.8

“Without well thought out policies and meaningful 
data, a gendered approach to health can be 
used to address men’s health needs that may 
lead to women’s needs becoming subjugated. 
A gendered approach could be used to convert 
women’s health programs to non-gender specifi c 
programs, even under gender equity principles. 
Women’s health dollars may be mainstreamed, 
leading to a complete loss of the program. There 
is currently a very poor understanding about how 
to apply a gendered approach”. P.8

Maclean H, Labonte R, Glynn K, Sicchia SR.  
Globalization, Gender and Health.  Research-to-
Policy Interface. Discussion paper prepared for: 
Globalization and Health: The Gender Challenge. 
Yale University Symposium June 20-22, 2003. 
Canadian Institutes for Health Research, 2003.  

Engendering: “Engendering means much 
more than identifying the impact of policy or 
programme changes on women. Engendering 
also involves the recognition that the gender 
division of labour and its associated norms, 
values and ideologies about masculinity and 
femininity are defi ned by a complex of power 
relations which tend to accord to women lesser 

political voice, social/cultural value, and access 
to and control over economic resources. These 
power relations of gender … vary with historical 
and regional context, in addition to being cross 
cut by other social relations of class, caste, 
ethnicity, or race within a given society” (p. 47).  

Gender: Refers to women’s and men’s roles 
and responsibilities that are socially determined. 
Gender is related to how we are perceived and 
expected to think and act as women and men 
because of the way society is organised, not 
because of our biological differences” (p.47)

Khoury AJ, Weisman CS. Thinking about 
women’s health: the care for gender sensitivity. 
Women’s Health Issues 12:61-65, 2002.  

“…a better framework for addressing both 
women’s health and men’s health is one that 
focuses less on gender equity in access to 
resources and more on gender sensitivity – that 
is, attention both to gender differences and to 
gender-specifi c need in research, practice, and 
policy. This approach holds the greatest potential 
for improving the health of both women and men” 
(p.61).

“Scholars … have called for gender sensitivity 
in health care delivery as a way of promoting 
the appropriateness of services, particularly 
reproductive health services, and services to 
elderly women and men” (p.62). For example, 
women are more likely than men to change 
doctors because of dissatisfaction with quality of 
communication.  

“Service coordination and follow-up has a gender 
dimension because of the fragmentation in 
women’s primary health care. The reproductive 
and non-reproductive components of basic well-
woman care are seperate, and mechanisms for 
coordination among services are often lacking” 
(p.63).  

“Health policies that affect fi nancial and 
nonfi nancial access to health care services often 
have an important gender component.” (p63).  

- fi nancial barriers include access to private 
health insurance (more men than women), 
women tho more likely to access general 
publicly provided care because of pregnancy 
and cancer screening)

Continued on Page 17

Continued from Page 15
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- non fi nancial barriers include availability of 
specifi c health services (e.g. fertility control), 
availability of transportation and child care

“policy initiatives that improve women’s capacity 
to negotiate the health care system will impact 
the health care of families” (p63).

Beall J. Urban governance: why gender matters. 
UNDP Monograph Series #1, 1996. http://www.
sdnp.undp.org/gender/resources/mono1.
html

“Gender is an essential construct within which 
to frame a set of questions regarding the 
processes and outcomes of marginalisation 
… Socially conferred roles and responsibilities 
differentially determine how women and men 
may contribute to and benefi t from [health 
services]. Such a general statement does not 
intend to obscure the diversity and complexity of 
people’s lived experiences … Women, just like 
men, are not an homogenous group”

“…women use and gain from the city in different 
ways from men, that these ways are not 
biologically or essentially determined but rather 
socially constructed and that [health] needs to 
be gender-sensitive if these differences are to 
be accounted for in planning and policy-making. 
Such gender-sensitivity may be defi ned as an 
acknowledgement of and responsiveness to 
the different roles and responsibilities of women 
and men in human settlements and the social 
relations between them.”  

Paraphrase - Gender-sensitive health 
becomes, then, a function of the engagement 
of health service planners and policy-makers 
in the lives of people. Indeed, this should be a 
mutual engagement as it is important that the 
knowledge, energy and expertise of women and 
men at the grassroots level is brought into the 
policy-making and planning process.    

For effective partnerships “it is important to 
foster horizontal linkages between different 
organisations … it is also necessary to maintain 
vertical linkages … and ensure women and men 
are represented at each stage”.  

“An increasingly common approach to 
democratising and fostering the concept and 

process of gender-sensitive partnership, is to 
consider women as equal stakeholders, with 
specifi c interests and needs. While this can 
be useful, a potential danger is to characterise 
women en masse as a single group of 
stakeholders … if women are singled out as 
one, singular group, specifi c gender issues get 
ignored.  

Some thoughts …

Gender audit – can be done with organisation 
gender scans of a) staff and structure and b) 
clients

SA example – case studies used with staff, e.g. 
home visit with Janet and home visit with John, 
helps staff highlight assumptions

Services – what the difference in men’s use and 
women’s use? What does this tell us about the 
social context of women’s access to services? 
Differences in levels of satisfaction?  

NSW/Canada – gender has risen from the WH 
movement, i.e. explicit recognition of gender as 
a determinant of health.  

Continued from Page 16

Continued on Page 18

Community Based Primary 
Maternity Care

A great deal has been happening under the 
National Partnership Agreement Indigenous 
Early Childhood Development for professional 
development in the Community Based Primary 
Maternity Care Workforce.

Strong Women Strong Babies Strong Culture 
program
Strong Women Coordinators continue to 
collaborate across the NT Top End and Central 
to provide training workshops for their Strong 
Women Workers. So far 3 workshops have been 
delivered and evaluated in 2012 with further 
workshops planned for 2013.
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Towards Tobacco-Free 
Singapore
Eileen Soon, Year 4 Medical Student
National University of Singapore, Yong Loo Lin 
School of Medicine

It is a problem, not unique to Singapore, this 
small island I call home. All around the world, 
there is an alarming increase in the number 
of smokers, and consequently, an increase in 
the number of deaths related to tobacco-use. 
Governments have been trying to put a stop to 
this epidemic in various ways: by tackling both 
the supply and demand of tobacco. The results 
however, of such efforts so far have not been 
very encouraging. 

Enter a radical, yet powerfully simple idea – 
ban smoking completely in people born from 
a certain year onwards, eventually ensuring a 
total eradication of the “epidemic of smoking”. 
This was a proposal put forward by a group of  
Singaporeans consisting of Medical Offi cers, a 
Lung Cancer Surgeon, a University Professor 
and a civil servant, in their Paper entitled 
“Phasing-out Tobacco: Proposal to deny access 

Topics Covered: 

Workshop 1 (March 2012):
Pregnancy, Ante-Natal and Delivery

Workshop 2 (June 2012):
Post-Natal & Early Childhood (Healthy Lifestyle 
and Preventing Childhood & Chronic Disease)

Workshop 3 (September 2012):
Adolescence, Teenage Sexuality, Pregnancy 
and Health (a closed session delivering training 
in the YWCHEP program and related topics to 
adolescent health and well-being)

Workshop 4 (April/May 2013):
Health Promotion – Planning for change across 
the continuum of HP to deliver practical outcomes 
relevant to the needs and work of Strong Women 
Workers on community.

A signifi cant outcome from the training is the 
ongoing engagement with the Aboriginal Men’s 
Health Coordinator workforce at each of the 
workshops resulting in a one day planning 
meeting prior to the fi rst Strong Women 
Workshop in 2013.

The important application of this work is to 
provide training and development that is relevant 
to the needs of this workforce and is delivered in 
a culturally relevant and safe context. In addition 
the project is working towards articulating the 
training pathway into an accredited course with 
pathways into to the Community Based Primary 
Maternity Care workforce.

Aboriginal Cadetships in Midwifery at Charles 
Darwin University
In addition the Project has funded two Aboriginal 
Cadetships in the three year full-time Midwifery 
degree at Charles Darwin University with the 
opportunity of a placement at Midwifery Group 
Practice in the Top End. We look forward to being 
able to announce the successful applicants in the 
very near future.

Health Promotion in Community Based 
Primary Maternity Care (Remote Midwives & 
Aboriginal Workers)
Midwives working in remote communities and 
Aboriginal workers in community based primary 
maternity care have also received training by 
facilitators from Curtin University delivering a 

post-graduate short course in Health Promotion 
relevant to their needs in June 2012.

2013 Courses proposed for the 4 day post-
graduate short course in Health Promotion 
in Community Based Primary Maternity Care 
have just been fi nalised with well know Health 
Promotion facilitator Berni Murphy who is now 
with Deakin University. This course is also 
available to NGOs across the NT with practising 
midwives in community based primary maternity 
care.

Dates proposed are:  
13-17th May 2013 in Darwin
11-14th June 2013 in Alice Springs

For further information please contact:
Jeanne Lorraine, Program Development Offi cer 
(NPA) HPSU 
Ph: 08 8985 8070 / jeanne.lorraine@nt.gov.au

Continued on Page 19
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Student youth leaders and teachers attending 
the Tobacco-Free Millennium Generation Youth 
Summit 2012

to tobacco for those born from 2000”. This 
proposal suggests banning the sale of tobacco 
to children born from the year 2000, thus 
creating a whole generation of Singaporeans 
who will never be trapped by the addiction of 
tobacco and simply by nipping the problem in 
the bud hope to prevent them from taking up the 
habit. 

The ‘Towards Tobacco-Free Singapore 
Movement’ was born out of this very proposal. 
A group of like-minded individuals - medical 
students, including me, from different walks of 
life came together to fi ght a common enemy, 
and to protect our future generations from 
the harmful effects of tobacco. Our vision is 
to create an environment where smoking is 
denormalized, and slowly but surely, work 
towards an entire tobacco-free generation.
Earlier this year, in conjunction with the week 
of the 15th World Conference on Tobacco 
or Health (WCTOH) held in Singapore, we 
organised a Youth Summit targeted at Primary 
and Secondary (Middle/High) school students, 

increasingly vocal and opinionated, we knew 
that a traditional “top down” approach would 
defi nitely not be as effective as getting those 
actually affected by this proposal to campaign 
their support to protect their own generation. 

Initially there were concerns about the ability of 
these young people in internalising the concept 
and considering the issues involved; but these 
concerns were clearly unfounded as during 
the half-day Youth Summit they very quickly 
understood the importance of the proposal, 
and were even able to come up with numerous 
innovative and creative ways of propagating the 
Tobacco-Free Millennium Generation Concept 
to their peers in the limited time allocated to 
them. This move in getting the Millennium 
Generation involved, as key stakeholders, in the 
fi ght against tobacco, is an extremely important 
milestone in getting the lawmakers to sit up 
and take notice as the Millennium Generation 
are directly being affected by this proposal and 
together, we can counter the critics who talk 
about infringement of the rights of the people 
because the proposal is being well received by 
the targeted audience.

The Tobacco Free Millennium Generation 
proposal was presented at the 15th WCTOH 
held in Singapore to which a prominent 
international anti-tobacco advocate and co-
author of the Tobacco Atlas, Dr. Judith MacKay, 
as well as international delegates all passionate 
in the fi ght against tobacco were present. The 
proposal was very well-received and generated 
considerable interest and discussions amongst 
the delegates.

A group of medical students, including me, 
shared the proposal with other like-minded 
passionate youth leaders from various countries 
at the Youth Pre-Conference held just before 
the 15th WCTOH. We were heartened by the 
strong interest shown about its novel approach 
amongst youth advocates; the exchange of 
ideas thereafter provided us with a broader 
view of methods used overseas, and ideas on 
how it could be adapted and applied to work in 
Singapore.

Since conceptualising this idea, we have heard 
that places like Tasmania and New Zealand are 
not just looking at the proposal but considering 

to share the idea of a Tobacco-Free Millennium 
Generation, and what they can do to protect 
their generation. The aim of this Youth Summit 
was simple – to educate, and thus propagate 
the idea of protection of an entire generation 
from the harmful effects of tobacco. We found 
that apart from trying to make this a law, it 
was also important to educate and involve the 
present generation and get them to support the 
idea. With the youth in Singapore becoming 

Continued from Page 18
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Some of the members of the ‘Towards Tobacco-
Free Singapore’ team

implementing such a ban as well. A survey 
recently conducted in South Australia revealed 
strong support (67.7% of respondentsi) for this 
proposal. There is also word of a motion being 
passed in Tasmania’s Upper House for the ban 
on cigarette sales to the millennium generation 
(those born after 1999). Such strong international 
support for this notion of a Tobacco Free 
Millennium Generation is heartening and gives us 
reassurance that our dream of a Tobacco-Free 
Singapore can one day be realized.

To fi nd out more about the efforts towards a 
Tobacco-Free Millennium Generation go to: 
www.TobaccoFreeSingapore.info or ‘Like’ 
us on Facebook at www.facebook.com/
tobaccofreesingapore Interested parties can 
contact the author at soon.weiling.eileen@gmail.
com or dreamoftobaccofreefuture@gmail.com 

Phasing-out tobacco: proposal to deny access to 
tobacco for those born from 2000:
http://tobaccocontrol.bmj.com/
content/19/5/355.full.pdf

Reference:

i http://www.news.com.au/national/tobacco-
ban-backed-for-next-generation/story-
fndo4dzn-1226471374394

Continued on Page 21
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Road to Engawala - close but not quite there

ATSIC Region of Aputula: 
Engawala
Situated 70 km north of Alice Springs on the 
Stuart Highway; 90 km along Plenty Highway and 
48 km further past Gem Tree is Engawala, also 
known as Alcoota and Alkwerte.

Although the population censorship in 2005/2007  
indicated a population of about 150-170 people 
and declared Engawala as a ‘no growth area’;  
the population in 2013 is around 180-200 people.

Falling under the Anmatjere Community 
Government Council located in Ti Tree, Engawala 
has 22 houses with the newer ones boasting air 
conditioning and solar hot water.

Anmatyerre and Eastern Arrernte are the main 
languages spoken within the community and 
the present Manager of the Central Desert Shire 
Council offi ce, Heather Smith says: “The Shire is 
all things to all people”. Heather also mentioned 
that the Shire offi ce shared a very good 
relationship with the people in the community 
and assisted with programs like school nutrition 
and sports and recreation activities. “CDEP 
is important in that it has a positive infl uence” 
and according to Heather the people of Alcoota 
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Continued from Page 20

Shire Council Offi ce

Continued on Page 22

Joe Blake, who is attached to the Shire offi ce, 
is working on an audio recording of the “Don’t 
Worry, Be Happy” song with a group of teenage 
boys who play the piano, drums and guitar.

Chloe Gluyas and Sarah Williams together look 
after kids once school is fi nished for the day. 
Chloe has been in the community for a year and 
is on her second stint at Alcoota. She fi nds the 
“isolation and distance part and parcel of living 
remote, but enjoys it and fi nds it challenging and 
very rewarding”. Sarah, a young Aboriginal girl 
has lived in the community for 3 years and also 
works in the Engawala Store.

The future rockers of Alcoota

are a “very reserved and very shy” community 
compared to others.

The group having a practice session

The simple but popular after school activity the 
kids look forward to
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Continued from Page 21

Around 30 kids of varying age groups regularly 
visit the covered basket ball area with the older 
kids assisting and playing with the younger  ones. 
Every one is very supportive of each other and 
would rather play football or jump on a trampoline 
on to gym mats than watch movies. 

There is even a football team called the Alcoota 
Grows. The community girls and women are also 
very active and are waiting for the softball season 
to restart. 

The sports teams of Alcoota have won 
numerous trophies  that are on proud display in 
the Community Hall. 

The hall also has a kitchen in which Joy Turner 
and Brenda Tilmouth cook meals for the kids 
attending Alcoota School.

The Alcoota Health Centre is run by Jayne 
Kollner who is assisted by Anton Driver and 
Linsey James, Community Health Workers and 
Michelle Dickson the Receptionist.
Anton has been with the Health Centre for 4 
years, has a Diploma in Community Business 
Management, spent a number of years working 
in disability care areas and fi nds the work 
“demanding but great”. He is multi skilled and a 
great help to those visiting the Health Centre and 
Community as he organises meetings between 
the Elders and those visiting the Community.
Linsey comes from Uluru and has lived in the 
Community since 1992, worked as a Supervisor 
in the Shire and is an all-round/multiskilled 
Community Worker who assists Anton with Men’s 
health matters.
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Frequently Asked Question
Megan Howitt & Frank Waller, Program 
Leaders
Women’s Health Strategy Unit & Men’s Health 
Strategy Unit
Liza Shaw, Coordinator
Chronic Diseases Network
NT Department of Health

Question: 

What are some of the gender differences in 
chronic diseases that one might consider when 
designing population health programs?

Answer: 

The burden of disease is measured by the years 
of life lost due to premature death and disability. 
Using this measure, the table below shows the 
ten most common causes of burden of disease 
by gender using 2003 data. While this is not the 
most up to date data it is a good example of sex 
disaggregated data for burden of disease.

Table:  Ten leading specifi c causes of burden of disease and injury by sex in Australia, 2003

Male Burden of Disease Female Burden of Disease

Rank Specifi c cause Rank Specifi c cause
1
2
3
4
5
6
7
8
9
10

Ischemic heart disease
Type 2 diabetes
Anxiety and depression
Lung cancer
Stroke
Chronic Obstructive Pulmonary Disease 
Adult onset hearing loss
Suicide and self infl icted injury
Prostate Cancer
Colorectal cancer

1
2
3
4
5
6
7
8
9
10

Anxiety & depression
Ischemic heart disease
Stroke
Type 2 diabetes
Dementia
Breast cancer
Chronic Obstructive Pulmonary Disease
Lung cancer
Asthma
Colorectal cancer

The table shows that for men, the leading cause 
of disease is ischemic heart disease, followed 
by type 2 diabetes, anxiety and depression, lung 
cancer, stroke, Chronic Obstructive Pulmonary 
Disease (COPD), adult onset hearing loss, 
suicide and self infl icted injury, prostate cancer 
and colorectal cancer. For women, anxiety and 
depression is the greatest burden of disease, 
followed by ischemic heart disease, stroke, type 
2 diabetes, dementia, breast cancer, COPD, lung 
cancer, asthma and colorectal cancer. 

It shows that examining diseases by sex in 
population health programs is important due to 
the differences in the burden of disease between 
men and women. Not only are some conditions 
sex specifi c such as prostate and gynaecological 
cancers, other conditions tend to be more related 
to gender where the social roles and stereotypes 
affecting men and women can directly affect 
health. 

For example the causes of anxiety and depression 
among women and men may be different. A 2004 

Victorian Health study showed that domestic 
violence was the greatest contributor to burden of 
disease for women aged 15-44 years in Victoria, 
which was manifest in anxiety, depression and 
substance abuse. For men, there is new research 
looking at the impact of new fatherhood on men 
suggesting that men too can suffer forms of 
perinatal depression.

Looking at health data by sex is just the beginning 
of a gender analysis process.  

Being aware of and responding to gender as 
a determinant of health, can assist programs 
or services to treat a man with breast cancer 
in a way that is appropriate to him and may be 
different from the approach taken for a woman.

Health services for men and women do not 
always need to be segregated; however, policies 
and services do need to be capable of responding 
in ways appropriate to their client’s needs.

Continued on Page 24
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There are many sources for more information 
about sex and gender differences and analysis 
tools, but below are some good resources:

http://www.womenshealthdata.ca/
http://wikigender.org/index.php/
Engaging_Men_and_Boys_to_Transform_
Discriminatory_Social_Norms_Online_
Discussion
www.wikigender.org
http://whv.org.au 

Reference:

Department of Health & Ageing (2010) National 
Women’s Health Policy 2010, Commonwealth of 
Australia: Barton

Continued on Page 25
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From the desk of the Chief 
Medical Offi cer, Dr Dinesh Arya
NT Department of Health

I am pleased to have a regular spot in ‘The 
Chronicle’ to provide updates on various 
initiatives that may be happening across the 
Northern Territory (NT); share matters that may 
be cropping up on my drawing board and to 
seek your early input and comment. This is a 
wonderful opportunity to also share my thoughts 
on the management of chronic conditions.

Being a practicing clinical psychiatrist has also 
meant that I have worked with a range of chronic 
conditions in my professional life. I have seen 
the good, the bad and the wasteful (in terms of 
time and resources we sometimes spend without 
much gain in effectiveness and/or productivity). I 
will refl ect on that in subsequent editions of ‘The 
Chronicle’ over the course of the year. In this fi rst 
spot, however, it is appropriate for me to share 
my thoughts on structures to support clinical 
governance within the new service framework, 
which is currently high on my agenda.

The New Framework
One thing is for sure; 2013 will see a lot of 
work go into implementing the New Framework 
that the Minister for Health, the Hon David 
Tollner MLA released in November 2012. This 
is an exciting opportunity to achieve enhanced 

linkages across secondary and primary care 
services and better connectivity to improve the 
patient journey and strengthen local decision 
making through a regional management 
structure. As part of its implementation, the 
Department of Health (DoH) Chief Executive, Jeff 
Moffet is keen to ensure that clinicians inform 
changes and he is expecting a high level of 
engagement with them. It is for this reason that 
the fi rst framework to be developed is the Clinical 
Governance Framework which will support 
delivery of the ‘New Service Framework for 
Health and Hospital Services’.

A strategy for Clinical Governance
In developing a strategy for clinical governance it 
will be important to achieve the following:

1. High level of engagement across the system 
(of both clinical and non-clinical staff) to 
ensure appropriate and evidence-based 
advice is available to, and accessed by, key 
decision makers

2. Clear guiding principles for provision of clinical 
care

3. A structure that allows clinicians to both 
participate and evaluate clinical systems and 
processes

The strategy will need to include a mechanism for 
development of:

 An overarching Committee with NT-wide 
responsibility for policy, strategy and 
monitoring of clinical governance activities 
with wide representation from across the 
Territory of people with accountability for 
various aspects of the clinical governance 
system

 A single NT-wide peak Council made up 
of lead clinicians to achieve a high level 
of clinical engagement, and ensure active 
clinician participation in planning and delivery 
of healthcare

 A system of specialty and service-specifi c 
clinical or health networks to become forums 
for discussion, debate, innovation, exploration 
of local, regional and national issues, and for 
receiving reports on clinical care, safety and 
quality systems

 Engagement of community stakeholders to 
receive advice from the lived experience, and 
to oversee the collection and review of patient 
satisfaction information
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 Various professional advisory groups 
(Medical, Nursing, Allied Health and 
Aboriginal Health Practitioner) to provide 
profession-specifi c advice and also take 
active roles in education, training and 
research development

All of the above structures must aim to achieve 
a culture of excellence in care delivery thus 
ensuring provision of best possible care, to every 
patient on every occasion.

Achieving Good Clinical Governance

Such a ‘structural scaffolding’ will provide the 
stability necessary for us to improve on the 
clinical governance system already in place. 
While some background work is occurring to 
develop the above structure, focus will continue 
on completing work that has been in progress 
for some time, including:

 Medical credentialing to build on huge 
amounts of work done by Dr Sara 
Watson and her team at Royal Darwin 
Hospital

 Incident reporting and roll out of 
RiskMan (now being led by newly 
appointed Director of Safety and Quality, 
Deane Wilks)

 Clinical handover to ensure we have 
consistent systems and processes 
for handling and transferring clinical 
information

 Fine tuning the process for responding 
to complaints and concerns

A central point for information relevant for 
clinicians

Key to good clinical governance is information 
about safety, quality, evidence, best practice 
performance, innovation and so forth that is 
available in a format that clinicians can fully 
comprehend.

We are embarking on publishing an electronic 
monthly Clinical Bulletin that will summarise 
’information bits’ that may be of interest to 
clinicians. 

 Alerts and notifi cations related to 
equipment, medication, procedures

 Consultations and discussions occurring 
(nationally and locally)

 Information on cutting edge new 
technology under discussion nationally 

 Safety & Quality information

 Recommendations for improvement from 
various investigations and reviews

 Results of audits and accreditation

 Policies and procedures under review

 Key performance indicators and how well 
we are tracking against them 

The Clinical Bulletin will complement more 
detailed information on the above and will soon 
be available on the Offi ce of Chief Medical 
Offi cer webpage via the Department of Health’s 
Intranet.

I would be interested in your feedback about 
what other information should be included in the 
Clinical Bulletin, and on the webpage to improve 
accessibility of information that is relevant to 
clinicians.

What is on my drawing board?

In addition to establishing necessary systems 
and processes to ensure we are consistent 
in providing the best possible care each time 
to every patient, it is also important that we 
(collectively) drive change, are innovative 
and even test some boundaries to achieve 
exponential gains. It is the latter bit that 
I am sure many will fi nd stimulating and 
professionally exciting. 

In the 2013 forthcoming editions of ‘The 
Chronicle’, I would like to share my thoughts on:

 principles to which we must agree if we want 
well-coordinated and integrated clinical care 
provision

 what we must do to make clinical handover 
part of our routine practice so that it is not 
an ’additional’ activity we undertake and

 my commitment to promote preventative 
care and principles that I see as an absolute 
core to promote self-management

Continued from Page 24
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Asking the Ask Question
Andrea James and Justine Clarke, Clinical 
Nurse Consultants 
DonateLife NT Royal Darwin Hospital

In 2012, the Northern Territory experienced its 
highest ever number of organ donors, resulting 
in twenty-nine Australians receiving a life saving 
or life transforming gift. It is the generosity of all 
donors and their families who make a difference in 
the lives of others waiting and needing a transplant 
to survive.

DonateLife NT, the organ and tissue donation 
agency in the Northern Territory, has shared the 
journey with every donor family, witnessing each 
unique family come to terms with their loved one’s 
death and altruistically consent to donation. 

Many people are unaware that less than 2% of 
hospital deaths are suitable for exploration of 
organ and tissue donation. This is directly related 
to the possibility of donation only occurring 
in Intensive Care after brain death has been 
determined, or the decision to withdraw cardio-
respiratory support has been made. A far greater 
number of people have the opportunity to donate 
tissue as this is less dependent on circumstances 
of death. Tissues that can be transplanted include 
cornea, bone, skin and heart valves.

Organ and tissue donation is a sensitive subject 
and the decision to become a donor is a personal 
and important one. It is important to discover the 
facts about donation to ensure your decision is the 
right one for you. Your family and those close to 
you need to know your decision because they will 
be asked to give consent.

Males are one target audience identifi ed as a 
priority group to encourage discussion about 
donation. Although research indicates a trend 
increase over the last two years, males discuss 
donation less often than females, are more likely 
to be undecided about their donation decision, and 
are less likely to be aware of the wishes of their 
family members (Australian Organ and Tissue 
Authority, Woolcott Research, 2012). 

The Indigenous population makes up 30% of 
the Northern Territory (Australian Bureau of 
Statistics, 2011). DonateLife NT continues to 
develop strategies to engage both urban and 
remote Indigenous groups. Indigenous Education 
Resources developed by DonateLife NT, 
incorporated an extensive consultation process 
with three Indigenous renal recipients and experts 
in the fi eld of Indigenous health and culture. The 
personal stories of the three Indigenous recipients 
contributed to the style, format and story telling 
content used throughout the resources. The 
resources consist of health promotion posters, 
‘The Brain Story’, ‘The Organ Donation Story’ and 
a DVD. In fact, the Indigenous recipients involved 
in the consultation phase are featured on the 
Resource DVD ‘If you want to give life’, sharing 
their personal transplantation journeys. 

In 2012, DonateLife NT observed a signifi cant shift 
in culture amongst the Indigenous community with 
two families consenting to donation. Comparing 
two Indigenous donors in the past year, to two in 
the past ten years is positive reinforcement that 
DonateLife NT’s Indigenous focus and strategy 
is trending in the right direction. Ensuring family 
consent for donation is informed and enduring is 
paramount in all donation cases, yet of particular 
importance when conversing with Indigenous 
groups. Utilising the resources and building a 
strong rapport with the family is a priority for the 
staff of DonateLife NT, and something they pride 
themselves on achieving. Ongoing awareness 

Continued on Page 27
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throughout the Indigenous population continues 
with trips planned to Daly River, the Barunga 
Festival, Lajamanu and Hermannsburg, which 
will build on previous community engagement 
with the Tiwi Islands and Santa Teresa.

The future for those 1600 people on organ 
transplant lists around the country may be 
somewhat unknown. Yet awareness and support 
for donation continues to increase amongst a 
variety of groups within the population, inclusive 
of males, Indigenous people, culture and religion. 
The general act of ‘doing good’ often overcomes 
the fears of death and end of life, especially in 
consideration of donation and feeling assured the 
decision one makes is informed.

For more information about organ and tissue 
donation please contact DonateLife NT on 08 
8922 8349 or visit www.donatelife.gov.au

Continued from Page 26

Living With and Treating Hep C - 
Interview with Fiona Clarke 
Andy Ewing, Communications Coordinator
Northern Territory Aids & Hepatitis Council

Fiona Clarke has been living in the Territory 
for nearly 15 years. She’s a 52 year old 
grandmother, and has lived a rich, generous 
and colorful life. 
She is one of the 3914 Territorians living with 
Hep C, on the current register (established in 
1995)

What is Hep C?
Lots of people have heard of Hepatitis C (Hep 
C) but not many know what it is. It’s a blood-
borne virus that can cause serious health 

problems including cirrhosis of the liver. In 
Australia, approximately 221,000 people have 
chronic Hep C. Since 1989 I have been one of 
them.

What was it like living with chronic Hep C?
While I’ve been lucky and haven’t developed 
any major health problems, living with Hep 
C affected me in many ways: physically, 
mentally and emotionally. Sadly, there is still 
a lot of stigma attached to having Hep C as it 
is primarily transmitted through injecting drug 
use, so it wasn’t something I wanted to talk 
about although it was always in the back of my 
mind that I was ‘Hep C Positive’ and that it was 
potentially lethal. As the disease progressed my 
liver wasn’t functioning properly which made 
me tired, the virus dulled my brain - known as 
“brain-fog” - and thoughts of dying from liver 
disease were never far away.

You attend the Hep C Support Group run by 
NTAHC*. Do many women attend? What are 
the issues for women living with Hep C?
Yes, other women apart from myself attend 
the NTAHC’s monthly Hep C Support Group 
meetings on a regular basis. Women living with 
Hep C have additional issues to consider. They 
are often concerned that they can transmit the 
virus via menstrual blood although this is very 
unlikely. There is also a slight risk that Hep 
C can be transmitted while giving birth. Hep 
C is not a barrier to breast feeding, although 
it is suggested that if the nipples are cracked 
the milk should be expressed and discarded 
as there is a slight chance the virus could 
be transmitted to the baby. While the risk of 
transmission via menstrual blood, childbirth and 
breast-feeding is very small, knowing your baby 
may be at risk can cause additional stress when 
living with Hep C. I gave birth and breast-fed 2 
children while Hep C Positive, they are now 23 
and 17 years old and did not contract the virus.

What can you do if you have Hep C?
Treatment for Hep C has come a long way over 
the past 23 years, so fi nally, in June 2011 I was 
ready to try to rid myself of this debilitating virus. 
For 6 months I injected myself under the skin in 
my stomach weekly with Pegylated Interferon 
and took Ribavarin tablets twice a day. It wasn’t 
easy; my side-effects included nausea, fever, 
headaches, weight-loss, depression, and 
extreme lethargy. I’m very grateful that my 32 

Continued on Page 28
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year old daughter in Sydney, Laura, rang me 
every day to ask how I was coping. Her support 
made so much difference, knowing how much 
she cared about me gave me the strength to 
persevere and helped me feel better about 
myself.
 
After six months of treatment, how do you 
feel?
It’s now 12 months since I completed treatment 
and in late July 2012 I received the best news 
possible – my treatment was successful and 
I was now Hep C free! After more than two 
decades of living with Hep C, clearing the virus 
has not only signifi cantly reduced my risk of liver 
disease (a recent blood test confi rmed that my 
liver function was normal – prior to treatment 
every test since 1989 had shown abnormal liver 
function), I no longer have a nagging voice inside 
me saying “I’m Hep C Positive” - that coloured my 
every thought and action. While I still try to eat 
healthy foods I now allow myself the occasional 
glass of wine – before treatment I abstained from 
any alcohol for 15 years and I have an increased 
sense of worth, as I no longer feel stigmatized.

I really feel like a new person. I have more 
energy, am thinking more clearly and am happier 
than I’ve been for a very long time. I now 
understand the saying - “having a new lease on 
life” as that’s how I feel. My quality of life has 
improved more than I ever thought possible. The 
future doesn’t scare me as it did previously.

I encourage anyone who is Hep C Positive to 
think about having treatment. While there is no 
guarantee it will work for everyone, it really is 
worth giving it a go.

*The NT AIDS and Hepatitis Council (NTAHC) 
runs a monthly hepatitis support group for 
positive people and their carers/friends/loved 
ones. It’s a warm and supportive group where 
you can share your journey of living with Hep C. 
Contact them for more info: 08 8944 7777

Continued from Page 27

SWAP IT
Swap It is funded under the National Partnership 
Agreement with Department of Health and Ageing 
and Australian National Preventative Health 
Agency. The funding concludes 30th June 2013 
so the fi nal distribution of resources is underway 
at present. They will be distributed primarily 
to urban and regional locations as being more 
relevant to people living in those locations. The 
messages and information generated through 
Measure Up and Swap It will continue through 
the website and be available as downloads. 

Healthy@work and COPAL Palmerston have 
been also using the resources for their programs. 
Eric is still available for booking and has been 
found to be helpful as a drawcard on remote 
communities where locally relevant healthy 
lifestyle resources are more appropriate for 
getting the messages across about living healthy, 
staying healthy and preventing and reducing the 
risk of chronic conditions.

We need to report back to the Commonwealth on 
outcomes during the project funding so please 
send your good news stories and any challenges 
you may have experienced using the resources.

For further information please contact:
Jeanne Lorraine, Program Development Offi cer 
(NPA) HPSU 
Jeanne.lorraine@nt.gov.au
Ph: 08 8985 8070

Eric - still available for bookings
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NT Chronic Conditions 
Prevention and Management 
Strategy Annual Report 2011
Laura Edwards, Public Health Registrar
Chronic Conditions Strategy Unit, Department of 
Health

The second annual progress report for the 
Northern Territory (NT) Chronic Conditions 
Prevention and Management Strategy 2010-
2020 (CCPMS) has been completed. It 
highlights major activities that were undertaken 
by the Department of Health (DoH) and its 
partners.

The Annual Report 2011 is a result of a 
consultative process across the NT and was 
overseen by the Monitoring and Evaluation 
Working Group whose members include 
representatives from the DoH (Chronic 
Conditions Strategy Unit, Health Gains and 
Planning, Remote Health, Community Health, 
Acute and Primary Care Information Systems), 
non-government organisations (e.g. Asthma 
Foundation NT), Menzies School of Health 
Research and Aboriginal community controlled 
health services (represented by AMSANT).

The CCPMS is a 10-year strategy, with the 
Implementation Plan based on a three year 
period to allow health service providers in the 
NT to build and strengthen their strategic and 
evidence-based approaches including health 
system design. 

The following are highlights for each of the eight 
key action areas:

Key action area 1 – Awareness on Social 
Determinants of Health (SDOH)

 The NT Early Childhood Plan has been 
developed in partnership with a range 
of government and non-government 
organisations including the Department 
of Education and Training, Department 
of Health and the Department of Children 
and Families. It was developed in 2011 
in consultation with communities across 
the NT and offers increased opportunities 
for effective brain development for 
disadvantaged children. It is likely to have 
a signifi cant impact on improving SDOH in 
future years. 

Key action area 2 – Increase primary prevention

 Tobacco control: three reforms to the 
Tobacco Control Act 2002 commenced in 
2011 resulting in a ban on smoking in all 
public outdoor eating and drinking areas 
(with exempt areas for licensed venues), 
prohibition on the display of tobacco 
products at the point of sale and introduction 
of an annual licence fee. A further 
amendment to the Tobacco Control Act, 
through a partnership between DoH and 
the Department of Justice (DoJ), resulted 
in mandatory reporting of monthly sales 
data by tobacco retailers from 1st January 
2011. This data will be used in future years 
to provide accurate monitoring of tobacco 
consumption throughout the NT.  

Key action area 3 – Early detection and 
secondary prevention

 Educational opportunities for health 
professionals to increase knowledge, 
understanding and action on early detection 
and risk factors are now widely available. 
The Chronic Conditions Strategy Unit 
conducts regular courses targeting all 
health professionals, including Aboriginal 
Health Practitioners and remote health 
workers. The quarterly 3-day preventable 
chronic disease courses, which cover 
health promotion, early detection, brief 
intervention, motivational interviewing and 
self-management, are all well-attended and 
receive positive evaluation.  

Key action area 4 – Self-management

 The NT Chronic Conditions Self-
Management Framework 2012-2020 
has been fi nalised and a detailed 
Implementation Plan has been developed. 
The Framework will assist health 
services to promote and provide self-
management support by empowering 
individuals with chronic conditions to 
actively participate in their own health care. 
Organisations involved in implementation 
of the Framework include DoH, NGOs and 
Aboriginal Community Controlled Health 
Services (ACCHS). The Framework will 
be used to guide and inform all levels of 
health organisation staff including health 
professionals, managers and policy makers 

Continued on Page 30
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about evidence-based self-management 
approaches. 

Key action area 5 – Care for people with chronic 
conditions

 The number of care plans prepared by 
GPs for clients with diabetes continues to 
increase. In 2011, 66% of government-run 
Aboriginal primary health care clinic patients 
with type 2 diabetes or coronary heart 
disease were on a GP Management Plan 
and 51% of patients were also on a Team 
Care Arrangement involving allied health 
professionals.

 Specialist Outreach Services NT (SONT) 
provided 1101 specialist outreach visits 
through the Medical Specialist Outreach 
Assistance Program (MSOAP) in 2011 with 
the most frequent visits for ophthalmology, 
paediatrics and general physician services.

 Twelve new Indigenous Care Coordinator 
positions across the NT have been created 
under the ‘Closing the Gap’ funding to 
improve the provision of care for people with 
chronic conditions. 

Key action area 6 – Workforce planning and 
development

 The NT Medical School commenced in 2011 
with 24 students enrolled in the fi rst year 
including 10 Aboriginal students.

 A number of people took up new roles related 
to Chronic Conditions in 2011. Federal 
funding as part of the Indigenous Chronic 
Disease Package (ICDP) resulted in an 
increase in the number of tobacco control 
positions within the ACCHS from 1 to 9; and 
12 new care coordinators were employed. 
Other new ICDP-funded roles created in 
2011 include 3 regional tobacco coordinators, 
3 tobacco action workers and 6 healthy 
lifestyle workers.  

Key action area 7 – Information, communication 
and disease management systems

 All Aboriginal primary health care clinics in 
the NT including government and ACCHS 
now use electronic patient information and 
recall systems.  

 My Electronic Health Record (MyeHR) is a 
shared electronic health record which can be 

used by multiple different providers across 
different health care settings in the NT. It is 
now available in all public hospitals, ACCHS, 
remote health centres and some private 
general practices in the NT. 

 The Chronic Diseases Network (CDN) 
had 900 members by the end of 2011. The 
main activities of CDN include the annual 
CDN conference, quarterly newsletters, 
fortnightly e-CDN news and the sharing of 
information through the CDN website. In 
2012, the Combined Network Meetings were 
held annually in each major regional centre; 
at these meetings, departmental and non-
departmental staff were invited to attend to 
share their knowledge and experience in 
providing care to clients. Key speakers were 
usually invited to show case their programs 
or initiatives in prevention and management 
of chronic conditions. 

Key action area 8 – Continuous Quality 
Improvement (CQI)

 Continuous Quality Improvement (CQI) 
is now embedded into Aboriginal primary 
health care services. The NT CQI program 
had 2 coordinators and approximately 16 
dedicated CQI facilitators across the NT in 
2011. The facilitators work with local health 
professionals within DoH and ACCHS 
to improve CQI and to audit practices 
according to NT Aboriginal Health Key 
Performance Indicators and one21seventy 
processes.  

Once all approvals have been completed, the 
report can be viewed on the DoH website.

Please direct all enquires to the Chronic 
Conditions Strategy Unit on 898508071.
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The Combined Networks 
Meetings 2009 to 2013 Update
Susan Wong, Member Services Offi cer
Chronic Diseases Network (CDN)
NT Department of Health

In 2009 it was identifi ed that in order to deliver 
services to health practitioners in regional 
areas as requested there was a need to work 
in partnership. Therefore NT Palliative Care 
Network, CanNET, General Practice Network 
NT, Chronic Diseases Network and Cancer 
Council NT formed the Combined Networks 
Meeting Committee.

Joining forces to provide a coordinated 
approach in supporting communities and 
workers in remote locations, the Combined 
Networks Meetings began taking place in 
major regional centres of the NT with the fi rst 
visit occurring in Nhulunbuy in April 2009. 
Representatives then made coordinated trips 
to Alice Springs, Gove, Tennant Creek and 
Katherine in 2009 and 2010 and also held 
meetings in Darwin.

The 2009 and 2010 evaluations resulted in an 
extremely positive response from participants 
that prompted the Committee to hold two 
Combined Networks Meetings in each major 
regional centre during 2011, however the 
meetings in Darwin did not occur.

In 2012, the Combined Networks witnessed the 
following changes:

Meetings in Darwin recommenced
The General Practice Network NT became 
Medicare Local NT
The 2012 Combined Networks Committee 
consisted of representatives from Chronic 
Diseases Network, Medicare Local NT and 
Cancer Council NT
One meeting was held in each major regional 
centre of the NT

The focus was placed on guest speakers with a 
chronic diseases background who presented to 
the conference theme for the year

In 2013, the Combined Networks Committee will 
comprise:

 Chronic Diseases Network, NT Department 
of Health

 Medicare Local NT, previously known as 
GPNNT

 Cancer Council NT

The Committee is looking for other organisations 
to join, so if you are interested please ring 08 
8922 8280 or email chronicdiseasesnetwork@
nt.gov.au

There will be one trip each to Alice Springs, 
Gove, Katherine and Tennant Creek and a 
meeting will also be held in Darwin. Confi rmed 
Guest Speakers for each 2013 meeting, as well 
as the theme against which they will present are 
as follows:

Theme: Self Management-A Partnership 
Approach

o Liz Kasteel – presenting on the “Self 
Management Framework”

o Annie Villeseche – presenting on the 
“Updated Physical Activity Guidelines”

o Jo Watts – presenting on “Lifting the Lid: 
Discussing End of Life & Chronic Disease”

The remaining 2013 locations and scheduled 
dates as listed below, however the dates are 
subject to change:

Darwin – Wednesday, 1 May
Gove – Tuesday, 18 June
Katherine – Tuesday 13 August
Tennant Creek – Tuesday 29 October
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The Chronic Diseases Network acknowledges the participation and support of the CDN Steering Committee 
members from the following organisations:


