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From the CDN Coordinator
Breanna Ellis

Welcome to the final edition of The Chronicle for 2014. This edition will be looking back at the 22nd Annual Australian Health Promotion Association and 18th Annual Chronic Disease Network Conference, which was held recently in Alice Springs. This edition will also incorporate articles from the previous edition that unfortunately was unable to be published.

Over 380 delegates gathered from around Australia, to discuss and share ideas regarding the equity and action on the Social Determinants of Health.  

The conference proceedings kicked off with a Welcome Reception. Local Alice Springs youth drumming group Drum Atweme, provided the audience with a fantastic display of drumming. Dr Len Notaras, Chief Executive Department of Health announced the 2014 Chronic Disease Network Recognition Awards, which were presented to the winners by the Alice Springs Mayor, Damien Ryan. Congratulations to David Cox, Dr Gary Sinclair, Purple House and NPY Women’s Centre. These individuals and organisations were recognised for their commitment to preventing and managing chronic disease in the Northern Territory.

Conference delegates were privileged to hear from some informative and passionate keynote speakers including Professor Sharon Friel who provided the opening keynote address and set the scene for the Conference. Professor Friel spoke about the various dimensions to health equity including the social, political and technical approaches which may help progress action and improve health equity.

I think that many who were at the conference will agree that Paul Pholeros AM was a highlight. Paul spoke about the work that his organisation Healthabitat has been doing in Australia and around the world. The Housing for Health program has worked closely with communities to improve standards of housing. The link between housing conditions and the experience of childhood illness prompted this program to work at lifting the basic standard of housing to a level where there was improved hygiene and cooking facilities. In a majority of cases these issues were a result of poor maintenance or building practices not a result of neglect or misuse as is often the misconception.  

Other key note speakers included Dr Shelley Bowen, Mr Daryl Day, Mr Martin Laverty, Dr Anne Lowell, Dr Lawurrpa Maypilama, Rosemary Gundjarranbuy and Associate Professor Kerry Taylor. All these keynote speakers gave an insightful look into how various organisations are addressing health equity and action on the social determinants of health.

This year’s conference made use of social media including Facebook and Twitter. The Twittersphere was definitely a buzz with conference Tweeters and it was a fantastic way to get conversation happening. I would like to thank Cat Street for all the work she did overseeing that process and a testament to her hard work is the fact that the conference hashtag #equity14 trending in the top 50 hashtags in Australia on the Friday of the conference.  

I would like to acknowledge all the presenters for the concurrent sessions, those that volunteered to chair sessions and finally the Conference Organising Committee for all the input over the 12 months of planning for the conference.  

The Chronic Conditions Strategy Unit will now be taking some time to review the current format of The Chronicle so please be aware that you may not see the next edition until later in the year. If you have any thoughts or ideas regarding this publication please take the time to email me breanna.ellis@nt.gov.au or give me a call on 08 89858173. Thank you to everyone who has provided an article over the past 12 months.

Finally I hope everyone has a safe holiday break and we look forward to working with our members in 2015. 


PART 1 – Power of Language

Improving health literacy in the NT: allowing language to empower
Alice Mitchell, PhD student
RHD Secondary Prophylaxis
Bhavini Patel, A/Chief Pharmacist
Clinical Engagement and Leadership Support Lead
NT Department of Health

Introduction

There are around 5000 languages in the world today.1 Australia has a fluctuating language experience with different waves of visitation and migration. Arrivals include regular trading visits by Indonesians, settlement by the English-speaking British Empire and European migration. However, before any new group of people arrived, the residents spoke multiple Aboriginal languages and, just like today, many Aboriginal people were multilingual; able to communicate with other Aboriginal clan-nations whose languages were distinct from their own. Sadly, many of those Aboriginal languages have disappeared. Some remain strong though, and with dictionaries, other writings and an increase in media they will not disappear. 
Communicative competence

The purpose of language is of course to communicate. It has been said, “If you succeed in precise, clear communication, then language is doing its job”.2  However, communicating is not as simple as we think, especially if we are monolingual. And if we are monolingual, it is likely we are mono-cultural. Language is one part of communicating. For instance, we recall a consultation between a doctor and a tribal elder. Their communicative competencies were so distant that the doctor’s efforts to show respect appeared as just the opposite and the consultation broke down. Our world view, cultural norms and mores, or even whether we can hear, are just some vital components for communication. Lessons in cultural competence for health professionals have gained popularity and it is critical to include teaching on communicative competence. Undertaking reflection on what went well and how you could have improved after individual consultations is an effective way to build your own cultural competency skills.   

Language and identity

Language is like an identification badge - when displayed it shows our identity.3 While all languages are continually being modified by their speakers, the fact that Aboriginal languages are still in full use, including being transmitted to children, demonstrates that identity is valued. All languages are created equal. All languages have vocabularies and grammatical rules for making sentences and phrases. This includes Kriol, a language commonly spoken in north Australia. Kriol is a full language with normal language structures. 

A non-Indigenous person who lived in an Aboriginal community long term and learned to speak the local language states that “People continue to speak their own language in almost every part of life despite nearly a century of contact with the English speaking Australian population. Only a few adults claimed to speak competent English”.4 Making an effort to initially learn a few words and phrases in the languages in your area will enable you to better establish relationships and show that you too value the person’s identity.   

Health literacy and Power

With repeated reporting of poor health among Aboriginal people, health literacy rises in priority. Language is essential for improving health literacy. For too long we have kept talking to Aboriginal patients in languages they do not think in, frequently failing to register that a language problem is present. Our biomedical minds are not in those spaces and this means our health services remain inequitable and power is all on one side. There is a saying that doing the same thing and expecting to achieve different results is a form of insanity! We need to find a more effective approach. We hear Aboriginal people saying they are tired of negative health stories about themselves. It seems this is the main message we are imparting. But there are strategies to improve the power imbalance and work collaboratively to improve health literacy.5 

Story Methodology 

Some time ago, research in a Darwin renal unit revealed that miscommunication between health professionals and Aboriginal patients was not recognised and was much worse than expected.6 One follow-on part of that research aimed to find shared understandings on the complex biomedical topic of renal disease to allow people and their families to make for informed choices about treatment. During this process we discovered that we could teach and learn about any complex topic using a process we called ‘Story Methodology’. The process used foundational writings of Friere,7 principles of adult education and experiences with ARDS (Aboriginal Resource and Development Service).

To create meaningful stories (communication) required firstly recognising, registering and respecting the target groups’ languages, world view and culture, as well as our own. The process had high stakes (people’s lives) and therefore adequate time and resources were provided. A diverse team worked on the stories. The team consisted of health professionals (responsible for accurate and current biomedical information), Aboriginal interpreters (responsible for communication), bilingual facilitators (responsible for cross world-view communication), tribal leaders (responsible for traditional knowledges) and patients (responsible for life experiences of renal disease). 

As one of the Aboriginal people on our team expressed while boarding an aeroplane, “I could learn how this plane works!” This sums up the power of Story Methodology. She had experienced the power of learning using a process that takes language and world view seriously, and it opened possibilities. So, why is this process not utilised more widely? Things move slowly. We see parts of the process used in more and more health resource development. However, a major obstacle that remains is registering that our audiences do not speak to each other in English, or dream in English, or express traditional knowledge and wisdom in English. 

When we keep talking and explaining in English to Aboriginal patients with poor health who do not use English as their first language, it reflects badly on us. We maintain power, and we do not permit language to empower patients. We now have the knowledge and tools to develop a more effective approach in communicating treatment options to allow people to make better informed choices so let’s get on with it!
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Do you speak my language? 
Jamie Mapleson, Health Educator
Aboriginal Resource and Development Services

Language is a vital part of our daily lives. It is how we communicate with each other, but more importantly it also influences the way we see the world. Language is closely linked to our worldview, the way we construct meaning and understand the world around us, and has developed over thousands of years. This contributes to greatly different cultural understandings of health, wellbeing and illness for different cultural groups. This has a huge impact on cross-cultural interactions within the health system. 

Prior to European settlement in Australia, Aboriginal and Torres Strait Islanders spoke more than 250 distinct languages. While many of these have been lost, 145 are still spoken to some degree, and 18 remain strong being spoken by young and old alike (AIATSIS). These remaining strong languages exist predominantly in
remote areas of the NT, as first languages spoken in the home environment. Around 80% of Aboriginal people in the NT live in remote areas, and 64% of those speak an Aboriginal language as their first language. To put it more simply, around half the Aboriginal population in the NT speak an Aboriginal language as their first language. 

For those people in remote areas who speak an Aboriginal language as their first language and maintain a relatively traditional worldview, English is essentially a foreign language. There is also a massive cross-cultural divide compared to the dominant non-Indigenous western culture. 

Language is not just a form of communication, but “is also a way of expressing and maintaining culture, knowledge and identity. Aboriginal and Torres Strait Islander languages convey unique meanings and are central to the survival of cultural knowledge” (AIATSIS). 

Existing research highlights both the positive nature of language maintenance on health and wellbeing, as well as the challenges in providing quality health services for Aboriginal people, particularly those who speak English as a foreign language. 

Data from the National Aboriginal and Torres Strait Islander Social Survey indicates a positive association in remote areas between speaking an Aboriginal language and cultural maintenance activities, with better self-reported wellbeing as well as reduced rates of risk-associated behaviours and interactions with the justice system (Dockery, Biddle). Dockery hypothesises that language and culture contribute to a strong sense of self-identity (Dockery). This is also likely to represent in part the importance of language to wellbeing: language is an important part of Aboriginal culture (AIATSIS), and the holistic Aboriginal understanding of wellbeing is the “physical, social, emotional, cultural, and spiritual wellbeing of the individual and wellbeing of the whole community” (Jordan).

A number of ‘barriers’ to providing quality health care are also highlighted in the literature. For Aboriginal patients who speak English as a foreign language, interactions with health professionals frequently involve much miscommunication and mutual misunderstanding, which disturbingly is often unrecognised by both health professionals and patients (Lowell). Studies with Aboriginal patients and their families, including both English first language and English ‘foreign’ language speakers, indicate a desire for patients to have more information given to them (Lowell, Amery, Shahid). The literature also cites the importance of different cultural-based knowledge (Lowell, Vass, Devitt, Shahid), and the dominance of the western biomedical model of disease (Cass, Devitt, Shahid, Durey). It also highlights the need for culturally appropriate services, such as those provided by Aboriginal Community Controlled Health Organisation’s, and the negative experiences Aboriginal people have with mainstream service providers (Aspin, Cass, Lowell, Vass). 

To better understand these influences on communication with health professionals, we need to understand the interactions between language, culture and worldview. Language, culture and worldview are closely related and overlapping, and have developed together over thousands of years. The way we see and understand the world affects the language that we develop and use. For instance the language around family structure and relationships has developed because of a particular worldview and cultural practices. Similarly our understanding of law and legal processes shapes the language that we have developed as a cultural group and also what constitutes legal or illegal behaviours/actions. And for health, our understanding the function of our organs, the microscopic world and disease processes shapes the language that we have developed. The reverse is also true. It’s difficult to think about and understand something if we don’t have the language to describe it.  

For example bacteria and the microscopic world have largely only been described by language developed within the culture of western medicine in the last 150 years. For Aboriginal people, who didn’t have microscopes, this still represents extremely new knowledge. Similarly while Aboriginal people usually have an excellent understanding of anatomy, knowledge of the function of our organs is often limited. 

These are important foundational knowledges to understand the biomedical concepts of chronic and infectious disease, their management and prevention. Sadly however this is usually regarded by health professionals as assumed knowledge, and is rarely explained. 

To overcome these great challenges in providing high quality health care to Aboriginal people in the NT we should be working in people’s first language. Working with interpreters is an easy first step, however developing a greater understanding of Aboriginal language, culture and worldview, particularly for service providers, should be considered a pre-requisite for delivering high quality health services. 

As part of this, learning and using plain English would be greatly beneficial, such as ARDS “Dictionary of Anatomy”. This is not simply English that is ‘dumbed down’, it uses easy to understand language to convey often complex new concepts, using language constructs that are prominent in Aboriginal languages (using active rather than passive nouns, placing events in accurate time sequence, and avoiding abstract nouns). 
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Why health literacy should matter to all health professionals
Rhonda Garad, Project Manager
Lauren Waycott, Project Officer
Jean Hailes for Women’s Health

In Australia, more than half of the population have low health literacy, which is the ability to access, understand and use health information and healthcare services in ways that promote and maintain good health. Evidence shows that higher levels of health literacy are associated with better health outcomes and lower levels of chronic disease, premature disability and mortality. Individuals with low health literacy are likely to struggle to navigate the maze of health information and healthcare services which places them at an increased risk of chronic disease, premature disability and mortality and preventable hospitalisation. They are also less likely to engage in preventive healthcare services such as mammograms, pap smears and vaccinations.

There is an increasing level of interest among health professionals in the topic of health literacy, however, until now there has been a lack of knowledge on how to incorporate health literacy into clinical practice. The problem for clinicians has been the lack of an effective assessment tool to comprehensively measure health literacy. Many of the previous health literacy measurement tools have measured reading, comprehension and numeracy rather than health literacy knowledge and abilities.

Deakin and Monash Universities have recently developed a Health Literacy Questionnaire (HLQ) which differs from other questionaries as it has been developed in consultation with patients, using health literacy terms in a way that is relevant to patients.

The HLQ consists of 9 domains of health literacy covering areas such as: feeling understood and supported by healthcare providers; having sufficient information to manage my health; actively managing my health, social support for health, appraisal of health information, ability to actively engagement with healthcare providers; navigating the healthcare system; ability to find good health information; and understanding health information well enough to know what to do.

The tool is designed to be used in a variety of clinical settings. An example of its clinical application may be:

Mrs Jones is a 65 year old overweight woman who has recently been diagnosed with type 2 diabetes. After completing the health literacy questionnaire it becomes obvious that her health literacy deficits include: the ability to find health information, feeling supported and understood by healthcare providers and the ability to actively manage her chronic condition. Solutions to improve Mrs Jones health literacy profile could include providing tailored health information and communication strategies to improve patient/clinician relationship and connecting her to social supports.

Jean Hailes has partnered with Deakin University to test the HLQ in marginalised groups using an equity based approach. Jean Hailes for Women’s Health is an evidence-based national women’s health organisation which aims to improve the lives of women. The organisation’s guiding principle is the promotion of an equity based approach to health care, with a focus on marginalised groups such as CaLD, Indigenous, low education attainment and women living in rural and remote areas. Jean Hailes delivers a national program of evidenced based, direct education to women to improve health literacy and to health professionals to improve their capacity to deliver high quality care.

The Deakin partnership project involves working closely with three culturally and linguistically diverse (CaLD) groups: Chinese, Indian and Somali to develop in-depth health and sociocultural profiles of each group, make recommendations for the adaption of the HLQ to increase utility in CaLD communities, effective interventions to increase health literacy and re-orient health services to meet the cultural needs of CaLD communities. 

It is anticipated that the results of the project will be finalised at the end of 2015 and will deliver a way of accurately measuring health literacy in mainstream and diverse groups and a method of tailoring health literacy interventions to raise health literacy.

For further information on this health literacy initiative email: rhonda.garad@jeanhailes.org.au or lauren.waycott@jeanhailes.org.au or Telephone: 03 9535 6730


A new language for diabetes 

An estimated 1.7 million Australians have diabetes and 280 Australians develop the condition every day. Research shows people with diabetes have higher levels of emotional distress than those without diabetes and this distress can last a lifetime.1

The way language is used – both verbal and written – reflects and shapes our thoughts, beliefs and behaviours. Language has the power to persuade, change or reinforce beliefs, discourse and stereotypes – for better or for worse. Words do more than reflect people’s reality: they create reality.

In September 2011, Diabetes Australia launched a position statement, “A new language for diabetes: improving communication with and about people with diabetes”. The aim of the position statement is to encourage greater awareness of, and reflection on, the language commonly used to communicate with and about people with diabetes in families, the wider community, in the media and during healthcare consultations. 2

Diabetes Australia believes optimal communication increases the motivation, health and well-being of people with diabetes; furthermore, that careless or negative language can be de-motivating, is often inaccurate, and can be harmful.

Language should engage people with diabetes and support their daily self-care efforts. Importantly, language that de-motivates or induces fear, guilt or distress needs to be avoided and countered.

Renza’s story

Renza Scibilia does everything she can to manage her type 1 diabetes. Once she overheard a doctor call her ‘non-compliant’. The doctor’s choice of language made Renza feel judged. “Diabetes is a condition over which you have no control. Some health professionals use the terms ‘good’ and ‘bad’ management. But, you know what? Sometimes you just have diabetes.” Careless or negative ‘diabetes talk’ doesn’t just occur during healthcare consultations. 

She also balks at suggestions she is a ‘sufferer’. “I am living with a condition, but I’m not suffering. The second people start painting the picture that someone with diabetes is a victim, it does us a great disservice.”

Recommendations3

In your verbal and written interactions with or about people with diabetes, Diabetes Australia recommends:

1. 	Be aware of the language you use with each person with diabetes and when referring to people with diabetes.

2. 	Take your language seriously. Language is personal and so is diabetes. Think carefully about what your words might mean to a person with diabetes and be aware your words may not be interpreted the way you intend.

3. 	Remember language reflects attitude. Do not use different language just because you are talking or writing about people with diabetes rather than with them.

4. 	Remember everyone is different. Some people will object to or be irritated by certain language; others may not. Regardless of an individual’s immediate reaction (or lack of reaction), your language influences how they think, feel and act. Use language most people would find helpful and encouraging.

5. 	Inform but don’t judge. Avoid blame and any language that implies moral judgment about behaviours. Accept and respect that (a) the individual has the right to make choices, (b) he or she has responsibility for his or her own condition and (c) diabetes may not always take priority in his or her life. Your language needs to reflect such understanding.

6. 	Be understood. Try not to use jargon. Listen to the words the person with diabetes uses and reflect that language. Wherever possible, check assumptions, understanding and the effect your language has on individuals.

7. 	Take a holistic approach. Diabetes is frustrating, challenging and distressing for many people. Focusing on their ‘non-adherent’ behaviour dismisses the very real efforts they may well be making.

8. 	Focus on the achievable. Wellness and health involve more than just gaining ‘control’; encourage optimal self-management and behaviour change using appropriate and encouraging language.

9. 	Appreciate that the meaning and acceptability of words and phrases changes over time. Continually reflect on your language and check your assumptions.

10.	Remember language creates reality. People with diabetes need to know that their continual efforts to improve their health and self-care activities are worthwhile and valued. Focusing on the positive changes that people make and can continue to make in the future is more effective than focusing on past behaviours and outcomes.

See position statement for further examples and a full rationale for why certain terms need to be avoided or used at:
https://www.diabetesaustralia.com.au/PageFiles/1584/DA%20Language%20position%20statement.pdf

1 	http://www.diabetesvic.org.au/images/stories/Position_statement_release_case_studies.pdf
2 	2011 Speight et al (DMJ) New language
3 	Speight J, Conn J, Dunning T, Skinner TC; Diabetes Australia: Diabetes Australia position statement. A new language for diabetes: improving communications with and about people with diabetes. Diabetes Res Clin Pract 2012;97:425–431


Estelle’s story
Jane Whitehead, Preventable Chronic Conditions Educator 
Health Development: Top End Cental Team, NT Department of Health

The name of the community is not identified and the name of the RAN and client has been changed to protect the identity of the client. ‘Estelle’, the client and the RAN, ‘Brigitte’, gave permission for their story to be published in the Chronicle and both the client and the RAN spoke to the author and have read the article prior to publishing 

This is a most remarkable and inspiring story. One of a young woman’s courage to change her life and an outstanding RAN’s insight that assisted her. It is a story about domestic violence and depression. It highlights the difference a RAN can make in detecting depression and using self-management as a strategy for change.

Estelle is a survivor of domestic violence and depression. Estelle, a 37 year old woman who presented to the clinic for her regular medication first met Brigitte who invited her into her room to introduce herself and offer her a very overdue health check. Reluctantly, Estelle agreed and it changed her life. From the outset Estelle seemed relieved to be able to talk about her feelings. During the course of the examination Brigitte’s astute observational skills concluded Estelle was withdrawn, suffering from low energy and low mood. Estelle appeared exhausted, little facial expression, eyes down cast, slumped, lethargic and miserable. 

Estelle had made many presentations to the clinic with minor injuries, vague symptoms of headaches, stomach cramps and ‘dizzy’ spells. Two progress note entries document domestic violence incidences dating back to 2007, and on neither occasion was she referred on or questioned by staff about domestic violence. 

After the consultation Brigitte discussed her client with the Aboriginal Health Practitioners who stated, “Oh, she is always grumpy and she stays in the house, she never goes anywhere.” She was known in the community as ‘the lady who never smiles.’  

This rang alarm bells for Brigitte. At first Estelle was too frightened about disclosing too much information about herself, but with gentle persuasion by Brigitte she yielded and started talking. Over the years Estelle withdrew from community life and spent her days lying on her bed. Her mother took her children to school due to Estelle’s inability to leave the house. She did not socialise or even manage to go to the shops. Her only outings were to the clinic. Her husband would accuse her of looking at other men and she worried about what the community were saying about her. Estelle went on to reveal that her husband regularly assaulted her and her family were too afraid of him to step in. 

Estelle wanted to help her husband, who had a drinking problem, so went with him to CAAPS in Darwin for alcohol detox and rehab. On discharge he got drunk and he beat her so savagely she ended up in ICU. While in hospital staff assisted her in reporting the incident. Her husband was jailed and a restraining order was issued. Since that time Estelle had become more depressed and she told Brigitte she could not remember the last time she felt well and normal. Brigitte identified depression and with Estelle’s permission referred her to the mental health team and she commenced antidepressants and counselling.  

Brigitte facilitated with Estelle a self- management plan that included exercise, healthy eating and giving up alcohol. Now, some months later, Estelle is a happy young woman who feels in control of her life, is more active in the community and visits the clinic regularly for health checks and ongoing support by the RAN. She is continuing with her exercise program, eating healthier and has stopped drinking. Estelle reports that she is now a much better parent than before she began her treatment for depression. She says she used to get angry and slap her children then feel bad and try and make it up to them and feel really down on herself. Now she talks to her children and asks them about their feelings. She says over the weekend her children told her that they can now talk to her about things and they like that she does not get angry any more. Estelle says she felt really proud when her children told her this. She is able to leave the house and has since started working. It is her first job. The day she received her first pay she went to the clinic to show Brigitte. It was the first pay slip Estelle had ever had in her life. She was so happy and knew that Brigitte would rejoice in her success. 

This is a story about courage. One woman managed to overcome depression, violence, fear and feelings of worthlessness. A story about how a nurse, through astute observation recognised that all was not right. Brigitte followed up on her suspicions, made appropriate referrals, and empowered Estelle using self-management tools. Estelle managed her illness and developed confidence to change her life.

Some avenues for assistance are:
Domestic Violence Links: 24 Hours: 1800 737 732 or www.1800respect.org.au
Bush Crisis Line: 1800 805 391
Life Line: 13 11 14
Beyond Blue: 1300 224 636
NT CATT Team: 1800 682 288


The lifelong health impacts of early literacy 
Tiiu Sildva, Health Promotion Planning and Evaluation Officer
Hearing Health Program, NT Department of Health

Healthy children need stimulating environments early in life. Exposure to physical, social, emotional and language environments from birth lay the foundation for physical and cognitive development and learning abilities throughout the lifespan.6 Good quality education shapes a child’s path towards meaningful participation in society as an adult.6 Health outcomes are thus influenced by a child’s capacity to acquire knowledge in relation to the broader set of social and environmental conditions in which they live, including access to health information.4, 6 Screening of children as they enter preschool is becoming increasingly common in Australia; however in order for screening to be most effective, researchers, policy makers, educators and parents need to understand the combination of biological, ecological and individual factors that contribute to a child’s literacy skills – including the literacy skills of parents.2 The home, family and surrounding environment influence a child’s phonological awareness, letter knowledge and oral language; children who enter school without these abilities are at risk of reduced educational attainment and poorer long-term health.2 

Literature suggests a relationship between reading and spelling skills and susceptibility to ill-health. For example, Timms et al. (2014) investigated otitis media (OM) and subsequent hearing loss (HL) among metropolitan Indigenous Australian children. Reading and spelling outcomes were compared with those of their non-Indigenous peers. This study found that OM and hearing loss had a negative impact on language development and phonological awareness, suggesting Indigenous children had poorer reading and spelling skills than their non-Indigenous peers.5  Reasons for this outcome may be linked to broader social and environmental conditions which may exacerbate likelihood of developing illnesses such as OM.

With poor hearing, children cannot listen and learn which can lead to social incapacity and loss of language and culture. As the global population increases and urbanization continues, changes to social, political and economic structures can have negative impacts on minority cultures such as Indigenous Australians. Thus, it is important to accommodate cultural differences to prevent loss of language and promote culturally appropriate learning.  

“If you talk to a man in a language he understands, that goes to his head.
If you talk to him in his language, that goes to his heart” Nelson Mandela

A focus on health literacy in primary care was included in Australia’s broad health goals in the mid-1990s which has since spawned substantial work on mental health literacy and research into chronic disease self-management, particularly with culturally and linguistically diverse (CALD) communities.3 This year, at the local level, the Hearing Health Program (HHP) is increasing primary prevention activities for Indigenous child health through an enhanced ecological focus.  An example of this can be seen in a new antenatal/postnatal ear health literacy pilot project called ‘Strong Little Ears, Strong Life’ which is being implemented in Galiwin’ku. Coordinated by the HHP, the community was recently brought together for an initial arts-based health promotion and ear health literacy activity: to illustrate ear disease prevention concepts onto their Hearing Booth along with key messages written in English and local Yolnju Matha language. 

In a much larger scale attempt to enhance health literacy faced by disadvantaged children, US-based Prof Joseph Sparling developed an innovative idea back in the 1970s: The Abecedarian Approach. This approach has four pillars: language priority, learning games, conversational reading, and enriched care-giving. Decades of research from this preschool education project has now received worldwide acclaim for its positive long-term results which suggest that high-quality birth-to-five preschool has positive effects on life outcomes. These findings demonstrate the great potential of early life literacy programs to prevent disease and promote adult health1. 

With Abecedarian “…you’re connecting your language with the child’s action. 
That’s powerful language teaching – matching your words to the focus of the child.” 
Prof Joseph Sparling, article in The Age, May 2 2014

This ground-breaking approach is now being trialled in remote Aboriginal Australian communities, termed ‘3A’ (Abecedarian Approach Australia). Activities include learning games in English or in local language, which have been written in conjunction with the Northern Territory Department of Education for use by care-givers and parents of children up to three years of age.1 Since national literacy testing in Australia has recently indicated an estimated 25% of Year 9 students are below benchmark for reading ability,2 the rigorous ‘3A’ approach may be a beneficial tool to preserve language and culture whilst contributing to improved literacy among the next generation.  
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Social media in public health
Cat Street, Health Promotion Planning & Evaluation Officer
Health Development Top End Central Team, NT Department of Health

The way we communicate with each other is changing rapidly with the expansion of technology and social media. Gone are the days when word of mouth was the usual way to deliver a message. We now communicate with each other in a huge variety of different and diverse ways ranging from telephone to talkback radio to Twitter. On a global scale students, professional organisations and the public prefer to use social media more than email or telephone. 

“The telephone has too many shortcomings to be seriously considered as a means of communication. It has no value to us”. Western Union internal memo (1876), from (Kelder & Ballard, 2014)

“There is no reason anyone would want a computer in their home” Ken Olsen, Digital Equipment Corp., (1977), from (Kelder & Ballard, 2014) 

Only a few years ago, it was valid to excuse yourself from using social media if you didn’t understand how to use it. The world is changing quickly, however, and if you want to stay up to date with the lives of your family and friends, professional matters and current affairs then you would be wise to learn how to utilise social media as a form of communication.

So, what is social media?

Online communities of people, organisations, and brands that share information, ideas, personal messages, and other content. (Kelder & Ballard, 2014)

Most commonly, social media refers to the “one-to-many” communication channels such as online and other electronic tools that were previously expensive or difficult to utilise. These communication methods operate in contrast to traditional methods of contact like talking in person or phone calls, which are ‘point-to-point’ and occur between only two or a relatively small number of people. Use of social media tools has increased dramatically in recent years, and it appears that their use will spread further as internet access increases globally.

Why use it?

Social media tools like Facebook and Twitter allow increased reach, improved engagement and participation, and better access to health messages. It is an avenue that is particularly important when engaging with difficult to reach populations, such as people with low literacy levels or youth. In addition to enhancing reach, social media tools may be used on a wider platform to assist in the spread of key messages, build awareness, generate community conversations and influence decision making.

Where should I start?

Signing up to Facebook and Twitter is a good start, if you haven’t already. You can then ‘like’ and ‘follow’ pages, and get a feel for the way that other people post. The next step is to post and tweet about your own thoughts, stories or events. LinkedIn is also a good way to find out who’s who, and who has done what within and outside your professional networks. You may prefer to use Instagram, a visual person’s nirvana. 

It takes a little bit of time of get the hang of things, but once you’re comfortable with using Facebook and Twitter, you will be glad that you invested the time. A new world will be opened to you and you will be exposed to virtual conversations that you never before had access to! In turn, you will be able to interact with people and organisations that you never could before. 

Still confused? Talk to your friends, family and colleagues. With almost three-quarters of Australians using some form of social media, chances are you will find someone who can explain things to you in a way that you can understand.
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Understanding Clearly – “Utira Kulintjaku”, an update
Lyn Byers, Nurse Practitioner – Remote, Primary Health Centre Manager
Aputula Health Centre
Dr Marcus Tabart, Clinical Director
Central Australian Mental Health Services
Dr Craig san Roque, Consulting Psychologist
Mark Sheldon Remote Mental Health Team
Emma Trenorden, Project Officer, Utira Kulintjaku Project
Ngaanyatjarra Pitjantjatjara Yankunytjatjara Women’s Council 
Angela Lynch, Co-ordinator, Ngangkari Program
Ngaanyatjarra Pitjantjatjara Yankunytjatjara Women’s Council

There are well established links between physical health and mental wellbeing, however across Australia people with a mental illness do not access care for their physical or mental wellbeing at the same rate as the rest of the Australian population.1,2,3,4,5,6,7 The list of disadvantage encompassing health, educational attainment, economic participation and adverse social and relational outcomes for residents of very remote communities compared with the rest of Australia is well documented.1,2,3 These social inequities all play a part in the high burden of physical and mental illness experienced by residents of remote communities. There is further evidence that Aboriginal people suffered, and continue to suffer, high levels of emotional trauma and stress as a result of colonisation and racism, leaving this population group particularly vulnerable to illness.8,9,10 Residents of very remote communities in Central Australia are predominately Aboriginal, highly mobile and young.2 All these factors make it much harder to access health care and have confidence that your story will be understood and respected.

In Central Australia Lloyd et al found “a pervasive failure to communicate effectively with Aboriginal patients” contributed to the highest rates of self-discharge from hospital in the world.11 They noted communication is facilitated by positive personal relationships between clinician and patient, and having a shared understanding of the illness trajectory is crucial to completing treatment.11 Previous work in the area of rheumatic heart disease has found improved compliance with secondary prophylaxis when there is a sense of personalised care and “belonging” to the health service.12 A recent meta-analysis of randomized controlled trials, with measurable patient-clinician relationship outcomes, found an empathic positive relationship has a significant effect on health care outcomes.13 In the meta-analysis the effect size of a positive patient-clinician relationship was greater than the effect size of aspirin in reducing myocardial infarctions over five years, or the effect size of the influence of smoking on male mortality over eight years.13 Given these outcomes it is clearly incumbent on health professionals to be attentive to their relationship with their patients as an intervention in its own right.

The Utira Kulintjaku project (trans. to understand clearly), as initiated by the Ngaanyatjarra Pitjantjatjara Yankunytjatjara Women’s Council (NPYWC) aims to facilitate health practice through a shared understanding of language and meaning. Understanding each other is the key. Senior Anangu, including Ngangkari (traditional healers), from the Anangu Pitjantjatjara Yankunytjatjara (APY) lands meet regularly, in Alice Springs in a series of workshops, to explore the word meanings and concepts specific to health and wellbeing in English and Anangu languages. For instance, neurobiology, along with psychiatric assessment, diagnosis and evaluation processes as used by non-Indigenous clinicians, were described in English and pictograms. Anangu then developed these concepts into appropriate metaphors and stories aligning with Anangu world view of health.14

From the beginning there has been a desire to ensure shared understanding of health practices. A graphic story poster, featuring emotions and disturbed states of mind and behaviour has been developed with a shared compendium of words and phrases. There is discussion about a phone App providing a dictionary of words and phrases, both written and spoken. Using an App would provide a means to engage young people, as contributions can be accepted from anyone, in both spoken and written form. All contributions would go through a group of moderators – senior respected Anangu and linguists, before releasing them into public domain. There would be options for non-Indigenous health professionals to request inclusion of words and phrases, through the moderators, who would develop appropriate translations.

As the workshops progressed, further aspects of health have been explored. This includes the importance of a positive childhood development as foundational to good adult health. There have been recent discussions on trauma and responses to trauma within Anangu settings. Anangu at the workshops said these were ‘hard’ and painful concepts, however they felt it is necessary to find the right words to talk within Anangu culture about these things. Many positive actions to strengthen and empower Anangu self care were listed for consideration in the next workshops.

Delivery of effective care for Aboriginal and Torres Strait Islander people requires service persons to orient their responses toward Aboriginal and Torres Strait Islander understandings of health, to invest in mutual partnerships, to ensure safe cultural delivery, be innovative, work from a strengths based foundation, be focused on enabling community control and evaluate themselves.14,15,16,17 Without effective personalised communication, social and health inequities will remain. The Utira Kulintjaku project was instigated by Anangu people who wanted such a clearer, shared understanding of health. A shared understanding of health concepts, through shared language and communication strategies is enabling a more appropriate provision of health care for Anangu.  

For more information or contact details, please visit our web site at: www.npywc.org.au/ngangkari/
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My heart my life app 
The Heart Foundation now has an app! 

Hundreds of thousands of Australians who don’t take their heart medicines as prescribed can now better manage their dosage and routine through the new Heart Foundation smart phone app. Find it here at www.myheartmylife.org.au

The free My Heart, My Life app will help individuals keep track of and remember to take their medicines, while also providing health stats, enabling people to learn about heart attack warning signs and offering healthier recipes. 

The app includes: 

Welcome/login page
Registration page
Profile page
Information page 
Home page
o My medicines
o My health stats
o Heart attack warning signs
o Recipes
Tutorials 

The app will enable ready access to heart health information and assist individuals to monitor their own well-being.

For more information please contact:
Karrina DeMasi, Primary Health Care Manager
Heart Foundation on Tel: (08) 8982 2707 Fax: (08) 8941 0344 


Health Promotion CQI within Department of Health
Catherine Devine, Program Development Officer
Health Promotion Strategy Unit, NT Department of Health

The Department of Health (DoH) is working with Menzies School of Health Research on a project funded by The Lowitja Institute, to develop an implementation model for the One21Seventy Health Promotion Continuous Quality Improvement (HPCQI) tool. The tool assesses the quality of health promotion and the systems to support best practice health promotion. 

As part of the planning, Catherine Devine (Health Promotion Development Officer Health Promotion Strategy Unit (HPSU), Melissa Schliebs (Health Promotion Planning and Evaluation Officer, Health Development Central Australia) and Warren Smith (Aboriginal Health Promotion Officer, Health Development Top End) attended the Lowitja CQI Conference in Melbourne on 17th and 18th March 2014. 

The purpose of attending the conference was to co-present a workshop with Menzies titled “What is required to support successful implementation of CQI in health promotion?” At the workshop, “The DoH’s journey to embed HPCQI strategies” was presented by Catherine Devine and included taking a strategic approach, providing ongoing support, advice and implementing capacity building strategies. Since 2008 the web-based CQI tool, Quality Improvement Program Planning System (QIPPS) was rolled out across DoH. QIPPS provides a systematic approach to project planning, evaluation and documentation with a focus on health promotion, capacity building and community development. Also a range of supports and advice strategies have been implemented to embed health promotion CQI into the organisation including designated operational staff and strategy unit staff to provide support, training and develop policy and procedures to support the use of QIPPS. The DoH intranet and internet sites have been used to provide information and contacts for support for health promotion best practice and QIPPS. Also, the NT Health Promotion Framework has been developed to capacity build within DoH to deliver best practice health promotion.

Since the Lowitja conference in April, information gathered from the workshop and information gathered from DoH staff consultation has been used to plan how the HPCQI tool could be implemented. DoH staff are enthusiastic to use the HPCQI audit tool as many staff have experienced the benefits of using other One21Seventy CQI audit tools. In June Menzies facilitated a 2 day workshop in Darwin with key stakeholders within DoH. The workshop provided information and hands on experience using the HPCQI tools. It also provided an opportunity to reflect on and refine a model of implementation of the HPCQI tool. We plan to have an implementation model ready for piloting by August 2014.

PART 2 – Equity @ the Centre: Action on Social Determinants of Health


Put aside our differences-we need collaboration
Jacquie Maginnis, Health Promotion Coordinator
Tasmanian Health Organisation South, Department of Health and Human Services 

Equity @ the Centre: Social Determinants of Health conference was a powerful event; one of the best health promotion conferences I have attended. Equity, partnerships and social determinants of health (SDOH) were the focus and many times I was reminded of the reality. 

Beginning with the Welcome to Country, so beautifully delivered by a member of the Arrernte people, the message was strongly linked to the SDOH. It was explained how the life of Indigenous people thrived around their water holes - “Our songs brought water and water makes us healthy“ but now our water has been turned off and we need to learn the songs again.

During the introduction to the conference from the Presidents and Chair of the Australian Health Promotion Association (AHPA) and the Chronic Diseases Network, our attention was drawn to the tremendous value of partnerships. We were told how the organisations would have found it almost impossible to run such an event alone, but together they had the capacity to run this conference, the events and also learnt a great deal about each other. That we are in very challenging times was also a strong flavour of the conference. 

“A fair go for health? Not at the moment” - the title of keynote Sharon Friel, Professor of Health Equity at the Australian National University’s presentation. It made a strong case for the inequities in everyday living and emphasised a need to “Keep hold of the Goal” - that being a well-resourced and effective primary health system. A primary health system requires change in the socioeconomic status of communities, distribution of resources, and an emphasis on basic health services. This is not the current disease focused selective model that is currently popular with governments. Sharon spoke about having a game plan to challenge this system of inequity. The points that stayed with me included:

	keep hold of the goal – equity at the centre of everything; use an equity lens to evaluate services;
	we have all the power we need, it just needs to be released; and 
	disrupt the system, ask questions, collaborate for collective impact and create a culture of transformation and experimentation - make it safe to fail.


Sharon also encouraged us to question government’s emphasis on cutting social programs at a time when citizens need them the most. She recommended reading “The Body Economic – why austerity kills” by David Stuckler and Sanjay Basu.  

Paul Pholeros, Director of Healthabitat –showed how good housing has a huge impact on the health of the people. The model’s principles are simple, including involvement of the community and immediate results, and it is really effective. Also arts integrates with the program as a health education tool, sharing information about how the project works so that other communities can understand what would be involved to join the program. For more information visit: http://www.healthabitat.com/

The overall conference was practical and inspiring, with on the ground examples of health promotion in action, full of partnerships engaging communities. It was also clear that inequity is a powerful influence in Australia and particularly in respect to indigenous communities. I learned about the complexity of supporting Aboriginal people to take control of their own health and wellbeing when Australia is such an isolated and large continent. Small examples of the difficulties in communication and language, trust and respect also showed me that a non-Indigenous health system needs to change. There is an urgent need to train more Indigenous health workers, support them to work in their communities but most importantly, support the community to build adequate housing suited to the environmental conditions.  We need provision of practical support to create services that are needed, access to food and water, develop small business, and importantly to build the cultural strengths of communities. These are things that white Australia takes for granted and are basic human rights. 

Finally the challenge issued by Martin Laverty in his presentation as Chair of the Social Determinants of Health Alliance was for the various organisations focused on improving equity, building a sustainable primary health system in Australia and addressing the social determinants of health to meet and discuss working collaboratively for a collective impact. We can no longer afford to be working independently-our collective strong voice is needed.  

I dipped my toes into the social media sea and got cold feet, I think I need to learn to swim properly first and then I may appreciate the value of the medium and maybe learn to surf.

Thankyou very much to AHPA for the opportunity to attend the first conference in some time; it was a treat. I came home inspired; met some great health promoters and made contacts with people working with the arts and health through a small meeting organised at the conference. There are exciting times ahead. Our Tassie branch is looking forward to showcasing the amazing arts and health activities in 2015 at the Congress, if given the opportunity. 


Action on Social Determinants of Health: Reflections from the Equity @ the Centre Conference 
Asha Singh, Manager - Aboriginal Health
Diabetes WA

Alice Springs, also known as Mparntwe by the local Arrernte people, was the perfect setting for the 22nd National Australian Health Promotion Association conference and the 18th Northern Territory (NT) Chronic Disease Network conference, titled ‘Equity @ the Centre: Action on Social Determinants of Health’. Over two days health professionals from across the country presented on, and engaged with, presentations calling for action on the social determinants of health.

Day 1 kicked off with an incredible presentation by Professor Sharon Friel titled “Politics, Power and People: A Game Plan for Health Equity in the 21st Centre”. As part of the ‘game plan’ to achieve health equity, Professor Friel encouraged health professionals to “keep hold of the goal” by ensuring that equity is at the centre of our work and called on all health services to consider their work with an equity lens. Professor Friel also discussed comprehensive vs selective determinants of health, a theme which was also echoed by Pat Anderson/Mary Guthrie during the Eberhard Wenzel oration (day 2 of the conference). During this oration, Pat Anderson stated that “it is unacceptable that some social determinants of health are acknowledged, while others are politely ignored” and called for action to address the issues of control and empowerment. Similarly Professor Friel suggested we need to tackle the unequal distribution of power, resources and money as part of our crusade to address the social determinates of health. 

Other highlights from day 1 included a keynote presentation by Shelley Bowen, showcasing the ‘Systems Approaches’ to health promotion implemented through ‘Healthy Together Victoria’. Among the many messages delivered by Shelley, she encouraged health promotion professionals and agencies to build systems rather than projects, move from expert led to community led, called for implementation and improvement and thus a move from ‘best practice’ to ‘next practice’. 

A presentation by Paul Pholeros of Healthabitat further emphasised the value of addressing the social determinants of health and the value of empowering local people, by showcasing the work of Healthabitat in remote Aboriginal communities, South Africa, New York and also in Papua New Guinea, Nepal and Bangladesh. If you would like to learn more about the work of this organisation a TED talk is available at: www.ted.com/talks/paul_pholeros_how_to_reduce_poverty_fix_homes#t-74073

The much anticipated conference dinner was the final event of Day 1, where delegates were entertained by renowned Aboriginal comedian Sean Choolburra. 

Day 2 of the conference included numerous informative and inspiring keynote presentations. A presentation by Martin Laverty, Chair of the Social Determinants of Health Alliance, emphasised that “equity is not just about fairness, it’s an asset” and discussed the economic benefits of social justice. Mr Laverty also highlighted the fact that the Canadian Medical Association acknowledged poverty as one of the biggest challenges to health improvement and as a result GPs now screen all patients for poverty. 

Presentations by Associate Professor Kerry Taylor and Dr Anne Lowell in conjunction with Dr Lawurrpa Maypilama and Rosemary Gundjarranbuy discussed language as a social determinant of health. These presentations highlighted the fact that the lack of health information available in local languages has significant implications on health and thus emphasised the need for language training, as a minimum, for non-Aboriginal health professionals working in Aboriginal and Torres Strait Islander communities. 

In addition to keynote presentations there were also a multitude of other great presentations delivered during concurrent sessions, including presentations on media and public perceptions, children and youth and Aboriginal and Torres Strait Islander Health and Equity, among others. 

This year’s conference also increased the focus on engaging delegates through the use of social media. The #Equity14 hashtag was widely used by delegates, which positively impacted engagement with the presentations and provided a great avenue to hear other delegate’s thoughts and key take home messages. In particular the ability to use the hashtag to ask questions of the panel was a great new addition. 

Stretching breaks were also a feature of the conference and were positively received! Similarly, in future conferences, it would also be great to see the provision of standing desks at the back of the room which delegates can utilise without compromising their ability to take notes! 

It was a pleasure and a privilege to be able to attend this event and I would sincerely like to thank the Australian Health Promotion Association for the opportunity to attend. The learnings from this conference will continue to positively influence my work as a health promotion professional into the future. 


Equity @ the centre: action on social determinants of health

‘What most of us don’t know is that our social and economic environment is probably the most important influence on our health’. What makes us healthy? Social Determinants of Health. March 2005

Oral Health Services, Northern Territory

The Healthy Smiles – Oral Health & Fluoride Training for Primary Health Professionals Training Program

Most up to date universal thinking strongly advocates that ‘health’ should be viewed as inclusive of oral health; something which has not traditionally been embraced by the general health sector. An integrated partnership approach is needed to reduce the risk of oral disease and promote good oral health. The Northern Territory (NT) has some of the worst oral disease statistics in Australia and a greater engagement of the primary health care sector is critical if there is to be a significant impact of the toll of poor oral health on general health outcomes later in life. The Healthy Smiles – Oral Health & Fluoride Training for Health Professionals Training Program was developed to help overcome the inequity in the delivery of oral health services across the NT. The program would also help address many of the social determinants that compromise all aspects of health in remote areas. It was recognized that the provision and embedding of oral health information and the introduction of preventive clinical strategies were necessary from a very early age. 

Health practitioners such as Child and Family Health/ Clinical Nurse Specialists, Community Nurses, Aboriginal & Torres Strait Islander Health Practitioners, Remote Nurses, General Practitioners and paediatricians are much better placed than oral health professionals to access, engage and guide new parents in their communities about the importance of oral health. Their direct involvement with the Early Childhood Health Check programs, in particular the Healthy Under 5 Kids (HU5K) program, provides an ideal opportunity for the early introduction of oral health information and preventive clinical strategies.  

The Department of Health’s HU5K program was implemented in 2009 to provide guidance for health professionals by having schedule of standardised age specific child health checks. A step towards an integrated partnership approach saw oral health components incorporated within these general age - relevant health checks. A Lift the Lip oral health risk assessment, the provision of anticipatory oral health messages and the application of fluoride varnish were included in acknowledgement of the importance of good oral health from an early age.

The Healthy Smiles program provides primary health care professionals with the underpinning oral health knowledge and skills to enable them to confidently and effectively implement the oral health components in any recognised Well Child Health Check program, in particular the HU5K program. 

It is envisaged that the HU5K program will be introduced into urban/ rural community health clinics of the NT in 2015, further extending the delivery of preventive and clinical benefits of early oral health intervention. 

The training now incorporates two modalities – the first is a two day face to face workshop including both a theory and practical component. The second is an on-line program focussing on the theory component, with a shortened face to face practical training session reducing primary health care staff’s leave from their workplace. 

In addition to the provision of the training, fluoride varnish and oral health information is included in the Central Australia’s Rural Practitioners Association (CARPA) Standard Practice Manual and the Clinical Procedures Manual for Remote and Rural Practice (CRANA Plus). 

To be able to apply fluoride varnish, NT registered Child and Family Health/ Clinical Nurse Specialists, Community Nurses, Aboriginal & Torres Strait Islander Health Practitioners, Remote Nurses, General Practitioners and paediatricians must complete all aspects of the Healthy Smiles training and meet the criteria for the competency based training. The training, which must meet the requirements of Community Services Training package HLTOHC408B, provides non-oral health practitioners with an understanding of oral health, knowledge about early childhood caries and the role of primary health care staff in the prevention and early intervention of Early Childhood Caries. The competency requirements facilitate a level of adequate skills for non-oral health professionals so that they can apply fluoride varnish in primary health care settings in the NT.

The Healthy Smiles program has been a partnership approach to improving oral health outcomes for Territorians using existing structures, legislation and policy direction. Early intervention and prevention in oral disease makes sense! It will effectively mean fewer emergency presentations and call outs for health staff in remote clinics in the short term and ultimately lead to better oral health and general health outcomes for children growing up in the NT. 


Striving towards equity and instilling a desire to work in the Northern Territory
Sarah Dossetor, Master of Public Health student 
University of Wollongong

As a student studying health promotion, I have a general theoretical knowledge of health promotion. However this conference broadened the ideas I already had and given rise to new ones as well. I also talked to a lot of different people from around the country who work in the area of health promotion and health. I gained insight to what they do, and how each person came to be in their position. This has given me valuble ideas of how I can become employed in the health promotion industry. As was mentioned by a number of people, it was indeed extremely fitting to have Alice Springs as the conference location with the theme “Equity @ the Centre: Action on Social Determinants of Health”.

I thoroughly enjoyed Sharon Friel’s presentation about Politics, Power and People. It reinforced what I had learnt at university on the important role governments have in addressing the social determinants of health in an equitable way. One example she gave was that the government is trying to force young people in to being employed in any job at any cost. However this is not good enough as these people can be worse off if they are employed in jobs with poor conditions which can lead to health problems such as sickness and depression. Shelley Bowen’s presentation also described the importance of governments in addressing equity. This could be achieved by using a “systems” approach as they used in Healthy Together Victoria. However despite the importance of government, Shelley also acknowledged, as well as many other people I talked to, that politicians are always vying for their political party to stay in power. This can lead to unsuccessful policies and programs existing when they should be stopped and those that are working to being cut. Paul Pholeros also discussed this in his presentation, of how frustrating it was when the successful maintenance program of public housing he was part of was axed because the government was embarrassed by such good results. Martin Laverty gave a very interesting and engaging presentation about placing a cost on “equity” and the urgent need to change the structures of power in our country in order to address inequity. He alluded to the idea of screening for poverty in doctors surgeries in Australia as they do in Canada which I found to be a very interesting idea having a nursing background. 

Before the conference I made an effort to read the Facebook page for “Equity @ the Centre” and comment and share posts from the page. I do not have Twitter and thought about creating an account for the conference but decided against it as I did not want to add another social media application to my already busy cyber world. However, in hindsight I think I probably should have created an account as a lot of conversation was happening on Twitter compared to the few posts on Facebook. Oral as well as written poster presentations gave me insight into the value of using technology to disseminate health information and access health promotion programs. Younger generations in particular show more enthusiasm in accessing health information when it is done in a “new age” way. It also provides greater privacy for people who would otherwise not seek information on sensitive health issues. 

My five day visit was enough to make me fall in love with the Northern Territory, and create a goal to move up there one day. I am hoping to complete the “Transition from Registered Nurse to Remote Area Nursing” program through Flinders University which I was advised will be open to enrol in next year. From the conference I learnt about the great importance of having Indigenous health practitioners in the health workforce. It is also paramount that non-Indigenous health workers, like myself, have a knowledge of cultural and language differences in and between Indigenous groups in different areas. I found the presentation by Dr Anne Lowell, Dr Laurrpa Maypilama and Ms Rosemary Gundjarranbuy to be extremely interesting and engaging. Before starting my masters I worked as a Registered Nurse in a clinic where we would often label patients as “uncompliant”. However, from my course and through listening to their presentation it has completely changed my ideas as to the notion of being “uncompliant”. It was fascinating that through their study they found that the majority of Aboriginal people were not accessing health care as there was a lack of understanding and information sharing between health care workers and Indigenous people. 

I am very thankful to have had the opportunity to receive the scholarship from the Australian Health Promotion Association to attend the conference. It was an experience I will always remember and hopefully creates opportunities for me to become a part of the health promotion workforce.


Reflections from Equity @ the Centre: Action on Social Determinants of Health
Barbra Kurkowski, Health Promotion Coordinator
Medicare Local, Townsville-Mackay Branch 

I feel honoured to have been given the opportunity to attend my first AHPA Conference in the heart of Australia to discuss the fundamental topics of equity and the social determinants of health. Delegates enjoyed a comprehensive conference program, far too much to cover in enough detail. I have gained valuable insights and knowledge to apply in my own practice. So here are my highlights and key learnings…  

To open the conference, delegates were treated to entertainment by the very talented Drum Atweme, a music group made up of young people from town camps in Alice Springs. The audience was privileged to witness this rare opportunity of sharing songs, dance and stories developed to represent such a unique culture and identity. The group is mentored by Peter Lowson, a true ‘legendary leader’.  

With the right instrument people can release their knowledge and power

Politics, power and people: A game plan for healthy equity in the 21st century - a thought-provoking key note presentation by Professor Sharon Friel to kick-off the conference proceedings. Sharon reminded us that there is ‘…no biological reason why there should be a difference in life expectancy’, which is why we must advocate for equity at the core of public policy and take action on the social determinants of health to improve the health of our most disadvantaged. Sharon also spoke about shifting control and power across sectors to address social determinants of health and release power within the community. As health practitioners, we need to let go of complete control – we can empower communities by shifting our focus from traditional ‘capacity building’ strategies to encouraging people to utilise their existing knowledge and power.

Overweight and obesity has little to do with the individual, so why focus so heavily on lifestyle modification programs?

Dr Shelley Bowen presented a case study of the Healthy Together Victoria strategy as an example of a systems approach to prevention. Dr Bowen outlined the approach as shifting ‘best-practice’ to ‘next-practice’, whereby prevention is a priority within the health system that supports communities to conduct health promotion/prevention work. Shelley challenged the relevance and benefit of lifestyle modification programs, given the cause of overweight and obesity is much more complex than the individual level. The initiative boasts creativity and innovation and challenges traditional ways of practising health promotion. Dr Bowen indicated that over the past two years the initiative has reached up to one-quarter of people in Victoria. Let’s all move forward with ‘next-practice’ I say! 

‘Our people are dying because they don’t know what doctors are saying to them’ 

The power of language by Associate Professor Kerry Taylor was a shocking description of inequity within our current system and the devastating impact that language barriers have on the health of Aboriginal and Torres Strait Islander people. This presentation heightened my existing awareness of health literacy and exposed the reality and harm caused by miscommunication, assumptions and labelling. This presentation invited delegates to question, ‘why is there no access to a national interpretive service for Indigenous languages?’ 

Conference organisers did a great job encouraging the use of social media as a communication tool between delegates. I enjoyed reading the conference thread as delegates reinforced key themes from presenters and challenged ideas. As a newbie to the twittersphere I was too shy to be actively involved in discussions; however I have made it my post-conference resolution to join the fun and start tweeting. Other highlights from Alice Springs included dancing the night away at the conference dinner, morning walks around the Todd River, and meeting new and exciting people from across the country!  

One a final note to those AHPA members who have never attended a conference, I encourage you to register and support the wealth of experience and knowledge within our profession. To those that are regular conference-goers, I look forward to seeing you all again in Hobart next year!


Increasing access to Peer Support for Territorians affected by cancer
Chelsey Dunne, Cancer Support Nurse
Cancer Council NT

Cancer Council Australia states that cancer remains a leading cause of death in Australia and it is estimated that 128,000 new cases of cancer will be diagnosed in Australia this year. One in two Australians will be diagnosed with cancer by the age of 85. Cancer Council Australia also state that the survival rate for many cancers has increased by 30% in the past 20 years and this is due to advances in early detection, treatment and population ageing.

The Northern Territory (NT) has a population of 231,862. The NT has a unique geography when compared to other States as almost 43 percent of the population is either remote or very remote. This can make it difficult in providing adequate services to people most in need. Issues of access are also exacerbated by seasonal factors, transient populations and challenges associated with navigating the health system.

The diagnosis of cancer can create social, emotional, financial and psychological problems. In 2013, Cancer Council NT (CCNT) Cancer Information and Support Services (CISS) had 4,810 contacts with people impacted by cancer. These contacts included telephone, email and face to face support. CCNT's support services are available to all Territorians regardless of their location within the Territory. A principal component of CCNT's CISS is the Peer Support Program, which comprises of cancer support groups; including face-to-face, telephone and internet groups; and one on one peer support.

Peer Support Programs are based on the premise that support from others who have been through a similar experience can help reduce the negative impacts of this disease. Given the remoteness, level of opportunity and disadvantage across the region, the option of being able to access a telephone support group is of great benefit to the NT cancer population. Telephone support groups provide a chance to connect with others over the phone, just like being in a face-to-face support group, but from the comfort and privacy of one’s own home. A client may find it difficult to travel to a support group meeting, have specific needs related to their cancer diagnosis or stage, or have no face-to-face group offered within their area. Telephone support groups can provide an avenue for clients to share their thoughts and experiences with others in similar situations. They ensure that the benefits of peer support are accessible for all despite the many challenges that NT clients face as a result of being rural, remote and very remote.

It may be social, emotional or practical support but importantly it is mutually offered and reciprocal, allowing peers to benefit from the support whether they are giving or receiving it. Benefits for peers providing support include increasing levels of self-esteem, confidence and positive feelings that they are doing good. Factors including a sense of belonging, reduced feelings of isolation, empathy, feeling safe, accessing information and humour, are some reasons why support groups are proven to be advantageous for participants. A survey of 184 groups in NSW found that cancer support groups are a powerful way to improve health and wellbeing. The creation of these supportive environments through peer support and increased access to the provision of service, can lead to positive changes in one's mental health. The increased accessibility to Cancer Council’s Peer Support Program and a more tailored approach to meet individual’s needs within the NT means that better support for people with cancer can be achieved.

Each Cancer Council telephone support group is professionally facilitated and has three to seven members, meeting twice monthly at set times. Participation is free and available to people throughout Australia. Current groups available include: Advanced Breast Cancer, Advanced Cancer (General), Brain Tumour, Lung Cancer, Myeloma, Pancreatic Cancer, Carer Group and Life after Loss. For further information, please contact CCNT on 08 8927 4888.


Promoting the Chronic Diseases Network’s aims at the 2014 joint AHPA and CDN “Equity @ the Centre: Action on Social Determinants of Health” conference held in Alice Springs
Susan Wong, Member Services Officer
Chronic Diseases Network, NT Department of Health

The Chronic Diseases Network (CDN) this year adopted a coordinated approach in respect of the CDN Exhibition Booth by inviting key stakeholders and Steering Committee members to collaboratively provide delegates the opportunity to converge at a central ‘chronic diseases corner’ to ask questions, hold discussions and collect relevant research material and information on specific chronic diseases. It was a cost effective way of promoting services.

In adopting this approach, CDN with assistance from its key stakeholders and the Steering Committee members was able to promote its aims, which are: Collaboration, Communication, Collective Memory and Coordination. Positive feedback was received from delegates who visited the booth and large numbers of resources were distributed.

CDN would like to thank the following organisations for being a part of the chronic diseases corner.

Australian Indigenous HealthInfoNet
Menzies School of Health Research
Asthma Foundation Northern Territory (NT)
Cancer Council NT
Healthy Living NT
Health Promotion, NT Department of Health
Health Gains, NT Department of Health
Breast Screen, NT Department of Health


Reflections: Equity@ the Centre 22nd National Australian Health Promotion Association and 18th Chronic Diseases Network Conference 4th-5th September 2014
Centre for Remote Health

As a staff member of the Centre for Remote Health (CRH), an organisation whose mission is to contribute to the improved health outcomes of people in remote communities of the Northern Territory (NT) and Australia, by education, training and research and this through, partnerships with many stakeholders, a number of us attended the conference. Clearly the social determinants of health have become increasingly important across all our spheres of work and dictate to a large extent our business. The issue of “equity” is scaffolded across all courses, topics, workshops and research activities. Our booth (photos) at the conference was well visited and we were able to showcase some of our educational programmes including the workshop: Introduction to Living in the Territory. This one day introduction is geared towards people from all services and professions. Indeed it is this multi-disciplinarian perspective that helps develop a stronger and more practical understanding of the context and conditions in which people live and work.

Those living in Central Australia were appreciative of the conference being held locally which allowed them the opportunity to engage and learn more about chronic diseases. As a provider of education across all sectors of the NT, CRH needs to be aware of the latest research, successful programs, evaluations and major discussions or trends. Although we are well aware of the tsunami of chronic diseases, it was useful to hear how other organisations both national and local were tackling this. It is also more meaningful to have evidence presented from our context or those close to our environment so that lessons can be transferred. 

The conference certainly provided a plethora of information, all of which had relevance to the CRH’s work. The plenary sessions were all stimulating and it was a bonus to hear “live” from those whose papers and books are integral to the topics we teach. Professor Sharon Friel’s session on politics and power was of particular interest in the current era of Australian policy priorities as was Martin Laverty’s presentation on economics. In fact, the take home message seems to be that we need systems and process to be able to defend the whole notion of keeping the population healthy, even before birth, to give them a chance for “equity” of health. Laverty’s view was that now, with the existing fiscal policies, it is time that primary health care researchers make obvious that spending early and in primary health care, backed by strong and robust evidence demonstrates that this is the best investment.

The theme of cross cultural miscommunication was another important message. We know that communication with the communities we work is fundamental. Both presentations, Associate Professor Kerry Taylor and Dr Anne Lowell, Dr Lawurrpa Maypilama and Ms Rosemary Gundjarranbuy confirmed that we are a long way from understanding each other. It confirmed the commitment we must maintain in engaging locals in further education so that we can collaborate and sustain the successful programmes.

The other main theme of the conference which was echoed by a number of the presentations was that health services have just about done all they can alone for reducing the gap. We need to be working seriously across services, particularly with traditionally non-health services and departments, such as housing and education, on these social determinants of health, which permeate the spectrum of life of those living in poverty. This is the next challenge.  


On scholarship; the 2014 Australian Health Promotion Association’s National Conference
Aimee Brownbill, Bachelor of Health Sciences 
The University of Adelaide

Having a strong passion for health promotion and social justice, it was an amazing opportunity for me to be accepted for a scholarship to go to the Australian Health Promotion Association’s national conference ‘Equity @ the Centre’. Over the course of the conference, I got to learn about the great work which is being done in health promotion around Australia and got to meet a range of interesting people. The conference had keynote speakers from an impressive range of professionals who all gave engaging presentations on their work in health promotion. 

Dr Shelly Bowen presented on obesity and the need to focus on implementing health promoting systems rather than individual behaviour change in order to improve the health of our population. She also emphasised the need to build systems, not projects, through embedding prevention into our health system in order to tackle continuous funding issues to health promotion; a point I feel is very relevant in today’s political environment. Paul Pholeros also gave a memorable presentation on his work with Healthabitat illustrating through linking environment and health care that health promotion is everywhere in our everyday lives. Although Paul has not come from a health background, his work largely invests in the health and wellbeing of populations through ensuring working household facilities and suitable living environments in underprivileged communities. His take home message, ‘the problem is not the people, the people are the solution’, focused on the importance of empowerment and community engagement. Martin Laverty presented on the economics of social justice and the idea of equity as an asset which governments should invest in. He suggested the need to address the different silos i.e. education, housing, and transportation to look for ways to work within the system, rather than looking for ways to change it. He also brought up the Canadian initiative of health care professionals screening for poverty, an idea I feel should be implemented in our own health care systems here in Australia as poverty is a major determinant of poor health outcomes. 

During the conference I was also lucky enough to be a table facilitator in Janette Young’s interactive world café session ‘W(h)ither Health Promotion? AHPA beyond survival to thriving in tough times’ in which interesting discussions took place around the conference themes of legendary leadership, smart systems, power of language and creative solutions. Some key points arising from the conversation included: the need to build partnerships with a range of people outside of our immediate circles whose values align with those of health promotion, the importance of political engagement, and to be flexible with the language which we use to describe health promotion as in tough times it is not in the technical terminology but the broad range of skills that we practice which matters. 

There was a strong focus on incorporating and encouraging the use of social media in the conference. I had not used Twitter before the conference but was aware of its increasingly popular role in health promotion. During the conference the use of Twitter was heavily encouraged so I decided to sign up and get tweeting. Over the two days I found myself getting involved with the Twittersphere zone and quickly realised its usefulness as a source of information sharing. Tweeting during the conference was a useful way to hear the range of opinions and perspectives on what was being discussed at the conference, and the conversations which were sparked in response as well as getting a glimpse of the sessions I did not attend. Along with this, there was positive feedback from those who were unable to attend the conference in person but who could still get an idea of what was being discussed from following #equity14. 

Overall, I found the most valuable aspect of the conference to be the environment of being around so many other passionate, like-minded people and the energy which was generated from such a group who were all there to support health promotion and share their research and experiences. Attending as a university student in my final year majoring in health promotion, I found this both inspiring and empowering. While there has been a lot going on with funding issues and upset and outrage, it was clear that this energy will be transferred into action and that there are others who are willing to continue to fight for health promotion and live out its core principles in their everyday work. 


Closing the Gap team wins People’s Choice – Best Poster Award – Equity @ the Centre conference
Lesley Richardson, Principal Program Officer
Kathy Hamilton, Senior Project Officer, Aboriginal and Torres Strait Islander Health (Darwin)
Billie O’Keefe, Senior Project Officer, Aboriginal and Torres Strait Islander Health (Alice Springs)
Northern Territory Medicare Local

The Northern Territory Medicare Local’s (NTML) Closing the Gap (CTG) Care Coordination and Supplementary Services (CCSS) language poster proved to be a very popular display at the Equity @ the Centre conference held in Alice Springs in September 2014.

The talking poster, developed by the CTG Team, won the People’s Choice – Best Poster award, with many conference delegates listening to the easy-to-understand message in four Central Australian Aboriginal languages plus easy English. The poster’s audio message informs the listener on how to access a CCSS Care Coordinator, explains who is eligible and encourages people to seek help in getting their Aboriginal and Torres Strait Islander Health Assessment (MBS Item 715). 

This is more than a poster – it’s an access language tool, targeting key Aboriginal populations in the Northern Territory (NT). Many Aboriginal people in the NT primarily speak Aboriginal languages. Presentation for health care is often in the acute phase and Aboriginal medical services or public hospital networks are generally the preferred location to receive care. Cultural and language barriers can prevent Aboriginal people from accessing mainstream primary health care services. This poster aims to increase access and understanding for Aboriginal people by developing tools in language.

The posters were developed for Central Australia and the Top End with the following languages available at the touch of a button:

	Central Australia: Pitjantjatjara, Warlpiri, Central Arrernte, Luritja Pintupi and English.

Top End: Yolngu Matha, Tiwi, Kriol, Murrinh Patha and English.

Posters will be displayed in NT hospital networks and mainstream general practices over the coming weeks.

The prize money of $250 (donated by CSIRO Publishing) will be used to purchase resources to help further develop CCSS language tools.

For more information contact Lesley Richardson, Principal Program Officer, Closing the Gap: t 08 8982 1010.


AIMhi Stay Strong app now available on itunes
Tricia Nagel, Chief Investigator
Kylie Dingwall, Chief Investigator
Stef Puszka, Project Coordinator (Top End) &
Michelle Sweet, Project Coordinator (Central Australia)
Menzies School of Health Research

A new e-mental health resource that was introduced in the June issue of the Chronicle was recently launched on the online marketplace to coincide with Mental Health Week (5-12 October 2014). The AIMhi Stay Strong iPad App is now available through itunes and was designed to promote wellbeing by considering the strengths, worries and the goals or changes people would like to achieve in their lives. 

As part of the National e-Mental Health Strategy, training and support in the use of e-mental health resources is being provided through the e-Mental Health in Practice (eMHPrac) project. E-mental health services provide an efficient and cost-effective opportunity to reach rural and remote populations with poor service access. E-health is about healthcare supported by electronic processes and communications using devices such as mobile phones, iPads or computers.

Cross-cultural considerations and difficulties recruiting and retaining skilled workers in rural and remote regions may contribute to poorer service use for Aboriginal and Torres Strait Islander people. However, electronic resources may provide the opportunity for remote workforces to deliver structured, evidence-based, culturally appropriate treatments with limited training burden. Menzies School of Health Research works with a number of organisations to determine the acceptability, feasibility and appropriateness of the AIMhi Stay Strong App for service providers working with Aboriginal and Torres Strait Islander people in the Northern Territory. 

The Stay Strong App was showcased at the Equity @ the Centre conference in September where Menzies shared a stall with The Chronic Disease Network. This was a fantastic opportunity to meet people from across Australia working towards equity and taking action through addressing Social Determinants of Health. The App received positive feedback from many different Individuals who commented on the usefulness, appropriateness and innovative approach and how it might fit within their service, organisation or practice.

Comments from visitors to the stall/conference attendees reflected those provided by various stakeholders in our recent qualitative study investigating service provider perspectives on the acceptability, feasibility and appropriateness of the App. Key themes identified included acceptability, building relationship, broad applicability, training recommendations, integration with existing systems and constraints to implementation.

Results from user testing analysis will soon be published in the Australian psychologist (Dingwall K, Puszka S, Sweet M, Nagel T (2014) ‘Like drawing into sand’: Acceptability, feasibility and appropriateness of a new e-mental health resource for service providers working with Aboriginal and Torres Strait Islander people, Australian Psychologist (in press). 

Whilst the analysis identified a very positive initial response to the perceived utility and appropriateness of this new and innovative resource, and also identified some challenges, further research is underway to evaluate the longer term benefits and implementation challenges within the remote Aboriginal and Torres Strait Islander service provision context and to investigate community perspectives on the appropriateness and acceptability of e-mental health approaches amongst Aboriginal and Torres Strait Islander community members.

The Stay Strong App team continues to deliver training and support people in the implementation of this new e-mental health strategy. Feel free to contact Michelle.sweet@menzies.edu.au and Stefanie.puszka@menzies.edu.au for any further information or resources.

The AIMhi Stay Strong app is now available on itunes at:
https://itunes.apple.com/us/app/aimhi-stay-strong-app/id912289264?ls=1&mt=8


Communicating across Cultures – Health Literacy in Action to improve Medicines Management
Bhavini Patel, Director of Medicines Management
Wendy Ah Chin, Executive Director, Aboriginal Policy & Stakeholder Engagement
Deborah Butler, Programme Director, Aboriginal Health Policy
NT Department of Health
Dr Anne Lowell, Principal Research Fellow
Dr Lawurrpa Maypilama, Senior Research Fellow
Mrs Rosemary Gundjarranbuy Senior Research Fellow 
School of Health and Wellbeing, Charles Darwin University

A workshop was held as part of the 2014 Society of Hospital Pharmacists of Australia’s Medicines Management Conference in Darwin in September 2014. The aim was to pilot an on-line self-assessment tool to allow participants to gauge their cultural competence and communication skills and participate in interactive sessions to improve their knowledge and skills in these areas. The tool was developed in an attempt to integrate the concepts of health literacy, cultural competence and communication competence through a collaboration between the Northern Territory (NT) Department of Health and Charles Darwin University.

Health literacy
Australia is one of the most multicultural societies in the world with one in five Australians coming from a culturally and linguistically diverse background. 60% of adult Australians have low functional health literacy1. Poor functional health literacy is associated with increased hospital admissions, reduced use of community based services, difficulty in using medicines and poorer health outcomes2. Health literacy is now recognised internationally and nationally as an important influence on the safety and quality of healthcare3, 4.

Health literacy is more than just the ability to read, write and understand numbers in the health setting, however, there is no clear consensus regarding the definition of health literacy. A working definition may be “the cognitive ability to understand and interpret the meaning of health information in the written, spoken and digital form as well as the ability to navigate through the health system”. Health literacy involves knowing about:

	Healthy bodily functions

Signs of dysfunction
How to find, interpret and understand information
How and when to seek further information

Cultural responsiveness
The importance of considering health literacy in the context of language and culture is increasingly being recognised5. This is of particular importance in the NT where 26.8% of the population is Aboriginal, 70% of which speak a language other than English at home6. Cultural values and beliefs unconsciously and consciously guide thinking, decisions and actions that ultimately affect the process of learning. Culture is central to how Aboriginal people and most people view individual, family and community health and wellbeing. Culture can influence Aboriginal people’s decision about7:

	When and why to seek services

Acceptance or rejection of treatment
Likelihood of adherence to treatment and follow up
Success of prevention and health promotion strategies
Clients assessment of the quality of care and 
Views about the facility and its staff

These factors combined with an increase in the complexity of medicines management makes it imperative that all healthcare professionals develop and use a new range of skills, without which, they will not be able to achieve good healthcare outcomes. 

Practical tips from the workshop
It is our responsibility to enable positive interactions with patients by providing a comfortable physical environment, allowing an appropriate length of time for discussion, adjusting our communication style, content and form of information supplied to suit their needs, and displaying a supportive attitude.

	Take time to get to know the community that you are delivering services to. What are the common cultural backgrounds, try and understand the world view of your patients and have an awareness of the different languages spoken in the community.   


	We assume everyone sees health and illness through the biomedical model. People from different cultures often have their own way of understanding their health and illness which may be different from the biomedical model. 


	We tend to start from pathology, for example abnormal blood results, kidney disease or injury. Often people do not have a good understanding of what normal function is and so talking about what is wrong does not make sense to them. It is important to establish a shared understanding of what “normal” in the biomedical model is first.  


	We often use metaphors that are culturally contingent. We tend to view the body as a machine with the heart “pumping” blood at its centre. Military metaphors abound in the biomedical model, examples such as the “fight” against cancer and immune system “defending” us against infection may not make much sense. Taking time to reflect on the metaphors that you regularly use (through the use of audio recordings), and asking for feedback is a valuable way of checking whether they make sense to your patient group. 


	People regularly have difficulty in reading and interpreting information on medicine labels which can result in over and under dosing2,8. People can often read the instructions on the label but have difficulty in demonstrating the correct number of tablets to be taken and frequency of administration. People often ignore cautionary and advisory labels.


	We tend to use technical language or jargon such as myocardial infarction (death of the muscle in your heart) and anticoagulant (a medicine which stops clots from forming in your blood). These terms are often not understood by patients and taking time to develop plain English explanations will assist in our communications.  


	The use of pictures is often helpful when explaining complex biomedical concepts.


	The use of acronyms and other new “words” such as CAT scans can lead to confusion.


	We often use ambiguous language. Statements like “This treatment may help” are open to different interpretations (positive or negative).


	We use common words in uncommon ways, for example an “unremarkable” finding is good news where as a “positive result” can have negative implications.


	We need to take care if we use homonyms which are words that sound alike but have a different meaning. Examples include “dressing” and “stool”.


This workshop helped the group to understand the value of developing health literacy skills among health professionals and the impact this can have in reducing medication errors and improve patients ability to maximise positive health outcomes. The tool allowed them to identify gaps in their knowledge and skills and then develop a professional development plan to address these.

Things to think about to improve your communication practice:

	What is your patient group’s world view

Assess your patient group’s health literacy
Start with the healthy state (biomedical story)
Explain the pathology next
Examine the metaphors you use
What pictorial resources could you use/develop
Who can help you to develop your competence in this area
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Knowledge Centre web resource providing information support to Aboriginal AOD workers and communities
Joanne Hoareau, Research Officer
Australian Indigenous HealthInfoNet

Harmful alcohol and other drug (AOD) use is a major public health concern associated with increased risks to all aspects of health including death, disease, harms to family and community and the erosion of social and emotional wellbeing [1,2]. Better information and knowledge are required to improve approaches to reducing the related harms from AOD use in Aboriginal and Torres Strait Islander communities.

The Australian Indigenous Alcohol and other Drugs Knowledge Centre (The Knowledge Centre) is a web resource which provides a comprehensive collection of culturally appropriate AOD materials for individuals and practitioners working to reduce harms from AOD use in Aboriginal and Torres Strait Islander communities.

The Knowledge Centre contains a wealth of information on substance use in relation to Aboriginal health including: reviews on alcohol, illicit drug use, pharmaceuticals and volatile substance use. Health practice and promotion resources and an extensive searchable bibliography on current AOD publications are available for each topic area. There is a separate section dedicated to Fetal Alcohol Spectrum Disorders (FASD) and two portals are currently under development: an AOD Workers’ portal and a Community portal.

AOD Workers’ portal

In recognition that Aboriginal AOD work can be rewarding but also demanding and stressful, the AOD Workers’ portal now has a section on Taking care of yourself which includes Tips for workers on strategies to protect worker wellbeing. Developed in collaboration with the National Centre for Education and Training on Addiction (NCETA), Tips for workers provides information for Aboriginal AOD workers and managers on ways to prevent stress and burnout [3]. Each person is different and understanding factors that trigger stress and applying strategies to reduce stress is important for worker wellbeing.

Some of the factors that can reduce stress include:

	keeping connected with community

the value of laughter and humour
having realistic expectations – you can’t do everything
maintaining a work/life balance
enjoying the successes

It is also important to recognise that work stress also comes from the way organisations are run. Managers and organisations can do a lot to address aspects of the work situation that cause stress. Indigenous AOD workers face many unique stressors and a range of measures is needed to support workers in their role.

Having access to adequate training and skill development is one element that can reduce the stress that AOD workers experience. The Knowledge Centre provides information on upcoming conferences, workshops and events in the AOD sector relevant to Aboriginal AOD workers.

More information on reducing stress and burnout and a collection of current publications and health promotion and practice resources related to worker wellbeing can be found in the Taking care of yourself section.

Community portal

The development of the Community portal is underway and will be aimed at community members who are working to reduce the harms of AOD use in their communities. Through a process of community consultation, a number of themes have emerged about the information needed in communities. Some of these are: 

	the importance of sharing success stories

community empowerment
support for young people
support for people with mental illness and 
providing information that is easy to understand 

The Knowledge Centre will be developing the community portal to best reflect the priorities identified through these consultations.

Fetal Alcohol Spectrum Disorders (FASD)

The FASD section of the Knowledge Centre provides a central collection of resources with a focus on Australian content. It includes information on key facts, policies and strategies, and publications, supporting the prevention and management of FASD in Aboriginal and Torres Strait Islander communities. In this section you will also find relevant health promotion resources including audio visual resources, posters, brochures and factsheets.  

More information on the Knowledge Centre is available from the Australian Indigenous Alcohol and other Drugs Knowledge Centre at www.aodknowledgecentre.net.au
Taking care of yourself information is available from 
www.aodknowledgecentre.net.au/aodkc/aod-workers-portal/taking-care-of-yourself

The Australian Indigenous Alcohol and Other Drugs Knowledge Centre is supported by a collaborative partnership with the three National AOD Research Centers (the National Drug Research Institute, the National Centre for Education and Training on Addiction and the National Drug and Alcohol Research Centre). This federally funded project was awarded to Edith Cowan University’s Australian Indigenous HealthInfoNet by the Department of Health. 
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Implementation Plan 2014-2016 of the NT Chronic Condition Prevention and Management Strategy 2010-2020: UPDATE

The 2014-2016 Implementation Plan was endorsed by the Chronic Disease Network Steering Committee in September 2014. The Implementation Plan has sought the expert input from government and non-government sectors with an interest in the prevention and management of chronic disease across the Northern Territory (NT). The Implementation Plan will guide government and non-government health organisations across the NT to provide best practice chronic care for Territorians. 

In the process of developing the Implementation Plan, key projects have been identified to occur across the next three years. The NT Chronic Conditions Strategy Unit has commenced work on a number of projects including the NT Chronic Conditions Management Program, the Social Determinants of Health Communication Framework and improving the Chronic Disease Network Website. Projects are also been undertaken in the unit to look at strengthening education resources and workforce development.

The Implementation Plan is available on the NT Department of Health Internet and Intranet sites as well as the Chronic Conditions Strategy Unit Internet page under Publications. 


Primary Care Nurses have a critical role in identifying and managing patients with Chronic Obstructive Pulmonary Disease (COPD)

COPD is a lung disease that affects one in seven Australians 40 years or over. Many of these people have COPD that has progressed sufficiently to where symptoms may already be present and affecting daily life1. Alarmingly, half of those with moderate to severe COPD do not know they have it2.

Primary care nurses have an important role in early identification of patients with COPD

Chronic Obstructive Pulmonary Disease (COPD) is an umbrella term for a group of obstructive airway disorders including chronic bronchitis, emphysema, small airways disease and chronic asthma3. COPD is characterised by airflow limitation that is not fully reversible. This is a progressive long term disease of the lungs which causes a number of symptoms including shortness of breath2 and has many systemic consequences. While there is no cure, there are things that people can do to breathe easier, keep out of hospital and improve their quality of life. These include: stopping smoking, attending pulmonary rehabilitation, regular exercise, maintaining good nutrition, influenza and pneumococcal immunisations and ensuring optimal use of pharmacotherapy including inhaled medicines.

Cigarette smoking is the single largest cause of developing COPD in Australia3. Other known risk factors are passive smoking, exposure to environmental agents, including indoor and outdoor air pollutants and occupational dusts and chemicals4.

Many of the patients that present to health professionals in the primary care setting may not be aware that they have a serious health condition. The symptoms for COPD tend to creep up gradually and patients and health professionals may misattribute the symptoms of breathlessness to a lack of fitness, aging or being overweight. Breathlessness may lead those with the condition to cut back on physical activities. This gradual decline continues until simple daily activities like showering, dressing or making a cup of tea, become almost impossible. Depression and other chronic conditions often affect those with COPD.

There is strong medical evidence to show that early diagnosis, combined with disease management programs at the early stages of the disease could reduce the burden of COPD, improving quality of life, slowing disease progression, reducing mortality and keeping people out of hospital³. Lower costs and burden of disease can result if diagnosis is achieved early and optimally assessed, especially as treatment can reduce exacerbations5-10.

There are many opportunities for patients to be diagnosed early but there are studies to show that symptoms are not being investigated in routine care. In a retrospective study of patients diagnosed with COPD, it was shown that in the 5 years prior to diagnosis opportunities were missed in 85% of patients¹¹. Another study showed that, even though symptoms were presented a diagnosis of COPD was not made in 53% of patients until an acute exacerbation resulted in hospitalisation¹².

Implementation of a simple lung health checklist and testing with a COPD screening device can identify those at higher risk of COPD. Following the use of the checklist and testing with the COPD screening device, only those that indicate a positive result are recommended to undertake a diagnostic spirometry test. This activity is quick and easy to perform and helps to eliminate the need for unnecessary spirometry.

What can you do in your practice?

Incorporate the lung health checklist into your health assessments
Conduct a COPD Screening test with a PiKo-6 or COPD-6 in people over 35 with risk factors and/or symptoms
Recommend spirometry for those at higher risk of COPD

For more information email enquiries@lungfoundation.com.au or call 1800 654 301.
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Building Bridges for Change
North West Case Study – Bridges Out of Poverty
(BOOP) Workshop

A demonstration of change at a range of levels (on the ground to the strategic level)

Where it all started
Identifying a gap - previously BOOP workshops were held mostly in southern Tasmania.  Workshop and travel costs made it difficult for North West organisations to support staff to attend.
Exploring options - DHHS Population Health Services and Primary Health joined forces and conducted a needs assessment which demonstrated a high level of interest in bringing the workshop to the North West.
Bringing an idea to life – funding was successfully obtained through Rural Health Week and Population Health Services, and the University of Tasmania also came on board as a partner.
Social Solutions, the organisation that provides BOOP workshops, was approached about bringing the training to the North West region.
A 2-day workshop was offered at a subsidised rate and promoted through the networks of key partners.
The workshop was held in Burnie in November 2011, with over 100 participants attending.

This case study demonstrates all of the Working in Health Promoting Ways principles of practice at various stages:
	Partnerships

Equity
Cultural change (the way in which organisations work within themselves)
Action across the continuum 
Supportive environments
Community participation
Determinants of Health
Evidence informed practice

	Next steps: Attendees from the November 2011 workshop saw the benefits and went on to organise subsequent workshops within their communities, providing opportunities for more staff to attend:

March 2012 - Burnie City Council partnered with Centrelink to provide a workshop in Burnie which saw 123 participants attending from numerous organisations from the North West Coast.  “We identified the need to organise a BOOP workshop in Burnie as there was a number of people from service organisations that missed the November workshop in 2011.   A summary of the feedback received from participants was that the sessions gave great insight into generational poverty and the hidden rules that exist in our society and ways of working with differing socio-economic groups more effectively and efficiently.” Allison Daley, Community Development Officer, Burnie City Council  
May 2013 - Rural Health Tasmania, Circular Head - hosted a workshop in Smithton, with over 100 participants.   “We wanted people to realise the impact that generational poverty has on the entire community.  It was important to us that community understands the connection between behaviour and the economic situation, and the impact of language and structure of relationships.” 
Karen Cardillo, Health Promotion, Rural Health Tasmania, Circular Head

Circular Head’s Story
An employee from Rural Health Tasmania - Circular Head attended the November 2011 workshop and found it extremely valuable. This participant subsequently: 
	 Went on to train as a Certified Agency Trainer for BOOP workshops;

 Delivered the BOOP training within the community to organisations such as the local hospital, council, Rural Health Tasmania board, police, rotary and local businesses; and
 Is in the process of developing a Community of Practice to support like-minded people in their endeavours to facilitate change.

Evidence of outcomes on the ground at the community’s house – 23 Wedge Street Smithton 
For Rural Health Tasmania, contact with the community has changed – the focus is now much more on working with people, not wanting to change them.  Some examples of the changes include:
	 Written materials now use more pictures and less text;

 Activities are now promoted by letterbox drops, social media (facebook), text messages and word of mouth is one of most successful strategies; and
 Social morning teas are hosted to connect and listen to people in the community.

The house now has regular attendees and helpers from the community.
A local community member who was previously a helper has now gained part-time employment at the house.
The school holiday program has been improved so it is more flexible and children can choose what they want to do. As a result the participant numbers have now increased.
The House now works collaboratively with other organisations to provide programs such as garden courses, art classes, women’s and men’s cooking and antenatal classes are being planned.

Community member Sue‘s comments about the Wedge Street - Circular Head BOOP workshop
“I love the gardening and learn something new each time I come here.  I live on my own and enjoy coming to learn different things.  I would like to learn more things at the house. I like being able to learn new and different things. Everyone is friendly and they all have time for you, and that is important – to feel wanted. It is more central here. It would be too difficult to get to if it was in the centre of town. There are no problems with parking.”

New partner on board:  Tasmania Medicare Local (TML) – Social Determinants of Health Project
Following involvement in the initial Nov 2011 workshop and interest to provide further workshops across Tasmania, TML commissioned a joint evaluation of the outcomes of the BOOP workshop in July 2013. A copy of this report is available from Fiona Price (TML) fprice@tasmedicarelocal.com.au.

In 2013 TML identified the BOOP workshop as one component of the key priorities for the Social Determinants of Health Project. State-wide roll-out of the workshops across Tasmania commenced in November 2013 with workshops in Launceston and Hobart (February 2014) and further sessions to be organised. Future workshop dates are available from Fiona Price (TML) fprice@tasmedicarelocal.com.au. 

Contacts are:

Sharon Griffiths
Policy and Planning Officer
Department of Health and Human Services
sharon.griffiths@dhhs.tas.gov.au
Phone: (03) 6477 7541

Julie Milnes
Health Promotion Coordinator
Tasmanian Health Organisation – North West
julie.milnes@dhhs.tas.gov.au
Phone: (03) 6421 7704

Karen Cardillo
Project Officer, Health Promotion
Rural Health Tasmania–Circular Head
kcardillo@ruralhealthtas.com.au
Phone: (03) 6452 1266


Health Promotion Section:

Guiding framework for health promotion across the Northern Territory has been launched

The Health Promotion Strategy Unit (HPSU) is pleased to report that the Minister for Health, the Hon Robyn Lambley, launched the Northern Territory (NT) Health Promotion Framework in October 2014. 

Developed in collaboration with a range of organisations and service providers, the Framework supports a consistent approach to the development and implementation of health promotion across the NT. It focuses on the delivery of quality health promotion and preventative health approaches to reduce the burden of chronic conditions and improve overall health and wellbeing for all Territorians. This framework enables a shared understanding of the actions that can be taken to improve health and wellbeing, and provides guidance about embedding a health promotion approach into planning processes, programs and service development across the NT.

The framework is intended to be used by a diverse audience, both within and external to the health sector, such as: health staff, directors, managers and senior policy makers in health and community services, other NT Government Departments, communities and the general public and other private and non-government workforces that work in different settings.

The ways in which this framework can be used will depend on organisational needs, priorities and capacity. However, the Continuum of Health Promotion Practice and the Understanding Determinants of Health poster are key resources of the Framework that should prove very useful, no matter the role or organisation within which one works.  

The NT Health Promotion Framework is available via the HPSU Website.

For more information please contact the HPSU unit: healthpromotionnt@nt.gov.au 

How I Use the NT Health Promotion Framework - Lisa Fereday – Acting Senior Aboriginal Health Promotion Officer  

The NT Health Promotion Framework is a comprehensive document that informs my practice. It provided valuable guidance when working in an operational role and continues to do so now, working in a strategic role as the Senior Aboriginal Health Promotion Officer. The Framework has broadened my knowledge of the principles that underpin health promotion and understanding of the health promotion action continuum and other key concepts including the social determinants of health, health literacy and health equity. The Framework is a guide that I refer to in terms of health promotion education and program planning when I am working with primary health care staff and non-government organisations.

The ‘Understanding Determinants of Health’ poster is a valuable tool that I utilise to create awareness of social determinants of health and when advocating for the social determinants of health to be embedded into program planning.

A Health Promoting Workplace initiative: National Ride2Work Day

The workplace directly influences the physical, mental, economic and social well-being of workers. It provides an ideal setting and infrastructure to support the health of a large audience. The Healthy@Work program at NT Health is a multi-strategy health promotion program which aims to assist staff to become healthier by creating a supportive workplace environment and promoting healthy behaviours. It is an example of a health promoting workplace program, which as described in the NT Health Promotion Framework, is a settings based approach to health promotion. 

Increasing participation in physical activity is a key objective of the Healthy@Work program which recently supported NT Health staff from Darwin Plaza to participate in National Ride2Work Day on Wednesday 15 October. Ride2Work Day is held annually to encourage people who have never ridden to work, or who do so infrequently, to commute on their bike. It also encourages frequent riders to keep at it and encourage their workmates to get involved. 

QIPPS Version 4

In 2014, NT Health has continued to gain the benefits of using Quality Improvement Program Planning System (QIPPS). QIPPS is used for documenting, planning and evaluating health promotion, secondary prevention and community development programs. The web-based system is owned and managed by the information technology company Infoxchange based in Melbourne. 

NT Health access QIPPS through a yearly subscription. QIPPS provides a systematic approach to project planning, evaluation and documentation. It includes a wide range of supportive information, definitions, research material, references, website links and models that assist in designing program plans and evaluations. This provides a shared language and structure to planning across teams. The tools are primarily designed for health promotion planning and evaluation, but can be utilised for a broad range of project plans including treatment based projects and business plans. QIPPS provides consistency of documentation and a central storage of evidence. 

QIPPS now provides an improved project management capability which includes stakeholder analysis and risk management templates. You can document milestones and allocate tasks with timeframes to help teams plan, implement, manage, monitor and evaluate programs. There is also a quality tab so that work can be linked to accreditation standards. Working with external partners is now even easier. External NT Health partners can easily be invited now to work on a NT Health QIPPS project.  

NT Health staff wanting to find out more about QIPPS or wanting to attend training, can contact Catherine Devine at catherine.devine@nt.gov.au. Organisations interested in using QIPPS can contact Infoxchange for a free trial. Visit www.qipps.infoxchange.net.au or telephone: 03 9418 7469 or email: support@qipps.com 

