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DISCLAIMER

Whilst every effort has been made to ensure the accuracy and reliability of the
information contained in this report at the time of production, neither THS nor the NT
Indigenous Male Health Committee can warrant that the information is completely
accurate. The views expressed in this report are not necessarily supported by THS.
Neither the Northern Territory of Australia, its employees, servants or agents nor
members of the NT Indigenous Male Health Committee will be responsible or liable
for any loss or damages occasioned by the publication of this report.

REPRODUCTION CONDITIONS

For the purposes of promoting Indigenous male health, the information contained
herein may be copied and distributed freely as long as its use is acknowledged and is
for non-commercial purposes.

APOLOGIES

We apologise if there are any misspelled names, misquotes and other unintended
inaccuracies. Please contact Wes Miller on 08 8999 2936 for comments or
corrections. Alternatively, send your e-mail message to mens.health@nt.gov.au

General inquiries about this document should be directed to:

Male Health Policy Unit
PO Box 40596 Casuarina NT 0811 or
Health House 87 Mitchell St Darwin NT
PH: 08 8999 2936
FAX  : 08 8999 2955
Email: mens.health@nt.gov.au

For more information, please visit our website at:
http://www.nt.gov.au/nths/mhc/index.shtml

mailto:mens.health@nt.gov.au
mailto:mens.health@nt.gov.au
http://www.nt.gov.au/nths/mhc/index.shtml
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ABOUT THIS REPORT

This conference report has been prepared by the Male Health Policy Unit, within
Territory Health Services, on behalf of the NT Indigenous Male Health Committee. It is
essentially a descriptive recording of the information exchanged, the issues raised and
the solutions proffered both from the workshops and the resolutions. No in-depth
analysis of the data has been attempted.

The Male Health Policy Unit is to shortly begin work on a comprehensive discussion
paper, as the next step in the development of an Indigenous Male Health Policy
framework. The information arising from this conference will help form the basis of
that discussion paper
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GLOSSARY OF TERMS

AHW Aboriginal Health Worker

AMSANT Aboriginal Medical Service Alliance of NT

ATSIC Aboriginal & Torres Strait Islander Commission

MHPU Male Health Policy Unit

NIMHRC National Indigenous Male Health Reference Committee (also referred to
as the National Indigenous Male Health & Well-Being Committee)

NTIMHC NT Indigenous Male Health Committee

OATSIH Office for Aboriginal & Torres Strait Islander Health

The Local Organising Committee, in particular:-The Local Organising Committee, in particular:-The Local Organising Committee, in particular:-The Local Organising Committee, in particular:-

Ross Cole, Doug Rosas, Rocky Hingston, Warren Fisher, Brendon Wyman, David
Morgan, Michael Carter, Ross Williams, Joey Carter, Tony Martin, Nathan Swan,
Mark Graham and brothers, the Franks Brothers,

Senior Traditional EldersSenior Traditional EldersSenior Traditional EldersSenior Traditional Elders:

Mr. Archie Allen, Mr. Henry Morris Foster, and Mr. Peter Graham.

Warramungu Men's Group Butjali DancersWarramungu Men's Group Butjali DancersWarramungu Men's Group Butjali DancersWarramungu Men's Group Butjali Dancers

Singers:Singers:Singers:Singers:

Archie Allen, Old Gardener, Andy Williams, Henry Morrison

Dancers:Dancers:Dancers:Dancers:

Mark Graham, Jimmy Frank Jnr, Lenny Frank, Desmond Plummer, Dennis Williams
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FOREWORD

It is with pleasure that I introduce Health is Males’ BusinessHealth is Males’ BusinessHealth is Males’ BusinessHealth is Males’ Business
TooTooTooToo and commend the efforts of all concerned in its
production.

Australian Indigenous societies, prior to colonisation, were
often described as being amongst the world’s healthiest. Yet
today, despite living in one of the most affluent countries of
the world, the statistics on Indigenous Australian males
continue to resist the efforts of all governments to improve, or
in some cases, even to stabilise.  The most recent figures on

average life expectancy for NT Indigenous males, for example, are approximately 58
years compared to 73 years for non-Indigenous males and 65 years for Indigenous
females. The figures appear even worse when you consider that only 50% of
Indigenous males are currently reaching 50 years of age. Indigenous males are more
likely to ignore symptoms and less likely to ask for help or perceive themselves as
being ill compared to females.

Organising a conference is never an easy task, particularly in remote Australia. There
are many variables to consider; not the least is the huge distances some of the men
were expected to travel. Nevertheless, participants came from all over the NT; from
some of the remotest communities to the larger towns and the capital city. The
conference organisers, the NT Indigenous Male Health Committee (NTIMHC), was
extremely pleased at the turnout, in particular the large numbers of young males on
the first day. It is also pleasing to note the range and quality of the keynote addresses.
The report discusses the low numbers of Indigenous males in the health workforce and
offers several solutions on how that can be addressed. It re-affirms the direction of the
Indigenous male movement in as much as the outcomes from the 1st National
Indigenous Male Health Convention were solidly endorsed. The importance of having
separate “male places” was again widely discussed and remains a high priority.

The title for the report came out of discussion on the last day of the conference after it
had been raised many times throughout that health is usually seen as “women’s
business”. A typical comment from the conference was that it was now “up to us”
(males) to take control of our own health. In particular, the NTIMHC was given status
as a key stakeholder and directed to fully participate in the development of an NT
Indigenous male health policy. The conference was also one of the last opportunities
for Acting CEO of Territory Health Services, Michael Martin, to speak publicly on a
subject he is so obviously passionate about. He leaves THS in December and his
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passing will leave a significant gap. Hopefully a new champion will emerge from
within the senior ranks of THS to ensure the outcomes and resolutions from the
conference are embraced and moved forward.

This report provides an important contribution to the body of information being
compiled within the NT on Indigenous male health issues and makes for informative
reading for all those working in the field of Indigenous health. A long road lays ahead
in the struggle to ease the burden of illness that Indigenous males have carried for too
long. There is, however, renewed optimism amongst the males who were at Tennant
Creek that the conference has made a difference and that the Indigenous male health
movement is gaining momentum.

Mick Adams
Chairman, National Indigenous Male Health and Well Being Reference Committee
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EXECUTIVE SUMMARY

Between 150 and 200 Aboriginal and non-Aboriginal males from the Northern
Territory and beyond attended the NT Indigenous Male Health Conference 2000 held
at the Tennant Creek Showgrounds from the 29 to 31 August. Conference delegates
were welcomed to country by senior elders of the Warramungu People before the
Acting Secretary for Health, Michael Martin, officially opened the proceedings on
behalf of the NT Minister responsible for health, the Hon Steve Dunham MLA.

Traditional Owners opening Conference

The theme for the conference was "Finding Solutions to the Key Health Issues Affecting"Finding Solutions to the Key Health Issues Affecting"Finding Solutions to the Key Health Issues Affecting"Finding Solutions to the Key Health Issues Affecting
Indigenous Males in the NT"Indigenous Males in the NT"Indigenous Males in the NT"Indigenous Males in the NT". The conference proceedings were a mixture of keynote
speakers, open forums and small group workshops. The conference provided a state-
wide forum for Indigenous males to come together to identify priority health issues
within the NT and develop strategies. It also presented to them the opportunity to be
informed of OATSIH’s proposed development of a national male health policy
framework.

One of the major objectives of the conference was to develop a list of
recommendations about policy and practice to inform both the NT and
Commonwealth Government’s policy framework development on Indigenous male
health issues. To help achieve this objective, participants were asked to break into four
major groups to workshop the areas described below.

1. Social and emotional wellbeing

2. Clinical issues

3. Workforce development

4. Service delivery.
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A number of significant observations and recommendations arose from the
conference. Included amongst them was a re-affirmation of the need for separate
"male places" in communities; a call for greater collaboration between key
stakeholders to work towards improvements in male health outcomes; the provision of
more effective male health promotion campaigns, and the need to develop strategies
to increase the number of Indigenous males in the health workforce. The NT and
Commonwealth Governments were both acknowledged for their commitment to
developing Indigenous male health policy frameworks and the NT Indigenous Male
Health Committee was endorsed as a key stakeholder in that process. The conference
unanimously supported a “Dry Area” application for Abbotts Camp in Alice Springs
and the provision of renal dialysis machines for Tennant Creek.

In so far as most of the expected aims and outcomes were achieved, the conference
was deemed a success, however the issue of incorporating the NTIMHC remains
unresolved. Most of the conference resolutions have already received in-principle
endorsement from both AMSANT and the ATSIC Northern Zone as well as having
received favourable attention from the THS Executive.

The conference resolutions have laid down the challenge to the key
stakeholders and provided a clear direction on where the
Indigenous male health movement is heading in the NT. The
NTIMHC and the MHPU are now tasked with ensuring that
challenge is taken up.

Members of the conference audience
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CONFERENCE RESOLUTIONS

Preamble

This conference acknowledges that many of the Social and Emotional and Health
problems experienced by Indigenous males, is a direct result of the forced colonisation
of Indigenous people in this country, and in particular the dispossession from their
lands and the forcible removal of children from their families and cultures. The
conference also acknowledges that the key stakeholders in NT Indigenous health are
the NT & Commonwealth Governments, AMSANT, ATSIC and the NT Indigenous
Male Health Committee.

Resolution 1: The conference re-affirms the outcomes from the 1st National
Indigenous Male Health Convention and calls on all governments
to provide the necessary funding to ensure implementation of those
recommendations.

Resolution 2: This conference acknowledges the unacceptable high rates of
morbidity and mortality figures on Indigenous male health and calls
for a concerted effort by all stakeholders to take whatever measures
are necessary to dramatically improve them.

Resolution 3: The conference acknowledges the need to empower and promote
leadership amongst Indigenous males and calls on the NT and
Commonwealth governments to provide support and funding for
programs that develop and support mentors and role models.

Resolution 4: This conference acknowledges the severe under-representation of
Indigenous Males in the workforce and in particular male health
and calls on the NT and Commonwealth Governments, AMSANT
and ATSIC to work collaboratively to rectify this imbalance.

Resolution 5: The conference acknowledges the on going support and
commitment of THS to develop an NT Indigenous male health
policy, and urges it to commit appropriate physical and financial
resources, to ensure that a full and encompassing consultation and
negotiation process takes place. Furthermore, this conference
endorses the NT Indigenous Male Health Committee as the body
that can provide leadership and guidance in the development of an
NT Indigenous male health policy in conjunction with AMSANT.
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Resolution 6: This conference acknowledges the Commonwealth Government for
taking the initiative to establish a national framework on Indigenous
Male Health and urges the Commonwealth Government to
complete that process without delay.

Resolution 7: This conference calls on the key stakeholders to make a major
commitment to work co-operatively and collaboratively towards
developing Indigenous male health programs and urges them to
accord Indigenous Male Health an urgent priority.

Resolution 8: This conference calls on THS to make more positions available in
NT Hospitals and Health providing facilities for Male AHW’s and
ensure their duties and competencies are more appropriately
aligned.

Resolution 9: This conference confirms that access to health services is a major
barrier for Indigenous males and calls upon all governments to re-
align their provision of health services to more realistically reflect
cultural appropriateness and gender equity.

Resolution 10: The conference notes that there is a scarcity of current health
promotion activities that target Indigenous male health and calls for
an urgent review of health promotion priorities.

Resolution 11: The conference recognises that AMSANT has a key role to play in
the provision of health services and calls upon AMSANT to provide
joint leadership in the development of Indigenous Male Health
programs with the NT Indigenous Male Health Committee.

Resolution 12: The conference notes that there is an unacceptable gender
imbalance in practising AHW’s, and calls upon THS and AMSANT
to work collaboratively to research and document the reasons for
this imbalance and then take pro-active steps to promote AHW’s
and other allied professions in order to attract more interest among
young Indigenous males.

Resolution 13: This conference supports the funding of Male Health Educator
positions.

Resolution 14: This conference calls on ATSIC to re-establish the Section 13
Committee on Indigenous Male Health.
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Resolution 15: That in view of worsening Aboriginal health, the NT Indigenous
Male Health Conference demands that the Commonwealth and NT
Governments establish a renal dialysis unit in Tennant Creek for the
people of the Barkly.

Resolution 16: This conference recognises the struggle of the Mpwetyerre
Aboriginal Corporation (Abbott’s Camp) Alice Springs residents to
provide an alcohol free living environment for its residents and
supports its application for the camp to be designated a “Dry
Area”.

Resolution 17: This conference endorses the NT Indigenous Male Health
Committee’s Terms of Reference
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BACKGROUND

Indigenous males continue to carry the greatest burden of ill health of any
recognisable group in Australia, despite the continuing efforts by all governments to
improve the situation. The life expectancy for Indigenous males in the NT remained
steadfast on 58 years from 1982 through to 1996 with 50% of Indigenous males
failing to reach 50 years of age.1 The biggest killers of Indigenous males are diseases
of the circulatory system (heart attacks & strokes), injury and poisoning, respiratory
diseases, neoplasms (cancers) and endocrine (mainly diabetes).2

Indigenous male health discussions in the NT have been going on for some time but
with little coordination. In 1997, Maurie Ryan and Frank Spry established the MHPU
within THS and commenced holding regional workshops throughout the NT as a way
of heightening the awareness and promotion of male health as a gender-specific
issue. The enthusiasm and motivation generated by those workshops culminated in the
successful bid to hold the 1st National Indigenous Male Health Convention at Ross
River, near Alice Springs, in October 1999. (visit the Convention website at
http://welcome.to/indigmalehealth).

1st National Indigenous Male Health Convention, 4th & 5th October, 1999:
Ross River Homestead via Alice Springs

                                                          
1 Epidemiology Branch, THS
2 “Health Is Life”, House of Representatives Standing Committee on Family & Community Affairs, May, 2000

http://welcome.to/indigmalehealth
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Major achievements and decisions from the Convention included the establishment of
the NIMHRC, the recognition and promotion
of Male Places (Refer to Appendix B for more
information on Male Places), an agreement to
hold annual state and territory conferences and
a national Convention every two years. The
Convention provided a boost to the 150
Indigenous males who attended and to the
health movement generally. There was
unanimous agreement at the Convention of the
need to empower males so that they could take
“greater responsibility themselves to improve
the status of men’s health and play their

rightful role as leaders, fathers, uncles, husbands and grandfathers”3. A commitment
was made by THS at the Convention to provide secretarial support for the NIMHRC),
through the MHPU.

Since October, 1999, the MHPU and the NTIMHC, which became more formalised
following the Convention, have been involved in the implementation of the
Convention recommendations, which included the organising of this conference. More
than a dozen communities have received assistance with the establishment and further
development of male places. The MHPU has been establishing links with intra-
government and external agencies and has updated and promoted statistical data
boards which clearly indicate the burden of illness that Indigenous males carry in the
NT (see Appendix C). A healthy lifestyle program has been developed and piloted,
aimed at reducing the prevalence of chronic illness in urban males. Subject to an
evaluation process, the program will undergo further tailoring for use in remote
communities and detention centres. The next major project to be undertaken by the
MHPU will be the development of an NT Indigenous Male Health Policy. (Refer to
Appendix A for more information on the MHPU).

                                                          
3 “Growing Up as an Indigenous Male’, Report from the 1st National Indigenous Male Health Convention,
Ross River, 4th & 5th October, 1999.

There was unanimous
agreement at the Convention
of the need to empower males so
that they could take “greater
responsibility themselves to
improve the status of men’s
health and play their rightful
role as leaders, fathers, uncles,
husbands and grandfathers”
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INTRODUCTION

The Tennant Creek Showgrounds was the venue for the NT Indigenous Male Health
Conference which took place from 29 – 31 August, 2000. Participants came from all
over the NT as well as from interstate with 180 attending on the first day and up to
150 on the second and third days. Prior to the official opening, senior traditional
owners of the Warramungu people, led by Archie Allen, welcomed the visitors to their
country, and later that night, supervised several younger Warramungu males
performing traditional dance.

Warramungu Butjali Dancers

The conference was organised by the NTIMHC with secretarial and logistical support
provided by the MHPU. A local organising committee was established and strong
support was received from Indigenous organisations within Tennant Creek. Mick
Adams, the former Manager of Miwatj Health Aboriginal Corporation in Nhulunbuy
and current Chair of the National Indigenous Male Health Reference Committee,
facilitated the proceedings and also gave an outline of the activities of the National
Indigenous Male Health & Well-being Reference Committee.

Invited speakers included Maurice Rioli MLA, Noel Hayes - the Yapakurlangu ATSIC
Regional Chairperson, Michael Mullins from OATSIH Canberra, Doug Abbott from
CAAAPU Alice Springs, Frank Ansell from AMSANT, Bel Lui from Queensland,
Northern Territory Government officials working in the health and workforce sector,
male nurses from Royal Darwin Hospital, Katherine Hospital and Central Australia
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Remote and several Aboriginal community organisations. A presentation was also
made by several young males from JPET, Tennant Creek and Dr Alex Brown, an
Aboriginal doctor working in Alice Springs. Paul Bartholomew, the Deputy Secretary of
Policy & Program Development in THS, also gave a short presentation.

On the whole, it was an empowering experience for those participating, highlighted by
several strong and impassioned addresses during the open forum sessions. Equally
positive and spirited discussion occurred in the workshops where many gaps in
programs and barriers to health services for Indigenous males, were exposed. Of
particular note was the large number of young adult males on the opening day of the
conference. Several spoke about the work they were involved in such as with the Job
Placement Education Program (JPET) at the Jularlikari Aboriginal organisation. There
were also a number of students from the local high school.

Open Forum Session



Page 17

SPEAKERS

The following is a summary of the main points delivered by each speaker. No papers
were formally requested or tabled although some speeches are captured in full on a
video recording of the conference. For further information, contact the MHPU through
the details on the inside cover of the report.

Mick Adams, Chairman of the NIMHRC, was given the role as the main facilitator of
the conference. He commenced by giving recognition to the traditional owners of the
Tennant Creek region inviting some senior members of the Warramungu people to
welcome all the participants to their country. Senior elder, Archie Allen, took the
honour on behalf of the traditional owners and welcomed everyone to the conference.
Mr Allen said that because we were there to discuss male's business he requested that
no women be allowed at or near the conference. Wes Miller was then invited to read
out some housekeeping rules, in particular that participants should respect each other
and the traditional owners; that everyone had equal rights to speak and be heard; that
no alcohol was allowed at the conference and no smoking inside the venue.

Maurice Rioli

Maurice Rioli, MLA and ex AFL football legend spoke
passionately about his recent heart attack and how it had
made him re-think his present lifestyle. He paid close
attention to the issues of smoking, alcohol, exercise, diet and
the importance of passing culture on to the young people.
Takeaways are a problem as people are relying too much on
others for food – too busy playing cards. “These days we
don’t exercise as much as we did in the past, not going bush
as much”. Maurice also pointed out that fruit and vegetables

are very costly and people tend not to buy much of them because their pay packets
won’t stretch that far.

Maurice also talked about role models, eg
health workers. If health workers smoke, he said,
the kids will think its OK to smoke. He said “our
children in our communities look up to us.
Whether its smoking, working or sport, what they
see is what they grow up to do”. In conclusion,
Maurice reminded us that we may look at
presenting ourselves as being fit and healthy by

If health workers smoke, he
said, the kids will think its
OK to smoke. He said “our
children in our communities
look up to us. Whether its
smoking, working or sport,
what they see is what they
grow up to do”
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looking after the outside of our bodies but we could be sick on the inside. We do not
often worry about how we abuse our bodies by smoking, drinking, not eating right
and most importantly we do not always go and have regular check ups to see how our
inside is functioning. He said, some of our communities have worse health statistics
than Africa or Latin America but we can turn it around. Its up to us and we as leaders
must take the initiative and lead by example.

Mick Adams

Mick Adams then spoke as the Chairman of the NIMHRC. He
acknowledged the numbers of young fellas in attendance and
they received a round of applause from the floor. He then
recounted the recent history of the male health movement in the
NT. In doing so he thanked the early work of Maurie Ryan and
Frank Spry in conducting numerous workshops around the
Territory and generating interest in doing something to improve
male health. Special mention also went to Uncle Jack Little,
Johnny Brisco and other senior Aboriginal men who made
inroads into male health through recommendations made at the 1993 conference at
Mataranka. Their collective contribution, he said, had led to the staging of the 1st
National Indigenous Male Health Convention at Ross River in October 1999. Thanks

also went to Dr. Dayalan Devanesan for his
part in getting the movement going. Mick then
briefed the participants on the workshop and
proceedings from the August gathering of
national delegates in Canberra on the
establishment of a national policy framework
development.

Michael Martin

Michael Martin, Acting CEO of Territory Health Services
was then introduced to the participants. He officially
opened the conference on behalf of NT Health Minister,
Steve Dunham acknowledging the traditional owners for
allowing the conference to be held on their land. He
explained that the term male health was used because ill
health starts during boyhood. “Role models we look up to
as boys leads us to health attitudes and habits that persist

Mick acknowledged the numbers
of “young fellas” in attendance
and they received a round of
applause from the floor.
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for life”, he said. Michael talked about the importance of male health workers getting
credibility and support from the community elders and the need for them to work in
with traditional healers.

The establishment of Male places, he said,
was a crucial step for the advancement of
male health. Putting a different door on
buildings is 1970's stuff and hasn't worked. He
said it was a matter of men taking over
buildings in communities and getting support
to fix them up. Men need somewhere else to
go. Michael received several questions from

the floor pertaining to youth suicide, petrol sniffing and a renal dialysis machine for
Tennant Creek. With regards to the dialysis machine, Michael said there was a need
but resources were limited.  He said that he doubted that dialysis machines would be
established in any further locations until at least the benefits of existing machines had
been evaluated, but said to “keep up the pressure”.

Michael Mullins

Michael Mullins from the office for Aboriginal and Torres Strait
Islander Health (OATSIH) thanked the traditional owners and
acknowledged the work undertaken by THS in organising the
conference. He said “THS has taken a leading role in
Indigenous male health and should be commended for its
effort”. OATSIH sits inside the Commonwealth Department of
Health and Aged Care and is committed to improving
Indigenous male health; “to assist men to develop the most
effective response to problems” that affect them. Currently
OATSIH has no funding available for men’s programs. OATSIH’s involvement in
establishing Indigenous male health conferences in the other states, and here in
Tennant Creek, was a measure of its commitment. OATSIH is in the process of
developing a national male health policy framework and it is envisaged that
ownership (ie role and responsibilities) will be shared between the other stakeholders,
ie state/territory health, NACCHO, ATSIC and the National Indigenous Male Health
Reference Committee. All the stakeholders agree that Indigenous male health is a
priority.

“The establishment of Male
Places is a crucial step for the
advancement of male health.
Putting a different door on
buildings is 1970's stuff and
hasn't worked”.
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Noel Hayes

Noel Hayes, Chairperson of the Yapakurlangu ATSIC regional council, delivered a
short speech saying, amongst other things, we’ve got to
look after ourselves, especially when we are young. He
said “we must help one another” and that he
personally was “working on his own health changing
habits and following doctor’s orders”. He also made a
passionate plea for a dialysis machine for Tennant
Creek stating that “we need a dialysis machine here in
Tennant Creek because old people are on machines
elsewhere and not fulfilling their roles in the
communities”.

Frank Ansell

Frank Ansell, Chairman of the NTIMHC and also
representing AMSANT, then presented on behalf of
AMSANT. He spoke to the AMSANT discussion paper titled
‘Aboriginal Male Health Issues’ focusing on the shorter
lifespan and higher morbidity rates of Aboriginal males
compared to non-Aboriginal males. He said there was
“the need to define the changed roles of men in
contemporary society” as well as addressing the issues of
improving early diagnosis and treatment and creating
safer environments for men. It is the AMSANT Executive’s
view that there is no need for another incorporated body
such as the proposed NT Indigenous Male Health Committee Inc as this would
introduce another competitor for existing funds and “take the heat of government”.
AMSANT proposes that the NTIMHC could become a sub-committee of the NT
Aboriginal Health Forum.
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Wes Miller

Wes Miller, MHPU Acting Co-ordinator, then spoke briefly
about the MHPU’s role in male health. He said the unit has
cross THS program involvement and aims to ensure new
policies in THS and other government departments are
developed with a male health perspective in mind. He
identified the issue of not having a male health policy in place
saying a “policy framework was needed to keep department’s
actions on track”. Some discussion then ensued about who the
male health policy was for, where will the policy go and what
level of control Indigenous males would have over it. It was

proposed that “men as leaders should develop the policy”, a policy that “re-instates
men’s rights and roles as leaders”.

Lloyd Brooks

Lloyd Brooks, from the Living With Alcohol and Other Drugs unit in Tennant Creek,
said he had a wealth of experience working with Indigenous
communities and was trying to introduce self-paced learning
programs on living with alcohol. He said he provides
information and training materials to communities and
operates according to the basic principle, “not to tell people
how to live their lives”. He said many communities did not
know how to tackle the problems posed by the introduction of
new drugs and that it was the role of the unit to provide the
required information.

Kim Braham

Kim Braham spoke on behalf of the young Aboriginal
males who worked in the Jularlikari Placement Education
Program (JPET). Kim spoke about his role working with 15
– 21 year olds; finding out what interests them and how
to avoid boredom which can lead to alcohol and other
drugs abuse. He said he had helped establish a
mechanics course and a driving program. He appealed
to the conference for resources/support to assist the youth
of Tennant Creek and the Barkly region.
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Mark Koolmartri

Mark Koolmatrie from SHINE spoke about a training
program he is developing in South Australia. He provided an
outline of the program including information on rape/sexual
assault, prostate cancer and domestic violence. He said he
wanted to know how he can assist people and how they can
help him.

Doug Abbott

Doug Abbott works at the Central Australian Alcohol
Rehabilitation Program Unit (CAARPU). He commenced his
speech by talking about growing up in a community setting
speaking language and being cared for by his mothers,
grandmothers and aunts. He said that having limited English
was a major issue for him and others like him and led to poor
communication with non-Aboriginal people. He said that
because of this, Aboriginal people and their (health) needs
were often misunderstood. CAARPU, he said was there to
“assist people get themselves out of the gutter”. He said we

must draw strength from our culture and that the traditional dancing, organised by the
committee the previous night, had made his hair stand on end.

Bel Lui

Bel Lui, a senior health worker from Mackay spoke about the
linkages between men’s traditional role in communities, role
models, respect, authority and control over one’s life and
health. Traditional role models for children depend on
respect. Therefore respect is a central component of a role
model. Excessive drinking or suicidal behaviour is not good
role model-setting for children. He also talked about how
colonisation had disempowered males and broken their spirit.
Prior to the arrival of Captain Cook, traditional men had a
responsibility as leaders and protectors for their community.
They had the authority on spiritual matters but under the assimilationist policies there
was a breakdown in spiritual life and men’s traditional authority base was
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undermined. Loss of authority translates into loss of respect and inability of men to
provide a proper role model for youth.

Health is an holistic concept with multiple determinants. Loss of control over one’s life
experienced by men is one such determinant and can lead one to pursue a lifestyle
that is not conducive to good health (or acceptable to one’s culture) giving rise to
lifestyle related diseases such as diabetes. Bel said in more recent times, women had
taken the lead in some areas, especially in health. He concluded by saying it is now
“up to us” to regain that control in order to regain our health.

Joe Martin-Jard

Joe Martin-Jard works in the Learning Centre within the
Office of the Commissioner for Public Employment. He said
that employment is a determinant of health and well being
and government should be employing more males in the NT
Public Service (NTPS). At present there is an imbalance in the
ratio of males to females employed in the NTPS particularly in
the AO1 – AO6 levels. Joe’s presentation clearly indicated
that there is an urgent need to implement effective strategies
to rectify this imbalance. The situation within THS is

particularly biased because there is a large percentage of women and "Aboriginal
men are not making decisions about their own health, which is not acceptable", Joe
said. One effective strategy identified is the provision of trainee-ships. Joe gave an
example of an NTPS cadet. This particular Indigenous male received mentoring by a
more senior Indigenous person within the NTPS; had paid on-the-job experience; was
fully funded to undertake a degree course interstate; was offered permanent
employment within the NTPS upon completion and will have the opportunity to
participate in a post-graduate program. There was agreement that the message
regarding the availability of cadetships needed to go out to people in towns and
communities.
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Peter Pangquee

Peter Pangquee is the principal consultant for the Aboriginal
Health Workers, in THS. His presentation dealt with a
number of AHW issues. There are currently 30 male health
workers compared to 160 females with a large number of
unfilled vacancies. The increased ‘feminisation’ of the
remote health workforce through increased numbers of
nurses, employment of female doctors, the growing numbers
of female health workers and female educators at Batchelor
College has meant that the support base for male health
workers is diminishing. It goes against tradition for

Aboriginal males to be subordinate to non-Aboriginal females, Peter said, which is
one of the reason why males are staying away from the profession.

Recent changes within THS has seen the establishment of a 22 person workforce
development unit which in the long term could make a significant difference. Presently
though, it is female-dominated. Peter said there is a need to identify all the barriers to
re-instating a gender balance in the remote health workforce.

Frank Spry

Frank Spry is currently working as a project officer on a
consultancy between Miwatj Health and THS. The project is
focused on establishing a best practice, service delivery model
for Indigenous mental health services in the NT. He said
extensive consultancy-based research (carried out by Mick
Adams) found existing mental health services did not meet the
needs of Aboriginal people in the NT. The project seeks to
identify existing gaps and make recommendations to THS
regarding possible solutions.



Dr Alex Brown

Alex Brown is an Aboriginal medical practitioner working at
the Centre for Disease Control in Alice Springs. He has a
particular interest in the area of chronic diseases. He said if
a person is an Aboriginal male over 40 years of age then
they are unlikely to live a long and healthy life. If they
survive to sixty, they have beaten the odds. He said the
medical explanations of disease and ill-health are well
known and the medical approach to solving problems firmly
established through years of practice, error and research.
However medical interventions provide only part of the solution. He said the medical
system often cannot answer the ‘why’ someone is ill of spirit or body, or the real

solutions to many health problems that face
indigenous men. He said only Aboriginal
people themselves have the ability to provide
effective solutions, and that finding these
solutions in the next five to ten years was
critical. Alex said it was not only our priority but
our duty to do something now. Alex was
involved in the establishment of the Indigenous
Doctor’s Association (of Australia) as has
invited anyone interested in becoming a doctor

P

The medical explanations of
disease and ill health are well
known and the medical approach
to solving problems firmly
established through years of
practice, error and research.
However medical interventions
provide only part of the solution.
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to contact him for information and advice.

aul Bartholomew

Paul Bartholomew, the new Deputy Secretary of Policy and
Planning in THS said he was pleased to see the growth of the
men’s health movement on his return to the Territory. He said
men’s health was a priority health issue and the establishment of
appropriate male health structures, such as the Male Health
policy Unit, had THS Executive support.
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THE ROLE OF HOSPITALS AND MALE NURSES
IN PROMOTING MALE HEALTH

Matthew Hanson from CDC Katherine, Anthony Wong from RDH and Paul Ryan from
Tara Community are all male nurses and were invited to give their perspective’s on
Male Health. This is an area that hasn’t been given a lot of attention before. A
number of issues were discussed. These were sorted into two broad categories.

Male Nurses from THS making their presentation at the conference

Problems

4 Large proportion of patients in Territory hospitals are Aboriginal of whom half are
male.

4 Hospitals are not Aboriginal-friendly
places, especially for males.

4 The majority of hospital staff are female,
therefore majority of services are not
gender appropriate.

4 There are too few male nurses in hospitals.
In order to address more effectively male
health, more male nurses are needed.

4 Opportunity to talk to Aboriginal male
patients in a health promoting way is being
missed primarily because of the shortage
in male nurses.

4 Difficult to maintain medical treatment sch
patients. More hospital based Aboriginal H
problem.
Despite the fact that we know
that health centres are not male
friendly places and separate
male-female facilities are the
answer, (Ross River 1999) new
health centres are still being
designed without any reference
to the Ross River
recommendations.
edules for Aboriginal hospital in-
ealth Workers could address this
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4 The few male nurses that are available are dedicated but feel a bit helpless in the
circumstances-do the best they can.

4 Despite the fact that we know that health centres are not male friendly places and
separate male-female facilities are the answer, (Ross River 1999) new health
centres are still being designed without any reference to the Ross River
recommendations.

4 Too much ‘junk-food’ available at the hospital kiosk.

Policy/action

4 Policy and action is needed to address the issues of too few male nurses and
development of an approach to deliver health promotion to male in-patients.

4 Attract more Aboriginal males into Nursing and Medical professions.

4 Preferable that we keep Aboriginal people out of hospital and in the community.
But when they are admitted to hospital it is important that we turn the situation to

advantage and use the opportunity to
promote health and achieve a speedy
recovery. Need to emphasise this issue in
the male health policy as a matter of
priority.

4 Male Doctors and nurses need to
take on Aboriginal male health as a
special cause in hospitals. A male-to
male five minute health education
session before discharge may go a long
way.

4 If Territory Health Services is serious
about Indigenous male health then a
strategy is needed that results in more
male nurses and health workers
throughout the health care system
including hospitals.

As an outcome of the conference, at
which I felt privileged to attend, my
focus on working within indigenous
communities has moved away from the
mainly clinical setting towards thinking
about areas such as health worker
education, taking into account the
views expressed that a major barrier to
entering the health professions was the
dominance of female educators and
staff in the health settings.

Paul Ryan, Male Nurse.
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ABBOTTS CAMP

Kevin Wirri and Bubbo Campbell
discussed their application to have
Abbotts Camp declared a “dry” camp.

4 Application for a ‘dry area’ in an
Alice Springs’ Abbotts Camp has
not been successful. The Alice
Springs police opposed the
application because in their view it
would increase their workload which
they did not want.

4 The Night Patrol regularly sees the adverse effects of alcohol. There are three
alcohol outlets within 500 metres of the community, which doesn’t help matters.

4 Long term residents want a dry camp, mainly for kid’s future. Kids don’t want to
see people fighting. Have received tidy town award, but because of alcohol, camp
continues to have lots of problems.

4 The camp area is partly fenced, landscaped with rocks and efforts have been
made to tidy up the camp environment to make it a better place for residents to
live in. But there are limits to what this can achieve. Biggest problem stems from
visitors coming in from out bush. Need to declare the camp a dry area, and for
the police to support this.

4 “Important for all men to come together to make the journey to improve men’s
health together”. Appeal to delegates to
include the dry area proposal in a
conference resolution. Resolution prepared
and read out to delegates. Unanimous
support, nil against..

“The Alice Springs police opposed
the application because in their view
it would increase their workload,
which they did not want”.

Bubbo (Martin) Campbell & Kevin
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WORKSHOP SESSIONS

Workshop scene at the conference

On the afternoon of the first day. conference participants split into four groups, each
tasked to workshop a specific male health/health related area;

1. Social/Emotional Wellbeing

2. Workforce Issues/Development

3. Service Delivery

4. Clinical issues/Chronic Diseases.

The following represents a collation of notes taken during the workshop sessions and
outcomes of discussions on the sessions.

1. Social/Emotional Wellbeing

Issues raised during workshop:

4 The issue of ‘dependency’. Large group of young people dependent on a small
group of older people.

4 Fragmentation and dispersion of social groups.

4 Problems are a family affair

4 Focus on males and their roles in Aboriginal culture and society important for a
secure and healthy future.

4 The issue of who/what constitutes a role model for our youth is an issue.

4 Gender specific health services that respect confidentiality needs.
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4 Separation of clinical and wellbeing activities. It is proposed that male health
centres deal with male clinical/medical problems and male places deal with
problems associated with social/emotional wellbeing. Professionals working in
male places may require different qualifications and skills from those of health
workers in clinics.

4 Cultural gap between Aboriginal and non-Aboriginal sections of society gives rise
to the view, “we are different peoples”

4 Need for strict adherence to laws.

4 Problems of youth coming to terms with own sexuality—a significant cause of
suicide/mental health problems. Creates a “double whammy of (I) dealing with
one’s Aboriginality and (ii) dealing with one’s sexuality.”

4 Breakdown in Aboriginal law has resulted in deviant behaviour, eg incest

Male Places.

4 Where men can build self esteem in a confidential setting

4 Where trained and accredited mental health workers can deliver culturally
appropriate services.

4 A source of information on health issues from a male perspective

4 Where the links between good health and family values and relationships can be
discussed.

4 Where the impact that role models can have on health can be discussed.

4 Where culturally appropriate use of laws can be encouraged

4 Where cross cultural training can be provided

4 Where counselling can be provided on a range of problems, suicide, alcohol and
substance abuse, lifestyle, domestic violence, employment.

4 Where diversionary and early intervention programs can be developed

4 Where gender roles (masculinity, femininity) and sexual identity issues can be
discussed. (homosexuality).

2. Workforce Development Issues

In sum, the focus of this group was on making the health profession a more attractive
career option for males, keeping them in the health workforce once they are trained
and increasing male participation in health care more generally.

Male health workers don’t like working with female staff and this may be a factor in
the low initial male participation in training to become a health worker professional
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and high drop out rate later on. Reinforces the view that health centres are oriented
more to the needs of women.

Problem

4 More males are needed in the health workforce generally, and health worker
workforce in particular, to remedy the gender imbalance and provide more
appropriate services to men.

4 In general males find working in the health care system and the health worker
profession an unattractive career option.

4 Many male health workers ‘drop out’ of the health worker profession and are lost
to the health care system.

Solutions/strategies    fall into three broad categories

Training/Education

4 Trainee-ships/cadet-ships one solution within the Government health sector

4 Education, vocational training and employment of youth and young men, within a
flexibly delivered, language appropriate, mentored framework and an appropriate
network of supports in place.

4 Ongoing career development of Health Workers

4 Develop a male health stream within the health worker training program including
health worker trainee-ships

4 Develop a workplace ‘train the trainer’ program

4 Specific funding for male health professional training programs

Marketing/promotion

4 Health education and promotion in schools to expose young males to health
messages

4 Promoting working in the health sector in schools as a worthwhile and rewarding
career

4 Marketing health worker as a career

4 Marketing services provided by health workers to strengthen their role and status in
the health care system and within their community.

4 Provide work experience for school aged youths (Vocational Education & Training)
not as a one off but ongoing

4 Develop promotional/advertising material identifying role models and mentors
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Structural/organisational

4 Removing language barriers to male participation in the health sector workforce.

4 Employ role models/mentors in the educational system

4 Funding support networks in the workplace

4 Establishing Aboriginal management positions in the community sector.
(administrative equivalents to Aboriginal Health Workers)

4 Development of Aboriginal health and administrative roles in the health care
system and public service generally.

Workshop Session on Service Delivery

3. Service Delivery

4 The issue of men not using health centres because they are “too female” needs to
be addressed. There is a stigma attached to visiting a health centre where there is
only female staff. Female staff are a barrier to males accessing health centres.

4 Not just separate areas or entrances for men, but separate buildings are required.
(See Acting CEOs comments)

4 Language difficulties create problems of understanding of health problems and
issues, giving informed consent etc Interpreters necessary when non-Aboriginal
staff are involved.

4 Community based treatment to the greatest extent possible. People don’t like
moving away from their community for treatment.

4 Lack of information on illness and health provided; more effective health
promotion.

4 Low level access to appropriate services compared to urban populations
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4 Services delivered in a manner that enhances self esteem

4 Research/task force to investigate the reasons for low level utilisation of services
my males.

4 Cross-cultural training needed for non-Indigenous staff to improve
appropriateness of services.

4 Attitudinal change on the part of non-Aboriginal Departmental staff needed.

4 Provision of appropriate health information as a service

4 Examine successful communities; see why they are successful. (Tiwi Islands,
Gapuwiyak, Miwatj) Try and reproduce their successes.

Many of the issues discussed by the service delivery workshop group focussed on male
health workers. That is recruitment and retention of male health workers in the health
sector. It is recognised that the four issue areas are inextricably interlinked and some
overlap is inevitable.

4 More Aboriginal Health Workers generally, and more male AHWs in particular are
needed in the health sector. Additional positions must be created to meet the
need.

4 Conduct research into why the low male participation rate in the health sector.

4 Positive discrimination towards the employment of males in the workforce to
remedy the gender imbalance, especially in the nursing profession.

4 Provide financial incentives to attract males to the workforce.

4 Encourage work experience.

4 Health promotion vocational training in schools. Employ Health Worker and
Health Promotion Officer to run workshops in schools and communities.

4 Develop strategies to attract males back to the health workforce and retain existing
workers. Provide information packages to communities on programs and training
to attract new recruits. Use of the media, television to advertise.

4 The role of AHWs in the health centre and community needs to be reassessed.

4 Name change for AHWs proposed to bring it into line with their changed role and
status; ‘Community Health Consultant’ suggested.

4 Establish male health educators in each community/region.
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4. Clinical Issues/Chronic Diseases

4 Men’s places a fundamental health resource. A place where men can feel
culturally safe.

4 Confidentiality

4 Prevention versus treatment is an issue, shift of emphasis to prevention.

4 Need to involve men in all preventive programs and activities, eg nutrition, an
area where there are few if any men—a female dominated area!

4 Prevention education – overcome language problems – if people only understand
every second word, people will not understand.

4 Must find the correct balance between ‘Western’ and ‘Traditional’ approaches to
health problems. Bi-cultural or two-way medicine approach.

4 Emulate/apply the successes of the Strong Women, Strong Culture, Strong Babies
program.

4 Health needs to be tailored to individual requirements

4 Government will fund activities that make a difference; that is improve health
outcomes.

4 Urban-remote ‘gulf’ in resources and services. Not surprising that there is a much
greater health problem in the bush than in the town.

4 Traditional healers to play a role in health care. Could be located in men’s places

4 Fee for services an issue

4 Important to put an economic spin on the issues in order to secure government
funding. Not possible to achieve our goals without financial resources.

4 Reconciliation within the Aboriginal community as important an issue as
reconciliation between Aboriginal and non-Aboriginal sections of Australian
society.

4 More males are required in the health services sector generally and in particular in
remote communities; training of local men, health workers, nutrition workers.
needed.  Being “in control of the sickness which is giving you a problem” requires
knowing/awareness/education.
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Summary of workshop on clinical issues

Overall aim is to reduce mortality and morbidity rates for Aboriginal males for all
diseases.  Several initiatives are proposed to achieve this.

4 Conduct “community consultation (especially for in those communities not
represented at the conference) to identify needs and resources available to
establish ‘a place’ for Aboriginal men to discuss, learn and work on our health.”

4 Proposed that health centres hold a ‘men only day’ each week. Performance can
easily be measured. Percentage of health centres offering this service and number
of men only days held a given year.

4 Establish men’s health committees in communities. Discuss the issues, determine
needs and promote the establishment of male places.

4 Develop specific language based resources to teach Health Workers, Nurses,
Doctors, and men about chronic diseases (heart, kidney, lung disease and
diabetes)

4 Move to at least three year recurrent funding cycles for health services to
guarantee funding levels.

4 Identify current funding and resources available for men’s health.

4 Screen every man in the community at least once annually with an emphasis on
the five preventable chronic diseases.

4 Provide health education/prevention on preventable chronic diseases, during
screening. Performance measures based on percentage of men screened per
community, doctors involved, and results of screening can easily be determined by
this approach.

4 Conduct lifestyle assessments with (health promotion, nutrition, physical
activity/sport) with chronic diseases screening program

4 Provide feedback to community of results of screening and health education
programs. In this framework individuals can be notified personally of their own
health assessment and the community of the overall male population assessment.
In this model individual confidentiality is maintained.

4 Ensure a multidisciplinary approach to men's health programs is employed

4 Collect and disseminate ‘good news stories’ throughout the community network.
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OPEN FORUM

Strategic Process, the issue of control

4 Strategies are needed to address the key issues with outcomes (principles,
performance indicators, key result areas)

4 Ownership of the strategies an issue. Who retains control? Who is driving the
process? Simply developing a strategy and handing it over to Government is an
exercise in handing over control.

4 We must develop a process whereby Aboriginal men, through their respective
organisations “keep control of the process from start to finish.”

4 If men’s places are to be established, who will fund and operate them? AMS?
THS? or the community?

4 Aboriginal men taking ownership and control of the health issues is a fundamental
requirement.

4 Aboriginal men employed within Government structures is an issue—who are they
accountable to? Government? or the Aboriginal community?

4 AMS/AMSANT structures are already in place to take charge of the processes that
represent the interests of Aboriginal communities.

4 The policy must be developed that has community support and for all the major
players to have a role in the development

Proposed new Indigenous male health structure

4 Setting up a new structure would only serve to reduce available resources for
established organisations which would be detrimental.

4 We must develop the strategies to achieve “what is best for Indigenous male
health”

Male Health Programs

4 Each community to develop its own programs

4 Health education to be delivered simultaneously during men’s health check ups.
“Screening with education essential”

4 Aggregated data to go to community, whilst individual can be provided with
information on how to manage/take control of their health problem

4 Good stories should be publicised and circulated to other communities.
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Male Health Policy

4 Develop a list of health priorities and use this as the basis of the male health policy
by Male Health Policy Unit.

4 Develop draft policy

4 Workshop draft policy in major centres to allow further community input before
finalising the policy.

Male Places

4 Funding should be allocated to those communities who are “ready to go” That is
they have the physical location (building) to house the male place.

Health promotion

4 Men involved in male health must provide a good example to other men otherwise
they will have no credibility. They must “walk the walk before talking the talk” In
simple parlance this means that they must do things such as stopping smoking
themselves before they can give out any advice/information about cessation of
smoking to others.

Male Health Workers

4 Must conduct research into why Indigenous males do not want to become health
workers, and why those that do make the leap soon leave the profession.

4 What kind of supports are needed to attract and retain male health workers?

4 Has the job description, pay and conditions failed to keep up with changes in the
nature of the job?

4 What are the career development issues?
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Family Violence

4 There were calls from some delegates for family violence to become a priority
issue. It was later pointed out that family violence had not emerged as a dominant
issue at the conference.

4 Although family violence is a very important issue, suggested that discussions had
delved deeper. It is believed that the underlying issues/causes need to be
addressed if problems like family violence are going to be resolved and this was
what was happening at the conference.

4 Delegates were reminded to take issues (like family violence) and other concerns
to the Male Health Policy Unit, the Reference Committee or the NT Aboriginal
Health Forum. The male health policy aims to respond to priority health and
health related issues like family violence.

4 Access to kids an issue for
perpetrators of violence,
especially for those with no
fixed address.

4 Suggested that Aboriginal
hostels could offer
accommodation to offenders to
give them a better opportunity
of having access to their
children
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Male Health Policy Structure

NTIMHC Chairman addressing the participants

Male Health
Policy Unit

NT Indigenous Male Health
Reference Committee

Recommendations
and Resolutions

AMSANT
Northern Territory
Aboriginal Health

Forum

National Reference
Group

Ross River Convention 1999
Tennant Creek 2000
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NT INDIGENOUS MALE HEALTH COMMITTEE

The NTIMHC has been active since before the 1st National Indigenous Male Health
Convention at Ross River in October 1999. Its primary objective has been to ensure
the resolutions and outcomes developed at Ross River are implemented, primarily
through the provision of advice and direction to the Male Health Policy Unit. The
conference re-affirmed the status of the committee as a key stakeholder in the
advancement, co-ordination and facilitation of the male health movement. Draft terms
of reference were handed out to participants on the second day and then
workshopped on the third day. (Appendix D)Appendix D)Appendix D)Appendix D)

There have been discussions held about incorporating the committee, in order to
attract its own funding. There have, however been some alternative ideas put forward
which require further discussion. AMSANT, for example, has proposed that the
NTIMHC become a sub-committee of the NT Aboriginal Health Forum (see diagram).
This is consistent with the way the NTAHF works. A number of other sub-committee’s
report to the NTAHF on various health and health related issues. The MHPU provides
a secretarial service to the committee, primarily through the provision of monthly
teleconferences, undertaking information gathering and exchange, drafting letters and
submissions and following up on resolutions and outcomes.

Breaking for lunch
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MAJOR THEMES

The following section highlights the five major themes that emerged during the
conference.

Creation of Male Places

This is an enduring theme and was raised repeatedly in open forums and workshops.
Participants saw the promotion and establishment of male centres as a central
platform in the re-alignment of service provision to males. The Central Australian
Male Health Committee describes male places as “an environment of cultural safety,
an area which is safe and free from violence, where those present are treated with
dignity, their identity, experience and cultural affiliation are accepted and their views
are acknowledged and accorded respect by others.” Participants raised the issue of
finding suitable places on communities, many of which are already facing critical
shortfalls in infrastructure. (resolutions; 1,2,9)

Better collaboration between the Key Stakeholders

The NTIMHC was endorsed as a key stakeholder in the preamble to the resolutions.
The conference called for a concerted effort and a major commitment from all the key
stakeholders to work more collaboratively on Male health issues. This is reflected in
seven of the seventeen resolutions. (resolutions: 2, 4, 5, 7, 11, 12 ,14)

Workforce Development Issues

An overriding comment made at the conference was that health centres were “too
female” and that this was one of the greatest barriers for males accessing services.
There was also a strong call for positive discrimination measures to boost, in
particular, the low numbers of male Aboriginal health workers in the workforce to
remedy the gender imbalance. There was also an acknowledgement of the lack of
effective promotional campaigns to attract Indigenous males generally into the health
professions. (resolutions: 2, 3, 4, 8, 10, 12)
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Males taking responsibility for themselves

Several key speakers and many of the participants talked about the re-empowerment
of males and that it is “Up to us”. Participants remarked that due to the high mortality
rates, there were too few uncles and grandfathers available to provide role models
and mentors and that these elders needed support structures too. There were also
comments about the importance of “drawing strength from our culture” and how the
breakdown in traditional roles had shifted control away from senior males in the
community. (resolutions: 1, 3, 5, 13, 14, 17)

Increased Financial Resources

Explicitly raised in three, but implicit to most of the resolutions, the movement will not
advance without a significant increase in the critical mass of funding which is
allocated specifically to male health programs from all sources of funding.
(resolutions: 1, 3,5)

Health is serious business
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CONCLUSION

The conference was well attended by Indigenous males from all over the NT and from
all walks of life. In terms of raising awareness; in terms of empowering people to talk
strongly; in terms of identifying issues and finding solutions, the conference was a
success. The organisers were pleased at the high level of participation rate throughout
the three days and the feedback received suggests that participants left feeling a sense
of achievement, ie that real outcomes had been achieved and that this was not just
another talkfest. The data from the workshops, coupled to the resolutions, has
provided the key stakeholders with the information and the direction to make a real
difference.

The overall consistency of comments from both the Ross River and Tennant Creek
meetings suggests that the male health movement has not changed direction to any
great extent. However the focus on hospitals is a relatively new concept and the focus
on workforce issues, whilst not new has definitely taken on a higher profile. The
presence of large numbers of young males was also very encouraging and one hopes
that their interest can be sustained through role model and mentoring schemes, more
effective marketing of employment opportunities in the health sector and more support
generally for those already in the workforce.

There was strong endorsement for the NTIMHC. The committee now has a mandate
to seek greater involvement in Indigenous male health. How THS reacts to this
endorsement, and to the resolutions generally, will provide a good indication of where
Indigenous male health sits in the NT Government’s “can do” list. Indications to date
suggest that the conference outcomes have been received quite favourably amongst
THS senior management, as most of the resolutions sit squarely within three of the four
stretch goal areas underpinning THS’s Strategy Twenty First Century document.

The conference resolutions have laid down the challenge to the key stakeholders and
provided a clear direction on where the Indigenous male health movement is heading
in the NT. The NTIMHC and the MHPU are now tasked with ensuring that challenge is
taken up.
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Comments Page

APPENDIX A

MALE HEALTH POLICY UNIT

Overview

The Male Health Policy Unit (MHPU) aims to improve the health and well-being of
males in the Northern Territory by identifying male priorities and responding to their
needs and issues. The MHPU advocates and supports the aspirations of males and
endeavours to provide a 'male perspective' in terms of issues that impact negatively on
them, their families and their communities. Developing partnerships with other
program areas within Territory Health Services, government and non government
agencies, and the community is an important function in terms of cooperative
approaches to issues such as Family violence, alcohol, high incarceration rates and
youth suicide.

The MHPU is in the process of developing an NT Indigenous Male Health policy
framework. The unit also has a support function to the operational implementation of
male health programs and initiatives within THS as well as to the NTIMHC and the
NIMHRC.

The MHPU has a central role in terms of;

4 prioritising needs in male health

4 determining strategy directions

4 providing policy advise, and

4 monitoring and evaluating male health programs.

Goal

The goal of the Male Health Policy Unit is to ensure that all programs implemented by
THS include components to improve the health of all male Territorians.

Strategies

4 To develop partnerships with other areas within THS, government and non
government agencies and the community to improve access to services for men
with poor health status and to address priority health areas

4 Establish and develop cultural (Uncle/Nephew) models, strategies and frameworks
in dealing with Indigenous Male issues and well-being

4 Undertake an audit of men's programs in the NT



Page 45

4 Establish and maintain partnerships and networks with State, Territory and
Commonwealth Agencies

4 Establish and maintain a network of Indigenous males throughout Northern
Territory communities

4 Work with the NTIMHC and AMSANT to develop an NT Indigenous Male Health
Policy

4 Continue to provide secretarial support to the NTIMHC & the NIMHRC

4 Ensure the resolutions from NT Conference 2000 are widely circulated and
implemented

4 Assist the NIMHRC to ensure the 2nd National Indigenous Male Health
Convention takes place in Sept 2001

Scope of program

The Male Health Strategy includes all the work undertaken by the Male Health Policy
Unit in both the urban and regional centres and in remote Aboriginal communities.

Program Resources

Currently there is a Coordinator and a policy officer attached to the unit. Additional
staff are seconded as and when required. The MHPU is funded under the Primary
Health and Co-ordinated Care Branch within THS.

Indicators and performance targets will be developed for the MHPU.

Partnership Development Mechanisms

The NTIMHC has a major advisory role with the MHPU and has representation from
government, non-government and community sectors.

Across Program Strategies

Aside from developing an NT Indigenous Male Health Policy,  the MHPU will focus
attention on the following NT strategies and policies:

THS Strategy 21

The Male Health Strategy Unit is governed by a series of underlying principles which
are in line with the four stretch goal areas mentioned in Strategy 21,  in particular
those related to:

4 strengthening community capacity

4 increased Aboriginal involvement in the health workforce

4 intersectoral collaboration
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Preventable Chronic Disease Strategy

Engaging community males in the development and implementation of strategies to
improve their health and well-being are key components of the preventative area of
the PCDS

Both are also important in the management of chronic disease.

NT Aboriginal Health Policy

Aboriginal Employment & Career Development Strategy

Aboriginal Family Violence Strategy
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APPENDIX B

MALE PLACES

As articulated at the 1st National Indigenous Male Health Convention –
Ross River 1999

4 Male places important as a place where men can gather to talk about their
problems

4 A place which takes a practical approach to male health problems; “we cannot
wait for research”

4 Will be a focal point of efforts to deal with male suicide, men released from gaol,
need to be able to deal practically with immediate problems

4 Male place will be a “safe place for men coming out of prison, to stop them going
back” and returning them safely to their country

4 Be a place where men are encouraged to become health workers and for existing
male health workers to “get more training”.

4 Will deal with domestic violence problems, “women have their refuges men need
theirs”

4 “Develop an environment where men can share.” Men have difficulty talking with
women. The male places can address these sorts of problems; a place where men
can take care of each others physical, mental and emotional wellbeing.

4 Young men are drifting away from their traditional lifestyle. Male places may
provide an area where these problems can be addressed.

4 The male prison population is an issue; staff of male places can provide visiting
services to assist the rehabilitation process. Need to target men in prison, not just
men who have been released. “The best time to get at them is while they are in
gaol.”

4 Indigenous men not outsiders. We can research ourselves. “The Convention is a
form of research”. Male places can play an active role in research.

4 A place where older men teach the young about Indigenous life and traditions.
Father to Son; Uncle to Nephew.

4 Where male health service is made culturally appropriate

4 What male places do will vary from place to place, eg Alice Springs and small
community will be different.

4 Old blokes business need very specialised services; definitely no women,
exclusively male places to deal with all manner of male health problems and
flexible to accommodate cultural variation.
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4 Recommendation made for the recruitment and training of men to work in male
places.

4 Need to reinstate traditional ways of communication; eg stories, message stick

4 Male place a multipurpose centre to deal with all manner of problems, social,
legal, health and other problems relating to family wellbeing, family breakdown
etc.

4 Male health shelters need funding from Commonwealth and State and Territory
Governments. “Past efforts have failed at improving Aboriginal health”.
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APPENDIX C

NT MALE HEALTH:  THE STATISTICS

NT Indigenous malesNT Indigenous malesNT Indigenous malesNT Indigenous males
compared with NTcompared with NTcompared with NTcompared with NT
Indigenous femalesIndigenous femalesIndigenous femalesIndigenous females

All NT Males compared withAll NT Males compared withAll NT Males compared withAll NT Males compared with
All NT FemalesAll NT FemalesAll NT FemalesAll NT Females

All Australian MalesAll Australian MalesAll Australian MalesAll Australian Males
compared with All Australiancompared with All Australiancompared with All Australiancompared with All Australian

FemalesFemalesFemalesFemales

Causes of DeathCauses of DeathCauses of DeathCauses of Death % Difference between Male
and Females

% Difference between Male
and Females

% Difference between Male
and Females

15-24 year age group15-24 year age group15-24 year age group15-24 year age group

Suicide Males 700% higher Males 200% higher Males 444% higher

Motor vehicle or traffic
accidents

Males 1300% higher Males 129% higher Males 308% higher

Other injuries Males 110% higher Males 180% higher Males 355% higher

25-64 years age group25-64 years age group25-64 years age group25-64 years age group

Ischaemic heart disease Males 274% higher Males 240% higher Males 379% higher

Suicide Males 550% higher Males 800% higher Males 438% higher

Bronchitis, emphysema,
asthma (COAD)

Males 84% higher Males 188% higher Males 139% higher

Motor vehicle or traffic
accidents

Males 207% higher Males 411% higher Males 314% higher

Lung cancers Males 121% higher Males 280% higher Males 223% higher

All cancers Males 117% higher Males 186% higher Males 158% higher

Stroke (Cerebrovascular
disease)

Males 150% higher Males 220% higher Males 152% Higher

Diabetes Males 110% higher Unavailable Unavailable

65 years and over65 years and over65 years and over65 years and over

Ischaemic heart disease Males 62% higher Males 163% higher Males 102% higher

Bronchitis, emphysema,
asthma (COAD)

Males 74% higher Males same as females Males 103% higher

Motor vehicle or traffic
accidents

Males 100% higher Males 247% higher Males 132% higher

Lung cancer Males 333% higher Males 400% higher Males 248% higher

All cancers Males 147% higher Males 126% higher Males 150% lower

Stroke (Cerebrovascular
disease)

Males 94% higher Males 69% lower Males 63% lower

Diabetes Males same as females Males same as females Males 99% lower

Figures courtesy of:
• Draft National Aboriginal Health Performance Indicators: NT 1999
• Epidemiological Branch Territory Health Services
• Australian Bureau of Statistics Publications
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APPENDIX D

NT INDIGENOUS MALE HEALTH COMMITTEE

TERMS OF REFERENCE

Vision Statement

Our vision is to be the vehicle to highlight, promote and address issues associated
with Indigenous Male Health and Well-Being, by males for males

Guiding Principles

That Indigenous Males be empowered to take responsibility themselves to improve the
status of Male Health and play their rightful role as leaders, fathers, uncles, brothers,
cousins, husbands and grandfathers.

The committee recognises and understands that there are underlying issues that
disadvantage Indigenous males in our communities and takes responsibility and
ownership of addressing these issues to achieve better health outcomes for all
Indigenous Males.

That the committee endorses the greater recruitment of Indigenous males in health
services.

That the committee supports the development of Male Places for health care support.

That Indigenous males provide leadership and direction to achieve positive improved
health outcomes.

That the holistic approach to health and well-being of Indigenous males not be
determined by, but recognises the sexuality, spirituality, religious and political beliefs,
economic status, age, disabilities, traditional cultural differences and sub-cultural
lifestyles.

That the committee advocate for Best Practice modalities for Male Health and Well-
Being.

That the committee promotes full and open discussions with all agencies impacting on
Indigenous Male health.
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Purpose

That the committee have an advocacy/advisory role on Indigenous Male health and
Well-Being.

The reference committee acknowledges the functions of other bodies and seeks to
work collaboratively with these agencies to achieve better health outcomes for
Indigenous males.

The committee sees that the health & well-being of males is essential to the health and
well-being of our communities and therefore needs to be dealt with in a manner that
reflects the different sexualities, cultures, spiritualities, political beliefs and lifestyles of
all Indigenous males.

Roles & Responsibilities

4 Research & highlight gaps in service delivery to Indigenous Males.

4 Facilitate information flow.

4 Promote the interest and awareness of male issues.

4 To advise relevant government/non government bodies on health issues affecting
Indigenous Males within the NT and to assist in policy formulation on male health
issues.

4 To advocate on behalf of Indigenous Male re health issues.

4 Identify health needs of Indigenous males through the research of best practice
models for Indigenous Male health.

Aims & Objectives

4 Ensure equitable service delivery to Indigenous Males.

4 Remain separate from government and ensure culturally appropriate and
acceptable services to Indigenous males.

4 To meet quarterly to discuss issues/aims/direction to assist other male health
bodies/organisations

4 To improve health outcomes for Indigenous Males/ensure best practice models
utilised

4 Lobby for Male health funding to ensure that primary health care funding is
reaching and meeting the health and social well-being needs of all indigenous
male issues

4 Network and negotiate at ground level with community and other stakeholders to
ensure informed information reaches funding service delivery agencies
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Establishing Partnerships

The committee will provide expert advice and information to AMSANT and its
members on Male Health issues.

The committee will respond to requests for information from AMSANT and its
members

The committee wishes to engage in full and open discussions on issues relating to
Indigenous Male Health and Well-Being with AMSANT and its members.
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