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This review of the compliance 
literature was initiated to develop 
presentations for health professionals. 
The ideas that really made me think 
was the mismatch between the actual 
average compliance rates and health 
professionals estimates, and range of 
effective methods to promote 
compliance that are being used in the 
NT. I have been able to facilitate this 
discussion many times with small 
groups of health staff and the 
discussions are always very interesting.  
 
I usually start with this joke which is 
intended to prompt discussion about 
feelings and attitudes towards 
compliance issues.   
Question 
What would you call a patient with 
complicated diabetes who takes all 
their complex medication, and quits 
smoking and loses weight and gets 
active etc etc? 
Answer 
Obsessive-compulsive. Refer to a 
psychiatrist soon.  
 
The point of course is that what we 
expect of our patients in terms of 
compliance is unrealistic and not 
consistent with “normal” behaviour 
that we experience personally or 
amongst family and colleagues. 
Discussing compliance with our 

patients whilst holding unrealistic 
views about what is “normal or usual” 
compliance means we can often end up 
being negative. Not surprisingly this 
eventually causes huge frustration and 
cynicism amongst health staff and 
causes mistrust between the health staff 
and their patients.  

Definition 
The dictionary meaning of compliance 
is “to yield, act in accordance with 
request or demand”. This sets up the 
expectation of medical authority, “I 
will tell you what to do, and you will 
do it”. There have been many attempts 
to shift the language to another term ie: 
adherence, cooperation, concordance, 
collaboration, negotiation, and 

therapeutic alliance. The only 
alternative that is frequently used in the 
literature is adherence, although most 
health professionals will still talk about 
compliance. 

Acute versus Chronic Illness 
Compliance and this whole concept of 
telling people what to do fits very well 
with an acute illness, such as 
appendicitis or a heart attack. The 
person is sick, they seek our help and 

(Continued on page 2) 

Compliance –Let’s Get Real!  
Part 1 

Forgetting 
compliance?? 
A recent workshop in 
Darwin on chronic 
mental illness and 
compliance was 
presented by Dr. Trish 
Nagel, Chief 
Investigator AIMHI 
and Dr Christine 
Connors.  
 
The group attending 
had useful 
discussions about 
attitudes and 
evidence of 
compliance amongst 
people with chronic 
mental illness.  
 
The following two 
articles summarise 
the key points 
discussed.  

what we expect of our patients 

in terms of compliance is 

unrealistic and not consistent 

with “normal” behaviour  
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(Continued from page 1) 
they do not want a huge discussion about 
the options of care, but trust us to look 
after them.  
 

If you approach chronic illness with a similar attitude, it 
just isn’t going to work. Often the person feels well 
with a chronic physical illness, and even with a mental 
illness people may not identify themselves as sick. . The 
role of health professionals in managing chronic 
diseases is as providers and supporters and promoters of 
the person’s self care, as opposed to being the 
professional expert and telling them what to do. The 
evidence for self-management with chronic illness 
shows significantly improved health outcomes and 
quality of life amongst people who have done self-
management training. It’s about supporting the person 
to become “the expert of their own illness”. 

What does the evidence tell us 
A Cochrane review of compliance literature was 
published in December 2002 and is recommended 
reading. Some key features from this review of 
randomised controlled trials include: 
• For short drug courses (such as antibiotics) 

compliance ranges from 20-55% 
• For long term drugs for chronic illness 

compliance on average is 54% 
• For long term lifestyle and behaviour change 

compliance on average is 50% 
 
Many people are surprised that short-term compliance 
is so low, although their personal experience with 
antibiotics is often consistent with this low rate. The 
chronic illness compliance is usually lower than most 
clinical health professionals expect, and interestingly 
the compliance for the difficult behaviour changes is 
usually higher than most clinicians expect. This reflects 
our bias, especially amongst doctors, when our training 
to support behaviour changes is not as thorough as our 
grounding in pharmacology. The main point 
emphasised by these findings is that we should stop 
harassing our poor patients and expecting 100% 
compliance, when the research clearly shows 54% 
compliance is the “norm”. 

Determinants that affect compliance 
There are a range of issues that will reduce or promote 

compliance and most of these have nothing to do with 
the patient. Understanding these broader issues is 
important, as often it is the health system that needs 
changing to be “more compliant” with the evidence. 
These issues include 
• features of the therapeutic regime such as the 

complexity and duration of medication 
• features of the therapeutic source such as the clinic 

or outpatient setting, the waiting times 
• features of the interaction between health staff and 

the person with type of relationship, communication 
and the level of patient satisfaction 

• socio behavioural features of the person which 
includes their perceptions of the illness and 
treatments, family support, and their personal 
history of compliance 

What has worked 
Interventions to improve compliance tend to mainly 
educational or behavioural. The educational strategies 
include health promotion, patient counselling, and 
providing written instructions. The behavioural 
strategies include simplifying regimes (eg; once daily 
medication), reminders and close supervision, providing 
free or low cost medication, and improving clinic 
access. Not surprisingly, a combination of educational 
and behavioural strategies were more successful.  

Compliance – whose problem is it? 
Often non-compliance is the health professional’s 
problem and how we deal with it can have a significant 
effect on how well the person will be able to manage 
their illness. People will make decisions about their 
medication, but frequently keep it secret either because 
we don’t give people the opportunity to tell us their 
about their decision making or because we make them 
feel bad about their decision. If people decide that they 
do not want to take the particular medication, then it is 
obviously their right. Our role is to ensure that they 
understand the potential benefit of the medication, or 
lifestyle change, and that they also understand the 
illness. Health professionals can take it as a personal 
rejection when our patients say “No, I don’t want your 
treatment” rather than respecting the person’s 
autonomy. 

Reasons for low compliance 
Often the reasons for low compliance relate to issues 
occurring in the person’s life, completely unrelated to 
their illness or their health providers. Some of the 
common reasons for reduced compliance include: 
• People feel better and they think they don’t need 

the medication any more. 
• People forget to take the medication 
• Some people have a distrust of drugs 
• Worry about complication of the medications 

(Continued on page 3) 

we should stop harassing our poor 
patients and expecting 100% 
compliance, when the research 
clearly shows 54% compliance is 
the “norm”. 
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(Continued from page 2) 
• People find it hard to believe the 
severity of the illness 
• Lack of information 

Forgetting compliance 
In 2000 Kim Humphrey, Jo Fitz and Tarun 
Weeramanthri completed a study in the NT called 
“Forgetting compliance”. They documented health 
professional attitudes towards compliance. The 
majority of health professionals reported that they 
thought their patients followed their advice some of 
the time, which is consistent with a compliance rate of 
54%. Yet half of them thought compliance was a 
major problem and the other half thought it was a 
significant problem. The reasons identified for non-
compliance were: cultural differences between 
patients and providers, lack of understanding by the 
patients, and a communication gap. Interestingly 
Aboriginal health workers (AHW) identified broader 
issues including access to services, as well the 
communication difficulties and cultural differences. 
The AHW’s felt non Indigenous staff had very poor 
cultural awareness that was probably due to ignorance 
but sometimes due to arrogance. The main findings 
and recommendations were that we need to think 
about how we provide our service and how people 
take up the service as a linked concept. Too often we 
focus solely on the individual patient as the “reason” 
for poor compliance and ignore the impact of health 
system on compliance. 

An organised program approach promotes 
compliance 
The summary of the literature in the Cochrane review 
found that keeping people in care is probably the most 
important thing we can do. This is obvious if we think 
about because if a patient is not interacting with the 
health system then we have no opportunity to discuss 
their illness or to discuss treatment options.  
The most important single intervention to promote 
compliance is recalling 
patients. 
 
An important feature to 
maintain a person’s 
contact with the health 
system is to ensure their 
encounters are pleasant 
experiences as much as 
possible. Too often we are 
critical and negative, thinking we are helping our 
patients. If the person has achieved no improvements, 
is not taking their medication but has come for a 
check, then we can be positive about the fact they 
have decided to continue to engage with the system. 
Don’t drive your patients away by “growling”. All we 

know of adult learning suggests that “growling” at 
other adults is completely ineffective in achieving 
change!  
 
Clinical audits in remote areas of the NT are showing 
that remote health staff are providing services 
according to guidelines for chronic physical illness at 
high levels, usually better than what is occurring 
nationally. So even though remote health staff often 
feel they are working in this chaotic, disorganised 
stressful environment, in fact the organised health 
systems that support them such as CARPA STM 
guidelines, disease registers, recall systems and 
visiting public health and clinical support are assisting 
health staff and our patients to achieve better 
outcomes.  
 
Blood pressure control is often very good amongst 
many of our patients. This is critical for improving 
kidney disease as well reducing risks of heart attacks 
and other vascular diseases. . We have seen significant 
improvements in life expectancy on dialysis, which is 
reflecting both this better management and early 
detection in primary health care as well as better 
management in the dialysis units. Between the two 
sectors, we have achieved significant health gains 
within a short period. Patients now rarely start dialysis 
in an acute crisis situation. The majority of dialysis is 
now planned, with people having their venous access 
months in advance, discussions with the whole 
dialysis team, and planned accommodation options.  
Anecdotally, dialysis nurses tell us that patients 
appear much healthier to the point when they 
sometimes wonder “why is that person having 
dialysis, they are not sick enough”. We are all 
readjusting to the norm across Australia, which is that 
people start dialysis because they have kidney failure 
and this is not considered a terminal illness. 
 
National data that says people with a chronic mental 
illness in fact have higher rates of chronic physical 
illness and given the risk factors for physical illness 
and the lifestyle that many people with chronic mental 
illness end up living it is probably not surprising. But 
unfortunately as the primary care systems often shuns 
these patients, and they get managed solely in the 
mental health system, often their outcomes are worse 
as no one is managing their physical illness 
 

References available on request 
from the author 

Dr Christine Connors – email: 
christine.connors@nt.gov.au 

See Part 2 on page 4 for Tricia Nagels presentation. 
 
 

The most 
important single 
intervention to 
promote 
compliance is 
recalling 
patients. 
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AIMhi 
See article page 6 for outline of project 
This project is particularly interested in looking at early 
intervention and relapse prevention in the area of  
mental illness in remote areas. It aims to improve the 
outcomes for Indigenous people with mental illness 
through interventions, which involve multi level 
changes.  

Compliance is a key issue in the area of relapse  
prevention. 

Key themes 
We are getting a picture that the psychiatric illness 
burden is increasing and substance abuse is a key issue, 
that Indigenous ownership is vital in the solutions, and 
that what we seem to be providing now is a hospital 
based crisis treatment service. 
 
What we need is relapse prevention to avoid some of 
those crises. 

What the data tells us 
• Alcohol and drug psychosis is the most frequent 

reason for admission to hospital for Indigenous 
males followed by schizophrenic disorders and  
psychoses. 

• Drug induced psychosis and situational crises are the 
most frequent reasons for emergency evacuation to 
hospital. 

• Aboriginal people were 80% more likely than non-
Aboriginal people to be admitted to hospital for 
treatment of a mental problem, and were 2.8 times as 
likely to be admitted with psychosis. 

• Aboriginal people were 3.9 times more likely to be 
admitted as involuntary patients with psychosis. 

• Length of stay after evacuation in most cases is 4 
days or less. 

• The rate of mental illness in the community is not 
known – it is highly likely that a range of higher 
prevalence illnesses such as depression and anxiety 
are not diagnosed or treated. 

 
The services are mostly dealing with CRISES. 
 
The data does not tell us what is happening out in the 
community, but we can suspect that high prevalence  
illnesses such as depression and anxiety are occurring in 
remote communities. We can also suspect that the clinic 
has no time to deal with those, and that the clinic is 
likely to be very busy dealing with the situational crises 
and drug induced psychoses - and putting them onto 
planes.  
 
For practical purposes, when we are talking about 
introducing compliance strategies and relapse 

(Continued on page 5) 

Compliance – Let’s Get Real!  
part 2 

The AIMhi TEAM 
Tricia Nagel, Carolyn Thompson and Jenni Judd 

Linking Mental Health to PCDS 
At the recent workshop Compliance Issues in Men-
tal Health, Tricia Nagel identified some key links 
between the work she is trying to do in Australian 
Integrated Mental Health Initiative (AIMhi) and the 
approaches being taken with the Preventable 
Chronic Diseases Strategy (PCDS). 
 

Tricia stated that compliance is pivotal in Mental 
Health, “this is the beginning of a marriage be-
tween the PCDS and Mental Health, you can hear 
how that strategy applied to mental health may be 
just what we need especially in remote areas”. 
 

Following is an extract from Tricia Nagel's presenta-
tion at the Compliance Issues in Mental Health work-
shop. 
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(Continued from page 4) 
prevention, we are talking about the 
management plans relating to management 
of psychosis in remote communities. 

Relapse Prevention Cycle 
The Relapse Prevention Cycle begins with an assessment, 
is followed by development of a care plan, by 
establishment of early warning signs and common causes 
of relapse, and - if relapse occurs - the cycle returns to 
assessment again. 
 
Compliance is clearly a component of relapse prevention - 
and non-compliance is a key cause of relapse. 
 
Assessment and care planning is vital. Sharing information 
gives a person some control over their  
illness – especially information about early warning signs 
of a relapse of their illness. 
 
There is abundant research discussing the detection of the 
relapse of psychosis. It shows that if you train and teach 
the individual, and their carers and the health 
professionals, about those early signs of relapse (whether 
you call them early warning signs, relapse signature, or use 
a relapse signature card) you can decrease the number of 
relapses and improve outcomes. 
 
If you care planned well it doesn’t matter that a relapse still 
occurs - because it is less likely to be a crisis. 
 
A relapse doesn’t have to mean chaos, fear or evacuation 
far from home. 
 
To recover from a chronic mental illness is to know your 
illness, not to never have a relapse, but to know when one 
is happening or about to happen. 
 
What we are aiming for is for that person to feel in 
control, and to have maximum self-esteem and self-
efficacy. 

Results from Phone Survey 
21 surveys have been analysed to date – what the 
respondents are saying is that they are: 
• Not feeling very trained in area of mental health 
• Not confident in assessment – the first point in the 

relapse prevention cycle. 
• Aware that assessment can be improved by  

bringing in a family member and or Aboriginal Mental 
health Worker or AHW. 

• Aware that few specific care plans for mental health 
developed 

• Able to identify early warning signs – but not often 
recording them. (but there are early and earlier warning 
signs. This is a special knowledge area - and training is 
necessary.) 

• 85% reported that non-compliance was a common 

cause of relapse. 
• 80% reported life events are a common cause of 

relapse. 
• 95% reported that patients would have difficulty 

complying with oral  
anti-psychotics  

• A limited range of compliance strategies were 
identified – usually included dosettes and Depot 
injections 

Implication so far 
• We believe that education will make a difference and 

have a great link with the MARVIN technology and 
hope to develop an innovative education  
program for Indigenous communities. 

• We are looking at promoting autonomy and self-
efficacy. 

• We want to move away from a medical model and 
move toward a more holistic assessment by  
Aboriginal Mental Health Workers. 

• We will be developing and sharing a range of 
 compliance strategies. 

 

For more information contact Carolyn Thompson at  
carolyn.thompson@nt.gov.au or  
Trish Nagel at trish.nagel@nt.gov.au 

Poisions Control 
http://www.nt.gov.au/health/healthdev/
environ_health/application_forms/
poisons_control.shtml 
 
Poisons Control is responsible for the 
monitoring and control of supply of Poisons 
(scheduled substances) and Therapeutic Goods 
in the Northern Territory. 
Key tasks include:  
• Issuing of licences, registrations and 

authorisations under legislation 
• Inspections of premises for legislation 

compliance (including storage,  
• record keeping, packaging, labelling, 

advertising and supply) 
• Scheduling of poisons (including 

medicines) 
• Recalls of therapeutic goods 
• Monitoring of Schedule 8 drug movements  
• Issuing of authorisations for the NT Opiate 

Pharmacotherapy Program 
• Secretarial support for the Schedule 8 

Clinical Advisory Committee 
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Evaluation of an Integrated 
Strategy to Promote the Health of 
Indigenous People with Chronic or 
Recurring Mental Disorders 

AIM 
The project aims to engage six Top 
End communities over five years and 
to develop interventions to improve 
outcomes of indigenous clients with 
chronic mental illness. The 
interventions will be guided by the 
communities and key stakeholders 
and will be focussed on education and 
service delivery model changes. This 
project is part of a national National 
Health & Medical Research Council 
(NH&MRC) project which aims to 
improve the management and 
wellbeing of people suffering from 
chronic and relapsing mental 
disorders in a number of different 
settings. 
 

There are two components of the 
indigenous part, one based in the 
Northern Territory through the Top 
End Mental Health Service, 
Department of Health and 
Community Services, and the other in 
Far North Queensland through the 
University of Queensland and 
Queensland Health.    
 

Do Interventions in remote 
indigenous mental health such as 
improved information systems, better 
and more consistent treatment 
protocols, a different model of service 
delivery, and development of 
community-based support activities 
result in improvements in mental 
health outcomes? 

HOW 
The project will consult with 
indigenous people and other 
stakeholders in order to develop 
strategies for prevention and health 

promotion, for treatment, continuing 
care and rehabilitation. It will also 
focus on identifying and addressing 
gaps in care in the community - at 
primary care level, in specialist 
services, and in hospital care. It will 
aim to adopt and develop appropriate 
outcome measures for the project. 
 

Two key interventions are planned 
over the five years –  
• Education (of health 

professionals, clients, carers 
and family members), and  

• Remodelled service delivery.   

WHAT DO WE KNOW 
The appropriate management of 
Chronic or Relapsing Mental 
Disorder (CRMD) is particularly 
challenging in indigenous 
populations. Reliable information is 
not available, however figures from 
registers and service utilisation data 
suggest considerably higher rates of 
morbidity from mental and 
behavioural disorders. Several 
sources of indirect data strongly 
suggest that Indigenous people 
remain seriously disadvantaged in 
terms of functional access to clinical 
mental health services, especially in 
remote and rural towns settings. 
Access problems are compounded by 
remoteness. Addressing these issues 
is compounded by a lack of reliable 
information, tools for assessment, and 
tools for outcome measurement that 
have been tested in Indigenous 
contexts, and definitions of best 
practice in Indigenous communities. 
The current study will aim to address 
these problems. 
 

At present, best practice is not yet 
routinely available. Key elements 
include: 
• minimum effective doses of 

optimal medication,  

• assertive follow-up,  
• early relapse detection and 

intervention,  
• effective psychological 

intervention, and 
• appropriate rehabilitation 

programs.  
Implementation is often dependent on 
local resources or specific staff and is 
inconsistent across patients. 
Comorbidity with both physical and 
substance use disorders is frequently 
missed in people with CRMD unless 
routine screening is in place 
(Kavanagh et al., 1999). Despite clear 
evidence that comorbidity requires an 
integrated treatment approach, in 
practice this treatment remains poorly 
integrated (Kavanagh et al., 2000).  

WHAT’S INVOLVED 
The project is funded by the 
NH&MRC for 5 years and 
incorporates additional funding and in 
kind support from the NT Department 
of Health and Community Services
(DHCS). As well there is almost a full 
year of literature review and 
consultation by an indigenous 
research officer. Only after the 
consultation will the nature of the 
interventions be determined including 
which communities are selected, and 
the process and detail of measuring 
the outcomes. 
 

The project will involve interviews of 
service providers about services and 
review of clinical data such as 
diagnosis, admission and detention 
information. The picture of an 
individual’s treatment and outcome 
will be obtained from a number of 
perspective's (individual, carer and/or 
family, professional) in order to 
heighten reliability. The importance 
of cultural appropriateness of the 
interviews is highlighted by the long 
consultation phase of the project, and 
the presence of carer and/or family 
and where possible Aboriginal Health 
Worker during the interviews.  
 

A primary goal is to establish best-
practice preventive and clinical care 
through programs delivered through 

(Continued on page 7) 
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(Continued from page 6) 
the local primary health care service, 
involving individual care planning, 
and resulting from development, 
implementation and evaluation of 
best-practice guidelines. The NT 
project will be under the guidance of 
a local steering committee, which will 
comprise representatives of key 
stakeholders – DCHS mental health 
policy, Health Promotion, Chronic 
Disease Strategy, Aboriginal Mental 
Health workers, Remote Mental 
Health Services and DMO’s – 
AMSANT and carer representatives. 

Five working parties will guide the 
Steering committee in the areas of 
Health Promotion, Service Delivery, 
Strengthening Family and 
Community, Workforce Development 
and Data Management. Membership 
of any committee or working party is 
open to interested stakeholders. A 
loop group is established which 
comprises individuals interested in 
receiving updates of meetings whilst 
not attending in person. 
 

The project will be phased, with 
initial interventions taking place in 

three communities and the second 
three communities experiencing the 
intervention one-year later. The 
outcomes of all communities will be 
reviewed each year of the project. 
 

If you want further information 
please contact: 
Project officer: Carolyn Thompson 
89 99 94911 Carolyn.
Thompson@nt.gov.au 
Chief investigator: Trish Nagel 
89227800 trish.nagel@nt.gov.au 
 

ON-SITE PRIMARY 
HEALTH SERVICE AT 
TAMARIND CENTRE 
A JOINT INITIATIVE OF THE TOP 
END DIVISION OF GENERAL 
PRACTICE AND TOP END MEN-
TAL HEALTH SERVICE (TEMHS). 
It is great to be able to announce the 
recommencement of this bulk-billing 
GP clinic following the successful pi-
lot program in 2000-2001. 
 

People with serious mental illness 
frequently have co-existing physical 
health problems which are not usually 
adequately addressed by either mental 
health or primary care services and 
which lead to increased morbidity and 
mortality. This was highlighted in a 
report from the Department of Public 
Health at the University of Western 
Australia (Lawrence D, Holman D & 
Jableska A. 2001. Duty to Care. Pre-
ventable physical illness in people 
with mental illness. Perth) which 
showed the death rate for people with 
serious mental illness to be two and a 
half times the rest of the population. 
This excess of deaths was mainly 
from cardio-vascular disease and can-
cers. High rates of drug and alcohol 
use were also noted along with infec-
tious diseases like hepatitis C.  
 

As we reported in Primary Care Ac-
cess for those with Serious Mental Ill-
ness pilot, we recorded similar pat-
terns of physical illness in the Tama-

rind Centre client population.  
Two thirds of people smoked, around 
three times the national average. 
Smoking related illnesses were not 
surprisingly more common than in 
general practice populations nation-
ally, with seven times the incidence 
of chronic airways disease and twice 
the incidence of heart disease. Our 
patient group was twice as likely to 
consume hazardous levels of alcohol 
as the average Territorian. They were 
also twice as likely to use marijuana 
and amphetamines as the average 
Australian.  
 

A particularly striking finding was the 
17% incidence of positive Hepatitis C 
(17 times greater than that for the 
whole of the NT). Some of these pa-
tients had been reviewed at the public 
hospital liver clinic, but none had any 
coordinated approach in place for an-
nual liver function testing. 11.5% 
were currently using IV drugs and 
some were taking potentially hepato-
toxic psychotropic drugs.  
 
The pilot also highlighted that despite 
strong efforts to promote the use of 
existing GP services, the majority of 
Tamarind clients did not express in-
terest in being matched with a regular 
community GP. However they 
showed a strong willingness to attend 
the “in- house” GP clinic with acute 
and chronic health problems and to 
participate in health screening activi-
ties with the GP clinic doctors.  
 

We demonstrated very high rates of 

screening for preventable diseases by 
the GP clinic doctors. Compared with 
average Australian GPs, the clinic 
GPs gave quit smoking advice thirty 
times more often, exercise nine times 
as often, dietary advice five times as 
often, blood sugar testing four times 
as often, PAP smears and cholesterol 
screening three times as often, and 
immunisations twice as often. 
 

We now have Territory government 
funding for three years from April 
2004 to provide a weekly half day GP 
clinic again. Services will be bulk-
billed. Co-location will enable clinic 
GPs to collaborate more effectively 
with TEMHS staff through the use of 
extended primary care item numbers 
(case conferences and care plans). 
 

There is also the potential to integrate 
with other sectors of Health and 
Community Services such as Chronic 
Diseases, Alcohol and other Drugs 
and Communicable Diseases 
(particularly in relation to Hepatitis 
C). 
 

The re-establishment of this service is 
an opportunity to improve the general 
health of this very disadvantaged 
group of people. 
 
Dr Di Symonds 
GP consultant 
Mental Health Program 
Top End Division of General Practice 
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Central Australian Aboriginal Congress (Congress) is 
the oldest Aboriginal Medial Service in the NT and one 
of the oldest in Australia. Servicing the needs of the 
Indigenous population of Alice Springs and Central 
Australia it provides medical and other Community 
Health services to around 7,000 clients. 
 
There are currently over 1,300 Congress clients 
identified as having one or more chronic conditions 
who account for nearly 10,000 encounter episodes 
(2002). The number of diagnosed clients has increased 
by 33% in the last three years alone and the number of 
encounter episodes has climbed by over 80%. The 
workload at Congress had changed from dealing with 
mostly acute presentations in the early years to being 
dominated by chronic condition presentations.  
 
Data analysis also indicates that a significant number of 
clients with chronic conditions are not attending 
regularly for treatment. Congress acknowledged that it 
does not have an integrated, comprehensive program to 
manage clients with chronic disease and there is a need 
to develop a systematic approach to the early detection, 
intervention and management of chronic conditions 
with the aim improving client health outcomes. 
 
In 2003 Congress applied for OATSIH funding for a 
Continuous Improvement Project (CIP) for the Early 
Detection and Management of Chronic Diseases. 
Funding was approved in June 2003 and recruitment for 
the project team commenced. Health Promotions and 
Programs Officer Melissa Roberts was appointed 
Project Team Leader with Dr John Boffa liaising in his 
role as the Public Health Medical Officer. They were 
joined by two new staff in two new positions. Paul 
Ryan joined as the Quality Enhancement Nurse in 
September and Denise Flanders joined as the Triage 
Nurse in October. The program also works closely with 
Aboriginal Health Workers  (AHW’s) from several of 
Congress’ health programs, such as Cindi Koolmatrie 
from the Diabetes Specialist Clinic and Ross Cole from 
the Bush Mobile Team. Ross, and the Bush Mobile 
Team, provide a primary health care outreach service 
which targets Aboriginal people with chronic health 
conditions within an area comprising outstations and 
key town camps within a 100 kilometre radius of Alice 
Springs. They have the aim of providing early detection 
and increased access to Congress services for clients 
who are currently not coming into the general clinic.  
 
Project Work began with a focus on the following areas: 

• Collection of baseline data and the development 

of a chronic disease register, 
• Development and implementation of the Triage 

Process, 
• Sample audit of Diabetic files against best 

management practice guidelines using the 
CARPA manual (4th ed.), and 

• Ensuring best practice management within a 
quality management framework. 

 
Data has been collated from the Congress patient 
information system (Communicare) and is used to 
develop a chronic disease register with the aim of 
providing an up to date list of chronic condition clients 
and the tracking of the management items associated 
with the appropriate care. 
 
The Triage nurse role was developed and implemented 
in November. The Triage nurse role aims to screen the 
files and computer records of all clients presenting 
opportunistically in order to prompt practitioners to 
attend to, or arrange, periodic checks and screenings.   
 
Congress hosted the first CIP workshop conducted by 
OATSIH in Alice Springs in early December which 
involved a number of Aboriginal Medical Services from 
around the country who were involved, or had 
expressed an interest, in conducting a CIP. Early 
feedback from the workshop was positive and Congress 
is looking forward to the second of these workshops in 
order to present the ongoing activities of our project and 
to receive feedback on what is happening elsewhere. 
 
Future activities the CIP team will be implementing 
within the Congress general clinic are: 

• Staff in-service program for clinic practitioners 
(AHW’s, Doctors & Nurses) focusing on 
meeting the needs of clients with chronic 
conditions.   

• Audits of chronic disease management will be 
conducted with feedback to practitioners, 

• Recall of chronic disease clients to increase 
attendance rates and compliance of attendance 
and treatment, 

• Continuously improve the use of the 
Communicare database for patient management 
and implement changes which will allow our 
practitioners to use this tool more effectively. 

 
As the CIP moves into its second phase Congress will 
be continuing to review and improve its systems for 
managing clients with chronic conditions and looking 

(Continued on page 9) 

Central Australian Aboriginal Congress – Focus on 
Quality Care 
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(Continued from page 8) 
for innovative ideas to enhance chronic disease 
management within a quality improvement framework. 
We look forward to the challenges this presents and to 
maintain its efforts to improve chronic disease service 
delivery. 
 
Another initiative to address chronic disease 
management is a program to enhance the management 
of our diabetic clients. Congress currently has a 
partnership with Diabetes Northern Territory (DANT) 
which has been formalised under a Memorandum of 
Understanding (MOU). Under the MOU, AHW Cindi 
Koolmatrie works with DANT to improve her skills in 
caring for diabetic clients. Her role includes; liaising 
with hospital and community services, and along with 
DANT staff conducts a weekly multi-disciplinary 
clinic for diabetic clients. The clinic provides clients 
with access to physician, podiatry, ophthalmology and 
education services. The Congress/DANT service is 
also planning a client education program which will be 
peer based with the use of Chronic Disease Self-

Management (CDSM) techniques. As a part of this 
program Congress is exploring the options of CDSM 
training for its staff. 
 
A recent addition to chronic disease management in the 
general clinic is the ability to take retinal photographs. 
Four senior AHWs have recently undergone retinal 
photography training with Ophthalmologist, Dr Tim 
Henderson. This training allows AHW to perform 
retinal photography on patients. The photographs are 
electronically sent to the Ophthalmologist for review 
who makes recommendations for management. 
 
If organisations would like to learn more about 
what is happening at Congress with Chronic 
Disease Management and the CIP project, 
Project Officer Paul Ryan can be contacted 
on (ph) 08 8951 4483 or (email) qe.
nurse@caacongress.com.au 
 
 

Heart Failure Forum 2004: 'Improving Out-
comes in Chronic Care'  
National Institute of Clinical Studies (NICS)  
07/06/2004 - 08/06/2004  
NICS is proud to host the “Heart Failure Forum 2004: Im-
proving outcomes in chronic care”, in Canberra on June 7 & 8, 
2004. 
 
The forum will highlight the growing burden and cost of heart 
failure disease in Australia, focusing on Australian, New Zealand 
and North American chronic care models, including collabora-
tives and guideline implementation programs. 
 
Leading national and international experts, including Professor 
Edward Wagner, from the USA, and Dr Peter Didsbury, from 
New Zealand, will showcase proven strategies and practical 
methods for improving the uptake of evidence in the manage-
ment of chronic conditions like heart failure. 
 
There will be opportunities to debate and discuss the current 
state of heart failure and chronic care management in Australia 
as well as to identify the challenges and potential solutions for 
improving outcomes for heart failure and other chronic condi-
tions. 
 
Call for Abstracts 
The forum will include opportunities for short oral presentations 
during a series of concurrent presentation sessions. Authors are 
invited to submit abstracts for a 10 minute presentation at the fo-
rum. For more information see the web site. 
www.heartfailureforum2004.com.au 

www.heartforum2004.com.au 
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Birthing in the 
Bush  
By Anne Sarzin 
Courtesy UTS:NEWS  
Reproduced with permission from 
Anne Zarin 
 
A University of Technology Sydney 
(UTS) doctoral student is discovering 
untapped reserves of bush medicine 
lore and knowledge among Aboriginal 
people in the Northern Territory and 
documenting these resources for the 
benefit of midwives, doctors, nurses 
and healthcare workers. 
 
Doctoral student in the Centre of 
Family Health and Midwifery, Sue 
Kildea has spent ten years working as 
a remote area midwife among the 
people of Maningrida in Arnhem Land 
and throughout the Top End of 
Australia.  
 
As the women narrated their stories to 
her, it became clear they believed there 
should be "two-way learning" between 
the Aboriginal model of health beliefs 
and practices and that practised by 
Western health workers. 
 
"When you talk to these elder women, 
they have a wealth of knowledge," 
Kildea says. "They've been birthing for 
many years in remote communities, 
and information gets handed down 
from generation to generation.  
 
"For example, traditionally in the 
Maningrida community, Aboriginal 
women sit on their knees with their 
feet under their bottom during birth, 
which is much smarter than lying flat 
on a bed because they work with 
gravity. Or postnatally they squat over 
warm coals to heal the perineal area, or 
use warm sand to settle the baby." 
 
She forged friendships with people in 
Maningrida and many colleagues there 
became her mentors, especially Senior 
Aboriginal Health Worker Molly 
Wardaguga, who has since retired. 
Before Kildea commenced her 

doctoral work with her supervisor 
Professor Lesley Barclay, who heads 
the Centre for Family Health and 
Midwifery, she and Molly reviewed 
birthing services in the region. And 
they are again co-researchers on this 
project. 
 
In collaboration with the Council of 
Remote Area Nurses of Australia 
(CRANA) and Professor Barclay, 
Kildea has designed and launched a 
Maternity Care in the Bush website - 

hosted by CRANA- and an associated 
Remote Links Forum. A $70,000 Rural 
Health Support, Education and 
Training grant funds the project.  
 
The website, which has already scored 
more than 1000 hits, provides 
information and professional support 
networks to remote area practitioners, 
and the forum promotes the 
development of an online community 
that enables isolated practitioners to 
access information and peer support. 
The website and forum aim to decrease 
the isolation of the remote-area health 
professional involved in the provision 
of maternity services. 
 
While Kildea concedes that women 
with risk factors would be well 
advised to travel to hospitals in the 
larger centres, she believes midwifery 
services in remote areas should be 
strengthened and birthing for low-risk 
women should be available in some 

settings. 
 
"Younger girls are rationalising and 
adapting to current policies that 
involve flying to the regional centres 
mainly because shopping there is good 
and the baby merchandise is better and 
cheaper," Kildea says. "Despite this, 
they're away from their friends and 
family support systems, they're lonely, 
there are few facilities for them and 
life in the city is expensive. For many 
years, women have asked to birth in 

their own 
communities and 
providing these 
services on site 
could well improve 
maternal and 
neonatal 
outcomes." 
 
Working with the 
Women's Centre 
and the Bawinanga 
Aboriginal 
Corporation in 
Maningrida, Kildea 
and the research 
team are also 
preparing a primary 
healthcare guide to 

planning local maternity services. 
They hope to integrate traditional 
Indigenous health beliefs within the 
biomedical model of health care in 
order to make maternity services more 
relevant and responsive to local 
community needs. "We want an 
educational guide that will assist a new 
midwife or doctor who has little 
knowledge of local Aboriginal 
communities or women's business. 
You scratch your head, you don't 
understand, it can take years before 
you understand cultural differences." 
 
The Maningrida women have shared 
their thoughts on how healthcare 
workers could improve their services, 
what issues seem important to 
Aboriginal women and how non-
Aboriginal health practitioners could 
work more closely with the 
community.  

(Continued on page 11) 

SUE KILDEA (CENTRE) WITH MOLLY WARDAGUGA,  
ABORIGINAL COLLEAGUES AND FRIENDS FROM  
MANINGRIDA AND ITS OUT-STATIONS IN ARNHEM 
LAND  
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(Continued from page 10) 
"They have told me it is important to 
them to document their birthing 
stories and traditional practices," 
Kildea says. 
 
Kildea, who has a Bachelor of Health 
Science with Honours from Southern 
Cross University, specialised in 
midwifery because she dreamed of 
joining the Royal Flying Doctor 
Service.  
 
"When I worked with the RFDS in 

the Kimberly in 1990, I first heard 
women say they didn't want to go to 
the regional centres but wanted to 
stay at home for their births. Through 
trial and error I've learnt more about 
Aboriginal people and they have been 
extraordinarily generous and patient 
despite my lack of education about 
their culture. 
 
"Then, as the Women's Health 
Educator in the Top End, I thought of 
identifying ways of helping isolated 
midwives, and so the guidebook 

project began to take shape." 
 
To access the guide and forum, 
visit www.crana.org.au  
Find the Hosted Pages on the left 
hand menu and select the  
Maternity Care in the Bush  
 
This is an excellent site with loads 
of resources. 
Printed from: http://www.nmh.uts.
edu.au/whatsnew/2003/
birthing_inthebush.html 

Top End Work Force Development 
recently held a 4 Wheel Drive (4WD) 
training course facilitated by Gary 
Pendelbury from SMART Training 
based in Hidden Valley. 
 

Twelve participants from the Darwin 
Rural and East Arhnem areas took 
part, some with trepidation. 
 

The first part of the course involved 
theoretical aspects of 4WD vehicles, 
including differences of models, 
terrain, tyres, dangers, and use of the 
gears. 

 

The second part was a practical look 
at the 4WD engine, winches, air 
filters and maintenance. We all had a 
go at changing a tyre and soon learnt 
that leverage can make the job so 
much easier. 
 

Then it started to rain. 
 

In the afternoon we practiced 4WD 
skills under Gary’s supervision. Some 
of us had not had the experience of 
4WDing in Australia or driven one 
for some time. A hill climb and 

decent demonstration was given, then 
it was our turn. Passengers gave 
drivers valuable support and direction 
during the hill climb. Some of these 
were a bit hair raising. The drivers 
and vehicles performed very well 
building everyone’s confidence. 
 

Then on to the water crossings, bogs 
and winches 
 

After walking through the 
watercourse, (Gary assured us that we 
were safe from anything that would 
think we were lunch, although one 
member did sight a leech) we 
proceeded to drive the vehicles 
through. Everyone had a great deal of 
fun. We then changed to a deeper 
section where some of the vehicles 
got bogged. Gary gave firm direction 
with a wry smile on how to manage 
the situation, helping us to get out of 
the bog. 
 

Next we practiced winching and use 
of equipment. Unfortunately time was 
running out, we could easily have 
spent another day enjoying ourselves 
on this must do 4WD course. 
 

Certificates were handed out to 
everyone, all now feeling much more 
confident with a 4WD. 
 

For information on the 4WD course 
contact WFD in the Top End on 8922 
8747 or Central Australia on 8951 
7724. 
 

Rain, Mud, Hills, Lots of Water and a 4WD  
A first hand account by Julie Robinson 

Julie Robinson PHN, Bridgette Mortimer RN, Inge Steyaert RN, Catherine 
Web RN, Christine Connors PCDS Director, Margaret Dausab RN, Leonie 
Conn WHE, Hiromi Johnson Nutritionist, Lisa Pebardy WHN, Christina 
Black Nutritionist, Carol Drewery RN 
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Heart Foundation 
Activities update 
Just Walk It 
Just Walk It is now 
operating in Darwin City, 
Palmerston and Alice 
Springs. It is a community 
based, free walking 
program running weekly.  
 

Participants enjoy a walk 
around the local shopping 
centre for approximately 
one hour and stick around 
for breakfast and a chat. It 
is a great way to join in 
low impact, social, 
physical activity. 
 

Currently programs are 
well attended. Each 
program averages around 
15 participants. The Palmerston program boasts a 
regular group of mothers and strollers. The program is 
open to everyone. If you interested in coming along or 
want to advertise with clients see the photos and session 
times below.  
 

Palmerston 
Tuesday morning 8am-9am meet in the eatery of the 
Palmerston Shopping Centre 
Alice Springs 
Wednesday morning 7.30am-8.30am meet in the eatery 
of the Alice Plaza 
Darwin City 
Friday morning 7.30am-8.30am meet near the 
information booth at the Mitchell Centre. 
 

For further information contact Lisa Fox on 89811966. 
 

Over the next few months we hope to see it running in 
Katherine and Nhulunbuy. If your interested in being 
involved in those locations. Please give Lisa a call. 

Heart Week 
Heart week May 1-8 
Heart Week is the Heart Foundation’s health promotion 
week. It involves raising awareness, holding fundraising 
events and focusing on promoting physical activity and 
healthy eating.  
 

So get your thinking caps on and let us know what your 
organisation is doing as part of Heart Week 2004.  
 
 
 
 

Action Packs will be available from the Darwin Office 
at the end of March. See the web site www.
heartfoundation.com or ring heart line on 1300362787.  
 

To mark the occasion the week will be kicked off with a 
free family fun day. Come along and join in Sunday 2 
May 9am at East Point.  

 

More information will be 
in the next chronicle. 

Kellog Local 
Government Awards 
The Local Government 
Awards recognise local 
government and 
community groups who 
are running innovative 
programs that promote 
heart health. Entries are 
now open to all councils, 
schools, clinics and 
community organisation. 
Last year’s overall NT 
winner was Angurugu 
clinic for their chronic 
disease “Camp Out”.  

 

Watch out for entry forms outlining categories and 
example programs. If you miss out and would like a 
copy give the Heart Foundation a call. 

Climb To The Top 
Due to popular demand, IT’S ON AGAIN! Your chance 
to climb Mt. Everest and enjoy the view. 
 

In July workplace teams, community organisations and 
families are challenged to increase their daily physical 
activity through walking or star climbing. The goal 
8850m or 2212 floors, the equivalent of Mt Everest. 
Last year we attracted 32 teams many ranging from 
family, community and schools to government and 
workplace teams.  
 

Some healthy competition occurred not only in the 
distance travelled but also in naming the teams. There 
are some fantastic prizes on offer such as a fully paid 
walking trip in Tasmania 
 

Get a team together and enjoy the rarified air of Everest. 
Closing date 30th June. Information package will come 
with registration. 
 

For further information contact Lisa Fox on 89811966. 
 

Overweight and Obesity Flyers 
The Heart Foundation will soon be releasing fact sheets 
on overweight and obesity. A copy will be attached to a 

(Continued on page 13) 

The Just Walk It Mitchell Centre Team 
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Be Strong,  
Have a Healthy 

Heart 
Healthy Living NT in a joint initiative 
with the DHCS Preventable Chronic 
Disease Program has produced a 15 
minute video titled Be Strong, Have a 
Healthy Heart. This video is for in-
digenous clients and health workers 
in remote communities to learn more 
about heart disease and how to man-
age it. Topics covered include Angina, 
Heart Attacks, Risk Factors, how to 
have a healthy heart and Anginine.  
 
Can you help? 
Healthy Living NT is looking for 10 
communities to review this video be-
fore wider community distribution. If 
your community is interested in view-
ing this pilot resource and providing 
feedback please contact Danielle Park-
inson at Healthy Living NT on (08) 
8927 8488. 

(Continued from page 12) 
Chronicle coming soon. 

Men’s Healthy Lifestyle program 
A workshop for all participating communities will take 
place in March of this year. 
Representatives from each community involved will meet 
for 3 days for inservicing on selected topics and an 
opportunity to share ideas and successes. The workshop 
will take place 2-4 March at Health House. Stay tuned for 
the next issue which will include a summary of events. 

Heart Foundation Resources 
Heartline 
Heartline is a telephone information service offered to 
health professionals and the general public for the cost of 

a local call. If you have any questions relating to 
nutrition, physical activity, cardiovascular disease or are 
after journal articles and other reference materials then 
give heartline a call. 1300362787. Information can also 
be located on our web site www.heartfoundation.com.au 

Jump rope for heart 
Registrations have been distributed to all schools. 
Participation is also open to youth community groups. 
It’s a fun way to get fit and raise money for the heart 
foundation.  
 

If you would like a registration form contact us on 
89811966.  

Heart Failure 
Do you suffer from Heart Failure? 

Are you caring for someone  
with the condition? 

Would you like some more information 
about managing this condition? 

 
Heart Failure is a condition affecting over 
300,000 people living in Australia and 
30,000 people are newly diagnosed each 
year (Heart Foundation). Heart Failure oc-
curs when the heart muscle cannot pump ef-
fectively as it should, causing a broad range 
of symptoms including fatigue and shortness 
of breath. 
 
In 2004 Healthy Living NT will commence 
Heart Failure Classes to give clients and 
their carers and families more information 
about the condition. Classes are planned for 
four Wednesday’s throughout 2004 on 3 
March, 9 June, 1 September and 8 Decem-
ber at 10 am and will run for approximately 2 
hours.   
 
Joining these classes will give people with 
Heart Failure an improved quality of life by 
giving them a better understanding and 
knowledge of what to expect and how best 
to manage their symptoms. 
 
For further information or to make a booking 
call Danielle Parkinson, Cardiac Educator, 
on 8927 8488. A GP referral is required. 
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Asthma NT and Woodside Energy’s collaboration 
to support a swimming program for young chil-
dren with asthma have won the NT Prime Minis-
ter’s Award for Excellence in Community Busi-
ness Partnerships. 
 
These awards have been initiated by the Prime 
Minister’s Community Business Partnerships in 
order to recognise and reward community busi-
ness partnerships whilst encouraging similar alli-
ances amongst others. 
 
The initial sponsorship of twenty children in the 
Woodside Asthma Swim Program (WASP) has 
been extended and now caters for more than 40 
children up to seven years of age. 
 
“WASP” aims to obtain better health outcomes 
for young children by: 

•  encouraging an active healthy lifestyle 
•  educating children on water safety 
•  achieving levels of proficiency in 

swimming 
•  reducing medical and other associated 

costs of asthma  
•  educating parents/carers in best prac-

tice management of asthma 

•  improving well being, self-esteem and 
social skills amongst participants 

 
Swimming classes are held Saturday mornings 
with an asthma educator present to monitor atten-
dance and offer advice on asthma management. 
Parents/carers are also encouraged to attend an 
asthma education session at Asthma NT every six 
months. 
 
Asthma Northern Territory has been buoyed by 
the enthusiastic support (both moral and financial) 
of Woodside Energy and it has become evident 
that there is a genuine interest in the welfare of 
the children. 
 
The involvement of a very supportive business 
has resulted in: 

•     the development of creative ideas for 
logos and promotion of the program 

•     development of a team spirit whereby 
staff from both organisations gather to-
gether for special activities at the swim 
program 

•     enhanced reputation of both organisa-
tions 

•     the opportunity to promote best prac-
tice asthma management in a community 
setting 

 
Parents/carers have approached staff from both 
organisations to express gratitude for the assis-
tance provided to improve the general health and 
well being of their families and many children are 
now benefiting from better asthma management 
practices. 
 
Michelle Menzies 
CEO Asthma Foundation NT 

PRIME MINISTER RECOGNISES NT PARTNERSHIP 
Asthma NT and Woodside Energy  

Working Together to Build a Stronger Community 

Michelle Menzies (far right) with sponsors and young swimmers 
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Source: http://www.nicsl.com.au/about.aspx 
 
The National Institute of Clinical Studies (NICS) was es-
tablished in December 2000 to provide a national focus 
to champion continuous improvement in the quality and 
delivery of clinical practice to the Australian community. 
 

An initiative of the Commonwealth Department of Health 
& Aged Care, $1.5 million was committed to establish 
the Institute and a further $3.5 million per annum for 
three years to implement its Strategic and Business plans. 
 

The Institute is a Commonwealth owned company limited 
by guarantee and governed by a Board of Directors. The 
Board is accountable to the Commonwealth of Australia. 
 

The Institute is managed by a full time Chief Executive 
Officer, and administered by a small Management Group 
based in Melbourne. 
 

The Institute's mission is to work in partnership with con-
sumers, health professionals and organisations, research-
ers and governments, to close the gaps between evidence 
and clinical practice, in those areas that will effect sig-
nificant change for the Australian community by provid-
ing practitioners and health organisations with systems 
that will assist them to improve the health outcomes of 
those within their care. 

Heart Failure Program  
The management of congestive heart failure was identi-
fied as a significant area following NICS consultation 
with stakeholders and an intensive literature review proc-
ess. 
 

Major gaps were identified between practice and evi-
dence and it was established that there were good oppor-
tunities for practical gains in the management of this con-
dition.  

The NICS Approach 
Following the initial scoping, NICS appointed an expert 
advisory group to advise on areas where there is good 
evidence to support best practice and where there was the 
most potential for practical gains. The NICS Heart Fail-
ure Program evolved from these consultations and a re-
view of the literature. It focuses on: 
• accurate assessment and diagnosis; 
• prescription of appropriate drugs at optimal doses, 

particularly ACE inhibitors and beta-blockers; and, 
• patient self-management. 
 
 
 
 

The NICS Heart Failure Program 
The program aims to improve the use of research evi-
dence in heart failure practice with multiple interventions 
to overcome barriers to best practice and meet the needs 
of consumers, health professionals and policy makers. 
 

To achieve these goals, the program incorporates three 
areas of work: 
Program 1 - involving people affected by heart failure in 
the prevention and management of their condition. 
 

Program 2 - enhancing clinician knowledge and decision 
making through interventions aimed at overcoming barri-
ers to best practice. 
 

Program 3 - engaging funders and policy makers in sup-
porting and resourcing best practice approaches to the 
management of heart failure across the continuum of 
care. 

The NICS Vision for 2005 and Beyond: 
Heart failure diagnosed and patients assessed and man-
aged according to the best available evidence. 
 

Patients and carers with a better understanding of their 
condition and better access to high quality self-
management resources. 
 

Chronic care management systems in place to support cli-
nicians and enable heart failure patients to receive best 
practice care.  
 

Heart failure seen as a priority for national action. 
Accurate clinical performance data available on a routine 
basis at the local and national level. 
 

The knowledge gained from more systematic approaches 
to heart failure management applied to other chronic con-
ditions. 

Consumer Focused Activities - Heart Failure 
Resources Directory  
http://www.nicsl.com.au/projects_projects_detail.aspx?
view=15&subpage=19 
 

The National Institute of Clinical Studies has identified 
the four highest quality heart failure patient publications 
in Australia and has brought them together in this direc-
tory.  
 

The on-line directory was developed in response to the 
recommendations of health professionals and consumer 
groups that participated in a national study that mapped 
the availability and quality of resources for people with 
heart failure across Australia. 
 

About The National Institute of Clinical Studies 
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Source : http://www.daniladilba.org.au/About.htm  
The Health Service 
Danila Dilba Biluru Butji Binnilutlum Medical Service Aboriginal Corporation, commonly known as Danila 
Dilba Health Service or just Danila Dilba, was established in 1991 and has its roots in the Darwin Aboriginal 
community.  
 
The community includes people living in the suburbs of Darwin and Palmerston, the Aboriginal town camps of 
Kulaluk, Minmarama Park, One Mile Dam, Knuckey's Lagoon and Fifteen Mile and homeless Aboriginal people 
living in temporary camps around Darwin. It is funded through the Commonwealth Department of health and 
Family Services [through the Office of Aboriginal and Torres Strait Islander Health Services], with some addi-
tional funding from the Department of Health & Community Services. 
 
The full name of the Medical Service, was given by Larrakia people, who are the traditional owners of Darwin. 
In their language, danila dilba is the dilly bag used to collect bush medicines and biluru butji binnilutlum means 
Aboriginal people getting better from sickness.  
 
The Medical Service is controlled by a Management Committee of ten people representing the Darwin Aboriginal 
and Torres Strait Islander community, at least one of whom must be a Larrakia person. The Committee meets at 
least every two months and liaises with the Director. The Director is responsible for the day to day management 
of the Medical Service, including recruitment and appointments. The Director is supported by an Administrator 
and a Clinic Manager.  
 
A significant feature of the service is its "Health Worker First" philosophy. Aboriginal Health Workers (AHWs) 
are people with clinical knowledge and skills, complemented by their life experience as Aboriginal people. This 
usually includes the use of traditional knowledge and medicines and an understanding of Aboriginal perceptions 
of how disease is caused. As well as working in disease prevention and health promotion, they perform a major 
clinical role. All patients see an AHW first and the AHWs manage about half of all clinical consultations. The re-
mainder of consultations involve an AHW and a doctor working together. 
 
Danila Dilba runs a number of specialist health promotion programs which target key areas of Aboriginal health. 
These include Gumileybirra Women's Health Unit, which is a women's clinic and health promotion service; a 
Sexual Health Program and general health. The Service also is a registered Training Provider running its own 
training programs and as well offers work experience for both Aboriginal people and medical, nursing, general 
tertiary and school students. Danila Dilba also maintains its own transport service to get patients to clinics and 
other medical appointments and has a mobile clinical care service which visits peoples' homes and the town 
camps. 

Danila Dilba Biluru Butji Binnilutlum Medical Service 

The Logo 
The Danila Dilba logo was designed by Walter (Wally) Fejo, a member of 
the Larrakia people who are the traditional owners of the Darwin and Cox 
Peninsular region. Wally explains his design as follows:  
             The fish being in a school are excited when jumping around and 

convey to us our exciting, healthy life. A full life that takes in play, 
laughing and enjoying, a part of your well being of tucker. The tur-
tle represents the people going back to lay her eggs. The stick repre-
sents a hunting tool on how to find her eggs.  

Wally also explained that the overall circle is like looking inside a dilly bag 
from above as well as a circle representing the cycle of life. The snake brings 
the threat of danger to our well being and reminds us that we should always 
sustain ourselves and be on our guard for health.  
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As told by Sandy Miles and Richard Seden 
to Justine Glover 
 
In 2002 Danila Dilba was chosen as one of twelve 
demonstration sites for the Sharing Health Care 
Initiative. The Danila Dilba project, Life’s How We 
Live It, aims at improving the quality of life of 
Indigenous clients in the Darwin and greater 
Darwin. The demonstration project started in June 
2002 and will finish in December 2004. 
 
The project plans to increase the capacity of 
Aboriginal Health Workers in the management of 
chronic disease and engage families and the 
community in the process of self-management. The 
chronic diseases targeted are diabetes, cardiac and 
renal disease. 
 
The name of the project Life’s how we live it come 
out of a competition run at the clinic and was 
submitted by Terrene, a cleaner and the logo on the 
cover of the video was another in-house 
competition won by Jo, one of the counsellors and 
her partner. 
 
Organisational support in the training of the project 
team has been crucial to the success of the 
initiative. The organisation has also been supportive 
of changes to program areas involving 
implementation of a recall system, quality 
improvement process and continuity of care. The 
aim is to adopt the sharing health care initiative into 
our every day activities at Danila Dilba. 
 
A steering committee and a men’s and women’s 
client advisory group oversee the project. 
 
An important part of the project has been the 
commitment of the men’s and women’s client 
advisory groups (CAG’s) established in November 
2002.  
 
The CAG meets monthly to assist with the planning 
of strategies to address self-management and 
increase community awareness of chronic disease. 
The CAG has: 
• Provided information about gaps in service 
• Identified the need for community based 

support groups 
• Given feedback on programs 
• Suggested the need for Danila Dilba Health 

Services and clients to network with other 
organisations to improve access to services, and 

• Raised awareness of chronic disease and CDSM 
in the community. 

 
Outcomes of the project have been: 
• Establishment of the men’s and women’s client 

advisory group 
• AHW’s trained through Flinders University in 

Chronic Disease Self Management (CDSM) 
• Establishment of a weekly Sharing Health Care 

clinic run by an AHW and GP 
• Developing registers and recall systems 
• Developing and reviewing patient care plans 

using the Cue and Response form 
• Conducting motivational interviewing 
• Auditing patient files and implementing quality 

improvement processes 
• Diabetes Australia running a weekly service at 

the clinic  
• Production of Sharing Health Care video 

(contains real life stories of living and coping 
with a chronic disease) 

• Women’s swimming group 
• Annual Indigenous Health expo (bringing 

together service providers) 
• Members of the CAG recently started the Kate 

Lorig CDSM course at Osteoporosis & Arthritis 
NT 

• Community events such as shopping tours. 
 
The project intends to establish a diabetes support 
group and smoking cessation support group. 
 
For more information on the Sharing Health Care 
Initiative – Life’s how we live it – contact: 
Richard Seden or Sandy Miles on 8936 1755 

Life’s How We Live It – enhancing self management 

logo on the cover of the video 
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Building Healthier Communities 
• Giving kids a good start in life. Protecting and nurturing our children is 

fundamental to making the next generation of Territorians healthier than this one. 
• Strengthening Families and Communities. We will support and strengthen the 

links of family and individual to help individuals lead healthier lives. 
• Getting serious about aboriginal health. The Government is committed to 

ensuring that ourhealth and community service system delivers better health for all 
Territorians. 

• Creating better pathways to health services. We will provide appropriate care 
as close to Territorians homes as practically possible. 

• Filling Service Gaps. This Government will make sure that the system responds to 
the changing needs of Territorians and any gaps in services. 

• Tackling substance abuse. This Government will tackle substance abuse, 
including drinking, smoking, the use of illegal drugs, petrol sniffing and the misuse of 
prescription drugs. 

• Building quality health and community services. The Government will build 
effective, innovative and sustainable health and community services and will enforce 
high standards of accountability and quality. 

• Creating better ways of working together. By working with all areas of 
Government, and with the community and its organisations, we will build healthier 
and stronger communities. 

• Valuing and supporting our workforce. This Government will support our health 
and communities services staff in meeting the challenges and grasping the unique 
opportunities of the Territory. 

• Creating a health information network. This Government is dedicated to using 
knowledge and technology to build improved health and community services. 

On 16 February 2004, the Minister for Health and Minister for Family and 
Community Services launched Building Healthier Communities: A Framework for 
Health and Community Services 2004–2009. This framework provides 
Government's vision for health and community services and a clear description of 
its priorities for ensuring that all Territorians enjoy long and healthy lives, and 
have a health and community services system that is responsive, accountable and 
effective. 
 

Building Healthier Communities:  
A Framework for Health and Community 

Services 2004–2009 

Website: http://www.nt.gov.au/health/building_healthier_communities.shtml 
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TARGET: For community health professionals in the Top End
who are keen to increase their knowledge and skills in
preventable chronic disease management.(PCD)

Program Outline

• Introduction to the best practice clinical management of the
major chronic diseases featured in the NT chronic disease
strategy

• Managing recall systems, care plans and screening within
the remote clinical setting.

• Ethics, compliance and cultural issues surrounding
preventable chronic diseases.

• Importance of a multi-disciplinary team approach, brief
interventions, sharing health information, nutrition and
physical activity and self care and self management in the
management of chronic diseases.

Bookings: Contact Workforce Development
Phone:89228747Fax:89228010

More Info: Jeanette Boland :89227820

DATE: 10th-14th May 2004

TIME: 0830-1630 Daily

VENUE: NARU ( North Australian Research Unit) Ellongowen Drive Brinkin

Please forward a HE47 “Application to Attend Training” to Workforce Development Block 4, RDH
campus
or FAX: 28010 to confirm your place on this training.
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Are you currently working with or in a service that 
provides palliative care?   
 
Are you a primary health provider interested in 
increasing your skill base?  
 
Then the Program of Experience in the Palliative 
Approach (PEPA) could be for you. 
 
Generally, people prefer to die in familiar 
environments, with the support of family and 
friends, be this in their own home, community or 
an inpatient or residential environment. Palliative 
care supports this preference. Much of the care is 
delivered by local providers who know the person 
and family; supported by specialist services where 
it is needed. 
 
Palliative care approaches and techniques 
therefore need to be incorporated into the broad 
repertoire of skills of general health care 
providers. 
 
Primary health providers will have the opportunity 
to gain hands on experience in palliative care. The 
placements will be flexible and individually 
developed to suit the needs of each participant. 
This could be a block placement for a defined 
period or 1 day per week for a period of weeks.  
 
Placements will begin in early 2004 and will be 
available in a hospice setting; community 
outreach program or palliative care units and will 
be prepared to focus on specific area of learning 
or experience for each participant. Post-
placement support will be provided to assist 
participants in implement skills learned during the 
work-placement. 
 
The Northern Territory will be offering up to 25 
placements for participants, divided evenly across 
the territory, 50% urban, 50% remote.   
 
Employers will be compensated for costs 
associated with back fill for staff participating in 
PEPA. Travel and accommodation costs included 
for remote participants.  
 
To be eligible to participate in PEPA you must be 
employed in a health care service, which cares for 
people with palliative care or end of life care 

needs. You must have a current qualification/
registration in the associated discipline, and the 
approval of your current employer to participate. 
 
Disciplines able to apply include: 
∗ Aboriginal (Health) Workers 
∗ Bereavement Counsellors  
∗ Counsellors 
∗ Dieticians 
∗ Enrolled Nurses 
∗ Occupational Therapists 
∗ Pastoral Carers 
∗ Patient Care Attendant 
∗ Physiotherapists 
∗ Recreational Officers   
∗ Diversional Therapists 
∗ Registered Nurses 
∗ Social Workers 
∗ Speech Pathologists 
∗ Volunteer Program Managers 

PEPA aims to: 
-     Enhance the skills and expertise of primary 

health carers, in providing care for people who 
are dying and their families; 

- Support and enhance the skills of both groups 
in working collaboratively across professional 
boundaries; 

- Develop and explore opportunities for primary 
health carers from a range of areas of practice 
to gain professional exposure to, and 
experience in, palliative care; 

- Develop opportunities to increase skills and 
knowledge of primary care providers, in the 
care of people who are dying.  

Contact details: 
Program Officer: Julie Barnes  
C/- Territory Palliative Care Casuarina Plaza 
Phone: 08 89227004 
Fax: 08 89227001 
E-mail: julie.barnes@nt.gov.au 
 
Access Guidelines and Application Forms on 
line www.nt.gov.au/health/comm_health/
palliative/palliative.shtml 
 
 

Program of Experience in the Palliative 
Approach 
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Improving 
Workforce Capacity 
Public Health Workforce Development in Chronic Disease 
Prevention, Early Detection and Management in Rural, 
Remote and Indigenous Communities. 
 
Menzies Institute of Health Research, James Cook 
University, University of Queensland, Queensland 
Health and the Northern Territory Department of 
Health and Community Services are working in 
partnership with Indigenous organisations and 
communities on a project to improve workforce 
capacity in rural, remote and Indigenous health 
services. The ultimate aim of the project is to reduce 
the impact of preventable chronic diseases, such as 
diabetes and cardiovascular disease, among high-risk 
populations in Northern Australia.   
 
This project will result in a curriculum and 
workforce training packages that include options for 
face-to-face workshops, a training module and other 
distance learning materials. These materials are 
intended to provide workers with the knowledge and 

skills to deliver the primary health care component 
of the NT’s and Qld’s Chronic Disease Strategy. 
 
To do this they have employed a consultant to 
consult with the various stakeholders to find out 
what is required and then develop and pilot the 
materials. As many materials currently exist, 
accessing existing resources to include in the 
packages will be essential. If you have any 
information that may assist in the development of 
these materials, or would like to be interviewed as 
part of the consultation process, please contact the 
consultant below: 
 
Associate Professor Janie Smith 
Principal Consultant 
RhED Consulting (Ruralhealth Education 
Development) 
Ph      07 4042 1334 
Mob  0409 587578 
fax     07 4042 1675 
email Janie.Smith@jcu.edu.au 
 

The National Center for Chronic Disease Prevention 
and Health Promotion 
at the Centers for Dis-
ease Control and Pre-
vention (CDC) recently 
posted  
The Burden of 
Chronic Diseases and 
Their Risk Factors: 
National and State 
Perspectives 2004 on 
its website.  
 

To access the document, visit http://www.cdc.gov/
nccdphp/burdenbook2004/index.htm.  
 
The Burden of Chronic Diseases and Their Risk 
Factors: National and State Perspectives 2004 pro-
vides updated information on The burden of chronic 
diseases and their risk factors in the 50 states and 
the District of Columbia, including 

• A national perspective on chronic diseases as 
major causes of death. 

• State-specific data on rates of death due to heart 
disease, cancer, stroke, and diabetes. 

• Information on the prevalence of the major risk 
factors for chronic diseases and on the use of 
preventive services. 

• Profiles of chronic diseases, risk factors, and 
preventive services in each state. 

• Information on CDC funding to states for pro-
grams that target chronic diseases and their risk 
factors. 

 
This document is intended to aid policy makers, the 
public health community, and all others interested in 
addressing the burden of chronic disease in the 
United States. Another generation of Americans 
need not suffer unnecessarily or die prematurely 
when so much is already known about how to pre-
vent disability and death from chronic diseases.  

The Burden of Chronic Diseases and Their Risk Factors 
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Events Calendar 
March 
March 16 & 17, Darwin 
ARDS – Capacity Building in Indigenous  
Communities Workshop. 
Delivered by Richard Trudgeon. 
For more information contact ARDS on (08) 8987 3910 
or Email: nhulun@ards.com.au 
 

April 
April 26 – 30, Melbourne Australia   
Health 2004 – the XVIIIth World Conference on 
Health Promotion and Health Education 
 
For further information see www.health2004.com.au 
 

May 
May 10-14, Darwin 
Managing Chronic Disease 
Contact Workforce Development, 89228747 
 

June 
June 7 & 8, Canberra 
Heart failure Forum 2004: improving outcomes in 
chronic care. 
 
Visit www.heartfailureforum2004.com.au for 
registration information and program updates 
 

September 
September 1 – 4, Cairns Australia 
“Dreaming Together Experience”.  
The 6th International Conference on Diabetes and 
Blindness in  
Indigenous People 

 
For further information call 07 4938 7558 or Email: 
isca@bigpond.com 
 
September 23–24, Darwin 
The 8th annual conference of the Chronic  
Diseases Network NT in conjunction with the 
Good Health Alliance NT.  
 
The theme of the conference “The Turning Tide– action 
and improvement in chronic disease care” will present 
what is making a real difference to the health of 
Territorians including the new wave of initiatives, the 
shifts in people’s practice and the positive outcomes in 
chronic disease care. 
 
The conference program is planned around community, 
systems and self-management. It will include local and 
national speakers that talk about results on the ground, 
working in innovative and creative ways and creating 
better ways of working together to support systems that 
build healthier communities. 
 
Contact the Chronic Diseases Network on: 
chronicdiseasesnetwork@nt.gov.au or phone  
08 8922 8280 for more information 

The Department of Health & 
Community Services  

Health & Wellbeing  
Events Calendar  

is available online at  
www.nt.gov.au/health/calander.

shtml 

Additions and amendments should 
be sent to 
 
Justine Glover,  
Chronic Diseases & Injury Prevention 
Project Officer  
PHONE: (08) 89228280 
FAX:         (08)  89228310 
E-MAIL: chronicdiseasesnetwork@nt.
gov.au 
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