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The Chronic Diseases Network 

The Chronic Diseases Network was set up 
in 1997 in response to the rising impact of 
chronic diseases in the NT. The network is 
made up of organisations and individuals 
who have an interest in chronic disease, 
with Steering Committee membership 
from:
• Arthritis & Osteopororis Foundation 

of the NT
• Healthy Living NT
• National Heart Foundation - NT Division
• Cancer Council of the NT
• Asthma Foundation of the NT
• General Practice and Primary  

Health Care NT
• Top End Division of General Practice
• Central Australian Division of Primary 

Health Care
• Aboriginal Medical Services of the NT
• Office of Aboriginal and Torres Strait 

Islander Health
• NT DHCS Preventable Chronic Disease 

Program
• NT DHCS Nutrition and Physical Activity 
• Menzies School of Health Research 
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Big Blokes 
Bust Territory Myth

Diabetes, obesity and other co-morbidities among the 
non-Indigenous population of the Northern Territory: 

an analysis of the two AusDiab surveys, 2000 and 2005

Katrina Roper
Centre for Disease Control, DHCS

Karen Dempsey
Health Gains Planning Branch, DHCS

Diabetes mellitus (diabetes) is a 
term used to describe a metabolic 
disorder characterised by high blood 
glucose levels with disturbances 
in carbohydrate, fat and protein 
metabolism resulting from defects 
in insulin secretion, insulin action, 
or both. Diabetes is a serious global 
health problem and is recognised as 
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an epidemic. The total number of people with diabetes in 
the world population has been projected to rise from 171 
million in 2000 to 366 million in 2030.1

Diabetes is a chronic disease that can lead to a variety of 
complications and disabilities. There are many long-term 
adverse effects from uncontrolled diabetes, including 
blindness, foot ulcers, amputation, sexual dysfunction, 
kidney failure, as well as increased risk of cardiovascular, 
peripheral vascular and cerebrovascular disease. 
Ultimately, diabetes can lead to premature death.

Prior to the AusDiab study, there was no reliable 
estimate of the prevalence of undiagnosed diabetes in 
Australia. Following the launch of the National Diabetes 
Strategy and Implementation Plan in 1998, the Australian 
Government Department of Health and Aged Care 
commissioned the Australian Diabetes, Obesity and 
Lifestyle (AusDiab) Study. The AusDiab Study was 
designed to be representative of the general population 
of Australia aged 25 years and over. A base-line study 
was conducted in each jurisdiction of Australia, including 
the Northern Territory (NT) in 2000, and a follow-up study 
conducted five years later in 2005. Six key matters of 
interest were examined in the study, including diabetes 
and pre-diabetes, overweight and obesity, dyslipidaemia, 
hypertension, smoking and exercise.

This article reports on the results of examinations and 
blood tests performed on 1427 NT non-Indigenous 
residents (669 men (46.9%) and 758 women (53.1%)) who 
participated in the 2000 AusDiab study and 789 residents 
(356 men (45.5%) and 427 women (54.5%) who returned 
for the 2005 follow-up study.

Results

Northern Territory AusDiab participants were categorised 
into three groups: normal, pre-diabetic or diabetic 
on the basis of blood glucose test results. The pre-
diabetic group consisted of participants found to have 
an impaired fasting glucose (IFG 4.6%) or an impaired 
glucose tolerance (IGT 9.9%). The diabetic group (4.9%) 
consisted of known diabetics and newly diagnosed 
diabetics with a fasting blood glucose greater than or 
equal to 7.0 mmol/L or a post-load blood glucose greater 
than or equal to 11.0 mmol/L. Over half the diabetic 
participants were newly diagnosed and unaware of 
their condition prior to testing. Male participants had a 
much higher age-specific prevalence of diabetes (6.8%) 
compared to females. (2.8%)

Table 1: Number within each category for diabetic status, Northern Territory, 2000 AusDiab survey.

Sex Normal Impaired 
fasting 
glucose

Impaired 
glucose 

tolerance

Newly-
diagnosed 
diabetics

Known 
diabetics

Missing Total

Males 577 55 82 25 27 6 772

Females 538 11 59 13 6 29 655

Total 1115 66 141 38 33 35 1427

Weighted totals following adjustment for age–structure of the NT population
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Around 60% of NT participants were either overweight or 
obese when measured by Body Mass Index (BMI) or waist 
circumference. The prevalence of obesity was 19.2% 
when measured by BMI or 32.1 % when measured by 

<<< 

waist. With the exception of participants in the oldest age 
group BMI and waist circumference increased steadily 
with age (table 2).

Table 2:  Age and sex-specific prevalence (%) of obesity by BMI and waist circumference, Northern Territory, 

2000 AusDiab survey.

Age (years)

25-34 35-44 45-54 55-64 65-74 75+ Total

BMI

Males 21.9 20.6 20.4 25.7 29.5 14.3 21.9

Females 13.0 13.3 22.4 20.2 19.1 9.5 16.1

Persons 17.6 17.2 21.3 23.5 25.3 11.8 19.2

Waist

Males 29.5 23.5 37.9 46.9 59.0 28.6 33.3

Females 23.2 26.7 32.9 46.5 46.8 76.2 30.7

Persons 26.5 25.0 35.6 46.7 54.0 53.9 32.1

In comparison to their Australian counterparts NT female 
participants generally fared much better that NT males 
(table 3). Female Territorians were however more likely to 
be a current smoker than an Australian female participant 
(more than 40% higher). Like the rest of Australia, nearly 
half of NT female participants and over one third of NT 
males did not get sufficient physical exercise to maintain 
optimal health. 

A major finding from this study was the high proportion 
of NT male participants found to have one or more 
of the ‘Deadly Quartet’ criterion relative to Australian 
participants (age-standardised prevalence of 64.3% 
compared to 55.3%). The Deadly Quartet, a variation of 
the Metabolic Syndrome as defined by the World Health 
Organisation, consists of the following criteria: glucose 
intolerance (either IFG, IGT or diabetes), dyslipidaemia, 
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Table 3:  Age-standardised prevalence (%) of diabetes and risk factors, Northern Territory and Australia,  

2000 AusDiab survey

Sex Diabetes Obesity 

(BMI)

Abnormal 

cholesterol

Hypertension Current 

smoker

Sedentary Deadly 

Quartet*

Northern Territory

Males 9.1 22.0 52.0 29.4 23.8 17.7 64.3

Females 4.7 16.3 52.9 20.0 18.8 17.8 47.0

Persons 7.1 19.4 52.4 25.2 21.7 17.8 56.3

Australia

Males 8.0 19.1 51.1 30.6 18.2 14.2 55.3

Females 7.0 21.8 51.2 27.1 13.1 17.0 51.9

Persons 7.5 20.5 51.2 28.8 15.6 15.6 53.6

Ratio

Males 1.1 1.2 1.0 1.0 1.3 1.2 1.2

Females 0.7 0.7 1.0 0.7 1.4 1.0 0.9

Persons 0.9 0.9 1.0 0.9 1.4 1.1 1.1

* One or more ‘Deadly Quartet’ risk factors

<<< 

>>>

hypertension and/or central obesity. People diagnosed 
with any of the ‘Deadly Quartet’ criterion are at higher risk 
of coronary disease, with the risk increasing with number 
of criterion. In the Framingham study2 men with three or 

more metabolically linked risk factors had a relative risk of 
coronary artery disease of 2.39 (95% confidence interval 
1.56–3.36) while the risk for women was even higher at 5.9 
(95% confidence interval 2.54–13.73).
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Of the 1427 Territorians who took part in the 2000 
AusDiab study 783 (54.9%) returned for follow-up in 
2005. Fifteen members of this cohort were found to 
have developed diabetes during the intervening 5 years, 
11 of whom had been diagnosed as being pre-diabetic 
during the base-line study in 2000. Analyses of all risk 
factors showed that being diagnosed as pre-diabetic, 
having dyslipidaemia, hypertension or one or more of the 
‘Deadly Quartet’ risk factors at baseline was significantly 
associated with being diabetic at follow-up.

Conclusions

The AusDiab studies have provided much-needed data 

on the magnitude of diabetes and other co-morbidities 

in Australia. It is clear that, like the rest of Australia, the 

Territory is facing problems in terms of diabetes and 

obesity, particularly among the male population. Further 

funding and policy leadership from both the Federal 

Government and Northern Territory Government will 

ensure an implementation of sustained, multidisciplinary, 

co-ordinated and comprehensive programs to tackle the 

complex issues around diabetes and its associated  

co-morbidities.

Editors Note

This study provides very useful information 

for health services. The surprise is that 

Territory blokes are not fit, active and sport 

playing men of the Territory myth, but in fact 

are fat, watching sport rather than playing it, 

and smoking too much. That NT men have 

higher rates of obesity than Australian men 

suggests that we will see more diabetes 

and cardiovascular consequences related to 

obesity amongst men. Men historically are 

less likely to attend for health screening or 

regular checks, which challenges primary 

health care services to consider how they can 

provide effective services for this population. 

For more information on the reference to 

deadly quartet go to:  

http://www.ccjm.org/pdffiles/Nambi1202.pdf

<<< 
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What is  
Insulin 
resistance?

Jane Boughen
Healthy Living NT – Alice Springs

Insulin is a hormone released by the pancreas when it 
detects blood glucose levels have gone up. Insulin has 
two main jobs:

1.  to help glucose into the muscles and liver cells for 
immediate energy

2.  to help turn extra glucose into stored energy 
(glycogen) in muscle and liver cells

If there is too much glucose in the blood, insulin will also 
covert this to fat for storage. 

Blood glucose levels go down when insulin attaches 
properly to the “receptors” on muscle or liver cells which 
then allows the glucose in. That is why we may hear 
insulin described as a “key”. 

Insulin Resistance occurs if the muscle or liver 
cells will not allow the insulin “keys” to control the blood 
glucose. This may happen for an inherited (genetic) 
reason. The most common reason for insulin resistance 
is increased fat around the abdomen (central obesity). 
Increased fat and lack of physical activity combine to 
create “insulin resistance” in the body. This means that 
the muscle and liver cells do not use insulin properly. 
This causes continued high glucose in the blood, in 
combination with high insulin levels in the blood. It also 
leads to more glucose being converted to fat and worsens 
the amount of fat in the abdomen. Insulin resistance is an 
important early change leading to diabetes.

What can be done about Insulin Resistance?

A healthy lifestyle which includes weight loss, being active 
every day (exercise helps insulin work better) and eating 
foods high in dietary fibre is recommended to prevent 
health problems such as diabetes. Large studies done in 
Finland1, China and USA2 all showed that lifestyle changes 
made a big difference to insulin resistance and the chance 
of developing diabetes. An important result from these 
studies was that on average people only needed to lose a 
relatively small amount of weight (3-5 kg) to have a major 
effect on their risk of insulin resistance and diabetes.

Reference

1.  Lindström J et al. The Finnish Diabetes Prevention 

Study (DPS) Lifestyle intervention and 3-year results 

on diet and physical activity Diabetes Care 2003 

26:3230-3236

2.  Knowler W, Barrett-Connor E, Fowler SE, Hamman 

RF, Lachin JM. Reduction in the incidence of type 2 

with lifestyle intervention or metformin. N Engl J Med 

2002; 346: 393-403.
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in the Northern Territory

Obesity
Background

Within a population, individuals who are either overweight or 
obese have an increased risk of diabetes, cardiovascular disease, 
high blood pressure and many other chronic conditions. Over the 
past 20 years the prevalence of obesity in Australia has doubled 
and monitoring and management of overweight and obesity has 
become an emerging agenda for health services. 

So what do we know about the Northern Territory (NT) 
population? There is no consistent or comprehensive nation-wide 
data collection but NT information is available from a range of 
sources. These include both self-reported and measured weights. 
These varying methods provide different results but both can be 
useful for monitoring populations.

Obesity in NT children

In 2004, a telephone survey was conducted on the health and 
wellbeing of two thousand NT children aged from 0 to 12 years. 

Steven Guthridge & Shu Qin Li 
DHCS, Health Gains Planning

Among non-Aboriginal children aged from 2 to 12, 24.1% of boys 
and 21.1% of girls were reported as overweight or obese.1 The 
percentages for different age groups are presented in Figure 1. 
These percentages are consistent with similar surveys elsewhere 
in Australia.

Information is also available for NT children aged from 4 to 6 
years, from health checks at the time of school entry by either 
Community Health nurses in urban schools or as part of the 
Healthy School Aged Kids program in remote communities. 
Information from 2004 is summarised in Table 1, and reports that 
18.5% of urban Aboriginal children and 4% of remote Aboriginal 
children were either obese or overweight. Among 1551 urban 
non-Aboriginal children entering school, 12.1% were overweight 
and 3.6% were obese. The rates for non-Aboriginal children were 
similar to those reported for children in South Australia.2
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Figure 1  Percentage distribution of NT non-Indigenous children who were normal weight, overweight and 

obese, by Body Mass Index, 2004

Normal, overweight and obese categories are defined by Body Mass Index calculated from an individual’s height & weight.

continued next page  >>>
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Obesity in NT adults

The prevalence of NT non-Aboriginal adults who are overweight 
or obese has been collected in two telephone surveys in 2000 
and 2004. From the 2004 survey, 52% of non-Aboriginal adults 
were reported as either obese or overweight (60% for men and 
38% among women) which is similar to the national rates from a 
parallel survey (62% for men and 42% for women).4

Conclusion 

Overweight and obesity has been reported nationally to contribute 8.6% of the burden of disability and premature death. The obesity 
epidemic includes the impacts upon the prevalence of Type II diabetes for which the prevalence is projected to treble by 2023,6 overtaking 
heart disease and cancer to become the leading single cause of disability and premature death in Australia.

References:
1.  Carson BE, Guthridge SL, Li SQ, Measey ML. Growing up in the Territory: Parent Survey. Department of Health and Community Services, Darwin, 2006. 

2.  Li SQ, Guthridge SL, Tursan d’ Espaignet E, Paterson B. From infancy to young adulthood: health status in the Northern Territory 2006. Department of 
Health and Community Services, Darwin, 2007.

3.  d’Espaignet ET, Measey ML, Dal Grande E. 2002 Northern Territory Health and Wellbeing Survey, Non-Indigenous Population, Northern Territory, December 
2000. Department of Health and Community Services, Darwin. 

4.  Jones C, Zhang XH, Dempsey K, Schwarz N, Guthridge SL. The Health and Wellbeing of the Northern Territory Women: From the Desert to the Sea. 
Department of Health and Community Services, Darwin, 2005.

5.  Australian Bureau of Statistics. National Aboriginal and Torres Strait Islander Health Survey. 2004/05. (Unpublished data).

6.  Queensland Health. Eat Well Be Active: Overweight and obesity-new epidemic fact sheet. 2006.

Information on NT Aboriginal adults was collected in the 2004/05 
National Aboriginal and Torres Strait Islander Health Survey, with 
50% of NT Aboriginal adults reported as overweight or obese, 
a rate that was slightly lower than the national Aboriginal rate 
(57%).5

Overweight Obese

Number Cases Per cent Number Cases Per cent

Urban Aboriginal 
children

291 35 12.0 291 19 6.5

Urban non-
Aboriginal children

1551 187 12.1 1551 56 3.6

Remote Aboriginal 
children 

570 23 4.0 570 0 0

South Australia 10345 1486 14.4 10345 511 4.9

Table 1 Percentage of overweight and obese children aged from 4 to 6 years, Northern Territory 2004

Northern Territory Australia

Body Mass Index (BMI) Indigenous Non-Indigenous Indigenous Non-Indigenous

Normal 50 48 43 48

Overweight 27 35 28 34

Obese 23 17 29 17

Table 2  Percentage of adults assessed as normal, overweight and obese, Northern Territory and Australia, 

2003 and 2004/20054,5

Normal, overweight and obese categories are defined by Body Mass Index calculated from an individual’s height & weight.
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Food and the Aussie

Roy Price
DHCS, Nutrition & Physical Activity, Alice Springs

Blokes these days want to take more responsibility for 
their nutrition and health. The trouble is that most of 
the information published is written from a woman’s 
perspective, or attempts to exploit men’s vanity for 

wanting a hyper masculine 
physique. 

Rarely are nutrition principles 
explained from a male 
perspective. Women’s 
relationship with food is 
continually being studied 
and exploited and the same 

principles are being used to exploit men’s vanities. This 
situation doesn’t lead to healthier men.

Fundamentally, men need to know that their body is much 
like a motorcar. The body has the potential to be like a 
Formula 1 racing car, or a burnt-out wreck depending on 
how it is managed and treated. In order to take man on 
his journey through life, his body requires good clean fuel, 
regular care and maintenance, a few spare parts, and 
least of all, useless extras. 

Translated into food, the preferred fuel for the human body 
is carbohydrate, readily found in breads and cereals, rice, 

pasta and starchy vegetables, and should be consumed 
with every meal to keep blood fuel levels adequate. 

The foods that provide substances with care and 
maintenance functions for the human body are 
vegetables, fruits and legumes, and it is important to eat 
broadly from these foods daily. 

The foods that contribute substances with spare parts 
functions that aid growth and repair of life’s vehicle are 
those which are high in protein including meat, fish, 
chicken, eggs, milk, cheese, etc and to a lesser extent 
legumes and nuts. Ultimately the adult man’s body needs 
more fuel, care and maintenance that it does spare parts 
so protein foods should only be eaten in moderation.

Useless extras include foods commonly referred to as 
“junk”. Useless extras are typically high in calories and 
low in nutrients and include pies, chocolate, alcohol and 
soft drink. We all like them, but we don’t need them and 
eating them in greater than small amounts will ultimately 
contribute to the extra fuel deposits many of us tend to 
carry around these days, commonly referred to as “body 
fat”. Indeed, being overweight can be likened to carrying 
around a 44-gallon drum of fuel on your car’s roof rack.

Bloke

good clean fuel, 

regular care and 

maintenance, a 

few spare parts
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Fuel sources

Although the human body prefers to run on carbohydrate, 
it can run on other fuels, such as protein (meat), fat 
(butter, marg, oil, or the fat in foods such as fatty meat, 
cheese, etc), or alcohol (beer, wine spirits), but does so 
less efficiently. If you had a petrol vehicle and you wanted 
good performance from it would you ever consider filling 

it up with diesel? Yet many 
men will sit down to a “hearty” 
mixed grill of steak, chops and 
sausages, wash it all down with 
a six pack of beer and fail to eat 
the slice of bread that came with 
the meal. The body will perform 
best after a mixed meal that 

includes a source of carbohydrate from foods such as 
bread, pasta, or rice. 

Ongoing care and maintenance

The healthy human body is constantly undergoing care 
and maintenance procedures to keep it in tiptop shape. 
The nutrients that are necessary for these processes to 
occur are the vitamins, minerals, dietary fibre, antioxidants 
and phytochemicals. Only fruits and vegetables, not 
pills or supplements, can give you these nutrients in the 
healthy combinations nature intended. The value of these 
foods is promoted through the NTDHCS Go for 2&5® 

In summary, the general food 

and exercise advice for most 

Australian blokes 

1.  Halve the meat, and cut the  

fat off

2.  Double or treble the fruit and 

vegetable; Go for 2&5®

3.  Cut down on the grog and fatty 

fast food

4.  Give the machine a regular 

workout

<<<

campaign with the recommendation that we should 
increase our daily intake of fruit to 2 serves and vegetable 
intake to 5 serves. For many blokes this will mean at least 
doubling their intake of these foods.

Increase the revs regularly

Just as it makes no sense to keep your Lamborghini in 
the garage, your body also needs to be given a run from 
time to time. And while a stroll to the shops to buy the 
milk and paper is technically “exercise”, to remain in 
good condition the human body needs regular activity 
that raises the heart rate, increases the breathing rate, 
produces some sweat and gives the machine a bit of 
a workout. It’s up to the individual to choose a type of 
exercise that suits his/her interests and capacity but 
it is important that the exercise is performed relatively 
frequently, regularly and of sufficient intensity to get the 
heart rate up above normal, but not so high as to blow a 
gasket. 

the preferred 

fuel for the 

human body is 

carbohydrate
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Fruit and Vegetable
Campaign

Qualitative Research with Aboriginal and Torres Strait Islander communities

A report is now available from recent research 
commissioned by Queensland Health around diet, 

physical activity and healthy lifestyles with Aboriginal 
and Torres Strait Islander people in Queensland. This 

research was undertaken to inform the development of 
an Indigenous fruit and vegetable campaign. 

The Go for 2&5® fruit and vegetable campaign has 
been successful in raising awareness of the need to 
eat fruit and vegetables and demonstrating the relative 
ease of preparing fruit and vegetables, however the 
campaign has had a limited impact on increasing 
intake of fruit and vegetables 

Recall of the recommended daily intake of two fruit and 
five vegetables is very low 

The most common sources of information relating 
to nutrition and physical activity were family, friends, 
health professionals, television and radio.

For further information or a copy of this report 
please contact: 

Kate Gellweiler  

T: 07 3405 5253  

E: Kate_Gellweiler@health.qld.gov.au

•

•

•

Key findings include: 

Financial considerations are the major determinant of 
fruit and vegetable consumption 

Remote communities face significantly greater access 
barriers that impede fruit and vegetable consumption 

Those who live alone or are unemployed are less likely 
to consume fruit and vegetables on a daily basis 

There is considerable confusion as to what constitutes 
unhealthy food 

Both males and females are the decision makers 
regarding food in most families 

Being able to meet dietary recommendations is of 
greater concern to participants than physical activity 

Climate and lack of exercise infrastructure are 
the major barriers to engaging in physical activity, 
particularly in remote areas 

Recall of the Go for 2&5® fruit and vegetable campaign 
is high 

•

•

•

•

•

•

•

•
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Julie Cook
DHCS, Preventable Chronic Diseases Program

Binjari Health Clinic staff organised another great Health 
Promotion activity for the young males of the Community. 
The aim of the session was to promote a general healthy 
lifestyle and the importance for chronic disease prevention 
and management.

Normally this is a men’s only activity so it was a great 
experience for us females to be able to participate.

An array of posters, flipcharts and display information was 
on show for all to see and discuss and the day started 
off with Peter showing the group how to make flour drum 
stoves.

Katherine DHCS staff, Nutritionist –Georgina Boston, 
Health Promotion Officer – Julie Cook and Alcohol and 
Other Drug Staff – Stephen Charles and Jessica Costelloe, 
supported Binjari Clinic on the day.

Peter Gazey (Health Centre Manger) and Justin Maroney 
(AHW) led the session while 10 adolescent and young 
adult males participated.

The group then looked at recipes to cook on the flour 
drum stove. The guys prepared 2 recipes from the flour 
drum stove cookbook – rainbow curry and chilli con 
carne, served with steamed rice. All participants got in 
and had a go at preparing the food. Not sure how the chilli 

ended up in the recipe, but 10 fine hot chillies were added 
to the chilli-con-carne! While waiting for the meals to cook 
information sessions were conducted where we discussed 
Go For 2 & 5 and the food groups represented in the meal.

Nutrition and Health Promotion conducted small group 
information sessions about fat and sugar in foods, the 
ATSI guide to healthy eating, importance of healthy weight 
and lifestyle for prevention of chronic disease using the 
diabetes, heart disease, ATSI guide to healthy eating and 
petrol sniffing flipcharts.

This was followed by Alcohol and Other Drug Program 
discussing alcohol and other drugs issues with the group. 
The small group sessions enabled staff and participants to 
discuss issues on a more personal level.

We conducted a short quiz on information that was 
discussed, to highlight the key messages of the day, and 
gave prizes (goNT water bottles, T-shirt, hat) to those who 
guessed the answers correctly.

This was a great day for all involved. After a brief 
evaluation the “guys” mentioned they would like us to 
attend their next session and thought the days session 
was good over all.

Binjari Men’s

Health Day
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CARPA
Conference

The CARPA manual is well known in remote health services. 

CARPA is the Central Australian Rural Practitioners Association 

and as well as producing a manual, reference book and Medicines 

Book, CARPA conducts a conference each year. The CARPA 

conference was held in Alice Springs on 19-20th October, 2007 

with a theme of Obesity. 

The 2008 CARPA conference will be held in 
Alice Springs on 31st October-1st November

For further information please contact Julie D’Bras,  

Centre for Remote Health, 08 8951 4736

The first day saw presentations from local people attempting to address the 
growing obesity problem (pardon the pun). This included the healthy school 
canteen and nutrition program run at Ti Tree school, presented by Zania Liddle, 
which has been successful in involving the community in the program. There was 
also a very interesting presentation on childhood obesity from Dr Louise Baur 
from Westmead hospital in Sydney. Dr Baur presented this by videoconference 
and it was obvious she was comfortable with the technology. 

The program continued on Saturday with a presentation about weight loss 
surgery from Dr Philip Game from Royal Adelaide Hospital. Dr Game presented 
the different techniques involved and the evidence for their effectiveness and 
potential risks. Studies suggest that this is actually one of the few methods of 
weight loss that is associated with keeping the weight off long-term. However, it 
is not without risk and there are strict criteria for patient selection. He described 
a success story of the first case from a remote Aboriginal community in Central 
Australia. 

Later, there were presentations of the evidence around the effects of obesity from 
Ciara O’Sullivan and a list of the top sellers in remote stores in Central Australia 
by Roy Price, community nutritionist. The power-points from these and other 
conference presentations have been put on the CARPA website and can be 
downloaded as pdf files from www.carpa.org.au/conference. 

Presenter Dr Louise Baur
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Childhood obesity rates in Australia are increasing at a 
concerning pace. With the average Australian child spending 
around 200 days at school each year, the food consumed 
in this setting accounts for a large proportion of their food 
intake. 

The Heart Foundation acknowledges the challenges parents 
and carers face in coming up with variations of lunchbox 
fillers for their children. Due to the time constraints that 
many parents face during the week, there is an increasing 
tendency to replace healthy fresh foods in the lunchbox with 
quick, packaged, convenient foods. It is not easy to find the 
inspiration to constantly vary lunchbox contents, but luckily 
there are many resources available to guide parents into 
making better lunchbox decisions.

By providing a variety of foods in a child’s lunchbox everyday, 
it gives them the energy they need to concentrate all day in 
class, as well as the nutrients they need for healthy growth 
and development.

Teachers and school staff can strongly influence the food 
that children bring with them to school by educating and 
supporting parents and encouraging the children to request a 
healthy balanced lunchbox. Children enjoy being involved in 
selecting foods for their lunchbox and teachers and parents 
can encourage appropriate choices by offering praise when 
a good decision is made.

Adopt an ‘All of School’ Approach

Promoting healthy lunchboxes at school it best done 
using an ‘all of school’ or health promoting schools 
approach rather than just targeting parents. We know 
that healthy children learn well and that schools 
cannot achieve their full potential as places of learning 
if children who attend school are not healthy and 
therefore capable of learning. It is important that the 
school community recognise that health and the 
education environment are linked inseparably, and 
one cannot exist without the other.

Becoming a Health Promoting School is an 
evolving process where the school is constantly 
increasing its capacity to promote health.  
Health-promoting school communities make a positive 

contribution to health and learning outcomes through the 
interrelationship of three important areas:

1. Curriculum, teaching and learning practices

2. School organisation, ethos and environment

3. Partnerships and services

For a greater understanding on how to use an all-of-schools 
approach on this issue, the Heart Foundation has developed 
a new resource kit for Northern Territory schools called “The 
Ultimate School Lunchbox Overhaul”. 

Contact Erica Reeve at the Heart Foundation to receive a 
school lunchbox resource kit or other lunchbox resources. 

erica.reeve@heartfoundation.org.au

Promoting healthy school lunches in NT schools

HealthySchoolLunchboxes
The NT Heart Foundation will be releasing 4 school nutri-

tion information kits for 2008. The first one aims to help

your school take a Health Promoting Schools approach to

improving the quality of lunches brought in by children.

The kit includes:• A list of suggestions based on the Health Promoting

Schools framework
• Resources for parents

• Newsletter Inserts
• School Lunchbox Checklist
To obtain the kit or discuss the potential for a session to

be run at your school, email or phone Erica Reeve on (08)

8982 2702 or erica.reeve@heartfoundation.org.au

The Ultimate  
School Lunchbox  
Overhaul
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Who is Outback Stores

The Federal Government granted funds to establish 
Outback Stores, based on the principle of making a 
difference to health of people living in remote Indigenous 
communities through providing quality retail stores. The 
charter for Outback Stores is to be a ‘not for profit’ but  
self funded company. 

Outback Stores provides a retail management service to 
remote Indigenous community stores under a voluntary 
agreement entered into by communities. Outback Stores 
was established in the latter half of 2006. In 2007, the 
company focused on developing the infrastructure 
required to provide quality retail services in remote 
community stores. Outback Stores is currently operating 
in eight remote communities in the Northern Territory and 
Western Australia and expects further growth in the near 
future. 

Outback Stores mission is to “make a positive difference 
in the health and economy of remote Indigenous 
communities by providing quality retail stores.” The 
company aims to work in partnership with communities to 
improve health outcomes by first ensuring food security 
at the community level. This means the provision of a 
constant supply of affordable and nutritious food available 
in the stores.

Wellbeing function

The Wellbeing function exists in the company to ensure 
that health outcomes are met alongside economic 
outcomes in communities. The broad function 
encompasses nutrition, environmental health and 
community wellbeing.  Relevant to environmental health, 
the company will be developing policies and procedures 
to ensure food safety standards are met to ensure a 
safe, quality food supply. Ensuring the store environment 

meets basic standards to promote health outcomes is 
also key to this function. Community wellbeing links to 
Outback Stores’ recognition of the central role stores 
have in community life. Outback Stores is committed to 
contributing to health outcomes by working in partnership 
with communities and service providers. A strong focus 
of community wellbeing will be to ultimately work in a way 
where real, sustained changes in people’s eating habits 
are realised. This work is part of a long-term vision, and 
the first fundamental steps start with ensuring the Nutrition 
Strategy is implemented to ensure food security at the 
community level.

Nutrition Strategy

Aim: to improve the health and wellbeing of indigenous 
people living in remote communities by improving access 
to a nutritious and affordable food supply.

Goals:

1.  A nutritious, affordable and quality food supply is 
available.

2.  Stores and takeaway create supportive environments 
where healthy food choices are easier choices.

3.  The community in which people live supports the 
promotion of health outcomes.

The Wellbeing team

The Wellbeing team is relatively new and currently 
consists of: Sarah Connally, Regional Nutritionist, Megan 
Ferguson, Nutritionist, Development & Policy and Julie 
Croft, Wellbeing Manager. The team can be contacted 
through the Darwin Support Office on 08 8982 1900.

making a difference to the health and 
economic outcomes in remote communities
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gets going for

The goNT Physical Activity Strategy and First Year Action Plan (2007) were endorsed by the Chief Minister’s Active Living 
Council (CMALC) on 5 December 2006. CMALC is made of up representatives from: Department of the Chief Minister 
(DCM); Department of Employment, Education and Training (DEET); Department of Health and Community Services (DHCS); 
Department of Local Government, Housing and Sport (DLGHS); Department of Planning and Infrastructure (DPI); Good 
Health Alliance NT (GHANT); Local Government Association of the NT (LGANT); Aboriginal Medical Services Alliance NT 
(AMSANT); and the Australian Government (AG).

They are supported by the goNT Network, which includes representatives from each of the CMALC agencies, plus the Top 
End Division of General Practice (TEDGP).

At the CMALC meeting in February 2008, the report against the First Year Action Plan (2007) was tabled. The full report is 
available at www.gont.nt.gov.au but highlights include:

DCM, through The Active Ageing Framework tabled in 
Parliament on 27 November 2007, proposes that in the 
next five years, the Northern Territory Government will 
“earmark 30% of Seniors Month grants for events that 
provide physical activities, especially those that have the 
potential to be ongoing” (p10)

National Heart Foundation Local Government Awards 
continue to recognise and promote initiatives that support 
physical activity and in 2007, Palmlesstonnes was 
awarded a High Commendation.

»

»

goNT

The ‘Physical Activity Requirements for Schools’ Policy 
approved by DEET and now part of the Schools Policy 
Handbook.

Approximately 90% or urban schools and 40% of 
remote schools have undertaken some form of physical 
activity Professional Learning in 2007.

NT Planning Scheme, introduced on 1 February 2007 
includes requirements for bicycle access, storage and 
shower facilities [clause 8.2 sub-clause 2(o)] in new 
developments.

380 DHCS staff from across the NT participated in a 
three-week pedometer challenge in September 2007. 

DPI has commenced development of an NT Cycling 
Action Plan, which will guide implementation of the 
National Cycling Strategy 2005-2010 in the Northern 
Territory.

National Heart Foundation conducted a ‘Healthy By 
Design’ seminar with 20 participants at the City of 
Palmerston on 13 November 2007. 

Funding from the Australian Government Intervention 
has been directed for the purpose of improving 
and increasing sport and recreation programs and 
infrastructure and Closing the Gap (NTG Indigenous 
Generational Plan) has committed $4.5M for this in each 
of the new local government shires.

»

»

»

»

»

»

»

The goNT Network, which first met in 

November 2007, is currently developing 

the next action plan for goNT, which will 

be a three year plan (2008-2011). This will 

allow for short and long term actions to be 

delivered. 

If you’d like to contribute to the 2008-2011 

goNT Action Plan or have any comments, 

please contact goNT Secretariat, Tamie 

Devine on 8985 8026  

or tamie.devine@nt.gov.au
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Medical Students go bush
Cultural Awareness Field Trip
Kym Thomas,
Spencer Gulf Rural Health School

Spencer Gulf Rural Health School conducts Aboriginal 
cultural awareness field trips to the Anangu Pitjantjatjara 
Yankunytjatjara (APY) lands in Central Australia. The 
field trips provide unique opportunities to visit Aboriginal 
Health Services, schools, art centres and communities. 
It also opens pathways to allow participants to link with 
and share knowledge about clinical issues, unwritten 
cultural protocols, and community concerns. It enables 
participants to learn about traditional and contemporary 
lifestyles. The cultural awareness field trips provide 
an opportunity for participants to develop skills and 
knowledge relevant to working with Aboriginal people in 
varied locations and environments with acquired cultural 
knowledge and understanding.

It also promotes more effective ways for medical students, 
health professionals, organisations and agencies working 
within health sciences to initiate contacts with individuals, 
communities and organisations to develop and enhance 
programs, research activities and collaborative activities.

The field trips presents’ evidence of environmental, 
cultural, locality, social and economic factors that need 
to be addressed and are interwoven in understanding the 
health of Aboriginal people.

The unique experience to participate in traditional dance 
(Inma) is a highlight stated by numerous participants. The 
Inma provides an opportunity to interact with the Anangu 
people to experience story telling, songs, artwork and 
sampling of traditional foods.

The field trips also take in picturesque locations such as 
the Breakaways, near Cooper Pedy, the Musgrave Ranges 
with other spectacular destinations in the Pitjantjatjara 
lands and Uluru.

The field trip provides the opportunity and experience to 
visit outback places such as Cooper Pedy, Marla, Mimili, 
Fregon, Ernabella and Mutitjulu.

A comment from a previous participant states 

“In almost four years at university, I’m not sure I’ve 
ever set foot into a lecture theatre quite like this one. 
In fact, I’m pretty sure I can safely say that I never 
will. This was contextual learning at its finest.”

To find out more about these trips contact kym.thomas@
unisa.edu.au or pat.sketchley@unisa.edu.au

Top photo: The Breakaways near Cooper Pedy

Above: Witchetty & Kate admiring a Perenti traditional aboriginal carving

Bottom: Participants, teachers and kids at Freegon community school 
learning Healthy Lifestyle alternatives
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The Dos and Don’ts
of High Risk Human Papilloma Virus

The only indication for HR HPV testing under the national 
Cervical Screening Program guidelines is as part of a ‘test 
of cure’ (TOC) following ablative treatment (LLETZ, cone, 
laser etc) of a histologically-proven, high-grade cervical 
lesion (eg. CIN2, CIN3, adenocarcinoma-in-situ).

Medicare will only rebate for an HR HPV test if it is done 
under the above circumstances.

DO  ensure the woman’s history, including date of 
treatment, is clearly on the pathology request form 
for the Pap and HR HPV test: eg.: TOC – Bx CIN2 
4/07, LLETZ 5/8/07.

Treatment history, if not in the woman’s notes, can 
be obtained from the treating hospital or specialist. 
Otherwise, if treated in the NT after 1996, ring the Pap 
Smear Register on 13 15 56.

DO  ensure you meet the other criteria (timing/number of 
tests) for Medicare rebate (Item no. 69418 – access 
the Medicare Benefits Schedule on-line http://
www9.health.gov.au/mbs/search.cfm )

DON’T  test for HR HPV in any other circumstances 
if you want it covered by Medicare. There is 
no rebate for HR HPV testing after low-grade 
abnormality only, or after HSIL on a Pap 
smear not confirmed by histology, or after 
total hysterectomy. Pathology companies are 
now billing women for some HR HPV tests, 
usually when they don’t appear to fit the 
Medicare rebate criteria.

For a short but comprehensive information package 
(including definition of ‘Test of Cure’) download, or order 
free of charge, “Cervical Screening Essentials” from 
www.cancerscreening.gov.au . This site also has the full 
NHMRC guidelines available as a download.

(HR HPV) testing
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The Northern 
Territory Pap 
Smear Register
Information for  
Health Practitioners

WHAT IS THE NT PAP SMEAR REGISTER? 
A central electronic database which commenced on 11 
March 1996 and is administered by the Well Women’s 
Cancer Screening Program, Department of Health and 
Community Services under the NT Public Health (Cervical 
Cytology Register) Amendment Regulations (2007).

The primary purpose of the register is to assist in 
implementing the National Cervical Screening Program by 
acting as a back-up overdue reminder system, providing 
information to health practitioners about a woman’s test 
results, and monitoring performance of laboratories.

CONFIDENTIALITY AND SECURITY
Confidentiality of information is protected by the above 
governing regulations, the NT Information Act 2005 and 
password security. The electronic register is not data-linked 
with any other electronic record/information system. 

INFORMATION RECORDED
The Register records a woman’s identifying details, 
her health practitioner, clinic attended, and processing 
laboratory for Pap smear, histology and other cervical test 
results. 

The Register may request information from women 
and health practitioners to fulfil its legislated follow up 
requirements.

HEALTH PRACTITIONER’S ROLE
Legislated requirement: Each time, when taking a Pap 
smear, cervical biopsy, or performing other cervical tests or 
treatments, it is a regulated requirement that the practitioner 
is to inform the woman about the Register, its purpose and 
that she has a choice as to whether her information is to be 
included or not.

Women’s inclusion on the Register: All NT laboratories 
must automatically send an electronic copy of results to the 
register.

Women’s exclusion from the Register: The Health Practitioner 

must: clearly mark the pathology request form with “Not for 
Register” if the woman does not wish to be included; inform 
the woman she will not receive a reminder letter.

Women can write to the Register to request their results be 
removed.

Women’s personal information: The only personal information 
available to the Register is that provided on the pathology 
request form, so it is important that the correct name 
(including skin or alias names), date of birth and postal 
address is used. Women need to give a reliable address 
where they wish to receive a reminder letter, and notify the 
practitioner and the Register of any name and address 
changes.

When sending overdue follow up notices to health 
practitioners, the Register may also include a response form 
to update a woman’s personal or clinical information.

BENEFITS OF THE REGISTER
Reminder system: The Register will send a reminder notice 
to a woman and her practitioner when she becomes 
overdue for a Pap smear or other follow up tests. This is a 
back up to, and not a replacement for health practitioner 
recall systems.

Past histories: Health practitioners can telephone the 
register to ascertain a woman’s previous results (from 1996), 
if she consents, during a consultation. Women can write 
to the Pap smear Register to obtain their Pap smear and 
cervical test result records.

Follow up of abnormalities: A safer system for follow up of 
women with abnormal results, especially if women change 
practitioners. 

Improved reporting: Laboratories have access to a woman’s 
previous Pap smear and other cervical test results to assist 
them with reporting on the current test and making clinical 
recommendations.

Quality of tests: The Register participates in national 
programs that provide laboratories with statistical feedback 
on their performance. 

Education and Research: The Register’s de-identified 
information is used to determine Pap smear screening rates, 
provide national monitoring statistics and to review the 
effectiveness of promotion and education campaigns.

CONTACTING THE REGISTER 
NT Pap Smear Register 

Well Women’s Cancer Screening

PO Box 40596, Casuarina NT 0811.

Telephone 13 15 56 (or 8922 6447)

Facsimile 8922 6455

To download ‘Cervical Screening Essentials’: www.
cancerscreening.gov.au
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Its not that easy having diabetes
Preventable Chronic Disease (PCD) training
an effective learning strategy for the participants

The PCD advanced training week was held in Darwin on 
the 18-22nd February 2008. Participants included allied 
health staff, nurses and Aboriginal health workers, who 
were given an opportunity to experience life as a person 
with diabetes.

The Experience

Participants were informed that they had diabetes and 
were asked to:

Take Blood Glucose Level (BGL) reading x 4 daily

To exercise regularly and record in a diary

Eat healthily and record in a diary

Take mock medication (tic tacs in blister packs)

Participant Reactions 

Many were diligent in taking BGL and complained 
about the pain associated with the glucometer finger 
pricking

Most found regular exercise difficult

Many were not able to maintain healthy eating over the 
four days

Some were able to comply with the medication regime

Lessons Learnt 

Finger pricking is painful unless correct techniques are 
used

Compliance with instruction regarding exercise, diet 
and medication regime is not easy

Our expectations of patients who are required to follow 
advice from Health staff are often unrealistic

›
›
›
›

›

›
›
›

›
›
›

The PCD program would like to thank 

all the presenters and participants 

for their contributions towards 

making this workshop successful.

For a copy of the PCD training 

report contact Jeanette Boland on 

89226990 or  

email jeanette.boland@nt.gov.au 

BGL testing
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Darwin Hospice Patient Don (Patch) Kennedy 

with RN Ann Herring 

Palliative Care and 
Preventable Chronic Disease
Greg Solomon
Preventable Chronic Disease Program, Alice Springs

The question is how can we partner preventable chronic 
diseases with palliative care? The answer is simple. 
So many of our Indigenous clients suffer with chronic 
diseases, some of these ending in palliation, when 
the curative stage is over. The most common chronic 
diseases that I see out on communities are diabetes, 
a disease that is on the increase and often results in 
the progression to end stage renal failure, respiratory 
diseases such as chronic supparitive lung disease, and 
increasing incidences of cancers. What I also see is that 
individuals, families and community members, let alone 
clinic staff, have a limited knowledge of palliative care. 
This then gives rise to issues of a lack of access and 
empowerment.

As part of the ‘Preventable Chronic Disease Strategy’ 
we need to be aware of the underlying determinants 
of health and look at promoting a sense of control and 
mental well-being. I saw during my time on the Program 
of Experience in the Palliative Approach (PEPA) program, 
that by giving clients and their families the options that 
are available, in language that they understand and in 
a way that is culturally appropriate, this increases their 
sense of being in control and to be an active participant in 
how their care is managed. 

This education and exchange of knowledge is also 
extended to the health staff in clinics and other 
community organisations/groups, allowing access to 
information and resources from a variety of sources. It is 
then important that we are all speaking the same story 
so that there is no confusion of what palliative care is and 
the services that are provided both to the client and to 
their carers and families. 

During my time with the palliative care teams in both 
Darwin and in Alice Springs I was able to experience 
first hand, in hospice, hospital and urban settings, the 
approaches taken with clients and their families, with 
other health staff and within the team itself. It gave me a 
new insight into the management of pain and symptom 
control and the importance of considering language and 
cultural barriers and the important part auxiliary services 
such as respite services play. 

Therefore palliative care comes into action when the 
person can’t get better. It sends a message to Aboriginal 
people that the person is ‘finishing up’ and allows 
family to clarify their roles and responsibilities during the 
process. If care is initiated early enough in the palliative 
process it can help prevent ‘blame’ and ‘payback’. It is 
with these messages and information that I have learnt 
whilst on PEPA that are important to pass on to others, 
to empower and to allow people to have a greater say in 
the management of their own health. It is within the scope 
of clinicians working within chronic disease, to be able 
to monitor clients to firstly delay palliation for as long as 
possible, but to also to know when to implement it.

Therefore when it comes to PCD we are in a good 
position to be able to act as conduits for information 
so that positive messages can get out to remote 
communities. We can support people to make active 
decisions when their chronic disease is no longer 
curative, that there are different options and that they 
can make a decision not to access further treatment if it 
means moving away from ‘country’ and family.
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Forum Jump Starts 
NT Cancer Services Network

CanNET

CanNET (Cancer Services Networks 
National Demonstration Program) 
held its first Annual NT Cancer 
Forum in Darwin on 5 and 6 
February 2008.

The forum brought together close to 
70 health professionals and consumers 
representing various health sectors 
from across the NT, including private, 
public, NGO and consumer, to discuss 
issues around cancer services and the 
implementation of a cancer services 
network for the NT.

 “The First Annual Cancer Forum proved 
a great success and demonstrated 
the enthusiasm of people involved 
in cancer care, and consumers, to 
enhance services to all Territorians. We 
had a great response from participants, 
demonstrating that the Forum was a 
successful vehicle to collect, and in 
turn disseminate information regarding 
CanNET and issues around cancer 
services,” said Natascha Plani, CanNET 
NT Project Manager.

CanNET NT were delighted to host 
Jane Phillips, CanNET National Program 
Manager as well as John Stubbs and 
John Newsom representing Cancer 
Voices Australia. Jane gave some insight 
into the concept of a cancer network 
and a directory of services, while John 
Stubbs introduced their organization and 
gave information regarding consumer 
involvement.

On the first day, several issues such as 
a multi disciplinary team approach to 
patient care, establishment of a directory 
of services, and a service delivery 
model to name a few, were debated, 
whilst the afternoon encouraged active 
participation by all in the form of round 
table discussions on topics such as 
cultural awareness, rural and remote 

cancer care and consumer involvement 
in cancer care plans.

The Department of Health and 
Community Services and Northern 
Territory Government showed their 
support and commitment to this project, 
with the CEO, Dr David Ashbridge, the 
Assistant Secretary of Acute Care, Peter 
Campos and the Minister of Health, Dr 
Chris Burns all addressing the delegates.

On the second day, training opportunities 
were provided to 63 health professionals 
in the form of three workshops on 
communication, cancer care and 
Indigenous peer support. Improving 
access to and participation in cancer 
specific professional development is 
part of CanNET NT’s commitment to 
upskilling the workforce.

In addition, a consumer workshop was 
convened and attended by consumers 
from across the NT to gain insight into 
the patient journey and examine ways 
of educating consumers regarding 
prevention, better access to cancer 
information and expectations of cancer 
services.

CanNET NT viewed its first Forum as 
highly successful and invaluable in 
gaining and disseminating information 
about cancer services in the NT. We look 
forward to using this information and the 
contacts made in the coming months 
to establish an effective and sustainable 
network for cancer services in the NT.

CanNET NT used the forum as an 
opportunity to distribute its first 
newsletter, CanNET Connect, and 
factsheet to all delegates in hard copy 
and electronically for easier distribution to 
a wider audience.

CanNET will be coming to your region 
soon to establish the Regional Cancer 
Group (RCG) for your area. If you would 
like to be a part of this group please email 
Poppy Lelekis at poppy.lelekis@nt.gov.au 
or, alternatively call on 899 92928.

CanNET has launched its website, linked 
to that of Cancer Australia and can be 
found at  
www.canceraustralia.gov.au/cannet-
homepage.aspx.

CanNET is a Cancer Australia initiative, funded by the Australian Government.

From Left to right:  Poppy Lelekis & Kathy Kuipers, Project Officers CanNET NT, Natascha 
Plani, Project Manager CanNET NT and Meribeth Fletcher, Director Policy 
and Services Development, Acute Care Division, DHCS
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Dementia

Jill Brown
Alzheimers Australia NT

In 2007, there were 220,000 people with dementia living in 
Australia - it is estimated that this number will increase to 
731,000 by 2050. It is predicted that there will be 56,000 new 
cases of dementia diagnosed in Australia in 2007.

In the Northern Territory there are nearly 800 people with 
dementia. It is estimated that this equates to possibly 200 
new cases of dementia in the Northern Territory in 2008. This 
is a conservative estimation, considering a recent Indigenous 
dementia study in the Kimberley region of WA showed the 
prevalence of dementia (45+years) was 12.4% compared to a 
rate of 2.6% in the Australian population. 

Dementia is a chronic disease that causes loss of memory, 
intellect, rationality, social skills and normal emotional 
reactions. As well as severely limiting the daily functioning 
of the person diagnosed with dementia, it affects the lives of 
nearly one million Australians who are involved in caring for 
a family member or friend with dementia. By 2016, dementia 
is projected to be the largest source of disability burden in 
Australia.

Alzheimer’s Australia NT provides many services to Territorians 
affected by dementia. These services include information 
provision, counselling and support, social and educational 
services.

One of the support services we offer is the Host Family Day 
Respite Service, or Home Clubs. 

Day respite is vitally important for both the carer and the 
person with dementia. Respite can take a number of forms 
– our Home Clubs provide five hours of respite for the carer 
for one day a week. Home Club takes place on Mondays and 
Thursdays for people with dementia living in the metropolitan 
area, and Tuesdays for those who live in the rural areas. The 
groups are small, with just five to six people, allowing this 
service to cater to the needs of the individual. Staff have 

extensive experience in caring for people with dementia as well 
as relevant formal qualifications. Staff managing this program 
ensure that activities are stimulating and interesting for those 
attending, and the members themselves are consulted on 
the types of activities that they would like. This program is an 
invaluable way to maintain a person’s connection to the wider 
community. One of the features of dementia is a tendency 
for people to withdraw socially and become isolated. Home 
Club encourages our clients to mix socially in an atmosphere 
where they are supported and among their peers, participating 
in activities tailored to their needs. Home Club encourages 
normalisation so the risk of embarrassment or failure is greatly 
reduced. Programmed activities are designed to be meaningful, 
provide structure and orientation as well as encouraging 
cognitive and physical stimulation in a social context. 

Our Early Stage Coordinator assesses all potential clients for 
this program on an individual basis. This program is best suited 
to those who are in the early to middle stages of dementia, who 
are physically able to keep up with the group, and have a carer 
who would benefit from regular periods of respite. Examples 
of typical Home Club activities are a trip to the Butterfly Farm, 
a picnic lunch at the Jingili Water Gardens, or “brain-training” 
activities and games in a comfortable room. We will pick clients 
up and drop them back home again, and provide morning 
tea and lunch. There is a charge of $10.50 per day for this 
service, though this can be waived if a client is financially 
disadvantaged.

The other major benefit of the Home Club day respite program 
is that it allows the carer some regular and reliable “time out”. A 
happy, healthy carer is one of the essential ingredients needed 
to allow a person with dementia to remain in their own home 
and in the community for as long as possible.

For all enquiries about this program, or to refer someone, 
please call Jill Brown, Early Stage Coordinator, on 8948 5228.

Brian, David and Bill fishing at Nightcliff Jetty
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Coeliac Disease

My

My name is Mary Verus and I work as an 

Admin Officer at The Centre for Disease 

Control (CDC) in Darwin. I first told my story 

to The Chronicle in 2003. Five years later, and 

with the prevalence of Coeliac Disease ever 

increasing, I thought it timely to do another 

article. Firstly, I would like to tell you how 

Coeliac Disease has affected my life and then I 

will give you some information on the disease.

On June 6 1985, I gave birth to my first 
child – Jesse. We had awaited Jesse’s 
arrival with much anticipation as my first 
pregnancy had ended in a miscarriage 
and for some reason I did not fall 
pregnant quickly. Jesse died within 
minutes of his birth. He had a severe 
level of spina bifida. I left the hospital a 
few days later, trying to understand.

It was suggested that I have a folic acid 
test as recent discoveries had shown 
that there was a connection between 
low folate levels in pregnancy and spina 
bifida. It has been too many years 
to remember the exact results, but I 
remember they were staggeringly below 
normal. I was told to start taking folic 
acid tablets daily. 

Over the years I had suffered from 
spasmodic diarrhoea. The doctors 

had always passed it off as a bug 
and given me Lomotil to reduce it. 
However after Jesse’s birth I began to 
find the diarrhoea much worse. Several 
times at the supermarket and once at 
a restaurant I had to be taken home 
because I completely lost control of my 
bowel. My GP thought this was probably 
due to my terrible nervous state 
following Jesse’s death.

One day my mother went to a new GP 
as she was unwell and she told him 
my story. He said “so she has a folic 
acid deficiency – is she thin and does 
she have diarrhoea?”. Of course the 
answers were yes and I was sent to a 
gastroenterologist, given a biopsy and a 
diagnosis of Coeliac Disease was made. 

When I look back, from about 1978, 
over a period of about 6 months, I 

lost approximately 12kg. From then 
on I suffered spasmodic diarrhoea, 
abdominal cramping and at one stage in 
about 1979 I was diagnosed with a folic 
acid deficiency which was treated with 
injections.

Since my diagnosis several close 
relatives, including my brother and niece 
have been diagnosed with Coeliac 
Disease. My father died of cancer at age 
31. We cannot prove that he had Coeliac 
Disease, however Mum says that he was 
always unwell and was not accepted 
into the armed forces or priesthood 
because of poor health and his mother 
suffered bouts of unexplained diarrhoea.

I am a healthy 62kg these days. I have 
two beautiful healthy children aged 21 
and 17 and follow a strict gluten free diet.

>>>

Mary showing the poster that was launched for Coeliac 
Awareness Week 13 - 20 March 2008

Story
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Coeliac Disease is the result of an auto-immune 

response which means that the body produces 

antibodies that attack its own tissues. This auto-

immune response is triggered by eating gluten: a 

protein found in wheat, rye, barley and oats.

Around 1% of the Australian population has Coeliac Disease
Currently fewer than one in five has been diagnosed

Up to 200,000 Australians have Coeliac Disease and don’t know it

The starting point is getting diagnosed.

Coeliac blood screening tests can be ordered by your 
GP. To correctly diagnose or exclude the possibility of 
Coeliac Disease a small bowel biopsy is essential. A 
gastroenterologist normally does this procedure. It is 
important that a gluten free diet is NOT started prior to 

Unexplained anaemia

Nutritional deficiencies such as iron, folate or B12

Fatigue

Gastrointestinal disturbance such as flatulence, 
abdominal distension, diarrhoea and/or constipation

Nausea and vomiting

Unintentional weight loss

Delayed growth or delayed general development in 
children

Headaches

Liver problems

Multiple unexplained fractures

Dental enamel defects

Irritability or failure to concentrate

Education outcomes that are not as good as they  
might be

There is also a small but real increased risk of certain 
forms of cancer such as lymphoma of the small bowel

•

•

•

•

•

•

•

•

•

•

•

•

•

•

You have a higher risk of having Coeliac 
Disease if you have:

In undiagnosed Coeliac Disease you  
may see:

Coeliac Disease

diagnostic testing as investigations while on a gluten 
free diet can result in false negative results and may 
delay the diagnosis of another condition with similar 
symptoms.

Treatment and Recovery

The good news is that Coeliac Disease can be treated 
after the removal of gluten from the diet, the damage 
that has occurred to the small intestinal lining steadily 
repairs.

Success Stories -

The Coeliac Society represents individuals with Coeliac 
Disease in Australia and has been successful in:

A family history of Coeliac Disease

Type 1 Diabetes

Unexplained osteoporosis

Infertility or multiple miscarriages

•

•

•

•

Lobbying, which has resulted in one of the world’s best 
food labelling standards

The provision of excellent resources and support for 
those diagnosed

Prompt dissemination of new research findings

•

•

•

A CD-ROM on Coeliac Disease has recently been 
launched by the Australian and New Zealand Coeliac 
Research Fund. A unique aspect of the CD is its role as 
a health professional education tool.

Australia has world leaders in Coeliac 
research

Exciting research is taking place in Melbourne, led by 
Dr Robert Anderson PhD FRACP, which is focused 
on the development of a Coeliac vaccine that would 
target the disease-causing T cells that are reacting 
to the toxic fragments of gluten to make them gluten 
‘tolerant’.

If you would like more information please contact Mary 
Verus who is the representative for the Coeliac Society 
in Darwin on 08 89274310 or by  
email wverus@bigpond.net.au.

<<<
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I work as a community nutritionist and often times we do some community screening along with 

other services, eg we do the PITSTOP program where we have 9 different stations & at each station 

we deal with a particular health issue - nutrition, physical activity and fitness, blood pressure, mental 

& emotional stress, alcohol tobacco & other drugs, cancer - skin, testes, breast, bowel, etc, dental 

and so on.

Since we do these programs in the smaller remote communities the clients cannot go to specialist 

centers for various reasons like leaving family behind, new place, don’t know anyone or anything 

there, etc.

And often times we find that we have limited specialist services like once a month or once in 2 to 3 

months and then there are big waiting lists or the day & time is not convenient for the clients

It is absolutely hard in these cases even to provide them with Primary Health Care and I do find a lot 

of these. That is when I do worry about our duty of care and what do we do.... How do we bring the 

two together?

Kind regards,

Achamma Joseph

Letter to the Editor
Re: Screening Programs

Dear Achamma

This is a common problem that many health professionals 
face, especially in remote areas. Screening will generate a 
number of positive results, that either need further testing 
such as BP or blood glucose or definitive treatment eg: 
STI test, Quit smoking support. Most problems detected 
can be managed in the primary health sector, although 
remote teams may need assistance from visiting public 
health or clinical staff to cope with the amount of work 
generated from a screening activity.

Some people argue that it is unethical to screen for 
problems knowing there is no service ie: limited dental 
services in certain remote areas, while others argue that 
not screening due to limited services simply “hides” the 
extent of the problem.

Your health service needs to have a clear policy on 
screening, and there should be good planning before 
any screening to ensure that issues of follow up are 
considered and strategies developed to ensure that 
people identified with problems can access the service 
required. Importantly, ensure that you offer screening 
tests based on strong evidence and that systems are in 
place to ensure not only effective screening but effective 
follow-up and treatment.

Christine Connors
PCD program Director
NT Department Health & Community Services

Next in Issue 3:
Complexities of a screening test - 1

Editors Response
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Medicines Education 
Picture Book

The Medicines Education Picture Book project was initiated around two years ago in Alice 
Springs to enhance the Quality Use of Medicines in remote communities of Central Australia. 
Research by three pharmacists, one of whom is also an artist and illustrator, consisted 
of numerous visits to remote communities in liaison with remote clinic staff, patients and 
Aboriginal health workers. Workshops were conducted, along with information giving and 
gathering sessions, and trialing of images for appropriateness and level of 
understanding.

It became clear that in order to begin 
teaching patients about medicines, there was 
a strong need for images to explain disease 
states. Since then, two trials booklets have 
been sent out “into the field” and feedback 
collated before reaching the final design, layout 
and content. It is regrettable that limitations 
on this project means there are only three drug 
groups included in the current publication covering 
Cardiovascular Disease. Plans to extend the range 
of medicines will require further funding. 

The project was initiated and co-coordinated 
by Margi Craig, the booklet designed, collated 
and illustrated by Julie Taylor, and is published by 
Peter Hatswell whose work involves the supply of 
medications to remote communities.

The publication is a spiral-bound, 22 page, laminated 
resource with full colour illustrations combined with 
simple English to explain disease states as well as 
advice about how best to take medicines. It is good 
for all clinic workers to teach and guide patients, 
especially those with low literacy levels. It is due to 
be released in early April.

For further information contact:

Julie A Taylor, 
email: jataylor@iinet.net.au  
phone:08 8952 4695 or 

Peter Hatswell, 
email: peterhat@internode.on.net  
phone: 0438 371100 
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Putting 
together 

the ABCD 
Project 

Resource 
Kit

Robyn Williams
Menzies School of Health Research

The Audit and Best Practice for Chronic Disease (ABCD) 
research project has produced a resource kit aimed to 
assist health service staff to improve health outcomes for 
clients with chronic disease and complex care needs. 

This is a practical kit with helpful information, ideas, 
activities, success stories, case studies and reference 
materials. It is designed to be a working document 
reflecting the needs of the health workforce and is 
responsive to feedback and comment. It is anticipated 
that the kit will also be useful to a wide range of health 
professionals, particularly those working in an Indigenous 
primary health care setting. 

Overall, the resource kit is aimed at the health staff from 
services who have signed up for the ABCD Project, 
and also staff from health services that may wish to be 
involved as a participating site (administrators, Aboriginal 
health workers, nurses, doctors and public health 
officers). However, it is hoped that a broader variety of 
heath practitioners and educators will also find aspects of 
the kit useful. 

The resource kit is available in three forms:

on the ABCD project’s website  
(www.abcdproject.org.au);

on a CD–Rom; and 

in a limited number of print copies.

The website and CD–Rom feature a printer friendly 
electronic version (or PDF) of the resource kit including 
some great resource materials for use by health staff and 
educators. The print and the electronic versions have 
both been designed with easy updating in mind. 

The resource kit is complementary to the training and 
hands-on support provided to staff from participant 
ABCD project sites. 

The kit will be officially launched on April 16th in Darwin.

For more information and to view the resource kit please 
go to the ABCD website http://www.abcdproject.org.au/

•

•

•

A Training Resource to Support a Structured Quality Improvement 
Systems Approach to Indigenous Primary Health Care

RESOURCE KIT
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PO Box 41096, Casuarina
NT 0811 AUSTRALIA

T: +61 8 8922 8396
F: + 61 8 8922 7797
E: admin@crcah.org.au
W: www.crcah.org.au

PO Box 41096, Casuarina
NT 0811 AUSTRALIA

T: +61 8 8922 8196
F: +61 8 8927 5187
E: abcd@menzies.edu.au
W: www.abcdproject.org.au

ABCD PROJECT
Menzies School of Health Research
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R E S O U R C E S

Did you know?

New Global Centre for Chronic 
Disease Control in China

Australia Health Policy Institute News

Stephen Leeder is a lead contributor on a successful 
application to establish a global centre for chronic disease 
control in China. Ovations and the US National Heart, 
Lung, and Blood Institute will fund the centre, one of eight 
centres that will be created worldwide. The mission of 
the China Ovations Centre is to develop, implement and 
evaluate novel strategies for the treatment and prevention 
of the chief causes of ill health in China through a program 
of targeted healthcare initiatives, capacity building 
and policy engagement. The work to be undertaken 
will provide an evidence-base by which the Centre 
can directly advocate for the implementation of more 
appropriate, effective and efficient health policy for the 
control of chronic diseases in hundreds of millions of the 
least well off Chinese.

On Line Reports:

Australian Institute of Health and Welfare

Rural, regional and remote health: a 
study on mortality (2nd edition)

Death rates are a useful indicator of the underlying 
health status of a population. In general, people living in 
regional and remote Australia have higher death rates 
than those living in major cities. This report, the eighth in 
the Australian Institute of Health and Welfare’s rural health 
series, describes the patterns of death in regional and 
remote areas and quantifies the difference in death rates 
amongst people living in major cities and those living 
outside them.

Authored by AIHW.

Published 18 December 2007; ISSN 1448 9775; ISBN-13 
978 1 74024 743 6; AIHW cat. no. PHE 95; 362pp.

http://www.aihw.gov.au/publications/phe/rrrh-som-2/
rrrh-som-2.pdf

The relationship between 
overweight, obesity and 
cardiovascular disease: a literature 
review prepared for the National 
Heart Foundation Australia

The Relationship Between Overweight, Obesity and 
Cardiovascular Disease presents the latest evidence 
linking excess body weight with cardiovascular disease, 
including coronary heart disease, stroke, heart failure and 
their associated risk factors. Published by the Australian 
Institute of Health and Welfare and the National Heart 
Foundation of Australia, this report is a valuable resource 
for the broader community as well as policy makers, 
health professionals and researchers interested in 
cardiovascular health. 

Authored by AIHW.

Published 2 December 2004; ISSN 1323-9236; ISBN-13 
978 1 74024 427 5; ISBN-10 1 74024 427 3; AIHW cat. 
no. CVD 29;78pp. 

http://www.aihw.gov.au/publications/cvd/rboocvd/
rboocvd.pdf

Other Reports:

Australia Must Follow British Lead On 
Obesity - AMA

The Australian Medical Association (AMA) says the 
Australian Government must match Britain’s determination 
to tackle its obesity crisis by adopting a national obesity 
strategy. AMA President, Dr Rosanna Capolingua, said 
that a similar national plan to combat obesity is needed 
in Australia. The 2006 Access Economics report, Cost of 
Obesity, estimates that around 19 per cent of adult men 
and 22 per cent of adult women in Australia are obese.

http://www.medicalnewstoday.com/articles/95077.php
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Comprehensive UK obesity strategy 
has pointers for Australia.

By way of background the UK Government has pledged 
372 million pounds totackle childhood obesity of which 
75 million pounds will fund an advertising campaign “to 
empower parents to make changes to their children’s diet 
and increase levels of physical activity”.

To view the Heart Foundation’s media release in response 
to the announcement of the UK Government’s Obesity 
Strategy go to:

http://www.heartfoundation.org.au/About_Us/Media_
Centre/Archived_Media_Releases.htm

Overweight and Obesity

Useful statistics and references – July 07

Overweight and obesity are increasing in both adults 
and children around the world and are associated with 
significant health, social and economic consequences. 
The Heart Foundation is very concerned about the 
increasing prevalence of overweight and obesity in 
Australia, and is undertaking a range of activities to 
address this major public health issue. 

For up-to-date statistics on overweight and obesity go to

http://www.heartfoundation.org.au/document/NHF/
OWOB_StatsRefs_July2007.pdf

The law and chronic disease 
prevention:

Possibilities and Politics

If the law required restaurants to tell you the total calories 
and the grams of saturated fat, trans fat, carbohydrates 
and salt in the food you order, would it make a difference 
to your food choices?

http://www.mja.com.au/public/issues/188_02_210108/
mag11248_fm.pdf

4156.0 Sport and Physical Recreation: 
A Statistical Overview, Australia 2008 

Provides a statistical overview of sports and physical 
recreation in Australia. Topics covered include output of the 
sports and physical recreation sector, employment in sports 
and physical recreation, government outlays on recreation, 
international trade in sports and physical recreation goods, 
attendances at sporting events, and participation in sports 
and physical recreation activities.

3.7 Participation in Exercise 

The National Health Survey (NHS) has collected comparable 
information on participation in exercise (walking, moderate 
exercise and vigorous exercise). The NHS reported that 
exercise for Indigenous Australians 15 years and over was 
considerably lower than the 66.9% of non-Indigenous 
Australians who participated.

http://www.abs.gov.au/ausstats/abs@.nsf/Latestproducts/
42F11E52D0851A7BCA2573E1000E1D02?opendocument

Changing shape: workforce and the 
implementation of Aboriginal health 
policy

Thirty-five interviews were conducted in a case study on the 
implementation of the Northern Territory Preventable Chronic 
Disease Strategy (PCDS) to explore the role of the health 
workforce in the implementation of Aboriginal health policy. 
There was a tendency for the workforce to implement those 
aspects of the policy that drew on existing skills in treatment 
and management and to avoid or delay implementation that 
required the acquisition of new skills in primary prevention. 
Factors that facilitated the implementation of the PCDS 
included the addition of new resources, employment of 
additional staff, training, increased commitment from 
managers, and the creation of dedicated chronic disease 
positions. Factors impeding implementation included 
insufficient numbers of service providers, too little support for 
current Aboriginal Health workers, and high staff turnover.

Australian Health Review, February 2008;  
Volume 32 (1):174 -185 

http://www.aushealthreview.com.au/publications/articles/
issues/ahr_32_1_0208/ahr_32_1_174.asp=
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OFFICE RELOCATION 

Our new address is

Unit 14 / 16 
Charlton Court Woolner  NT 0820

Phone:  8981 6066

Fax:  8981 9066

Email to  asthmant@asthmant.org.au

Tollfree Phone No:  1800 645 130

The new office will be open from Tuesday 25th March 2008.

Delay
for at least five minutes, the urge will passDeep breathebreathe slowly and deeplyDo something elsekeep your hands busyDrink Watertake time out to sip it slowlyCounsellors are available to support 

smokers to Quit.Benefits of  Quitting ...
• Reduced risk of  heart attack and stroke• Quicker healing after an operation• Better anaesthetic outcome• Cleaner lungs - reduce risk of  cancerTo refer patients/clients to the NT Quitline for help to Quit a simple referral 

form is available. To obtain a pad of referral forms call the 
NT Tobacco Hotline on 1800 588 564.

The four D’s

Call the Quitline

137 848

4 ways to avoid a cigarette

Department of Health and Community Services
nt.gov.au/health
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12th Annual Conference of the Chronic Diseases Network of the NT

18th Annual Scientific Meeting and Exhibition of the 
Australian Cardiovascular Health and Rehabilitation Association

Health at the Heart of
Australia Conference
Alice Springs, 13 - 15th August 2008

The 12th Annual Chronic Diseases Network Conference is looking to be an exciting event 
not to be missed! The 2008 conference is a joint event with the Australian Cardiovascular 
Health and Rehabilitation Association, (ACRA), and will be held for the first time in Alice 
Springs.

The theme of the conference: ‘Health at the Heart of Australia’ focuses on cardiovascular 
health within the context of chronic disease. Keynote speakers include: 

Professor Garry Jennings Director, Baker Heart Institute, 

Dr Alex Brown Director, Centre for Indigenous Vascular Research, Baker Heart Institute 

Dr Marcus Ilton Cardiologist, NT Cardiac Services.  

Professor Melanie Wakefield Director of the Centre for Behavioural Research

Dr Robyn Clark Research Assistant, Clinical Pharmacology Royal Adelaide Hospital 

Dr Sepehr Shakib Director of Clinical Pharmacology, Royal Adelaide Hospital

Dr Nancy Huang Coordinator, National Clinical Guidelines, Heart Foundation. 

Professor Robert Newton Foundation Professor, Exercise and Sport Science, Edith 
Cowan University.

•

•

•

•

•

•

•

•

Conference Registration 

We invite you to register now for the conference! Early bird registration offers a discount rate as well as first choice of 
travel, accommodation and social events at the conference!

Book early to avoid disapointment!

Registration Fees

Early Bird Registration  
(paid in full by 14/05/08)

Standard Registration  
(paid in full after 14/05/08)

Full Registration 350.00 450.00

Day Registration 200.00 250.00

Student Registration 100.00 100.00
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Social Events

Conference Welcome Reception 

Register early and join us the night before the conference, for an evening hosted by the NT Minister for Health, the Honourable Dr 
Chris Burns. A unique performance will be will be provided by the Western Desert Renal Choir – not to be missed - and drinks and 
nibbles will be served. 

Date: Wednesday 13th August 2008 

Where: Ghan Foyer, Alice Springs Convention Centre

Cost: Free (included in registration fee)

To register – download registration brochure available at: 

Chronic Diseases Network:

http://www.nt.gov.au/health/cdc/preventable/conference2008.shtml

Australian Cardiovascular Health and Rehabilitation Association:

http://www.acra.net.au/conference

Conference Gala Dinner

Limited numbers are available for this unique 
dining experience so register early!!!  

Located within the Alice Springs Desert Park, Madigans has 
been built to reflect and include the spectacular surrounding 
landscape. 180 degree views combined with some of the best 
Territorian cuisine makes for an unforgettable experience. 
Madigans menus incorporate many styles of cooking and are 
designed to reflect the unique location in which the dishes are 
served. Native foods are combined with the freshest gourmet 

ingredients to produce a mouth-watering selection of dishes

Date:   Thursday 14th August 2008

Where:  Madigans - Alice Springs Desert Park

Cost:   $130

Clinic Tours

Limited numbers are available for this unique experience so register early!!!

The conference organising committee, Amoonguna, Santa Teresa & Hermannsburg Health Clinics are excited to offer delegates an 
opportunity to visit these clinics & communities.

Both tours are only available on Wednesday 13th August 2008 and seats are limited. The tours depart Alice Springs at 8.00am 
returning at approximately 4.30pm (pick up & drop off from hotel accommodation). The cost for each tour is $90.00 & includes 
transfers, entrance fees & lunch. Please note that cultural conditions apply.

Tour:  Amoonguna & Santa Teresa Health Clinics

Date:  Wednesday 13th August 2008 

Cost:  $90

Tour:  Hermannsburg Clinic & Mission Precinct Tour

Date:  Wednesday 13th August 2008 

Cost:  $90

For further information 
contact:

The Chronic Diseases Network

T: (08) 892 28280 

E:  chronicdiseasesnetwork@nt.gov.au

Chrissie Inglis,  
ACRA (NT Rep) 

T: 0409 697 324

E: murlis@bigpond.com
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12th Annual Conference of the Chronic Diseases Network of the NT

18th Annual Scientific Meeting and Exhibition of the 
Australian Cardiovascular Health and Rehabilitation Association

Health at the Heart of

Alice Springs, 13 - 15th August 2008

Australia Conference

Application for funding support for Aboriginal
or Torres Strait Islander people to attend the

The Australian Government Department of Health 
and Ageing has provided funding to assist Aboriginal 
and Torres Strait Islander individuals, who do not 
have access to other avenues of financial support, 
to attend or present a paper at the ‘Health At The 
Heart Of Australia’ conference to be held on 13-15th 
August 2008 in Alice Springs. Funding will be used 
to reimburse successful applicants for some of the 
costs of travel (economy airfares or vehicle travel), 
accommodation costs and/or payment of registration 
fees. Early applications are encouraged, as funds are 
limited.

Applications for funding need to be 
submitted by May 7th 2008

To apply for funding:

1.  complete an application form  
(download from the website below.)

2.  Fax or email the form to  
chronicdiseasesnetwork@nt.gov.au  
by 7th May 2008

3.  A Selection committee will process applications 
against the selection criteria 

4.  Successful applicants will be notified  
by 12th May 2008

Selection Criteria

Funding will be offered on the basis of applicants 
meeting the following selection criteria:

Are Aboriginal or Torres Strait Islander;

Are from NT or interstate

Will be presenting a paper at or attending the 
Conference;

Will be representing an Aboriginal or Torres Strait 
Islander service or organisation (e.g. a health service 
or a community-controlled organisation);

Do not have access to government, non-
government or community support to attend the 
Conference;

Are preferably individuals who do not have other 
opportunities available them to attend local events, 
that is, individuals who do not live in capital cities

Are working in direct service delivery positions

•

•

•

•

•

•

•

Application form can be downloaded from  
www.acra.net.au/conference
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The Royal Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG) is 
convening an Indigenous women’s health meeting, with the aim of bringing together health 
professionals across the country with the common interest and desire to improve the health and 
well-being of Aboriginal and Torres Strait Islander women.  

The meeting will have a diverse program of presentations covering cultural issues, current public 
health information, clinical topics and medico-political opinions. Delegates will gain information on 
what’s happening in different regions of the country, as well as being informed on broader issues. 
The meeting will also provide a forum to develop valuable networks, and to assist the College in 
developing a more active role in improving the health of Indigenous women.  

RANZCOG extends an invitation to all health professionals who work with Indigenous women as part 
of their practice, or have a strong interest in this area register for this important event. 

The Royal Australian and New Zealand 
College of Obstetricians and Gynaecologists 

Thursday 14 - Saturday 16 August 2008 
Darwin Convention Centre, Darwin, Northern Territory 

For further information or to register your 

expression of interest, please contact:  

Ms Kylie Grose,  ASM Coordinator 

t:  03 9412 2922   f: 03 9419 0672 

e:kgrose@ranzcog.edu.au

RHDnet is an internet-based clinical and public health resource for 
ARF and RHD. The site is being developed and currently offers:

Resources for training health staff 

A range of model databases to record and report ARF and RHD locally 

RHD information from around the world and links to other RHD 

websites 

A members’ discussion forum which aims to connect and support 

clinicians and others interested in ARF and RHD control 

A section (under development) for Families and Communities 

Please view the site; your feedback is most welcome.

We are keen to hear if you would like to provide links to your own 
RHD materials or if you have electronic or paper copies you would like 
considered for inclusion.

We urge you to register for membership to the discussion forum by 
completing the online registration form (select Join RHDnet in the 
subject line).

For further information or assistance, please contact us through the 
site or email Ms Sara Noonan, RHDnet site Coordinator directly at 
sara.noonan@menzies.edu.au. 

We hope you find this resource useful.

Yours sincerely,

Professor Jonathan Carapetis
Chair, Rheumatic Fever Council, World Heart Federation

•

•

•

•

•

www.worldheart.org/rhd
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The Chronic Diseases Network acknowledges the participation 

and support of members of the CDN Steering Committee, from 

the following organisations:

foundation

Central Australian Division of 
Primary Health Care”


