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PUBLICATION OF THE CHRONIC DISEASES NETWORK

“Message from Health Services” –
Early Childhood
Nikki Walford, A/Executive Director
Health Services Division
Jill Davis, Director
Health Development Branch
Department of Health
Chronic diseases continue to impact seriously on the lives of many
Australians and the number of people affected continues to grow
alarmingly. The scale of this impact is greater on Aboriginal and
Torres Strait Islander people, and on other people already at greatest
disadvantage.
While treatment services for Australians suffering from these chronic
diseases can and are being increased and improved, fortunately we can
all play a part in reducing our personal risk of contracting many of these
chronic diseases by making changes to the ways that we live our lives.
There is now also a strong body of scientific evidence that points to the
early origins of many of these chronic illnesses during the period that
we were carried in our mother’s womb, as well as in the earliest years
of our lives. It is particularly promising that there is evidence that, if we
can successfully modify the conditions of these early years, we can
substantially decrease our risks of contracting many of these debilitating
chronic diseases later in life.
This is an important message that we all need to heed - to ensure that
the youngest Northern Territorians are able to grow to the best of their
potential with much reduced risk of serious chronic diseases.

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:
 Aboriginal Medical Services of the NT
 Arthritis & Osteoporosis Foundation of
the NT
 Asthma Foundation of the NT
 Cancer Council of the NT
 Healthy Living NT
 Heart Foundation – NT Division
 General Practice Network NT
 Menzies School of Health Research
 NT DoH Allied Health/Environmental
Health
 NT DoH Community Health
 NT DoH Health Promotion
 NT DoH Nutrition and Physical Activity
 NT DoH Preventable Chronic
Conditions Program

DEPARTMENT OF HEALTH

The articles in this issue of The Chronicle carry an important message
for the entire Northern Territory community – all of our services and
each of us must make the greatest effort to ensure that every child in
the Northern Territory is born as healthy as possible, and a childhood
that is free from illness, from risk and that supports their growth and
development. Only in this way can we make sure that the children of the
Northern Territory carry the lowest possible risks of future chronic illness
into their adult lives – so reducing the toll that these diseases take.
THE CHRONICLE

CDN EDITORIAL COMMITTEE
CHRONIC DISEASES NETWORK
T: 08 8922 8280
F: 08 8985 8177
E: chronicdiseasesnetwork@nt.gov.au
Contributions appearing in The
Chronicle do not necessarily reflect the
views of the editor or DoH.

Contributions are consistent with the
aims of the Chronic Diseases Network
and are intended to:
 Inform and stimulate thought and
action
 Encourage discussion and
comment
 Promote communication,
collaboration, coordination and
collective memory

www.chronicdiseasesnetwork.nt.gov.au

16th Annual Chronic Diseases Network Conference
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Call for Abstracts - Closing Date: Friday 4th May 2012

This year’s Chronic Diseases Network (CDN)
Conference will be occurring on 20th and 21st
September at the Darwin Convention Centre.
The conference program will explore a range of
factors during the early years that contribute to
chronic diseases later in life.
Influences during pregnancy, childhood or
adolescence can lead to chronic conditions later
in life and include, but are not limited to, whether
a mother smokes during pregnancy, a child’s
diet and level of physical activity, exposure
to domestic violence, parenting and social
determinants of health such as level of schooling
and the socioeconomic status of the family.

consumers, people and organisations working
in a range of sectors, for example: education,
health, child protection, local Government, non
Government organisations and others.
Funding may be available for Aboriginal and
Torres Strait Islanders to attend the conference
with preference to those who are presenting.
For more information or for an abstract
submission form, please contact Liza Shaw on
08 89228280.

If you are working in this area, the 2012
Conference Organising Committee would
like to invite you to submit an abstract by 4th
May 2012

Early Child Development –
Effective Prevention of Chronic
Conditions in Adults

The Committee is seeking abstracts that
address the conference theme in the following
streams:

Professor Victor Nossar, Program Leader
Child & Youth Health, Department of Health

 Aboriginal and Torres Strait Islander
Perspectives
 Childhood Obesity
 Adolescence
 The impact of tobacco, alcohol and
other drugs
 Social influences, including education,
parenting and domestic violence
 Early childhood
 Parenting
 Antenatal influences
 Social determinants of health
 Public Health Influences
 Consumer Perspectives
Abstracts are encouraged from Aboriginal
and Torres Strait Islander people, people from
Culturally and Linguistically Diverse groups,
teams and groups, trainees and students,
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As the epidemic of chronic conditions continues
to grow in Australia, its impact on the health of
Australians, as well as on the cost of healthcare,
becomes ever greater. This makes it more
urgent to reduce the rate at which Australians
develop these debilitating chronic conditions.
A significant body of research has been built up
over more than 30 years that clearly shows that
many of these important chronic conditions have
their origins much earlier in life than believed
possible – in pregnancy and in the earliest
years of life – with the chronic diseases then
expressed in adult life. Equally importantly, it is
also now clear that modification of the identified
risks in pregnancy and the early years can
successfully reduce the subsequent risks of
many of these diseases.
Continued on Page 2
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In spite of this evidence of significant harm, the
highest rate of smoking in pregnancy in Australia
continues to be among Indigenous mothers,
of whom just under half (48%) had smoked in
pregnancy - more than 3 times the rate of nonIndigenous mothers (15%)1. It is important to
note, though, that the smoking rate among low
SES Aboriginal mothers has been shown to
be approximately two and a half times that of
high SES Aboriginal women, a similar gradient
to non-Aboriginal women5. Just as importantly,
there is also evidence that cessation of smoking
early in pregnancy can reduce many of these
risks to normal and improve outcomes for
the baby and the mother - babies of teenage
smokers who stopped smoking before 20 weeks’
gestation had birthweights similar to birthweights
of babies born to teenage non-smokers6. It is
noteworthy, though, that in this study relatively
few teenage smokers were able to stop smoking
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It has been clear for a long time that pregnant
women smoking tobacco severely impact
on their child’s growth during the pregnancy
resulting in significantly lower birthweights,
significantly increased risks of perinatal and
infant mortality, and significantly increased risks
of Sudden Infant Death Syndrome1. There is
however also compelling evidence that exposure
to tobacco smoke during the intrauterine period
can disrupt children’s neurodevelopment
resulting in profound and long lasting effects
on subsequent development and behaviour.
Studies have demonstrated reductions in
global cognitive scores in 4-year-old children
of mothers who reported smoking at least one
cigarette per day during pregnancy even after
allowing for confounding factors, and this was
not seen in mothers who smoked only in the
post-partum period2. Other studies have shown
that boys whose mothers persistently smoked
throughout pregnancy were at significantly
greater risk of conduct and hyperactivity–
inattention problems compared with sons of
non-smokers3. Still, other studies have shown
that infants have significantly less sleep if they
drink breast milk that contained nicotine than
after drinking breast milk without nicotine4. Even
more of concern is the evidence that in studies
of sleep abnormalities in 12 year olds who had
had exposure during pregnancy to cocaine,
opiate, marijuana, alcohol, and/or nicotine, only
exposure to nicotine in pregnancy continued
to exert an effect on children’s sleep problems
at 12 years of age, even when other factors
such as socioeconomic status, marital status,
physical abuse, prenatal medical care, and
postnatal cigarette smoke exposure were taken
into account4.

during their pregnancy6. In the Northern Territory
(NT), smoking during pregnancy continues to
occur at high rates.
For nearly 30 years compelling evidence has
continued to build showing that the nutritional
environment of pregnancy and in the early
years of life strongly influences the future
risk of many chronic conditions in adulthood.
Children with low birth weights or significant
growth impairment during infancy remain
biologically different throughout their lives with
double the risk of coronary artery disease, a
sixfold increase in the risk of Type 2 diabetes,
an eighteen times increase in their risk of
developing metabolic syndrome, and are also
significantly more likely to have higher blood
pressures7.

Another series of important studies has built a
strong body of evidence revealing that exposure
to serious stressors in the first years of life
increases the lifetime risk for a number of
significant chronic conditions, as well as
Continued on Page 4
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for many of the risk behaviours that underlie
those diseases8. The Adverse Childhood
Experiences Study showed that exposure in
early childhood to emotional abuse, physical
abuse, sexual abuse, emotional neglect,
physical neglect, their mother being treated
violently, someone in the household with
substance abuse, someone in the household
with a mental illness, parental separation or
divorce or having a household member in prison
were likely to significantly impact on those
children’s physical and mental health when they
became adults8.
As the number of Adverse Childhood
Experiences increased, the risk for severe
health problems also increased strongly. There
was also strong impacts on health-related
behaviours and outcomes during childhood
and adolescence including early initiation of
smoking, sexual activity, and illicit drug use,
adolescent pregnancies, and suicide attempts8.
In an environment where vulnerable children in
NT are more likely than most other children in
Australia to be exposed to many of these life
stressors, there must be serious concerns for
the future rates of the linked chronic conditions
in the NT community.
It is clear that effective intervention during
pregnancy and the early years of life offers
a real chance of reducing the risk of chronic
disease in adulthood. Importantly there is also
good evidence about what is needed to improve
children’s development and life outcomes - good
nutrition and nurturing provide the essential
ingredients for optimal brain and physical
development, but there are also some programs
that have been shown to measurably improve
early child development9.
A Nurse Home Visiting Program10 for
vulnerable mothers new infants has clearly
delivered substantial benefits including:
Infants:
•
increased breast feeding rates
•
increased immunisation rates
•
decreased accidental injury rates
•
decreased behaviours among parents
associated with physical abuse and
neglect
•
decreased physical abuse and neglect
rates
•
decreased Emergency Departments visits
Adolescence:
o increased rates of graduation from
high school
o decreased rates of delinquency

Adverse Childhood Experiences Study
Exposure in early childhood to severe stresses
has been clearly shown to increase the risk of a
number of short term and long term health and
social problems:
•
alcoholism and alcohol abuse
•
chronic obstructive pulmonary disease
•
depression
•
foetal death
•
health-related quality of life
•
illicit drug use
•
ischemic heart disease
•
liver disease
•
risk for intimate partner violence
•
multiple sexual partners
•
sexually transmitted diseases
Ref: http://www.cdc.gov/ace/index.htm

o

decreased rates of running away from
home
decreased rates of substance abuse

o
Mothers:
o increased likelihood of being
employed
o decreased reliance on welfare
o decreased rates of substance abuse.10
Early childhood development programs such as
the Abecedarian Project, providing educational
child care and high-quality preschool for children
from very disadvantaged backgrounds, have
demonstrated substantial improvements in
educational and life outcomes for children,
sustained up till 21 years of age11. These
outcomes have included:
•
•
•
•
•
•
•
•

an increase in reading achievement
an increase in math achievement
a modest increase in Full-Scale and
Verbal IQ
completion of a half-year more of
education by 21
much higher percentage enrolled in school
at age 21 (42 percent vs. 20 percent)
much higher percentage attended, or still
attending, a 4-year college at age 21 (36
percent vs. 14 percent)
much higher percentage engaged in
skilled jobs (47 percent vs. 27 percent)
much lower percentage of teen-aged
parents (26 percent vs. 45 percent).11

Another landmark study showed that High/
Scope Perry Preschool early childhood
Continued on Page 5
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•
•
•
•
•
•

increased school readiness
increased rates of high school graduation
increased earnings
greater likelihood of stable relationship.12
decreased rates of teenage pregnancy
decreased likelihood of arrests and
encounters with the law greater likelihood
of being employed

More than 20 years of Early Childhood
Development (ECD) intervention research
clearly shows that some ECD programs work
well, deliver long-lasting benefits and are
very cost-effective13. However, more recent
research also clearly shows that not just any
ECD intervention can deliver these improved
outcomes14, 15. What is especially surprising is
how few of these proven ECD interventions
have been implemented on a large scale, while
unproven ECD programs continue to proliferate
– not surprisingly there continues to be little
evidence of improved outcomes for children14, 15.
The challenge now is to translate this strong
evidence about the importance of the earliest
years of life in the development of chronic
conditions in adults, as well as the evidence
about the ECD interventions that work best
in reducing the impact of disadvantage on
children’s lives, into wide scale implementation
of the proven programs in NT - in that way we
will be able to effectively reduce the future risk of
these serious chronic diseases.

“The central problem for all developed
countries, … is that intervention happens
too late, when health, social and behavioural
problems have become deeply entrenched in
children’s and young people’s lives. Delayed
intervention increases the cost of providing a
remedy for these problems and reduces the
likelihood of actually achieving one.”
Ref: Allen G. Early Intervention: The Next
Steps.. An Independent Report to Her
Steps
Majesty’s Government. HM Government,
UK. Jan 2011(
2011(http://www.dwp.gov.uk/
http://www.dwp.gov.uk/
docs/early-intervention-next-steps.pdf))
docs/early-intervention-next-steps.pdf
References are available at:
http://www.health.nt.gov.au/Chronic_
Conditions/Chronic_Disease_Network/The_
Chronicle/index.aspx
March 2012

Parenting Study Highlights
Health Risks for Children in the
Indigenous Town Communities
of Darwin and Palmerston,
Northern Territory
Gokula Chandran, Student
Menzies School of Health Research
Danila Dilba’s health service’s recent study1 of
Parenting and Family Needs found inadequate
housing to be among the biggest obstacle to
parenting among Aboriginal town community
(camp) residents. Based on information about
53 parents and carers and 225 children and
other adults, the study warns that these poor
environments are not just parenting difficulties
but can have lifelong consequences for the
health and development of young children living
in these communities.
The housing inadequacies found include: no
working fridges or freezers and no stove or
washing machines. Nearly 15% of the houses
in the study had no access to private toilets
and showers, residents using the common
ablution block instead – including young, school
aged children. In addition, overcrowded living
conditions, high levels of family sickness and
alcohol related violence and disruptions to
community life were reported by the young
parents interviewed.
The importance of adequate housing and
healthy living conditions are far reaching:
“fences, toilets, showers, working fridges, stoves
etc are no longer housing features; they are
intertwined with objectives within other systems
such as health, hygiene, food security, child care
and education - as well as parenting”.
The study makes the point to not condemn
parents because a majority scored ‘good’ or
‘very good’ in a test of parenting skills. This was
despite the housing inadequacies and reports
of a stressful lifestyle and despite up to a third
having a background of themselves or their
parents being part of the ‘stolen generation’.
Continued on Page 6

5

EARLY CHILDHOOD

development program delivered significant
outcomes in childhood and adolescence that
were sustained well into adulthood12. These
outcomes included:
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Although numbers were small, high to alarming
levels of smoking were found among the
younger parents who were caring for young
children, an area that needs serious follow-up
attention.
Poor housing and community environments
can have adverse effects on young children’s
health, education and development potential
for many years to come. There are periods in
the early years when the senses: sight, sound
and touch are critical to the architecture of the
brain synapses such that if they are reduced
or blocked off (by blocked ears or high stress
levels, for example), the opportunity for neural
development around that stimulus is irretrievably
lost, even when the sense is regained2. Similarly,
inadequate child development and support in the
community, as measured by the Australian Early
Development Index can have health and cost
implications: ‘policy and service initiatives which
promote healthy brain development before birth,
and during the first five years of life …. can
reduce expensive interventions in later years
when issues such as learning deficits, behaviour
problems and chronic disease manifest.’3
References
1

G Chandra et al., ‘parenting and family support
needs in the ATSI town communities of Darwin
and Palmerston, NT.’ Danila Dilba Health
Service Sep 2011.
2
J Fraser Mustard, ‘Early Child Development
sets the Foundation for Learning, Behaviour and
Health’ 2006
3
S Silburn, ‘The Australian Early Development
Index (AEDI) Indigenous Adaptation Study’ 2009

However a strong body of evidence now clearly
shows that this is indeed the case.
A recent landmark study by Waterland (2010)
confirms that the mother’s nutrition when
pregnant modifies the way that the infant’s
genes are expressed over the rest of its life.
In rural Gambia, this study showed that
underweight infants conceived during the food
scarce rainy season weighed consistently less
at birth than babies born at other times. When
tested again aged 9 years these children also
retained a specific permanent epigenetic marker
which was linked only to the season of their
conception, confirming the ongoing effect of
maternal nutritional deprivation on the child.
Undernutrition
This finding confirms the work of Dr David
Barker who, in the 1980’s, identified the
relationship between low birth weight infants
born in deprived areas of England and Wales
and later adult heart disease. He showed that
when the mother is poorly nourished and her
diet is limited in food nutrients, the foetus grows
slowly. Its organs, including heart, kidney and
bone, will be permanently changed and made
vulnerable to coronary heart disease and other
chronic diseases (www.thebarkertheory.org).
The low birth weight infant is adapted to cope
with a limited nutritional intake and is challenged
by an ‘obesogenic’ environment. Type 2
diabetes is a frequent response (Hales and
Barker 1992).
Overweight

Foetal Origins Of Chronic
Disease – A Key Opportunity
For Prevention

Other key factors such as emotional wellbeing,
physical activity, infection and pollutants also
exert their influence during pregnancy but the
quality and quantity of the mother’s nutritional
intake remains vital. Importantly, the reverse of
undernutrition, overweight/obesity in the mother
can also play a key role.

Margaret Forbes, Child Health Nutritionist
Nutrition and Physical Activity Policy Unit
Department of Health

Consider:

Background
It is still not widely appreciated that many
chronic diseases such as Type 2 diabetes,
cardiovascular disease, hypertension, obesity,
mental illness, osteoporosis, some cancers and
other diseases are linked to the mother’s health
status and the infant’s uterine environment.

6



Planning your pregnancy (Planning a
pregnancy - www.healthinsite.gov.au/
topics/pregnancy – especially if you have
a pre existing medical condition. In diabetes,
for example, good blood glucose control
relates to better outcomes (Lindsay R.
2009).

Continued on Page 7
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Commencing pregnancy at a healthy weight. The Body Mass Index (BMI) is a useful
guide. BMI = Weight (kg)/ Height (m)2. See Table.



If you are already expecting and are overweight or obese, be influenced, under the guidance of your
Health professional, by the Institute Of Medicine levels of suggested weight gain to help you return
to your pre pregnancy weight and for the best outcome for baby – see Table. Currently some 34% of
Australian women of child-bearing age are overweight or obese (Callaway L et al (2006).

Nutrition in Pregnancy
Comprehensive guides are available in addition to information provided by your doctor and other health
professionals. Current Australian recommendations can be found on the Queensland Health Nutrition
Education on Line (NEMO) site or Pregnancy and Diet: Better Health Channel.
www.health.qld.gov.au/ph/documents/saphs/hsil_antenatal.pdf
www.betterhealth.vic.gov.au/bhcv2/bhcarticles.nsf/pages/pregnancy_and_diet?open
Preparing for pregnancy with good nutrition and a healthy lifestyle is very important. The evidence is
clear that maintaining good nutritional status during pregnancy not only promotes the mother’s health but
delivers a gift of a lifelong benefit to the new infant.
Table
Institute Of Medicine (IOM) New Recommended Weight Gain During Pregnancy

PRE PREGNANCY BMI
CATEGORIES OF WEIGHT FOR
HEIGHT in kg/m2

SUGGESTED TOTAL WEIGHT GAIN (kg)
FOR EACH CATEGORY

LOW - less than 18.5 kg/m2

12.5 - 18.0 kg

NORMAL - 18.5 - 24.9 kg/m2

11.5 - 16.0 kg
2

OVERWEIGHT - 25 - 29.9 kg/m
2

OBESE - above 30.0 kg/m

7 - 11.5 kg
5 - 9.0 kg

References are available at:
http://www.health.nt.gov.au/Chronic_Conditions/Chronic_Disease_Network/The_Chronicle/index.
aspx

Delivering Child Health Services in the NT remote setting
Tina Hourigan, Program and Policy Officer
Child & Youth Health Strategy Unit, Department of Health
It is commonly understood that the early years of a child’s life is important. There is much written about the
importance of this period for brain development, foundations of health and future outcomes not only during
childhood but also through adolescence and into adulthood. Whilst people may be willing to accept this
scientific evidence, the difficulty comes translating this knowledge into practice. For Health Professionals
working with children and families what does this mean?
Health Professionals cannot provide for the needs of children, but can support parents in their role as they
do. Health services and providers can support parents by providing a consistent, reliable, safe service to
them.
Continued on Page 8
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In order to do this, there needs to be
governance within the organisation that
acknowledges the unique needs of children
and drives policy, services and program
development that works to meet their needs.
Programs must be based on sound evidence.
The right programs then need to be delivered
to all children and parents at age-appropriate
intervals, at times that support important
transitional periods of the child and parent.
Commonly these transitional times are during
the antenatal period, then at birth ensuring that
there is a skilled attendant (midwife) at the time
of birth to provide a safe transition from the inutero to the outside environment. During the
first few days, parents need to be supported
to ensure breastfeeding is established and
that they are aware of the care needs of a new
infant, especially in protecting infants from
illness and seeking appropriate medical advice
if illness presents. The first 28 days are the most
critical time for long-term survival. Most infants
that die do so within this time period and often
from conditions relating to the health of the
mother during the antenatal period.
As infants grow and transition developmentally,
greater priority is placed on protecting them
from disease that has external origins and
injury prevention. Injury is the leading cause of
hospitalisation for children over 1 year. The NT
has a well established Childhood Vaccination
Program and all staff providing vaccinations to
children are expected to have completed the
‘About Giving Vaccines’ course.
Health staff should be aware of the differences
between caring for adults and children.
Additional training in paediatrics and child
health improves the care for children. Sweden,
the country with the lowest infant mortality in
the world requires that general practitioners
have paediatric training and have dedicated
children’s nurses. Additional training in caring for
children allows for earlier diagnosis and prompt
management of illness.
Children grow and develop rapidly within the first
12 months of their lives. Health providers have a
role to provide information to help parents cope
with the changing needs of the child and also
the changes required as parents. This is referred
to as anticipatory guidance, where information
is provided about what will happen next; for
example to help the parents prepare homes so
they are safe as baby goes from immobility to
rolling then onto crawling and walking.

The key points are:


Vaccinations – prevent disease and
death, reduce the severity of disease



Breastfeeding – shown to have many
benefits over substitutes, as human
breast milk is produced specifically for
human infants



Introducing age appropriate foods
from 6 months of age, with increasing
diversity and proportion until child is
eating family meals and additional
snacks to meet the energy requirements
for their growing bodies. As infants
grow they need to have additional food
sources other than breast milk in order
to meet their needs for iron and other
important micronutrients



Shelter - somewhere they feel safe
to explore and test boundaries both
physical and emotional and are free
from toxins



Stimulating environments that are
conducive to learning new things,
exploring and developing life skills for
coping with stresses during life



Parents who provide consistent, loving
care, and boundaries.

Where health staff treating children have limited
training in paediatrics and child health, there
should be clearly documented protocols for
care and for accessing specialist child health
information. The CARPA manual provides clearly
documented protocols for treating acute illness,
whilst the Healthy Under 5 Kids Program (the
Program) provides an evidence-based schedule
of preventative health contacts, including those
for vaccinations. The Program also provides a
platform for health service providers to engage
in assessing the child and family. Strategies
are developed with the parents so that they can
continue to provide good care or be an advocate
that can help navigate through life difficulties
that families may be encountering. Strategies
include providing relevant referrals, case
management or someone who cares.
In remote communities, Aboriginal Health
Workers, Remote Area Nurses and General
Practitioners provide a wide array of services
that in more resourced urban areas would be
provided by a number of allied services. This
provides challenges and opportunities – one
person knows the story and available resources.
Continued on Page 9
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In order to provide quality services to children in
remote settings, health professionals need to:


Provide care according to the
documented protocols for acute illness –
the CARPA manual



Work closely with paediatric trained
doctors and specialist child health staff



Deliver child health programs – the
Healthy Under 5 Kids Program, NT
Childhood Vaccination Schedule:




o

Work with parents to maintain
children’s health

o

Ensure high program coverage
(>90%)

o

Ensure program compliance
and timeliness (doing what the
program says, at the specified
time)

Dedicate time and resources to
preventive health programs
Have a functional recall system:
o

That the client is aware of (e.g.
appointment times)

o

That allows other Health
Professionals to continue on the
work



Maintain professional standards for
practice whilst at the same time develop
therapeutic relationships with clients



Have reliable data that informs current
practice and allows for program and
service evaluation.

Working Together for Healthy
Families and Children
Louise Cooke, Arnhem Program Advisor
Averill Piers-Blundell, Director Indigenous
Early Learning Programs
Department of Education and Training
The Families as First Teachers (FaFT)
program aims to promote positive outcomes
for vulnerable Indigenous families and young
children (birth to three years) living in remote
March 2012

communities in the Northern Territory (NT).
While this place based program is delivered
throughout the NT by the Department of
Education and Training, strong partnerships with
health providers support building parents’ and
community capacity to improve child health and
developmental outcomes.
Dual generational playgroups provide learning
opportunities for both mothers/carers and
children, and are a major vehicle for delivery of
general health messaging. Children and adult
activities support early learning and parenting
in a holistic way. Child health nurses visit FaFT
playgroups regularly to provide a range of
services including:




healthy child checks
talks to parent groups
individual follow up of cases and
collaborative planning

Many sites have developed Memorandums
of Understanding with local clinics, and have
cross referral mechanisms in place. Clinics refer
mothers to the program and FaFT teams deliver
support to identified families such as:





post natal visits
new mums group sessions
nutrition support/education
mobile playgroups

Budgeting for healthy food workshop at
Alekarenge

Individual parent coaching and family support
is an element of the program to build capacity
of families to overcome specific identified risks
compromising development of children in a
holistic educative manner. FaFT refer to and
support families to access health services.
Continued on Page 10
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On the other hand staff can be placed in
compromised positions that may impinge on
their safety (emotional and or physical).
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Regular parent workshops build parents skills
and knowledge. For example workshops
can target nutritional needs of children and
teach practical skills in preparing foods for
children. This is often planned and or delivered
in partnership with the regional nutritionist.
Budgeting, shopping and cooking healthy foods
are often undertaken during these sessions.
Other health topics may include hygiene, otitis
media, healthy skin, child development, first aid,
etc.
Travelling health services find the FaFT program
a great vehicle for their work as it is where
the families with young children gather. Rose
Primrose from the Trachoma program working
in Ntaria says ‘it helps with the translation of
so many visiting services, particularly around
children, just arriving in a community, and us all
trying to engage. Now we can come to FaFT
and just quietly integrate’.
Another example of successful collaboration
has been the Interagency Wellness Camps
at Galiwinku. Co-ordinated by FaFT-IPSS
and Red Cross staff, the camps provided a
unique opportunity for collaboration between
organisations, health services and community
groups working with young children and their
parents and carers in Galiwinku. Approximately
300 people participated in 3 camps held at
separate bush locations and engaged in a range
of wellness topics related to children’s health,
wellbeing and safety.

Integration of Early Childhood
Programs in Central Australian
Communities
Di Gipey, Southern Region Manager
Central Australia Health Development

The World Health Organisation and South
Australian Government organised the Health in
all Policy (HiAP) Summer Schools in a poster
presentation form to look at how and why it is
important to integrate our services.
While there is a National Early Childhood
Development Strategy-Investing in the Early
Years, the Strategy provides the road map for
action and for engaging effective partnerships
across and between governments, with the nongovernment sector, and with families around the
needs of young children.
The Northern Territory Government (NTG) is in
the process of developing an early childhood
plan for the Northern Territory (NT) with families
and children being in the centre.
Led by the Department of Education and
Training (DET), in collaboration with the
organisations listed below an early childhood
plan is being developed for the NT with families
and children being in the centre.






Departments of Health (DoH)
Children and Families
Police, Fire and Emergency Services
Housing, Local Government and Regional
Services
Department of the Chief Minister

Family attending interagency wellness camp
Galiwinku

The key to FaFT’s success is the ability of
community based staff members to develop
positive relationships with families on
community. It’s from this place of engagement
and trusting relationships that FaFT and families
can work together with other agencies to ‘close
the gap’ and improve outcomes for Indigenous
children in the NT.
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Snapshot of some of the early childhood
providers going to community
Continued on Page 11
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information not only upwards to the Managers
and Directors from community-based workers,
but also downwards to the community-based
workers from the Managers and Directors.

The community together with service providers
have identified and acknowledged that the
community is carrying the weight of so many
programs working in the early childhood areas
and because of this, there is a need for all the
stakeholders to work in a more cohesive and
synergistic ways.
Questions were raised from community
members as to how the programs add value to
their community and where do the communitybased workers fit into the decision making
processes.
Approach
In town, there is a group that is currently being
established called the, Central Australia Care
and Learning Reference Group – (CACLRG).
This is an amalgamated body which consists of
two early childhood focused groups; one which
is located within the education sector and the
other is located within DoH.
One of the visions of this group is that all
children and families in Central Australia
should have access to an integrated suite of
appropriate supports and services to ensure
they can avail themselves to the best possible
start in life as children are in the critical age
group: 0-12 years.
Core elements of the approach:






One objective of the group is to be able
to advise decision makers from the
varying organisations on early childhood
All the people involved in working in the
community are on the working party for
the CACLRG and this group and would
continue to provide governance over
this process

To further clarify what services the different
programs provided, a meeting was convened in
the community with community based workers,
Managers and other relevant staff from DET,
Bachelor Institute, MacDonnell Shire, Federal
Government, Ngaanyatjarra Pitjantjatjara
Yankunytjatjara Women’s Council, RRACSSU,
PaCE and DoH.
Impact
At this stage the impacts have been positive.
For example:
o

Community-based workers with the support
of town staff are developing an early
childhood plan for the community

o

Clearer definition of the roles and functions
of the community-based positions. There
is more clarity on where and how such
positions fit synergistically with other service
providers outside of their Departments

o

Better access for health staff to encourage
families and children to obtain child health
checks, treatments and education through
the early childhood programs

o

Increased communications between
agencies and the community

o

The work in the community is still ongoing.
Regular meetings are convened and
attended by most stakeholders to review the
progress of the community plan.

QIPPS is also being used as a planning
and evaluation tool.

Community and service providers acknowledged
that there was confusion about the what
services the different programs provided so a
meeting with managers in town was held and
it was decided that the most important part of
integrating services was to feed relevant

Continued on Page 12
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Meanwhile, there are a number of service
providers implementing various early childhood
programs in communities and this case
study will focus on a community which is
400 kilometres from Alice Springs and has a
population of 300.

Continued from Page 11
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Reflections
The key factors to integrate inter-sectoral early
childhood programs are:







NT early childhood plan
Rigorous evaluations of the process
All service providers to actively listen to and
inform the community when implementing
programs
Input and output from on-the-ground
workers, community members, middle
managers, all the way up to the Senior
Managers and Policy Makers
Sectoral agreement and action on
agreement that a whole-of-Central-Australia
approach needs to be actioned.

Barriers and impediments to the implementation
were:


Meeting attendances:




The first meeting was convened
in the community. There were fire
hazard warnings which resulted in low
attendance
The second meeting was convened in
town and attended by only half of the
stakeholders.

Due to the above scenarios, many decisions
were not made.




The third meeting was convened in the
community again but due to rain and
associated flood hazards was cancelled.
Stakeholders needed to make the
400kilometers (km) return trip home
before they were flooded in. Those that
stayed were flooded in.

Distance:


The community is 400km away from
Alice Springs and can take up to 5.5
hours travel one way.

It should be noted that in order for the
implementation of this process to bear the
expected outcomes, all of the stakeholders
ranging from community-based workers to local
Coordinators, through to Senior Management
needed to be available at the same time and
place. Logistically – this was a challenge.

“Father’s Crucial Role in Early
Childhood”
Frank Wallner, Program Leader
Jason Bonson, Aboriginal Male Health
Advisor
Men’s Health Strategy Unit, Department of
Health
There has been a significant shift in the
opportunities that fathers now have in the
prenatal and early years of their child’s lives.
Within a generation there has been significant
change in the active involvement of fathers
during pregnancy, in preparation for child
birth and in the first few months of life. Social
changes such as more family friendly workplace
policies and health system changes now allow
fathers to be present during childbirth and
the social shifts which have normalised the
involvement of fathers in the early years, have
all been critical in providing opportunities for
fathers to be positively involved in their child’s
life from conception.
During pregnancy, fathers have an important
role in providing a safe, healthy environment
for their partner. This may involve assistance
and encouragement to attend prenatal care,
undertake health promoting behaviours such
as reducing tobacco or alcohol consumption
or assisting with domestic work; even caring
for other children provides an opportunity for
maternal rest. One study showed that women
whose partners were involved in their pregnancy
were 1.5 times more likely to receive prenatal
care in the first trimester, and among those
who smoked at conception, a reduction in their
cigarette consumption by 36% over those whose
partners weren’t involved (1). Additionally, it has
been shown that a non-smoking father can
influence their smoking partner to quit during
pregnancy and to remain non-smoking after
child birth and that bans on indoor smoking
increase in the post partum period (2). Where
both parents are smokers, the father’s smoking
behaviour amplified the effect of mother’s
smoking on low birth weight (3). Fathers with
ambivalent or negative attitudes towards the
pregnancy have also been shown to have a
detrimental effect on birth outcomes by reduced
levels of prenatal care (4).
Consistent, positive and involved fathering
plays a crucial role in providing the support and
protection needed to increase social, emotional
and cognitive development (5). Research has
shown that highly involved fathers ‘become
Continued on Page 13
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Father’s support for mothers and babies can
improve health outcomes in the early years

communities which will impact on the role that
fathers will play during pregnancy and in early
childhood. While Aboriginal communities are
also responding to the broader social changes
around fathering, with an expressed desire for
young fathers to play a more active involved role
in parenting, it is likely that traditional cultural
practices around childbirth and the early years
will continue to exert a strong influence on
the ways in which father’s engage with their
children in the early years. Some examples of
this include the fact that most child births require
the mother to leave the community to travel to
Darwin or Alice Springs for perinatal care. This
means that many fathers are unable to play a
support role or attend the birth of the child. In
early childhood fathers are more likely to play a
more active role with their son rather than their
daughter and this continues into adolescence
when rites of passage into manhood occur.
According to Newell et al (2006), although
many parenting programs are available,
Aboriginal and Torres Strait Islander men are
not accessing them largely because many find
the existing programs to be too female oriented,
not culturally relevant, difficult to access and
insensitive when classes were missed due to
family or community crisis. Aboriginal and Torres
Strait Islander focused ’fathering’ courses should
be initiated, maintained and supported in all
communities in order to provide skills that allow
Aboriginal and Torres Strait Islander men to
play their rightful role as a parent, father, grand
father, great grandfather and uncle.

While there is little doubt that a father’s
positive involvement in their child’s life
provides significant benefits to the child, family
and community, the converse is also true.
Negative fathering experiences have serious
consequences on the health and well-being
of children. Fathers that are hostile, violent,
uninterested or uncaring can cause serious
consequences in both the short and long term
for the child. High level antisocial behaviour
by fathers who reside in households, produce
the highest levels of anti-social or conduct
disorders in the child (10). Supportive child-father
relationships and a positive, non-hostile parental
relationship provides optimal conditions for good
child adjustment (11).
There has been almost no research conducted
into the involvement, experiences, attitudes
Torres Strait Islander males and this situation
needs to be addressed (12). In the Northern
Territory context it is important to acknowledge
that there are cultural practices in Aboriginal
March 2012

Providing a safe nuturing environment for the
baby is a critical role for fathers

Continued on Page 14
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more sensitive to their children, more in tune
with them and more aware of each child’s
characteristics and needs’ (6). A large body of
research demonstrates that fathers ‘can be just
as nurturing, affectionate, responsive, and active
with their children as mothers’ (7). Throughout
childhood fathers provide experiences which
are important to a child’s physical development.
Studies show that fathers are more engaged
in interactive rough and tumble play which
provides children with bursts of physical and
social stimulation (8). When fathers are good at
playing with their young children, these children
score higher on tests of thinking and problemsolving skills (9).

EARLY CHILDHOOD

Continued from Page 13

Parenting programs are available but
communities need to consider which ones fit
best with the community needs and whether
there are models from other communities that
are applicable (13).
Fathers who provide consistent and positive
involvement in their partner’s and children’s
lives in the early years can make a substantial
contribution to their health and well-being.
Social shifts mean there are now greater
opportunities for males to play more active roles
in their children’s lives and men need to take
up these opportunities. However, workplaces,
government and non-government services need
to re-orientate their cultures to incorporate the
increasing involvement of male employees in
their children’s lives.
References are available at:
http://www.health.nt.gov.au/Chronic_
Conditions/Chronic_Disease_Network/The_
Chronicle/index.aspx

baby wasn’t getting any nourishment through
the placenta. She was underweight and would
die if she wasn’t ‘removed’; this was the word
he used, as if our baby was a tumour. He asked
me if he could operate the next morning. Shazza
refused because he wasn’t her doctor and
wouldn’t address her.

Rohan Wightman

So here I stood, three days later, in the hospital
with a guy saying the emergency caesarean
Shazza was about to have would be the
most profound moment of my life. As I held
Shazza’s hand, all I could think of was how we
thought we had two months to go, two months
to buy nappies, clothes, bottles - all the baby
paraphernalia. Ready we were not!

‘It’ll be the most profound moment in your life,’
said the white gowned doctor, his face hidden
behind a mask. I was stunned to silence at the
stupidity of his remark. The doors swung open
and we were in the operating theatre. Figures
in blue or white gowns, hair nets and masks,
bustled around; machines beeped, their screens
emitting colourful lights or wavering images.
Shazza, my partner lay pale and nervous on
a crisp white bed her lower body encased in a
mini-tent.

Shazza and I shared a fearful silence. The
Doctor whipped scalpels through the air,
returning them blood stained to the shining tray
along with bloodied material then said ‘you have
a girl’. A handful of red flesh flashed before our
eyes then disappeared into a humidicrib and
was wheeled out the door. No crying baby taking
its first lungful of air, no sticky baby crawling
up its mother’s body for its first breast feed, no
profound moment. Just shocked silence and an
unspoken fear; was that red immobile bundle of
flesh alive?

Pre-eclampsia - A Father’s
Experience

Shazza has a history of hypertension; her blood
pressure was 180/120 before she commenced
medication. We knew pregnancy was potentially
harmful but thought Nifedipine would minimise
any potential problems.
Three days earlier, during her lunch break at
work, Shazza had gone for her regular ultrasound. There’d been no problems up until this
point with the pregnancy and we felt there would
be none. We were even contemplating a home
birth. Shazza never returned to work. I got a
teary phone call, ‘I’ve been admitted to hospital,
bring my pyjamas and some food’. The doctor
on duty, ignoring Shazza, explained to me the
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Alla was born at 31 weeks and weighed
987grams. She wasn’t much longer than a
pencil. I saw her later in the humidicrib, a smear
of flesh amongst a sea of white. Wires and drips
cobwebbed over her body, monitors beeping
and bouncing continuously. She was immobile,
her face obscured by tubes in her mouth and
nose and a pair of minute felt sunglasses. She
seemed more machine than human. Seeing her
for the first time a profound sense of sadness
washed over me. Shazza was unable to see her
until twenty four hours later; at least Alla was
squirming by then.
Continued on Page 15
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Almost two months later she finally came home,
still small, like a doll, people commented. In
fact we bought doll’s clothes for her at first. The
hardest thing was taking her out. People would
stare and comment; not nastily but they’d want
to grab her or ask about her size. The last two
months had been gruelling and even now every
day is fraught with fear and anxiety. Sometimes
the words of well meaning strangers were the
final slap to our battered souls.
Fifteen months on, Alla is still petite but walks
flat out, swims like a fish and laughs with
abandon. We lived for 6 months in Malaysia
where she was known as the smiling baby
and was adored by all. There is no sign of
the developmental delays that often plague
premature babies (and I should know, I was 6
weeks early in 1965 and have co-ordination
problems), and the paediatrician is still amazed
by her.

Now I work part-time, as does Shazza and we
do a few days each caring for Alla at home. After
so long not able to be there for her we want to
spend all the time we can with her. Never again
would Alla cry into a vacuum.

Early Childhood Nutrition And
Anaemia Prevention Project
Danielle Aquino, Health Promotion-Nutrition
Development Coordinator
The Fred Hollows Foundation
Anaemia and poor nutrition in early childhood
has serious consequences for growth, physical,
cognitive and social development and lifelong
health and wellbeing. There continues to be
unacceptably high rates of anaemia and poor
growth amongst Aboriginal infants and young
children. Preventing anaemia and poor growth
is important as some of the adverse effects on
cognitive development may be irreversible, even
after the nutritional deficiencies are corrected
(Nokes et al., 1998). The major causes of
anaemia amongst Aboriginal infants and young
children are generally agreed to be nutritional
deficiency (inadequate iron intake) and chronic
inflammation due to recurrent infections in early
childhood (Edmund et al., 2004). The Early
Childhood Nutrition and Anaemia Prevention
Project, is a collaborative project between
multiple organisations which has been trying to
address the issue of nutrition related anaemia
and overall infant and young child nutrition.
Since 2009, the NT Department of Health, Sunrise
Health Service, the Fred Hollows Foundation,
Kimberley Aboriginal Medical Services Council,
Boab Health Services and Queensland Health
have been working on the implementation of
a pilot project (“the Project”) to determine the
feasibility of a community nutrition program to
improve nutrition and prevent anaemia among
young Aboriginal children in remote communities
across Northern Australia. The Project will end in
June 2012.
The Project has commenced in seven
communities in Northern Australia, and these
represent a range of different contexts. It
was originally planned for 10 communities to
be involved; however capacity issues have
meant that it is only practical to support seven
communities (one each in Cape York and
Continued on Page 16
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The days blurred as we sat staring at her,
unreachable behind clear plastic walls. We
took turns doing her cares; changing her nappy
and cleaning her eyes. This was the only time
we could touch her, otherwise we watched her
sleep. Her hand was so small it couldn’t cover
my little finger. She’d grip it while having her
nappy changed or when the doctors took blood,
the needles rarely finding her little veins the first
time. Her arms were bruised and she’d meow
like a kitten as the needles jabbed her. In all her
pain and loneliness we were unable to comfort
her. I imagined her waking at night crying into
the vacuum of the humidicrib. She slowly put on
weight so was able to spend more time out of
the humidicrib. We wanted to hold her, for our
flesh to finally meet hers. Some nurses acted as
if she was the hospital’s property and we had no
rights, others were great and allowed us ample
time. It was a battle we didn’t need.

Continued from Page 15
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Kimberley and five in NT). Since May 2010, 229
children aged 6-24 months have been enrolled in
the Project.
At each community the local health service
employs part-time Community Based Workers
(CBWs). Key activities of the CBWs include
distributing and monitoring the use of ‘Sprinkles’
- a powdered multi-micronutrient supplement
that carers mix with solid or semi-solid food
to provide the daily requirements of iron and
other vitamins and minerals; providing key
nutrition messages to mothers; developing
health promotion and education materials; and
conducting group activities such as cooking and
education sessions with mothers and other family
members. The CBWs also collect six-monthly
food intake questionnaires to monitor change
in infant feeding practices and help guide their
nutrition counselling messages. Training provided
to the CBWs includes nutrition counselling skills
based on the WHO/UNICEF Infant and Young
Child Feeding Counselling Course which is being
adapted to the Northern Australian context, as
well as training in qualitative evaluation methods
and research processes.
Major issues that have been identified across
all the communities are food insecurity and
overcrowding as a barrier to giving Sprinkles
daily to children, high mobility of families
meaning mothers may miss out on re-supply of
Sprinkles on some weeks and lack of transport
and workspace for the CBWs in already crowded
and under-resourced clinics. Both mothers and
CBWs have indicated that they have noticed
improvements in the growth and behaviour of
children participating in the Project. The CBWs
are proud of their work and whilst there are
frustrations and challenges in their work, feel
good about helping their community.
Expected outcomes from this project are
caregivers providing Sprinkles regularly to their
6-24 month old infants and young children;
caregivers and families optimally feed infants
and young children for healthy growth and
development; capacity of communities is
strengthened to promote optimal infant and
young child nutrition and prevent anaemia; and
inform future program and policy development
by NGOs, ACCHOs and government. The
Project is being evaluated using mixed methods.
Routinely collected child growth monitoring data
is being used to evaluate changes in anaemia
prevalence and growth parameters. Regularly
administered food intake questionnaires are
being used to monitor and evaluate changes in
feeding practices and qualitative interviews and
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participatory evaluation tools are being used to
monitor and evaluate knowledge, attitudes and
practices about infant and young child nutrition
and anaemia prevention and, changes in
community capacity to address these issues.
For more information please contact Danielle
Aquino, Health Promotion - Nutrition
Development Coordinator, The Fred Hollows
Foundation on 0427 395 159 or email:
daquino@hollows.org.

________________
EDMUND, K., PATERSON, B. & WHITE,
A. 2004. Anaemia in children. In:
CENTRAL AUSTRALIAN REMOTE
PRACTITIONERS ASSOCIATION (ed.)
CARPA Reference Manual. 4th edition
ed.: CARPA.
NOKES, C., VAN DEN BOSCH, C. & BUNDY,
D. A. P. 1998. The effects of iron
deficiency and anemia on mental
and motor performance, educational
acheivement and behavior in children:
an annotated bibliography. Washinton
DC: International Nutritional Anemia
Consultative Group (INACG).
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Cheryl E Swanson, Dr (Senior Research Fellow)
Wendy E Hoy, Professor and Director
Centre for Chronic Diseases, University of Queensland

Although unusual in Western Countries and in Australia in general, Post-Streptococcal Glomerulonephritis
(PSGN), usually associated with skin infections, is still common in Australian Aboriginal children living in
remote communities. At the same time, an epidemic of end-stage renal disease is occurring in Aboriginal
people in remote areas of Australia. The underlying disease is marked by albuminuria, followed by loss of
excretory renal function. It is generally taught that PSGN rarely contributes to long term or residual effects
that later impair kidney function. We have evaluated whether episodes of PSGN, particularly in childhood
and in association with albuminuria, increases the risk of Chronic Kidney Disease later in life in a remote
Aboriginal community.

A community-wide health screen was performed from 2004-2006 on 1519 volunteers aged 5+ years
(85% of those age-eligible) in a remote Australian Aboriginal community with high rates of renal and
cardiovascular disease. Assessments were made of urinary albumin concentrations and Albumin/
Creatinine Ratios (ACRs) on a random urine sample from each volunteer and medical records were
reviewed for notation of acute PSGN episodes in their past. Associations of albuminuria with histories of
PSGN at least 5 years prior to screening were evaluated in people born from 1970 onwards.

Two hundred people had had episodes of PSGN, 27 of them on more than one occasion, 90% of whom
were children aged less than 14 years when that episode occurred. The average time from PSGN episode
to current health screen was 13.6 years, ranging from 9.6 months to 35.2 years overall.

Levels of albuminuria were found to be high and increased progressively with age, with higher levels in
females than males until middle age. In the people aged 10-39 years at screening, a history of “remote”
PSGN (>5 years earlier) was associated with significantly higher levels of ACR than in those without any
PSGN. It was also found that females aged 30-39 years with this PSGN history were significantly more
likely to have lower glomerular filtration rates (a measure of kidney function) indicating renal impairment
than those without such history. Females and males with a PSGN history were more than three or four
times more likely to have overt albuminuria, i.e. ACR >34 gm/mol (300 mg/gm) than those without. After
adjusting for age and body mass index - a remote past history of PSGN, in some cases more than two
decades prior, was associated with a 3-4-fold increase in albuminuria through early middle age.

PSGN is a critical factor in the development of albuminuria in this setting and contributes to the very
serious burden of Chronic Kidney Disease. PSGN can be regarded as a disease of transition. In contrast
to the nomadic lifestyle and impermanent dwellings of centuries past, the present lifestyle of very crowded,
poorly ventilated, poorly maintained housing fosters environments where scabies thrives and Group A
streptococci spreads easily. Rigorous strategies to prevent scabies and Group A streptococcal infections
amongst young children will reduce the burden of kidney disease later in life.
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Childhood Post-Streptococcal Glomerulonephritis and later Health Status in a
Remote Aboriginal Community

TOBACCO

Sustaining Healthy
Community Messages
Lynda Pascoe
Family Educator, Ngukurr Community
Education Centre
Department of Education and Training
Ray Genn
Project Officer, Faculty of Medicine, Health
and Molecular Science
James Cook University (Cairns Campus)

The Families as First Teachers Indigenous
Support Service (FaFT-IPSS) team in
Ngukurr and the staff of the Top End Tobacco
Project (TETP) collaborate in Ngukurr, Arnhem
Land in the Northern Territory (NT) to provide
an on the ground support service in respect of
coordination and management of the project
from James Cook University, Cairns.
FaFT-IPSS provides support to families with
children from 0 - 5 years old across a broad
spectrum that includes just about everything to
assist a child be school-ready (healthy, happy
and ready to learn) by the time they reach
school age.
Harm reduction from smoking is listed in
the Local Implementation Plan (a plan that
all growth towns in the NT have negotiated
between the local community and the
government) as one of the outcomes for the
FaFT-IPSS team’s work in Ngukurr. The TETP
has assisted greatly by:
1. Providing local data that allows us to see the
big picture of the local population’s smoking
habits, effects, progress through the project
and expected outcomes of different types of
support. For instance, how well people have
responded to certain styles of assistance
(patches, nicotine gum, discussions,
education, counselling, etc).
2. Provisions for additional information on
tobacco harm research in general. These
have been able to be synthesised and
broken down with local Kriol language in
discussions between Alison Bush, family
liaison officer, a respected elder and
traditional landowner in Ngukurr, Lynda
Pascoe, family educator who has education
expertise and experience, and the family
groups with smoking history.
3. Provision of three resources that have come
out of the project with one in particular: a
book called Short Ones. These are
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short stories of people in this community
and nearby, in which a great photo of each
individual accompanies their own story
related to smoking. Families love to read
this book and have it read out to them if they
can’t read themselves. The book provides
the perfect vehicle to initiate discussions
of how their family’s smoking management
is going. An easy to read pictorial flip chart
shows the effects on the individual, family
and community of smoking behaviours, and
provides an excellent education resource to
use either one-on-one, in a small group or
in a larger workshop. More recently a Kriol
language sticker has been produced and
issued to all houses in Ngukurr with some
displayed on doors, fridges, cars, walls
and windows. Businesses also display the
stickers which state along with a photo of
a local mum and daughter, “No smoking
inside, smoke outside thank you”.
4. Thanks to the project we have access to
several ‘smokealysers’ which can show
people on the spot the amount of poison
they are carrying within their system at the
time. These are powerful tools that have
an immediate result, and we can see them
being used in a number of ways but certainly
in a self-managing, self-competitive manner.
In terms of assistance to the TETP, the FaFTIPSS team has continued the promotion of
tobacco information that keeps the TETP an
ongoing process, not a stagnant one-off. In
effect, the FaFT-IPSS team provides an exit
strategy linked to the Local Implementation
Plan or Intervention outcomes, to increase
sustainability of the good work and solid
grounding already achieved by Jan Robertson
and Ray Genn of James Cook University and
to keep this information readily available to the
community.
March 2012

sharing ideas and working as a team, that they
could take information back to community from
the event and that their involvement would assist
in local health promotion initiatives.

Sue Stewart, Health Promotion, Planning and
Evaluation Officer
East Arnhem Health Development Team

Participants agreed that they would like Forums
to be held regularly, with interest in holding
the next event in Galiwin’ku. There was also
discussion about initiatives linking up with
World No Tobacco Day (May 31). Plans will be
underway early in the New Year to pull together
what we hope will be another successful event.

On 9 and 10 November 2011, the East Arnhem
Health Development Team hosted the third East
Arnhem Region Tobacco Forum in Nhulunbuy.
This was a joint initiative between the
Department of Health (DoH) and Miwatj Health
Aboriginal Corporation, with participation by
workers from Nhulunbuy, Milingimbi, Galiwin’ku,
Darwin and Yirrkala.
Twenty-two staff came together for two days
to share stories about current tobacco work,
discuss useful resources and generate new
strategies to help reduce smoking in the East
Arnhem region.
Community-based staff (including Strong
Women Workers, Community-Based Workers
and Miwatj Tobacco Workers) developed a
list of priorities and strategies for their work in
tobacco. An important theme which emerged
was the need to look after children now for
a better future. Related strategies included
encouraging adults to be positive role models by
avoiding smoking in front of children; this being
not just parents and family, but also other adults
such as teaching and health staff. Having good
smoke-free policies in place which are enforced
was recognised as vital to both reduce passive
smoking for all community members and make
smoking less visible to children and young
people. Making homes smoke-free was also
seen as a priority.
Some excellent resources were discussed and
demonstrated. A number of participants trained
in using the Storyboard resource showed how
they use it for sharing the tobacco story. The
resource – a visually engaging, portable board
with felt symbols – can be used for storytelling
around a range of issues. Tobacco workers from
Galiwin’ku also demonstrated use of the tobacco
story book developed by Miwatj. With the benefit
of push button technology, users can hear the
words of each page in language.
A process evaluation was undertaken via group
discussion. Overall, the Forum was seen as very
useful, with participants saying they enjoyed
March 2012
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Oscar Munyarryun from Milingimbi demonstrates
use of the Storyboard resource, with assistance
from Bernie Shields (DoH). Clockwise from
top: Boyan Yunupingu, Judy Lirririnyin, Bernie
Shields, Oscar Munyarryun

Group photo at end of Forum (some participants
pictured). Front left to right: Judy Lirririnyin,
Stephanie Dhamarranji, Tracy Spillman, Bernie
Shields, Dorothy Garawirrtja, Aileen Yangay and
son Bradley. Middle left to right: Elizabeth Wurrulnga, Bronwyn Natuyil, Julie Gapalathana,
Heather Keighley, Dipilinga Marika. Back left to
right: Boyan Yunupingu, Oscar Munyarryan, Glen
Gurruwiwi, Tracey Sheehan, Sue Stewart
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Why is Ear and Hearing Health
in the Early Years so Vital?
Beverley Scott-Visser, Hearing Health
Program Manager (Acting)
Health Development, Department of Health
In the 2012 Chronical, there will be a number of
articles with regards to Ear and Hearing health,
starting in this edition with an article about the
Child Hearing Health Coordinators. Readers
may wonder, with so many health issues to
consider, why is ear and hearing health so
important?
Otitis Media (OM) is a common middle ear
infection. However for Indigenous children,
and children living in developing countries OM
is more persistent and severe, with serious
consequences. Although there are differences
in the incidence of acute OM, the severity of
the early infections and the natural sequel
of recurrent and persistent presentations
results in a significantly higher prevalence of
Chronic Suppurative Otitis Media (CSOM) and
subsequent hearing impairment.
The onset of OM in Aboriginal children is at a
very young age (in many cases within weeks
of birth) and children are infected with multiple
pathogens many times over a long period
of time. Consequently Aboriginal children
experience an average of 32 weeks of middle
ear infections between the ages of two and 20
years, compared to just two weeks for nonIndigenous children, Kong & Coates (2009).
It is not uncommon to find reports of prevalence
rates of more than 46% in Aboriginal children,
especially in remote communities. “Such high
rates have not been described consistently in
any other population in the world.” Morris et al
(2005, p2)
COM is a major global cause of hearing
impairment and has serious long term effects on
communication, language, auditory processing,
psychosocial and cognitive development,
and subsequent educational progress. With
education considered to be a key factor
in improving the health and wellbeing of
Indigenous Australians, this is troubling.
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Recent studies have demonstrated that
“Hearing loss may also contribute to poor
social and emotional wellbeing, behavioural
problems, and poor social skills, and can have
long-term, negative social impacts, including:
limited employment options, increased risk of
anti-social behaviour, drug use, and contact
with the criminal justice system.” (Burrow,
Galloway & Weissofner 2009, p 2) The House
of Representatives enquiry into Indigenous
youth in the criminal justice system (Doing
Time- Time for Doing 2011, p 111) recognised
that hearing loss is a significant contributing
factor for indigenous children’s disengagement
with the education system and that “Children
with poor educational outcomes are more likely
to be unemployed, placing them at higher risk
of coming into conflict with the criminal justice
system”.
Widespread hearing loss amongst Indigenous
people may play a part in the overrepresentation
of Indigenous people in jail. In 2007 Indigenous
prisoners comprised 24% of the total prison
population, which was 13 times the nonIndigenous rate, Pink & Allbon (2008). Recently
Vanderpoll and Howard (2011) assessed
inmates hearing in the Darwin Correctional
Centre (DCC) and the Alice Springs Correctional
Centre (ASCC). Only 6.8% of assessed
Indigenous inmates in Darwin had normal
hearing (0-25dB), dropping to 4.4% at the
ASCC. Whilst it is not suggested that people
with hearing loss are more likely to commit
crimes, hearing loss increases people’s risks of
becoming involved in the criminal justice system.
NAIHO demands that (cited in Eckermann et
al 2006, p55) health care “… should strive to
achieve that state where every individual is able
to achieve their full potential as human beings,
and thus bring about the total well-being of their
community…” OM is not only limiting individual’s
potential, but their communities health as well.
It’s not surprising that the burden of mortality
and loss of disability-adjusted life years“ from
OM is substantially greater than from trachoma,
and comparable with that of polio.” (WHO 2000,
p8)
References are available at:
http://www.health.nt.gov.au/Chronic_
Conditions/Chronic_Disease_Network/The_
Chronicle/index.aspx
March 2012

The NHMRC funded project is a shared
partnership between NT Department of Health,
Menzies School of Health Research, Baker IDI,
AMSANT and Healthy Living NT.
The partnership aims to improve delivery of
services for pregnant women with diabetes
and their families and to explore the affects of
diabetes during pregnancy with regards to the
ongoing health of mothers and their babies.
Why is the project needed?
Diabetes in pregnancy both carries significant
risks and provides an early opportunity for
intervention in the life course for both mother
and baby. We have developed a partnership
between researchers, health care providers
and policy organisations in the NT to address
this issue. We aim to improve clinical care
and outcomes of diabetes in pregnancy and
future health outcomes for both the mother and
her baby through a multi-faceted approach.
This includes establishing a clinical register,
system development focused on an appropriate
model of care for these women, and delivering
a detailed research component focused on
pregnancy outcomes for mother and baby.
Although there are different information systems
available to assess whether women in the
NT have diabetes during pregnancy, there is
currently no overall coherent information source
from which to estimate the size of the problem
or to understand what is happening with the
women and their babies, both in the short and
longer term.

web-based access to the clinical register for
health professionals assisting in the care of
pregnant women with diabetes. Information from
the register will be used to assist with planning
and improving models of healthcare and service
delivery.
Models of Care
As a partnership project one of the focus areas
is bringing services together to work out what
care is required for a woman with diabetes
in pregnancy and her baby and how best to
provide that care across a variety of settings.
Study Outcomes Group
Women who are referred to the clinical register
can also participate in the research part of
the partnership. Formal individual consent
processes and data collection are undertaken by
specifically trained research staff. The study is
collecting detailed information about the affects
of diabetes on the health of mother and her
baby during pregnancy and for several years
after birth.
When will the partnership commence?
The partnership funding commenced at the start
of 2012 and the partnership project is currently
in the establishment phase. It is expected that
the partnership project will be expanded to cover
as much as possible of the NT in 2012.
Who to contact? Please contact any of the
following:
Dr Louise Maple-Brown: Louise.Maple-Brown@
menzies.edu.au
Dr Christine Connors: Christine.Connors@
nt.gov.au
Cherie Whitbread: Cherie.Whitbread@nt.gov.au
(phone 08 8922 8196)

Clinical Register
All NT women with diabetes in pregnancy will
be invited to be included in the clinical register
by their health care professional. A referral with
routine antenatal information can be faxed or
emailed through to the register administration
officer. Current planning is underway to provide
March 2012
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NT Diabetes in Pregnancy
Partnership Project
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Child Hearing Health
Coordinators Tackle Ear and
Hearing Health in the NT
Kelly Simmons - Top End Central &
Vanessa Rotumah – Top End East Arnhem
Marissa Cookson – Top End West &
Deborah Grigg – Central Australia - North
Child Hearing Health Coordinators
Otitis Media (commonly known as Middle Ear
Disease) is an inflammation and infection of
the middle ear space. It is a complex condition
associated with both illness and hearing loss.
Aboriginal children have a substantially higher
prevalence of Otitis Media (OM) than nonAboriginal children. Between the ages of 2 and
20, Aboriginal people are expected to have a
total of 32 months of OM and associated hearing
loss, whilst non-Aboriginal children will have
only 3 months. This greatly affects the Aboriginal
child’s speech and language development, thus
influencing their later educational advancements
and life choices.
The prevalence of Chronic Suppurative Otitis
Media (CSOM) in Aboriginal Australians is
among the highest in the world. The prevalence
was 12% during the AGI child health check
initiative conducted in 2007 (Australian Institute
of Health and Welfare 2011). The World Health
Organisation has stated that a prevalence of
CSOM over 4% indicates a substantial public
health problem requiring immediate attention.
Ear disease in Aboriginal children often begins
at an early age and continues through out
childhood and into adolescence. Despite this,
OM is still not recognised as a chronic health
condition of childhood. It is vital that ear disease
gains more recognition due to the implications
of the associated conductive hearing loss that
occurs with all spectrums of ear disease.
In the Northern Territory (NT), the Closing
the Gap (CtG) initiative, has supported the
implementation of the Department of Health’s
(DoH) new nursing roles in recognition of
the importance of primary health care in OM
prevention and management. There are five
Child Hearing Health Coordinator (CHHC)
positions located within the NT DoH Health
Development Unit. They started in 2011
and their role is to work collaboratively with
remote Aboriginal communities, Primary
Health Organisations (including Aboriginal
Community Controlled Health Organisations)
and Early Childhood Services (Families as First
Teachers, playgroups, child care and schools) to
coordinate regional programs that are inclusive
of hearing health.

Each CHHC provides support and services
to over eight remote communities in their five
designated regions. Their focus is on education,
prevention, early identification, appropriate
treatment and guidance through referral
pathways for ongoing interventions.
Whilst visiting their communities the CHHC’s
have a variety of responsibilities including:












Providing health education and anticipatory
guidance to families, to increase community
awareness of ear disease and prevent
infections
Providing education sessions and support
to Primary Health Care (PHC) staff (Nurses,
Doctors, Aboriginal Health Workers)
about identification of ear disease, correct
diagnosis and treatment pathways, and
equipment use
Encouraging and supporting the use of
surveillance screens to identify treatable
OM and appropriate management. For
example, the uptake of the ear examination
component of the Healthy Under 5 Kids
(HU5K) package and the Healthy School
Aged Kids (HSAK) Screening Program
Continuing education to PHC staff and
utilising the prescribed treatment pathways
for OM as outlined in the CARPA manual.
This includes clinic recalls and referral
pathways to audiology and ENT surgical
services
Identification of children who require
focused priority care (those children under
5 years old with open ear disease, those
children with bilateral hearing loss and
those awaiting surgical intervention or follow
up), and sharing that information with the
Hearing Health Program and PHC staff to
enhance service delivery across programs,
thus maximising patient care
Assisting visiting audiologists with
coordinating hearing tests, including
VROA (Visual Reinforcement Orientation
Audiometry) which is used for children
under 4 years of age who are too young to
complete the standard audiological testing

In summary, research has shown that in the
past 30 years there has been no clear decline
in OM amongst Aboriginal children (Wiertsema
& Leach 2009). Preventing ear disease and
hearing loss in Aboriginal children clearly
remains a challenge. Even with significant
expansion in access to specialist services
(Audiology, ENT) and the new CHHC roles, ear
and hearing health care must be driven by the
PHC practitioners and community members to
Continued on Page 23
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The Earinfonet: An Indigenous
Ear Health Resource

Chronic ear disease and associated hearing loss
in Aboriginal children is a major public health
issue and warrants recognition as a preventable
chronic disease. The long term impact of
hearing impairment during the younger years of
life has a significant impact on a child’s learning
and development and future prospects.

The EarInfoNet at www.earinfonet.org.au
is a great resource for finding out about the
ear health and hearing issues of Indigenous
children. The level of ear disease and hearing
loss among Indigenous children is higher than
that of the general Australian population [1, 2].
Hearing loss has major implications for language
development and learning [1, 3]. The EarInfoNet
highlights the issues, provides the evidence and
reports on progress.

Child Hearing Health Coordinators
Kelly Simmons - Top End Central (kelly.
simmons@nt.gov.au) (08) 89227875
Vanessa Rotumah – Top End East Arnhem
(vanessa.rotumah@nt.gov.au) (08) 89228479
Marissa Cookson – Top End West (marissa.
cookson@nt.gov.au) (08) 89227825
Deborah Grigg – Central Australia - North
(deborah.grigg@nt.gov.au) (08) 89556154

References:
Wiertsema, S & Leach, A. (2009). Theories
of otitis media pathogenesis, with a focus
on Indigenous children. Medical Journal of
Australia, 191 (9), S50-S54

Additional Information:
Ear Health InfoNet
http://www.healthinfonet.ecu.edu.au/otherhealth-conditions/ear
Aboriginal Ear Health Manual (2008)
http://www.healthinfonet.ecu.edu.au/keyresources/promotion-resources?lid=14716
The Department of Health and Ageing (DoHA)
has produced Recommendations for Clinical
Care Guidelines on the Management of Otitis
Media in Aboriginal and Torres Strait Islander
Populations (reviewed 2011),
www.health.gov.au/internet/main/publishing.
nsf/Content/health-oatsih-pubs-index.htm
Australian General Practitioners Network
http://www.agpn.com.au/programs/
indigenous-health/otitis-media/clinical-careguidelines
CARPA Standard Treatment Manual
http://www.carpa.org.au/drupal/node/16
March 2012

Jane Burns, Senior Research Officer
Australian Indigenous HealthInfoNet

The EarInfoNet includes information that the
workforce is likely to find useful, such as job
opportunities, courses, conferences and training.
There is also an online yarning place (electronic
network), the EarInfoNetwork, for members to
share information, knowledge and experience
and keep connected across the country. We
encourage and support information-sharing
among practitioners, policy-makers and others
working to improve Indigenous ear health and
hearing. Recently, the Australian Indigenous
HealthInfoNet has started a presence on the
social media streams of Twitter and Facebook.
The EarInfoNet includes a Review of ear health
among Indigenous peoples and a Review of
educational and other approaches to hearing
loss among Indigenous peoples. These reviews
were compiled using knowledge translation and
engaging experts who co-authored or guided
staff in producing the reviews.
The EarInfoNet also includes details of relevant:
policies and strategies; organisations; programs
and projects; resources; and publications.
Bibliographic information is available from
the online search facility of the Australian
Indigenous HealthBibliography, the most
comprehensive bibliography of literature relating
specifically to Australian Indigenous health. The
Collections section comprises our searchable
bibliography with about 550 publications on ear
health and a searchable database of health
promotion resources.
Continued on Page 24
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be effective. The CHHC can assist practitioners
to develop skills and support the ear and hearing
health requirement of the community, however
daily ear and hearing health care activities (such
as ear examinations by the clinic staff) are most
valued and will provide the greatest impact on
stopping ear disease and preventing hearing
loss.

EARLY CHILDHOOD

Continued from Page 23

Contributions to the web resource are always
welcome. The queries and contact us sections
of the Australian Indigenous HealthInfoNet allow
people to ask questions and provide feedback
about the website. They also enable the sharing
of information with HealthInfoNet staff so that it
can be displayed and made available to those
working in the field.
The EarInfoNet is a joint project of the Australian
Indigenous HealthInfoNet and Menzies School
of Health Research. The EarInfoNet is a section
of the Australian Indigenous HealthInfoNet
website. The HealthInfoNet is an innovative
web resource that informs practice and policy to
help in ‘closing the gap’ between the health of
Indigenous and other Australians. It is a not for
profit service which is funded primarily by the
Department of Health and Ageing.
For more information on Indigenous ear
health or other specific health topics, visit the
Australian Indigenous HealthInfoNet at www.
healthinfonet.ecu.edu.au or phone (08) 9370
6336.

References
1.

2.

3.
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Using Pneumococcal Vaccines
(Prevenar13 & Synflorix) In
Combination For Maximum
Protection From Ear Infections:
Prev-Ix_Combo
Amanda Leach, Acting Professor
Menzies School of Health Research

What is the problem with Otitis Media (OM)?
Almost 20% of young Indigenous children
living in remote communities of the Northern
Territory (NT) have chronic suppurative otitis
media (CSOM or runny ears). Another 60%
have fluid in the middle ear and one third of
these have bulging ear drums. Only around 10%
have normal ears. Children with OM cannot
hear properly and have trouble with speech,
language, learning and behaviour.
What causes runny ears?
Bacteria are the major cause of OM and
runny ears; Streptococcus pneumoniae
(pneumococcus) and non-capsular Haemophilus
influenzae (H’flu) colonise the baby’s nose
and get to the middle ear via the Eustachian
tube. These bacteria come from other young
children, particularly if they have a runny nose.
The middle ear infection can become like a boil
- which can burst the ear drum. These bacteria
are also really important causes of chest
infection and can cause fast breathing (from
pneumonia).
What can put a stop to runny ears?
1. Stop the spread of germs from little kids to
babies. Lots of hand and face washing with
soap (and drying) for little kids.
2. Antibiotics can stop some infections, but
long courses are needed. Children with
runny ears need daily cleaning and antibiotic
drops - often for months. They need weekly
check-ups at the clinic and a hearing test.
Teachers and parents need to understand
the child will have difficulty hearing, and
speaking clearly is really important.

Continued on Page 25
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There are now two improved pneumococcal
conjugate vaccines licensed in Australia.
Pneumococcal - Haemophilus influenzae protein
D conjugated vaccine, PHiD-CV10 or Synflorix
started in the NT in October 2009 as a 2, 4, 6
and 18 month schedule; this vaccine has 10
pneumococcal serotypes. A large clinical trial in
Europe, showed that Synflorix also protected
from otitis media caused by non-capsular H.
influenzae.
The other vaccine, Prevenar13, replaced
Synflorix in October 2011, as a 2, 4, 6 month
schedule. It has the same 10 serotypes as
Synflorix, plus 3 extra. One of these, 19A,
has increased in Australia, mainly in the nonIndigenous populations. Prevenar13 does not
have protein D of non-capsular H. influenzae.
Which vaccine is best for the NT?
Indigenous babies may benefit from both
vaccines.
The aims of the PREV-IX_COMBO study are to
find out:
1) which vaccine, or possibly both vaccines, will
be best for Indigenous babies?
2) is it better to start giving vaccines earlier, at
one month of age?
PREV-IX_COMBO study Design
425 babies will be enrolled into one of three
possible groups; 142 babies will receive
Prevenar13 at 2, 4, 6 months, 142 babies will
receive Synflorix at 2, 4, 6 months, and 142
babies will receive Synflorix at 1, 2, and 4
months and Prevenar13 at 6 months of age.
All babies will receive the standard booster of
Prevenar13 at 18 months of age.

Outcomes
We will compare the vaccine impact on
immunogenicity (immune response to the 13
serotypes and to proteinD of H.influenzae),
nasopharyngeal carriage of pneumococcus and
H’flu, and otitis media.
For further information please email: amanda.
leach@menzies.edu.au or phone 08 8922 8649.

Early Childhood & Oral
Health – Prevention and Early
Intervention
Alana Booth, Manager
Penny Brown, Project Officer
Oral Health Services, Department of Health
While oral health is essential for health and
wellbeing, early childhood is the time when
most lifelong habits are established. It offers the
greatest opportunity for prevention of disease
which, in turn, can contribute to better health
in adulthood. The most up to date universal
thinking strongly argues that ‘health’ should be
viewed as inclusive of oral health and that an
integrated, partnership approach is needed to
reduce the risk of oral disease and promote oral
health.
Early Childhood Caries (ECC) is a serious
condition occurring during the pre-school
years of a child’s life when developing primary
(baby) teeth are especially vulnerable. It can
be a devastating condition often requiring
hospitalisation and dental treatment in an
operating theatre under general anaesthesia.
The pain, psychological trauma, health risks and
costs associated with restoration of decayed
teeth for children affected by ECC can be
substantial, yet are mostly preventable.
Primary (baby) teeth are important for normal
development, function and health. If children
lose their baby teeth too early there can be an
adverse effect on self-esteem, eating and the
position of adult teeth. Caries/decay in primary
(baby) teeth is the best indicator of new caries/
decay in permanent (adult) teeth. Good oral
Continued on Page 26
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3. Vaccines. Seven-valent pneumococcal
conjugate vaccine (Prevenar7) commenced
in the NT in 2001. It has prevented almost
all ear infections caused by the 7 vaccine
serotypes but there are many more
serotypes that still cause infections and
overall there has been no improvement in
ear disease for Indigenous children.
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Continued from Page 25

health throughout infancy and early childhood
contributes to better health in adulthood. The
identification of children at risk of oral disease
can increase the detection of ECC at an early
stage, can prevent widespread destruction of
primary teeth and is critical to good oral health
outcomes for children.
Child Health Professionals, such as
Paediatricians, Child Health Nurses, Community
Nurses, Aboriginal Health Workers, General
Practitioners and Practice Nurses are better
placed than oral health professionals to access,
engage with and guide new parents about
the importance of oral health because of their
involvement through child health checks and
immunisation appointments. This reinforcement
will help children and their families improve their
oral health and to access appropriate dental
care when required.
Early intervention in oral disease means
increased prevention, leading to fewer
emergency presentations and call outs for health
staff in remote clinics and ultimately to better
overall health for children in these communities.

Sun Protection for Young
Children
Jill Naylor, Manager of Health Services and
Cancer Control Programs
Cancer Council Northern Territory (NT)
Skin cancer is the most common cancer
diagnosed in Australia with more than 430,000
Australians treated a year for skin cancers. Of
these, over 10,500 new cases of melanoma
are diagnosed with around 1850 deaths a year
just from melanoma and non-melanoma skin
cancers. Australia has the highest rate of skin
cancer in the world.
The Cancer Council NT recommends that babies
under 12 months not be exposed to direct
sunlight. A baby’s skin is thin, extremely sensitive
and can burn easily. The more sun exposure
during childhood, the greater the risk of skin
cancer in later life.
When babies and toddlers are outside always use
a combination of five sun protection measures
to keep your child well protected from the sun –
shade, clothing, hats, sunglasses and sunscreen.

The Healthy Under 5 Kids (HU5Ks) is an NT
Department of Health Child Health Program that
includes oral health in child assessment and
examination. Other health services may use
different programs or care plans, however, oral
health assessment can still be integrated into
existing early childhood systems.
Shade
Once a Registered Nurse or Aboriginal Health
Worker completes the Healthy Smiles Training
Program, it will enable them to feel confident
in oral health ‘Lift the Lip’ assessment and
Fluoride Varnish application. It will facilitate
great prevention and early detection of Early
Childhood Caries.

If outdoors, babies need to be kept in the shade.
Even while in the shade, UV radiation can reflect
from surfaces such as water, sand and concrete
so it is important to wear a hat, appropriate
clothing, sunglasses and sunscreen. As the sun
moves, so does the shade, so keep a watch to
make sure your child is still well protected from
UV radiation.
When travelling, use a shade visor or hang a
blanket over the side windows in the car. Side
and back windows don’t offer as much protection
as the front windscreen, which usually has a
UV protection factor (UPF) of about 15 or less,
blocking up to 93% of UV. To provide adequate
sun protection, products should have a UPF of
15 or higher.
When purchasing a pram, pusher or stroller,
check that the hood position can be altered so
Continued on Page 27
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For best protection, pram shade covers should:
o
o

o

o

Completely cover the pram for full body
protection
Include a system for fastening the shade
to the perimeter of the pram to avoid
gaps where sunlight can enter
Be made of closely woven fabric which
combines a mesh section for visibility
and air circulation, with a shade fabric
section that blocks close to 100% of UV
radiation (UPF 50+)
The mesh section should block at least
70% of UV radiation (UPF 3.3)

Hats
Hats should protect the face, neck and ears. If
the hat is secured with a long strap and toggle,
it may be best to place the strap at the back of
the child’s head so it doesn’t become a choking
hazard.
Many babies and toddlers do not like to wear hats
and persistence is needed to teach them that a
hat is part of their outside routine. When trying a
new hat design, keep in mind its size and comfort
and make sure it still allows the child to see and
hear clearly.
Suitable sun protection hats include:
o

o

o

Clothing

A soft legionnaire style hat with a flap at
the back that meets at the front peak. For
young babies, choose a design that will
crumple easily when the baby puts their
head down
A bucket hat with a deep crown that sits
easily on the child’s head and still allows
them to see and hear clearly
A broad-brimmed hat

Baseball caps do not offer enough protection for
the cheeks, ears and neck and are therefore not
recommended.

Covering as much of the baby’s skin as possible
with cool, loose fitting clothes and wraps is an
excellent form of sun protection. The higher the
UPF number the greater the protection provided
by the fabric. If possible, purchase clothing that
has a UPF close to 50.
If purchasing clothing that doesn’t have a UPF
label, consider fabrics which are:
o
o
o
o

Closely woven – don’t allow as much UV
radiation to get through
Made of natural fibres – are usually the
coolest type of fabric
Polyester or nylon – have some natural
UV radiation absorbing properties
Cotton or cotton/polyester – provide
protection equal to about UPF 20
(which is about 95% protection from UV
radiation)

Sunglasses
It is important to protect the eyes of children.
Babies and toddlers should have sunglasses
that have soft elastic to keep them in place. It is
important to choose a style that stays on securely
so that the arms don’t become a safety hazard.
Toy or fashion labeled glasses do not meet the
requirements for sunglasses under the Australian
Standard and therefore should not be used to
provide sun protection.
If using sunglasses, look for ones that:
o
o

Are close fitting
Wrap around and cover as much of the
eye area as possible
Continued on Page 28
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that it can be moved to block out the direct sun.
Pram shade covers must combine maximum
protection from UV radiation with a need for
comfort and visibility.

Continued from Page 27
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o

Meet the Australian Standard 1067
(Sunglasses – Category 2, 3 or 4)
Are preferably marked eye protection
factor (EPF) 10

National Partnership Agreement
Indigenous Early Childhood
Development (NPA IECD)
Jeanne Lorraine, Program Development
Officer (NPA)
Health Promotion Strategy Unit, Department of
Health

Maternity Care Professional Development
Project for Maternity Care Providers and
Community Based Workers
Sunscreen
Sunscreen screens out UV radiation but does
not completely block it out. Some of the sun’s
UV radiation still gets through to the skin. If being
in the sun can’t be avoided, apply sunscreen to
those small areas of the body that are not already
covered by a hat and clothing.
The Australasian College of Dermatologists
recommend the use of a sunscreen ‘at any age
when there is unavoidable exposure to the sun’
and states sunscreen is safe to use on babies.
Many brands of sunscreen include a formula
especially for babies that offer the same degree
of protection but are much gentler on their skin.
Sunscreens with titanium dioxide or zinc oxide
work largely by reflecting the UV radiation
away from the skin, and are less likely to cause
problems with sensitive skin.
Sunscreen tips:
o

o

o
o

o

It is always best to keep babies and
toddlers out of the sun, or well-protected
using other forms of sun protection so
that sunscreen use is minimal
Test the sunscreen on a small area of the
baby or toddler’s skin before using it to
make sure there won’t be any reaction
Use an SPF 30+ broad spectrum, water
resistant sunscreen
Apply the sunscreen 20 minutes before
going outside and reapply every two
hours (even if the stated water resistance
is longer than 2 hours)
Only use sunscreen with other forms of
sun protection. It doesn’t offer enough
protection if it’s used on its own, and
should never be used to extend time in
the sun

For further information please contact the Health
Promotion Officer at Cancer Council NT on 08
8927 4888 or email healthpromotion@cancernt.
org.au
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Preventing chronic conditions in all people
begins early, before conception, through antenatal care to early infant and child care. This is
a particular concern for Aboriginal and Torres
Strait Islander people and has been recognised
in planning and service delivery in the Northern
Territory (NT) Department of Health (DoH). The
National Partnership Agreement on Preventive
Health for Indigenous Early Childhood
Development has also recognised this issue
and provided funding to the NT for a range of
projects to improve Maternal and Infant Care
with a primary focus on adolescent mothers and
their families and communities.
Health Promotion Strategy Unit, (HPSU), DoH
based in Darwin has been funded for a Program
Development Officer to cover the National
Partnership Agreement (NPA) on Preventive
Health projects for Maternity Care Professional
Development (under the IECD - Indigenous
Early Childhood Development) and the Social
Marketing Campaign - Swap It.
Background:
Stage 1:
The Maternity Care Project (the Project)
commenced in February 2010 with a project
team that included: Talia Hoskin and Kirsten
Green from HPSU and Rachael Lockey, CoDirector of Midwifery. Research and consultation
with key stakeholders including the maternity
care and community based workforces resulted
in two reports:
Maternity Care and Community Based
Professional Development Project:



Part one: Consultation Report
Part two: Literature Review
Continued on Page 29
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Certificate IV in Population Health with a Maternity Care Elective through Charles Darwin University (CDU)
for community based and other health workers commenced with the first contingent of 17 participants on
20th June 2011 with productivity places prioritised for Indigenous workforce. The Child and Maternal Health
elective is planned to be delivered 30th April – 4th May 2012. This course is being offered again by CDU in
2012.
ELECTIVE STREAM 2: CHILD & MATERNAL HEALTH
CHCCED511A: Develop, implement and review sexual and reproductive health education programs
CHCICS407A : Support positive lifestyle
CHCCS414A: Provide education and support on parenting, health and well being



Training for the primary maternity care workforce occurred 11-14 July 2011 in Darwin, targeting ‘champions’
drawn from key staff, including Remote Area Midwives, Remote Outreach Midwives, Strong Women, Strong
Babies Strong Culture Coordinators and Key Health Development Managers.



5 NT Aboriginal women are being supported (since 2010) as student midwives training at Australian Catholic
University with placements in the NT.

Based on the consultation, the Project seeks to deliver sustainable programs into the future with an overarching
focus on both health promotion principles and cultural competency – including critical reflection and building and
working in effective partnerships, particularly between Midwives/Nurses and AHWs/ACWs. Other key areas of
professional development focus are:
Planning and providing education to groups

Working in Partnership

Program Management

Mentoring skills

Using QIPPS

2 way learning and mentoring

Updates on professional issues

Brief Intervention

An Action Plan 2011-2013 for the project has been developed with a project team and key advisors to guide the
Project.
2012 Training Opportunities:
Charles Darwin University (CDU) on communityservices-topend@cdu.edu.au**
Certificate IV in Population Health information is available at:
http://www.cdu.edu.au/course-docs/HLT42307C4PopHealthCouseInformation2011.pdf



Other Electives offered are:
Preventable Chronic Diseases
Tobacco Control
Bachelor of Midwifery
This is being offered for the first time in Semester 2012.
Enrolment and recognition of prior learning is available through the following website.
http://www.cdu.edu.au/ehs/health/midwifery/2012%20study%20plans%20BMid.pdf
Continued on Page 30
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Stage 2:
Stage 2 commenced in January 2011 with Jeanne Lorraine employed with HPSU to coordinate the Project.
This has involved implementing the recommendations from the consultation report, predominantly focussed on
workforce development with the primary maternity care workforce including Midwives, Aboriginal Health Workers
and Aboriginal Community Workers targeting Indigenous client needs for maternal and infant care. Training
delivered includes:

EARLY CHILDHOOD

Continued from Page 29

Watch this space for advice of a Health
Promotion Short Course targeting the primary
maternity care workforce working with Aboriginal
expectant mothers and their families and
communities planned to be delivered in May/
June 2012. As this is a University course we
expect that this will give recognition of prior
learning to those wanting to continue their
studies.
We wish to ensure that we don’t reinvent the
wheel and have been discussing opportunities
and overlaps with key stakeholders since Stage
2 commenced. However please contact Jeanne
on 08 8985 8070 if you have information that will
assist in developing a comprehensive calendar
of training and professional development
opportunities for the primary maternity care
workforce in the NT.

availability of point and shoot cameras have
simplified the process: it is now relatively
easy to make health promotion resources
that are contextual and targeted to individual
communities.
At Alpurrurulam Health Centre, photos are
currently being used in three ways. Firstly,
photos are used as an incentive in the
immunization program. Every time a caregiver
brings a child in to be immunized, he/she is
offered a photo of her child (prior to the needles
being given!). An initial one time purchase
of a home photo printer ($150) enables
printing of photos on the spot. Caregivers now
frequently bring their children to immunizations
dressed extra special knowing that they can
have a photo taken. Our statistics show that
this incentive strategy is working – prior to
commencing the photos, overdue lists were
almost unmanageable; since commencement
we have had 3 months of 100% immunisation
coverage, and 2 months of nearly 100%
coverage.
Clean faces are
HEALTHY FACES!

A Health Promotion Pearl:
Pictures Are Worth A Thousand
Words
Marjie Middleton, Remote Area Nurse/
Midwife
Alpurrurulam Health Centre
Through relatively low cost and simple
techniques, the use of pictures/photography
at Alpurrurulam Health Centre is helping to
improve attendance for immunisation, as
well as to engage the community on specific
health promotion messages surrounding early
childhood chronic disease prevention.
The use of photography in clinic settings has the
potential to conjure up ethical concerns around
consent and appropriateness. However, the
photos being taken at Alpurrurulam are not a
case of outsiders snapping pictures in situations
that highlight the negative consequences of
200 years of colonization. Instead, all photos
are taken with consent, and all show children in
healthy, positive situations. Another concern with
photography and resource development is the
perceived difficulty. The internet and the

Less trachoma

Less skin sores
Less ear infections

Photos are also used at the clinic in health
promotion posters. The clinic receives all sorts
of resources on all sorts of topics…but it is
amazing to see how much more interesting and
‘looked at’ resources become when they contain
familiar faces! Simple templates are used for
developing posters that are ordered online and
delivered by post. As mentioned above, consent
is always obtained prior to children being used
in health promotion posters.
Finally, photos have recently been used
to create a local story book, entitled ‘The
Alpurrurulam Mob Stays Healthy’. Again, online
photo services were used to compile a
Continued on Page 31
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Health Development commenced facilitating
podiatry outreach visits to remote communities
in 2004. In 2011 the specialist outreach services
within the Department of Health (DoH) was able
to support the expansion of podiatry services
across the NT.
On 9th and 10th February, the Health
Development Branch facilitated the first
“Fabulous Foot Forum in February” in
collaboration with the specialist outreach team
and the Principal Allied Health Advisor of the NT.
The focus of this forum is improving knowledge
and understanding by outreach podiatrists of:
the NT health system, coordination of services,
effective referral processes, training in foot
checks for primary health care staff and future
service planning. This is the first opportunity
for outreach podiatrists delivering services in
remote communities in the NT to come together
and develop a shared understanding and
approach to service delivery.
The forum was attended by:


Thirteen podiatrists employed by DoH
and Non Government organisations
involved in service delivery across the
NT



5 Preventable Chronic Disease nurses
& 1 Diabetes educator involved in
the service delivery from the Health
Development team and Alice springs
Hospital



A/Professor Tinley from Charles Sturt
University in NSW, who trains podiatry
students. Currently in the NT, there is
no training for podiatry students.

Speakers included:


Remote Health Branch quality team



RDH Foot clinic staff including: Dr David
Gawler-surgeon, Toni-Anne Scheide
- Nurse Manager, Thomas BerhaneClinical Orthotists

Jeanette Smith, Education Consultant
Chronic Conditions Strategy Unit, Department of
Health



Jason Warnock – Chair Podiatry Board
Australia



Georgina Burchill - Manager specialist
outreach services

There has been a significant increase in regional
and outreach podiatry services over the past ten
years. The provision of the service includes both
Northern Territory (NT) podiatrists as well as
visiting interstate podiatrists.



Dr Christine Connors – Program Leader,
CCSU

Fabulous Foot Forum in
February

March 2012

Continued on Page 32

31

EARLY CHILDHOOD

storybook talking about healthy lifestyle
behaviours. The heroes of the story are local
children performing healthy activities such as
eating healthy food, collecting bush tucker, and
keeping clean. The response from caregivers
and children alike has been so positive that a
second storybook is in the works – this time with
even more input from the children themselves
about what they can do to stay healthy. Once
again, the storybook talks about the same thing
that countless other resources do – but this one
is personal, making it so much more interesting
and user friendly. And the storybook’s message
gets through – the other day I was delighted to
have a child come up to me and show me her
clean face and hands and say “See, I’m clean
and healthy – I can be in the picture book too!”

Continued from Page 31
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Renae Moore- Principal Allied Health
Advisor, DOH

The 2 day forum provided the opportunity to
review the current service, share ideas and work
experiences and plan for the future.
Highlights included:










Georgina Burchill presented data
showing that in 2011 through expanded
service provision NT wide,124 trips for
podiatry outreach were provided and
1985 patients were seen
The ongoing need to focus is on
ensuring effective foot checks for
people with diabetes who are at high
risk of developing serious complications
including ulcers, skin and bone
infections which can lead to amputations
The improved services and coordination
of care within Alice Springs Hospital as
it now has a full time podiatrist
Dr David Gawler, the Head of RDH Foot
clinic and Vascular Surgery has seen
decreased referrals and admissions
for both foot ulcers and amputations
over the past five years, consistent with
expanded outreach podiatry services
Continuous quality improvement audits
in remote primary health care services
has seen an increase in the proportion
of people with diabetes having the
recommended foot check, with 45% on
average having a foot check in the past
12 month

The podiatrists acknowledged the benefit of the
forum as they are working in isolation of other
podiatrists. It provided an opportunity to focus on
the speciality, to share ideas and experiences,
discuss a model of care for podiatry services in
the NT and an opportunity to identify issues to
plan for improved coordinated service provision
in the future.
Thank you to everyone involved to ensure
the forum was a success. Many of the issues
highlighted will be followed up by the Health
Development Team to ensure ongoing
improvements to podiatry service of the
Northern Territory. Diabetic foot workshops will
be available NT wide in 2012 to provide health
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care workers with an avenue of education on
basic foot care in the clinical setting. These
workshops are delivered by a podiatrist and
provide theory and clinical supervised practice
for foot care, foot screening, paring and toenail
cutting for more information see the attached
flyer.

Trialling Care for Child
Development in the Northern
Territory
September 2010 – May 2011
Talia Hoskin, Senior Project Officer
Lee-Anne Jarrett Sims, Manager Child and
Parenting Support Team
Department of Children and Families
Introduction
Care for Child Development (CCD) was
developed by WHO and UNICEF to improve
early childhood development outcomes and work
towards reducing child abuse and neglect. CCD
has been implemented in numerous countries
including South Africa and Brazil.1 2 3 4
Staff working with parents with children aged 0-4
years complete the CCD course to then coach
caregivers to do simple play and communication
activities with their children. These activities
facilitate sensitive and responsive caregiving and
strengthen bonding and attachment.
Secure bonding and attachment between
caregivers and children improves child
development outcomes including improving
stunting and increasing good nutrition.5 6 7 8
CCD was trialled by the Northern Territory (NT)
Government to investigate whether the program
is an appropriate strategy to improve the high
rates of poor child development in the NT.
Methods
The trial involved:
•

The former Department of Health and
Families (DHF) and Menzies discussed
parenting support programs for children
with poor development outcomes, and
agreed to trial CCD using a cross sector
model.
Continued on Page 33
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Establishment of a high level Steering
Committee
consisting
of
senior
representatives from DHF, Department of
Education and Training and Menzies.

•

Allowing sufficient time for key concepts
to be considered in the local Aboriginal
language and cultural context, within
course time available.

•

WHO Consultant, Dr Lucas, visited the NT
in 2010. She presented CCD to officials,
ran two courses, trained 10 staff as CCD
Facilitators and supervised a course in
Yirrkala. Course participants included policy
and operational staff from government and
non-government organisations across
health, education, family support and child
protection.

•

Gaining consent from caregivers, children
and participants for photos and videos and
their involvement in courses.

•

Gaining access to enough caregivers and
children for the courses.

•

The CCD course and materials were
adapted to suit the remote Aboriginal
workforce.

•

A CCD Coordinator was employed to
coordinate additional trial courses in
Galiwinku and Darwin, and develop an NT
implementation plan.

•

All courses were evaluated.

Conclusions
The trial enabled better understanding of CCD
implementation in the NT and results were used
to inform the implementation plan.
The results supported implementation of CCD
across the NT early childhood sectors. The
learnings from this trial can also inform the trialling
of other evidence-based programs in the NT.

Key findings
Evaluation showed CCD was viewed as valuable
and appropriate for the NT. The adapted training
techniques and resources were reported as
effective by Facilitators and participants.
Trial Strengths
•

A Steering Committee and dedicated
Coordinator meant effective planning.

•

Cross-sector
Steering
Committee
and training model enabled effective
collaboration and opportunity for integration
of early childhood services.

•

Dr Lucas provided expert knowledge and
support which maintained the integrity of
CCD.

•

CCD is clearly explained in manuals and
has an emerging evidence base.

•

Involving staff experience in remote
training to effectively adapt the course
and resources for the remote Aboriginal
workforce.

•

Having local remote staff to assist with
the coordination of courses, and provide
ongoing support for participants.

Trial Challenges
•

Releasing staff from their current work to
participate in the trial.

March 2012

Darwin CCD participants with Facilitators Meron
Looney and Talia Hoskin

CCD participants being supported by Facilitator
Lousie Cooke while role-playing coaching a
caregiver

References are available at:
http://www.health.nt.gov.au/Chronic_
Conditions/Chronic_Disease_Network/The_
Chronicle/index.aspx
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Interprofessional Training to
Respond to Vulnerable Children
Nettie Flaherty, Senior Lecturer
Centre for Remote Health
Since mid 2009, over 500 Health and
Community Service Professionals have
participated in a 2 day workshop, funded by the
Office for Aboriginal and Torres Strait Islander
Health (OATSIH) and delivered by the Centre for
Remote Health (CRH), a joint Flinders University
and Charles Darwin University, a University
Department of Rural Health (UDRH). This
workshop was designed to raise the awareness,
knowledge and skills of remote Primary Health
Care Practitioners in identifying and responding
to children who may be experiencing child abuse
and neglect and has been delivered in locations
across the Northern Territory including Alice
Springs, Tennant Creek, Katherine, Nhulunbuy,
Wadeye and Darwin.
The workshop is evaluated both immediately
following workshop participation and 3-6
months after workshop attendance with followup interviews designed to explore whether
participating in the workshop has had an
impact on practice. Participants continue to
report that the workshop is highly relevant;
the interactive case based method of learning
was highlighted as ensuring an opportunity
for inter professional learning, and providing
opportunities for networking and sharing ideas,
solutions and information with others working in
the field. In addition, participants reported they
were encouraged to take an early intervention
approach with families to prevent situations
escalating to a point where a statutory approach
was required, and the emphasis on prevention
provided some with the confidence to try
different approaches, such as group work in the
Primary Health Care setting.
The 2012 Workshop Timetable is:
Alice Springs on the 12/13th March 2012
Darwin on the 18/19th April 2012
Katherine on the 23/24th April 2012
Nhulunbuy on the 9/10th May 2012
Tennant Creek on the 5/6th June 2012

Jenny Longland at jenny.longland@flinders.edu.
au or on 08 89514700 for a registration form.
Call for Co-Facilitators:
Program sustainability has been enhanced
through the training and support of a core group
of three facilitators, and via the training of local
Indigenous co-facilitators in each delivery site.
Local co-facilitators are those who work in the
general area of child/youth health and well
being, and whose work requires them to develop
skills in the provision of health education or
health promotion activity. In return for assisting
at a 2 day workshop in their area, co-facilitators
receive training and support in facilitation and
adult education. Our next co-facilitator training
will occur in Alice Springs on the 14th and 15th
of March 2012. We are particularly interested
to hear from people who are interested in
becoming a co-facilitator and who live in Top
End communities including Nhulunbuy, and in
the Barkly region including Tennant Creek.




The 2011 Co Facilitators from left to right:
Kylie Stothers, Karen Piper, Sonya Lemson,
Cyril Dixon, Andrea Andrews, Joan Pracy
and Nettie Flaherty
For further information about the Centre for
Remote Health and other short courses please
visit www.crh.org.au.

Remote communities who would like to have
the workshop delivered to Primary Health Care
staff in their community or would like to register
for any of the workshops above, please contact
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Healthy Smiles – Oral Health
and Fluoride Varnish Training
Program

On the 13th of February 2012, Oral Health
Services NT will launch the Healthy Smiles
- Oral Health and Fluoride Varnish Training
Program for Remote Nurses and Aboriginal
Health Workers. This follows on from the launch
and publication last year of the NT Oral Health
Promotion Plan. A large focus of this plan is the
integration of oral health into primary health
care. Oral Health professionals often only
become involved once oral disease processes
are already well established.
The launch of the Healthy Smiles Training
Program is an important step towards building
the capacity of the primary health care workforce
to incorporate oral health screening and fluoride
varnish application into their care of children
under 5.

The Healthy Smiles Training Program
is designed to provide non-oral health
professionals with some oral health background
information, knowledge about early childhood
caries as well as prevention and management.
It will also provide adequate skills for Registered
Nurses and Registered Aboriginal Health
Workers to apply fluoride varnish in primary
health care settings of the NT.
This course will be accredited under the NT
Department of Health Registered Training
Organisation, as well as having 16 RCNA CNE
points attached to it. For further information
about dates and enrolment in the training,
please contact Alison Gooch on 89226471 or
email alison.gooch@nt.gov.au

Asthma Friendly Childcare
Program
Jan Saunders, Executive Officer
Asthma Foundation NT
Asthma is common in Australia affecting over
2 million people and it has a huge impact on
individuals, families, communities, workplaces
and the health system. It is responsible for work
and school absenteeism, lack of concentration,
lethargy and poorer quality of life.

Fluoride varnish has been proven to be highly
effective in strengthening both tooth enamel and
areas of enamel that are just beginning to show
signs of demineralisation and early decay. Most
studies have shown a 25-45 per cent reduction
in decay rates with the use of fluoride varnish.
The Menzies School of Health Research Strong Teeth for Little Kids Project was a
randomised controlled trial conducted in the NT
between 2006 and 2008. The study showed a
24-36 per cent reduction in tooth surfaces
March 2012

As many children in childcare in the Northern
Territory have asthma it is important that staff in
childcare centres are able to understand routine
asthma management for children in their
care and the procedures involved in treating an
asthma emergency should one occur.
In order to provide a safe environment for
children with asthma in childcare, Power and
Water Corporation have collaborated with
Asthma Foundation NT to develop appropriate
resources and new guidelines for those centres
wishing to become Asthma Friendly.

Continued on Page 36
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Alana Booth, Manager
Oral Health Promotion, Oral Health Services
Department of Health

developing dental caries over the two years,
with 6 monthly application of fluoride varnish.
Similar studies have also been conducted in
Canada and the United States of America with
comparable results.
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The guidelines for community settings to
become Asthma Friendly are contained in four
simple criteria:






Staff have current asthma first aid
training
Asthma Emergency Kits are accessible
and include current reliever medication,
a spacer and a mask for children under
5 years
Asthma First Aid posters are on display
Policies are Asthma Friendly

FREQUENTLY ASKED QUESTION
Margaret Forbes, Child Health Nutritionist
Nutrition and Physical Activity Policy Unit
Department of Health

QUESTION:
Several children in our community are receiving
oral nutrition supplements. I would like more
information about this program please. Is there
a cost? Who is eligible? How are they stored?
Who prescribes these and what is the process
for starting a child on these drinks? When are
they ceased? Thanks.

ANSWER:

Michelle Howson, (Power Water Corporation), and
Jan Saunders, (Asthma Foundation NT) at the
launch at Mitchell Street Childcare Centre

The resources are bright, easy to use and
complement the asthma training provided to
staff. An “Asthma in the Home” booklet has also
been developed for people living in the Northern
Territory that provides practical information on
environmental substances and factors often
found in the home that may trigger asthma.
Parents/carers can be confident that their child
with asthma is well supported if the childcare
centre has received training in asthma first aid
and has implemented the necessary criteria to
become Asthma Friendly.
For further information on the Asthma Friendly
Childcare Program contact Asthma Foundation
NT on 1800 645 130.

Growth failure is the key indicator of malnutrition
in Australian Indigenous children. The NT Oral
Nutrition Supplementary Drinks Program is a
short term tool for young children experiencing
growth faltering in remote Indigenous
communities (there is no equivalent program
in NT urban). It is designed to help provide a
growth ‘boost’ in the child’s home environment
rather than in a hospital. The main client base
is children in the age group of 1- 3 years but
these high energy drinks may be prescribed for
children up to the age of 5 years. There is no
charge to the family as the Clinic covers the cost
of the supplementary drinks.
The drinks are supplied by a Pharmacy to the
Clinic only on receipt of a prescription from a
Medical Officer. They are preferably stored in an
air conditioned area before issue from the Clinic
and must be refrigerated once opened in the
home. The supplement ‘Nutrinidrink Multifibre’
is the product currently used. It is concentrated
in energy with a paediatric nutrient profile. The
supplement is designed to be given in addition
to and never instead of meals and two drinks
daily is the preferred upper limit.
Program
Details of the program are available from:
remotehealthatlas.nt.gov.au/nutrition_
supplements_children_1_5_years.pdf

Continued on Page 37
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Criteria
There are strict criteria that must be met before children receive supplementary drinks (see Attachment 1
below) and regular reviews are required during supplement use. As the flow chart specifies, children who
are initially as low as Z score -3 are assessed by a paediatrician with a view to hospitalisation.

Management
The child may be first identified as requiring support either by an independent medical assessment or
via the Healthy Under 5 Kids Program. Following the identification of a growth problem, a Growth Action
Care Plan may be commenced and implemented as per PCIS or the CARPA Standard Treatment Manual
(STM) p125. The Growth Action Plan encompasses comprehensive family centred strategies. It entails a
full assessment of the environment (household food, money available, mother’s wellbeing) and involves
working with the family on an ongoing basis.
Details of how to manage children on the program can be found (see Attachment 2-page 38) at:
remotehealthatlas.nt.gov.au/managing_undernutrition_in_children_flowchart.pdf and CARPA Standard
Treatment Manual (STM) pp125-126.
Children are reviewed weekly and those who are found not to be successfully achieving their growth
targets are again reviewed by a paediatrician to see what further measures are needed.
The supplementary drinks are ceased when the child has reached the growth targets. This is usually in 1-2
months depending on the child’s age.

References:
remotehealthatlas.nt.gov.au/nutrition_supplements_children_1_5_years.pdf
remotehealthatlas.nt.gov.au/criteria_use_oral_nutrition_supplements_1_5_years_remote_communities.pdf
remotehealthatlas.nt.gov.au/managing_undernutrition_in_children_flowchart.pdf
Central Australian Remote Practitioners Association 2009 ‘CARPA Standard Treatment Manual – a clinic
manual for primary health care practitioners in remote and rural communities in Central and Northern
Australia’ 5th Edition, Graphic Print Group, Adelaide

Attachments:
Attachment 1. Criteria for Use of Oral Nutrition Supplements in Children 1-5 years in Remote
Communtiies.
http://www.remotehealthatlas.nt.gov.au/criteria_use_oral_nutrition_supplements_1_5_years_
remote_communities.pdf

Attachment 2. Managing Undernutrition in Children. See Page 38.

Continued on Page 38
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F. A. Q.

Please note that the WHO growth standards are now available as centile charts on PCIS.

Continued from Page 37

Attachment 2:

MANAGING UNDERNUTRITION IN CHILDREN

F. A. Q.

Assess growth by recording and plotting weight for age and height for age.

Yes, identified growth problem of under nutrition

Complete medical check
list and provide zinc
supplementation (CARPA
STM, 5th ed. p123)

Yes, medical problem

Provide appropriate medical
treatment. Decide whether
growth action planning is
required.

No Medical problem

Growth Action Planning







Ask about recent changes in eating and
/or breastfeeding.
Discuss age-specific questions about
the child’s feeding.
Ask about recurrent illnesses.
Assess possible underlying social and
environmental causes.
Jointly with the caregiver, identify
causes.
Counsel and arrange follow up.

Age
1-5yrs

Calculate
weight for
height
(WHZ)
Z-score

WHZ
< -2.0*

(Use the
anthropometric
calculator)

Refer to
“Guidelines for
the use of oral
nutrition
supplements in
remote
communities.”
Include nutrition
supplements in
Growth Action
Plan

Gaining weight

Review action plan weekly

Date for final review

Not gaining weight

Refer to DMO or Paediatrician

* If the child has severe malnutrition, WHZ< -3 refer immediately to the DMO or
Paediatrician. These children require admission to hospital.
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About the Chronic Diseases Network
Susan Wong, Member Services Officer
Chronic Diseases Network, Department of Health
The rising impact of chronic diseases in the Northern Territory (NT) and the shared interest and desire of
individuals and organisations to reduce the rate of chronic diseases and its complications brought about
the creation of the Chronic Diseases Network (CDN) in 1997 with the CDN Steering Committee providing
guidance for the strategic direction of the Network and Chronic Conditions Prevention and Management
Strategy (CCPMS).
CDN is a crucial enabling factor for the ongoing implementation of CCPMS and forms part of the Chronic
Conditions Strategy Unit. CDN’s aims are communication, collaboration, coordination and collective
memory: these aims make the CDN a beneficial tool for new staff joining an organisation and even
those new to the NT. Through its recently updated website at www.chronicdiseasesnetwork.nt.gov.au
Continued on Page 39
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The e-CDNews is an electronic fortnightly
bulletin that provides members with information,
contact details, web links to resources of benefit
and interest, current events, conferences and
courses available both in the NT and Nationally
as well as upcoming events like conferences or
new publications.
The Chronicle is a quarterly publication of
articles received from its members based on
the theme for that particular edition. It aims
to encourage participation from not just its
members, the Steering Committee, the Editorial
Committee but also others outside of the
membership and Committees. It is now in it’s
16th year of publication and is a tool that can
be used for orientating staff to their specific
area of work using the specific themed editions
for example: staff working on or with diabetes
can look up The Chronicle under the CDN
website and will see the September 2010 edition
Diabetes. To find a particular article of interest in
all the Chronicles ever published, a cumulative
index called ‘The Chronicle’ A Cumulative Index
on the same page as The Chronicle on the
CDN website is where you need to be and the
link is: http://www.health.nt.gov.au/Chronic_
Conditions/Chronic_Disease_Network/The_
Chronicle/index.aspx.
The CDN website as a whole would benefit all
new staff and also those working on specific
topics as it also features a ‘Related Links’
Page. This page contains not just links to the
e-Library at Department of Health but also other
useful websites that share a common interest
in the area of Chronic Diseases, example The
Australian Indigenous HealthInfoNet.
Combined Network
To assist CDN’s aims and to strengthen
the capacity of individual orgainsations to
March 2012

promote healthy lifestyles to remote community
members, representatives of the Department
of Health, health organisations & NGOs
joined together to form the Combined Network
comprising presently of CDN, the General
Practitioners Network NT, Cancer Council NT
and the CanNET Project. Combined Network
Meetings are held in remote regions of the NT
and is a great way for new and existing staff in
regional areas to meet and network with others
working locally in the health sector. A separate
page on the CDN website is dedicated to the
Combined Network which has information on
the 2012 meetings, which are open to anyone
interested including - GPs, Allied Health,
Aboriginal Health workers, Nurses Practice
Managers, Workers, Chronic Disease staff,
Community Workers.
Conference
The Annual CDN Conference is an important
event in any Health Professionals calendar
and is in its 16th year with attendance and
participation from within the NT and Nationally.
Each Conference is based on a Theme with
2012 focusing on “Promoting Healthy Childhood
– Preventing Chronic Conditions”. http://www.
cdnconference.com.au/ will provide more
information on the 2012 Conference. Should
you wish to view past conferences please go to
www.health.nt.gov.au/Chronic_Conditions/
Chronic_Disease_Network/Conferences/
index.aspx
Orientation and Membership
New and existing staff would benefit from
attending an orientation to the CDN and while
many organisations have a staff induction
pack, including information about CDN in
the packs would be a useful tool for anyone
working in the health sector and in specific
areas especially those with an interest in the
area of chronic diseases. CDN is also willing
to attend orientation sessions to talk about and
provide paper based information which would
be approximately a half an hour session. Staff
are welcome to join the Network at any time.
Membership is free and the forms are available
through these options: the website on the home
page of CDN, at the ‘Contact Us’ Page or by
emailing chronicdiseasesnetwork@nt.gov.au
For further information on CDN please visit www.
chronicdiseasesnetwork.nt.gov.au or phone 08
8922 8280 or email chronicdiseasesnetwork@
nt.gov.au
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and the fortnightly e-CDNewsletter, as well as
its quarterly publication called The Chronicle,
CDN is able to inform its members of current
programs, services, innovations and resources
available with links to sites of interest. It even
dedicates a section within The Chronicle to
cover a Regional remote area of the NT in each
edition, and works to providing its readers and
members a wealth of knowledge through its
pages as it recognises that the NT experiences
a particularly high turnover of staff, and keeping
track of services and programs is difficult at the
best of times for most people.

REGIONAL PROFILE

Wadeye Community Profile
Jeff Gaden, Departmental Liaison Officer
Department of Health
James McNamee, General Manager
Wadeye Magic Football Club
Wadeye, also known as Pt Keats is an Indigenous community with an approximate population greater than
3200 people comprising approximately 20 clan groups. Prior to European contact these clans remained
largely on their traditional lands. Scattered over an area of about 3450 sq km, the clans of the Thamarrurr
region were drawn to this central place when the first, long standing, non-indigenous settlement was struck
in 1935 and a Catholic mission established. At one time there were reputed to be 10 different language
groups, however due to a number of factors many of these have effectively died out and left Murinpatha as
the dominant language.
Wadeye is situated on the traditional land of only two of the regional clan groups and historically has been
the site of inter-clan disputes and occasional hostilities. Some overzealous national coverage has resulted
in the community being imbued with a highly over exaggerated reputation as a dangerous, riot prone, ‘wild
west’ town. It is not the intent here to suggest that Wadeye has no issues, there is a very high burden of
chronic disease, school attendance rates are poor and over-crowding (while relieved in a small part by
Strategic Indigenous Housing Infrastructure Program) remains high. Having lived and worked in Wadeye
for nearly three years we see no point in focusing on and dissecting negatives; a process that only
further denigrates the community. Instead, we would like to discuss and highlight a positive collaboration
negotiated between the Wadeye football community AFL NT and the Department of Health with benefits
for health, education, training, employment, economic participation and future of the people of the region.
Wadeye Magic Football Club was established in 2011 to play a 10 Match Trial in the Northern Territory
Football League. The Club’s mission was to unite the community and provide young men in the Thamarrurr
Region the opportunity to learn, work and engage in a positive and healthy lifestyle, whilst playing football
at the highest level.
Participation rules and criteria were put in place to ensure all players and officials for Wadeye Magic were
engaged in Education, Employment or Training programs, as well as getting regular health checks and
staying out of trouble with the Police. All players and officials were also required to attend all club training
sessions and have had health checks. The flow on effects for the young men of this community cannot
be underestimated with some players reporting that these health checks identified previously undetected
chronic conditions that are now being treated.
Thursday night training sessions included presentations from government service providers prior to training.
Several sections of the Department of Health including Nutrition and Physical Activity, Alcohol and Other
Drugs, local Remote Health Services and Oral Health Services along with many others, took up the
opportunity to present to a large audience of young Indigenous men: a group that is normally very hard to
capture and has a very low level of engagement with health services generally.
Throughout the 10 Match Trial period, 60 players including officials, met the participation rules and criteria,
and had the opportunity to travel to Darwin to represent Wadeye Magic. 100% of players and officials
have had an adult health check and are involved in appropriate follow up, 54% of players and officials are
employed, 35% attending employment training and 11% attending school regularly. Wadeye Magic players
also come from, and have influence in, all six of the local football teams and as such the bigger impact of
this initiative will be that other teams in the community adopt the same health and education rules for their
players.
Overall the results of Wadeye Magic have been widespread. The team won 8 of its 10 matches finishing on
equal top of the ladder at the end of the trial period, a fantastic effort. Off field though is where the team has
kicked the most goals. These players and officials are powerful role models for promoting a positive healthy
lifestyle and utilizing the health services available to them as well as having the education, training and
economic participation opportunities necessary to become future leaders of their community.
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PALUMPA PROFILE

Palumpa, also known as Nganmarriyanga is a
remote Aboriginal Community just over 350km
south and about an hour’s flight from Darwin.
Approximately 500 people call Palumpa home
with 30 non-Indigenous and 40% of the overall
population under 16 years of age. Murrinh
Patha is the first language, however English is
generally spoken as the second language. The
people of Palumpa are very friendly and helpful.
A little history about how Palumpa came
about:
In the 1970’s or thereabouts, six brothers
working in the Kununurra Cattle Stations
in Western Australia returned to their land
in the south of Darwin to start up a cattle
station. Today two of the six brothers still
live and work in Palumpa but are training and
assisting the younger generation who will
eventually take over.
Of significance to the Community is the
Billabong, which kind of splits Palumpa into two
sections and a place that Mabel Wodidj, a senior
and highly respected Elder of Palumpa is trying
to get cleaned of crocodiles. Mabel remembers
the Billabong as a beautiful swimming paradise
where the young could enjoy the freedom
of swimming but today, she spends a lot of
time and energy on ensuring the parents of
young kids are kept informed of the dangers
of swimming or even crossing the Billabong in
the wet season due to crocodiles inhabiting the
Billabong.
Palumpa has a Local Aboriginal Corporation –
Mutchirr, a Power Station, an Abattoir, a small
grocery shop, a School, the Men’s Shed, a very
well run Health Centre and the Night Patrol
Team ensures the community stays safe.
The Cattle Station donated the shed to Men’s
Health which was initially two local men
volunteering their services and time part
time. Today, they are paid for their services
to Men’s Health and can be found at the shed
encouraging and making some headway in
getting the men of Palumpa to take a more
active role in various aspects of family, health

The Nganmarriyang Community Health Centre
comprises an Acting Clinic Manager, 2 full time
Remote Area Nurses, an Administration Officer,
Aboriginal Community Workers and 2 Strong
Women, Strong Babies and Culture Workers.
The Clinic is very organised with Programs for
each day of the week, for example: Monday’s
are Doctor Day; Tuesday’s are Men’s Health,
Wednesday’s are Women’s Health, Friday’s
are Child’s Health Days. Healthy Under 5,
Adult health checks, Antenatal Care and
Immunisations take place regularly and of
importance is the 24 hour on-call system that
operates for the Community in the Community.
Karen Collas has just taken over as Acting
Clinic Manager. Karen is initially from Alice
Springs but has previously worked as a Nurse
in Christmas Island and as a Chronic Diseases
Coordinator in Nguiu. Karen runs the Health
Centre with assistance from the permanent
staff members and her goal is to be a Nurse
Practitioner.
Stuart Mobsby was the Clinic Manager but since
becoming a proud dad to 10 month old Matilda
and studying further, is very happy to work 3
days a week as wife, Mikaela works 2 days a
week. This arrangement helps balance the
heavy loads of family, work and studies. Stuart
is very knowledgeable about Palumpa as he has
been Clinic Manager for 2 and a half years but
more so because “the people of Palumpa are
great”.
One such person is Mabel Wodidj, an Elder who
is highly respected and regarded by the whole
community. Mabel is the driving force for Strong
Women, Strong Babies and Culture education
for the younger generation and is an overall
mediator and peacemaker in the Community
who everyone approaches to sort problems out.
Despite having 6 boys and 7 girls of her own,
Mabel helps everyone in the Community and
teaches weaving, hunting, talks to the young
girls and boys about leading safe healthy lives
and encouraging them to stay home at night
and out of trouble. Mabel’s kids do not make
any decisions without discussing them with
her first and they all help with her work in the
Community.
Continued on Page 42
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Susan Wong, Member Services Officer
Chronic Diseases Network, Department of
Health

and Community initiatives. There are weekly
visits for men set up to talk about Men’s Health.
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Continued from Page 41

Mabel is very passionate about the health
and wellbeing of the younger generation and
together with Sebasti Ward, a young Darwin
born girl attended a 2 day Women’s Health
Course. Using what they learnt at the Course
they talk to young parents and families about
what food to eat and feed the babies and
promote healthy eating.
Sebasti Ward has been living in Palumpa for 7
years as her husband is a local man and she
is working as a Strong Women, Strong Babies
and Culture Worker. Sebasti speaks the local
dialect, Murrinh Patha and is training to become
an Aboriginal Health Worker. The Community
and staff of the Clinic regard her as an asset and
she works closely with Mabel Wodidj teaching
young mother’s cooking, promoting healthy
eating, educating the women on cultural aspects
of strong women and about bush food and
medicines.

Mabel Wodidj and Sebasti Ward –
Strong Women, Strong Babies and Culture
Workers

NT CCPMS - The Development
of the Northern Territory
Chronic Conditions Self
Management Framework
Briony Crummy, Stepping Up Program
Participant
Chronic Conditions Strategy Unit

I have recently concluded my work placement
with the Chronic Conditions Strategy Unit as
a participant of the Stepping Up Program.
Stepping Up is a career pathway program for
Aboriginal staff within the Department of Health
to build and enhance participant’s skills and
competency in key areas, with a particular focus
on improving practical skills for working within
government.
While working in the unit I was involved in the
consultation process for the development of
the Northern Territory Chronic Conditions Self
Management Framework. In early 2011 the
Self Management Working Group (SMWG) was
established to oversee the development of this
Framework. The Terms of Reference for the
SMWG were agreed by Members and approved
by the Chair of the Working Group in July 2011.
This allowed the group to commence work on this
project, which is planned to be finalised by end of
March 2012.
The Northern Territory Chronic Conditions
Self Management Framework is a supporting
document under the NT Chronic Conditions
Prevention & Management Strategy. The
Framework will guide and inform:


service providers across a range of health
settings about how a self-management
approach can be promoted and integrated
into current practice



health staff to deliver best practice self
management support including ensuring
clients are prepared and empowered to
manage their health



policy makers on how to better structure the
health services in order to:
i)

Nganmarriyanga Health Centre

support health staff to provide selfmanagement support to client

ii) create an appropriate environment
conducive to clients participating in
self management.
Continued on Page 43
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During the focus groups, participants discussed
factors that support and act as barriers to self
management in the following topics:


Health Literacy – An understanding
of chronic conditions and health as a
whole.



Health Systems – Understanding the
health systems, access to services,
systems support, access to information.



Clients/health workers relationship
– Perceived roles and responsibility of
clients and health workers.



Community resources – What
resources are available for community
members to use in their immediate
locations.

The groups consulted:




Top End and Central Australian health
workers within primary and acute care of
Department of Health, as well as health
workers from non-government and Aboriginal community organisations.
Top End Troupers, NT Breathe
Easy, Groovy Grans Line Dancers,
Community members from both the
Tiwi Island and Melville Island, Wilora
Community Group from Central
Australia and Arthritis and Osteoporosis
NT.

The consultation report has been completed.
Please contact the Liz Kasteel from the Chronic
Conditions Strategy Unit on 8985 8071 or email
liz.kasteel@nt.gov.au to receive a copy.
For more information on the Northern Territory
Chronic Conditions Prevention & Management
Strategy or Implementation Plan 20102020, visit Department of Health Chronic
Conditions Strategy Unit’s website at: www.
health.nt.gov.au/Chronic_Conditions/index.aspx
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Combined Networks Meetings
2012
Liza Shaw, CDN Coordinator
Department of Health
In 2009, Territory Palliative Care Network,
CanNET NT, NT Chronic Diseases Network and
the General Practice Network NT identified a
need to work in partnership to coordinate trips
and the delivery of services to regional areas
of the NT. This partnership is known as “The
Combined Networks”.
The partnership was formed in response to
feedback received from regionally based health
practitioners about the numerous competing
demands on their time and was an attempt to
maximise the use of worker time and resources.
Cancer Council kindly supported the Combined
Networks where they could, but then formalised
their commitment to the Combined Networks in
2010.
The combined Networks Meetings will continue
in 2012, but will see the following changes:
-

-

-

Territory Palliative Care Network will no
longer be involved
Meetings in Darwin, which did not occur
in 2011, will recommence at the request
of several CDN members
Only one annual meeting will be held
in each location. Feedback from 2011
was that the meetings occurred too
frequently, and this has possibly been
the cause of poor attendance at some of
the Combined Network Meetings in 2011
The Combined Network Committee
plans to focus on guest speakers with a
chronic diseases background

The dates for the
remaining 2012 meetings
are available on the CDN
Website at:
http://www.health.nt.gov.
au/Chronic_Conditions/
Chronic_Disease_
Network/index.aspx
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As part of the development process, consultation
with clients and health workers in the form of
focus group sessions were conducted to gather
information. The sessions were held across the
Top End and Central Australia, in urban and
remote communities and with Aboriginal and
non-Aboriginal consumers. A few consumers’
support groups have also been included in these
focus group sessions.

The Chronic Diseases Network acknowledges the participation and support of the CDN Steering Committee
members from the following organisations:
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