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FOREWORD FROM THE CHAIR OF CHRONIC DISEASES NETWORK STEERING 
COMMITTEE 

I am pleased to present the 2012-2013 Annual Progress Report of the Northern Territory 
Chronic Conditions Prevention and Management Strategy 2010-2020. 
 
It is well documented that the Northern Territory has the highest burden of disease in 
Australia, which is disproportionately suffered by the Aboriginal population.  To reduce this 
burden, the Northern Territory Chronic Conditions Prevention and Management Strategy 
(CCPMS) (2010-2020) has been implemented to improve the health and wellbeing of all 
Territorians by reducing the incidence and impact of chronic disease.  Development of this 
Strategy was a joint initiative of the Chronic Disease Network Steering Committee (CDNSC) 
consisting of: 
 

Core Members  Key Stakeholders 

· Department of Health (Chronic Conditions 
Strategy Unit, Aboriginal Policy & Stakeholder 
Engagement Unit, Health Gains Planning Unit 
and the Remote Health Unit) 

· Department of Education 

· Department of Health Top End Health and 
Hospital Services  

· Department of Housing 

· Department of Health Central Australia 
Health and Hospital Services  

· Northern Territory Treasury 

· Healthy Living NT · Department of Regional Development and 
Women’s Policy 

· Cancer Council Australia NT · National Disability Services NT (NDSNT) 

· Asthma Foundation NT   · Local Government Association of the 
Northern Territory  (LGANT) 

· Heart Foundation NT · Charles Darwin University 

· Arthritis and Osteoporosis NT · Northern Territory General Practice  
Education (NTGPE) 

· NT Medicare Local · Department of Health (Alcohol and Other 
Drugs, Mental Health, Community Health) 

· AMSANT · Northern Territory Council of Social Services 
(NTCOSS) 

· Menzies School of Health Research 
 

 

 
The Core Members of the CDNSC consists of representatives of organisations with a focus in 
chronic conditions prevention and their management, or whose business impacts upon 
chronic diseases.  The involvement of other key stakeholder representatives, many of whom 
are not directly involved in health care, ensured a strongly collaborative, multi-disciplinary 
approach that worked together to improve the management of chronic conditions in the 
Northern Territory.   
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The strategy will be achieved by predominantly addressing the socioeconomic determinants 
of health.  Seven chronic conditions are prioritised, which are largely preventable, associated 
with the greatest burden of disease in the Northern Territory, often arise from similar 
underlying causes and share a number of management and treatment strategies.   
 
While it is impossible to capture all the activities conducted in the Northern Territory to 
reduce chronic diseases, this report provides an update on the important progress and 
activities for year three and four (2012 and 2013) of this strategy.  The ten year time frame 
of the strategy reflects the complexity of this task.  While we celebrate the successes of this 
strategy, at the same time we report on where improvements can be made.  These findings 
need to be understood in the context of the constraints in which chronic conditions are 
managed in the Northern Territory. 
 
Historically the Northern Territory health system has focused on detecting, diagnosing and 
treating health problems.  The CCPMS instead re-diverts this focus to prevention of chronic 
diseases.  It emphasises the importance of health staff to understand the impact of the social 
determinants of health on health outcomes and to improve our efforts in working 
collaboratively with non-health sectors to address the underlying issues that impact upon the 
social determinants of health. 
 
The impact of the Strategy is slowly becoming evident and is being supported by a strong 
commitment by relevant health organisations to implement constant quality improvement, 
which has exhibited promise in improving the management of chronic conditions in the 
Northern Territory.  This report demonstrate that there is still substantial progress to be 
made in increasing the health and wellbeing of all Territorians and especially in reducing the 
health gap between Aboriginal and non-Aboriginal people.  Many challenges still remain.  
With a trajectory of widening financial inequality in Australia, increases in obesity and an 
aging population it is likely that the underlying challenges in reducing the incidence of chronic 
conditions will increase both in the Northern Territory and elsewhere.  In contrast, the 
introduction of new innovative and cost-effective technologies provides exciting 
opportunities to address the socioeconomic determinants of health and drive the future 
development in chronic condition disease management in the Northern Territory.  
 
I would like to thank all those who contributed to, and were involved in the development of 
this report and their continuing efforts to reducing chronic disease in the Northern Territory.    
 

 
Dr Christine Connors 
Chair 
Chronic Diseases Network Steering Committee 
 
 
Darwin    

20 January 2016  
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INTRODUCTION 

BACKGROUND 

Health leaders in the Northern Territory have worked collaboratively to understand and 
support prevention, early intervention and management of chronic conditions for many 
years.  The Northern Territory experiences higher levels of burden of disease than all 
other states and territories in Australia.  Aboriginal and Torres Strait Islander Territoriansi 
experience significantly higher rates of disease than the rest of the population.  Poor 
health, due to chronic conditions, results in reduced life quality and shorter life 
expectancy.  The consequences are significant for individuals, families and communities in 
the Northern Territory.  

The Northern Territory Department of Healthii have worked with partners in the non-
government, private and Aboriginal health sectors to develop the Northern Territory 
Chronic Conditions Prevention and Management Strategy 2010-2020 (the Strategy). (1)  
The aim of the Strategy is: ‘To improve the health and wellbeing of all Territorians by reducing 
the incidence and impact of chronic conditions.’  This Strategy is a continuation of the past 
work of health leaders and reinforces the need for strategic and integrated approaches to 
improve health outcomes in our community. (2)   The Strategy prioritises population-wide 
approaches to reduce risk factors for chronic conditions, particularly for ‘at-risk’ groups.  
System-wide approaches aim to improve health outcomes by strengthening service 
delivery.   

Efforts to improve health outcomes in the area of chronic conditions require a long-term 
view and approach.  Chronic conditions develop over many years and some risk factors are 
a result of the societal and intergenerational circumstances of individuals, families and 
communities.  The results of prevention activities cannot be expected to show significant 
or tangible results in the short to medium-term.  The 10 year timeframe of the Strategy 
provides a framework to target stakeholder action and measure the impact of these 
actions over time.  An initial three-year Implementation Plan (2010-2012) (3) was 
developed.  Indicator measures were identified so progress within each of the key action 
areas could be monitored.    

This is the third progress report.  It provides a record of activities within the key action 
areas during the third and fourth years (2012 and 2013) of the implementation of the 
Strategy.  Menzies School of Health Research is undertaking an independent mid-strategy 
evaluation.  The evaluation was planned in addition to progress reporting and reflects 
stakeholder commitment to measure the effectiveness and impact of the Strategy.  
Current priorities and areas of focus in the area of chronic conditions in the Northern 
Territory are available in the second implementation plan (2014-2016). (4)  

WHAT ARE CHRONIC CONDITIONS? 

Chronic conditions are described in the Strategy as: 

 ‘…those which in most cases cannot be cured, only controlled.  They have a gradual onset 
but are long-term and persistent: occur across the life cycle although they become more 
prevalent with older age; are usually not immediately life-threatening but can compromise 
quality of life through physical limitations and disability.  Chronic conditions are influenced 

                                                                 
i Hereafter respectfully referred to as Indigenous or Aboriginal according to context Indigenous terminology is aligned with 
national language and is inclusive of Aboriginal and Torres Strait Islander populations.  Aboriginal is used to specifically recognise 
traditional ownership in the Northern Territory, but is in no way intended or exclude Torres Strait Islander individuals or families 
who live in the Northern Territory. 
ii Then the Department of Health and Families 

http://digitallibrary.health.nt.gov.au/prodjspui/handle/10137/371
http://digitallibrary.health.nt.gov.au/prodjspui/handle/10137/371


NT CCPMS Annual Progress Report 2012 & 2013 
 

11 

by the underlying social determinants of health that are largely preventable, and if 
addressed can minimise the onset of chronic conditions’. (1 p.7).    

THE SEVEN CHRONIC CONDITIONS 

The seven chronic conditions in the Strategy have complex causes.  They were prioritised 
for several reasons. The health conditions share common risk factors, are preventable, and 
cause the greatest burden of disease in the Northern Territory. (1 p.15)  Chronic health 
conditions are associated with a range of social determinants of health (factors such as 
socio-economic conditions, housing, education and employment) which contribute 
significantly to the gap in life expectancy between Aboriginal and non-Aboriginal people in 
the Northern Territory.   

The seven chronic conditions are: 
Ø Cardiovascular disease 
Ø Rheumatic heart disease 
Ø Type 2 diabetes 
Ø Chronic airways disease 
Ø Chronic kidney disease 
Ø Chronic mental illness 
Ø Cancers (that are associated with common risk factors for other chronic conditions) 

KEY ACTION AREAS IDENTIFIED IN THE STRATEGY 

The eight key action areas are: 
1. Action on social determinants of health 
2. Primary prevention 
3. Early detection and secondary prevention 
4. Self-management support 
5. Care for people with chronic conditions 
6. Workforce planning and development 
7. Information, communication and disease management systems 
8. Continuous quality improvement 

 
THIS REPORT 
 

This report provides an update on progress and activities for year three and four (2012 
and 2013) of the implementation of the 10 year Strategy.    

STRUCTURE 

This report follows the general format of the previous two progress reports: (5, 6) 
Section A: Population profile and risk factor updates. 
Section B: Trend data on the seven chronic conditions in the Strategy. 
Section C: Progress against the key action areas of the Strategy. 

REPORT DATA AND INFORMATION 

The Northern Territory Department of Health Chronic Conditions Strategy Unit was 
responsible for collection and collation of information and document drafting.  The 
Monitoring and Evaluation Advisory Group oversees and reviews progress reporting and 
evaluation for the Strategy.  This advisory group reports to the Chronic Diseases Network 
Steering Committee.  The steering committee provides governance for the implementation 
and evaluation of the Strategy.   
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DATA SOURCES 

A range of data collection systems and sources have been used in the preparation of this 
report.   Changes in improved health across populations for chronic conditions often take 
many years to be identified in data.  Quantitative data (number and statistic) sources, 
which provide recent information and illustrate trends over time, have been favoured. 

Organisations and individuals working in diverse program areas across the Northern 
Territory have provided information for this report.  This is the qualitative data (describing 
what has happened and been observed) in the report.   

LIMITATIONS OF THE REPORT 

Limitations of this report include: 
Ø Consultation was limited to key organisational contact points. 
Ø Consultation of activities occurring in the past has resulted in some organisations 

unable to comment on activities or highlights during 2012 and 2013 due to staff 
turnover and significant organisational and structural change.  

Ø Some stakeholders did not see a relationship between their activities and the 
Strategy. 

Ø Various complications in data sourcing include:  
· Inability to capture and accurately represent all the work occurring in direct 

service provisions across the Northern Territory. 
· The timeline for this report coincides with the major shift in Commonwealth 

government funding models commencing in 2012, and therefore marks a time 
of significant change across government structure, policy and funding models.  
It is not possible to capture all of the activities supporting reform that may 
impact on chronic conditions. 

· Data availability to demonstrate trend over time remains an issue.  Every effort 
has been made to obtain the most relevant, reliable and recent data to inform 
this report. 

· Data managed by different service providers and service systems is collected 
for various internal and external purposes.  No current agreement between 
service providers or allocated resources to provide data access and reports, for 
the purpose of this Strategy exists. 

· New data systems have been introduced in staged approaches and do not 
capture data from all services providers at this stage. 

ENVIRONMENTAL OVERVIEW 

POLICY CONTEXT 

The development of the Strategy was a commitment of the Department of Health 
(previously the Department of Health and Families) to prevent and better manage chronic 
conditions within a strong evidence-based approach.  The Strategy was developed 
collaboratively and endorsed by the Northern Territory Department of Health and its key 
partners from non-government organisations and Aboriginal Medical Services Alliance 
Northern Territory.  This multi-stakeholder group provides governance for all aspects of 
the Strategy.   

Chronic conditions are an international, national (7) and Northern Territory health priority.  
As a result, many programs are funded to directly address minimising the impact of chronic 
illness.  Further gains in improving outcomes specifically for Indigenous Australians, 
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including Territorians, are the focus of the Indigenous Australian’s Health Programmeiii which 
commenced on 1 July 2014. (8 p.28)   Preventing, minimising the impact, and improving 
management of chronic conditions are priorities in the current Northern Territory, 
Department of Health Strategic Plan (2014-2017). (9)  

FUNDING CONTEXT 

In July 2011, a new approach to funding was formally agreed in Australia. (10)  The 
negotiation and finalisation of six national agreements occurred during 2011 and began 
implementation in 2012.   These are the: 
National Healthcare Agreement 
National Health Reform Agreement 
National Education Agreement 
National Agreement for Skills and Workforce Development 
National Disability Agreement 
National Affordable Housing Agreement 
National Indigenous Reform Agreement 
Stronger Futures Northern Territory 
 
Major national reform across health and health-related sectors was driven under these 
national agreements, related partnership agreements, and project initiatives.  This has had 
significant influence on the actions and activities described in this report.  Agreements not 
traditionally related to health have been included to reflect the high importance of the 
social determinants of health in improving health outcomes.   

SYSTEMS CHANGE 

The major reforms in health and health service delivery were positively anticipated to 
support actioning priority areas for chronic conditions when the Strategy was developed. 
(1 p.11)  During 2012 and 2013, all providers of health service delivery in the Northern 
Territory were impacted by systems change linked to health reform.  The National Health 
Reform Agreement is of particular importance.  Under this agreement Medicare Locals 
were established (11 Schedule D29-D43 pp.50, 51) as part of developing: 
Ø A national strategic approach towards system-wide policy and state-wide planning 

in general practice and primary healthcare. (11 Schedule E1-E5 p.52).  
Ø National accountability, reporting and quality systems across hospital and primary 

health care settings. (11 Schedule C1-C14 pp.44, 45).  
 
The Northern Territory Medicare Local was established in 2012 as a three-way 
partnership between the Northern Territory Department of Health, Aboriginal Medical 
Services Alliance Northern Territory and the General Practice Network Northern Territory.  
The vision, mission and objectives of the new organisation aligned with the key priorities 
in the Strategy.  It also shared a commitment to evidence and needs-based service 
development and delivery.  Under the National Partnership Agreement for Health, one 
role of the newly created Northern Territory Medicare Local was the completion of a 
comprehensive ‘Primary Health Care Needs Assessment’. (12)  

The Northern Territory Department of Health undertook significant structural re-
organisation to align with the Council of Australian Government National Health Reform 
Agreement.  In November 2012, the Northern Territory Government’s New Service 
Framework for Health and Hospital Servicesiv was announced.  On 1 July 2013, Health 
and Hospital Services, Top End and Central Australia, were formed. 

                                                                 
iii This program aims to consolidate funding previously administered under primary health care based funding, child and maternal 
health, Stronger Futures in the Northern Territory and the Aboriginal and Torres Strait Islander Chronic Disease Fund. 
iv Now named Health Services 

http://www.federalfinancialrelations.gov.au/content/npa/healthcare/national-agreement.pdf
http://www.federalfinancialrelations.gov.au/content/npa/health_reform/national-agreement.pdf
http://www.federalfinancialrelations.gov.au/content/npa/education/National_Education_Agreement.pdf
http://www.federalfinancialrelations.gov.au/content/npa/skills/skills-reform/national_agreement.pdf
http://www.federalfinancialrelations.gov.au/content/npa/disability/national-agreement.pdf
http://www.federalfinancialrelations.gov.au/content/npa/housing/affordable/national-agreement.pdf
http://www.federalfinancialrelations.gov.au/content/npa/health_indigenous/indigenous-reform/national-agreement_sept_12.pdf
https://www.dss.gov.au/sites/default/files/documents/09_2012/stronger-futures-booklet-jul2012.pdf
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The new structure for primary and community-based health services was designed and 
planned for implementation in 2014-15.  Transition of government primary health in 
remote and urban settings into Health Services accommodates the agreed priorities for a 
national network.  The national network aims to support improved coordination of primary 
care services in our communities and health care delivery overall. (13 pp.14, 15)   

SERVICE DELIVERY CONTEXT 

Most hospital services in the Northern Territory are government funded public hospitals.v 
In urban and regional centres, Territorians access a combination of private general 
practice, government and Aboriginal community controlled health services.  In 2013 and 
2014, the two main providers of primary health care in remote areas were remote health 
centres run by the Northern Territory Department of Health (54 health centres), and 
Aboriginal community controlled health services  (26 health providers).  Additional 
community and specialist outreach services are delivered by non-government, government 
and private providers. (14 pp.53, 54) 

Since 2007, there has been considerable additional investment in Aboriginal primary 
health care through Commonwealth funding (Expanding Health Service Delivery Initiative) 
under the Northern Territory Emergency Intervention (Closing the Gap Northern 
Territory).  This funding support was transitioned under policy and legislative change (15) 
to Stronger Futures, 2012-2022. (16)  Increasing Aboriginal community controlled service 
provision remains a key priority to improve outcomes in Aboriginal health in the Northern 
Territory. (17) 

HEALTH CARE QUALITY, DATA AND REPORTING CONTEXT 

In 2012, the National Health Performance Authority, an independent agency, was 
established under the National Health Reform Act 2011. (18)  The National Health 
Performance Authority gathers health care data from hospitals and health care providers 
across Australia and provides performance reports.  The information is provided in various 
ways to allow comparisons across regions in Australia.  Within the Northern Territory, 
there are two Local Hospital Networks and one Primary Health Care Network.vi   

Data performance indicators resulting in the reports provided at MyHospitals and 
MyHealthyCommunities websites have been agreed by Council of Australian 
Governments.  Although not currently able to provide trend data, indicators measured and 
reported in a timely way, will provide a key source of information relating to improving 
health outcomes in chronic conditions in the future.  Some data from these sources is 
relevant to the reporting timeframe and has been used in this report. 

Indigenous primary health care national key performance indicator data collection 
commenced in 2012.  The data collection system aims to support continuous quality 
improvement and performance review, and has been introduced in a staged approach.  
This new national data collection will also provide opportunity for future trend analysis 
relevant to this Strategy.  The national key performance indicators are in addition to 
existing Northern Territory Aboriginal Health Forum key performance indicators.  Data has 
been collected by government and community controlled health services against a range 
of clinical indicators since 2009.  The Northern Territory Aboriginal Health Forum uses the 
data reports to support Aboriginal primary health care planning and review. 

                                                                 
v Northern Territory Public Hospitals are based in Darwin, Katherine and Nhulunbuy (Top End Hospital Network), Alice Springs 
and Tennant Creek (Central Australian Hospital Network).  One private hospital is in Darwin. 
vi A national transition from Medicare Local Networks to Primary Health Networks commenced on 1 July 2015.  The Northern 
Territory Primary Health Network replaced the Northern Territory Medicare Local Network.  The previous partnership structure 
and geographical coverage was maintained. 

http://www.nhpa.gov.au/
https://www.comlaw.gov.au/Details/C2011C00952
http://www.myhospitals.gov.au/
http://www.myhealthycommunities.gov.au/
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SECTION A - POPULATION PROFILE AND RISK FACTOR UPDATES 

OUR POPULATION AND DEMOGRAPHICS – AN OVERVIEW 

POPULATION, AGE AND INDIGENOUS STATUS  

The Northern Territory has a population of 235,182.  Our population differs from national 
and state averages in several ways.  There are a higher percentage of Aboriginal and 
Torres Strait Islander people (29.8%) a younger average age, and higher numbers of men 
across the total population. (14 p.8)  

Figure 1 - Population age structure by Aboriginal status, Northern Territory 2011 

 

Source: Estimates of Aboriginal and Torres Strait Islander Population at 30 June 2011, ABS Cat. No. 3238.0.55.001, 30 August 2013. 
Canberra  

DEMOGRAPHIC - WHERE TERRITORIANS LIVE 

Northern Territory demographics result in a range of challenges for residents and service 
providers.   Territorians make up only 1% of Australia’s population and live across 17% of 
Australia’s total land mass.  Due to distance and a lack of economy of scale, challenges 
include: access to services, limitations on local business development, and increased costs to 
provide basic services.  High levels of poverty and ill health are experienced by many 
Aboriginal Territorians, particularly those living in remote and very remote locations. (2 p.36)  
The Northern Territory population experiences high levels of mobility.  A 64% population 
increase has been projected by 2053. (14)  Most Territorians live in the main urban centres of 
Darwin and Alice Springs.  A higher percentage of the population lives in remote and very 
remote areas compared to other states and territories.  In the 2011 Australian Bureau of 
Statistics census data and classifications, 55.8% of Territorians were noted to live in the main 
population centres under the classification of ‘Outer Regional’ areas (including Darwin), 
21.1% in ‘Remote’ areas and 22.1% in ‘Very Remote’ areas. (19) 

LIFE EXPECTANCY, MORTALITY AND BURDEN OF DISEASE DATA 

Data is collected and analysed in different ways to help understand the impact of ill health 
on our population.  The National Health Performance Authority has grouped primary care 
network regions for the purpose of ‘peer (or fair) classification’vii  Information used to 
group regions that share similar characteristics include population, remoteness and socio-
economic data.  The Northern Territory has been classified as a Rural 2 region.  Rural 2 
                                                                 
vii The four peer regional areas for the Northern Territory are: Central and North West Queensland, Far North Queensland, 
Goldfields – Midwest (WA), Kimberley-Pilbara (WA) 
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regions experience lower levels of life expectancy and poorer health outcomes than regions 
in all other classifications.    

LIFE EXPECTANCY 

Life expectancy data is the most common way of understanding population health.  
International and national life expectancy averages have been increasing over time.  For 
those born in 2013, life expectancy in Australia was 80.1 years for men and 84.3 years for 
women. (20)  As an international comparison, average life expectancy for the 34 countries 
that form the Organisation for Economic Co-operation and Development was 80.1 years 
in 2013. (8 p.62)   

Territorians experience the lowest life expectancy of all states and territories and the 
second lowest across the 61 primary healthcare network regions. (21 p.17)  The most 
common explanation for low life expectancy is the high rate of mobility of Territorians 
overall and the lower life expectancy for Aboriginal Territorians.  For those born in 2013, 
life expectancy in the Northern Territory was 74.9 years for men and 79.2 years for 
women. (20)   

Life expectancy for Indigenous Australians has historically been significantly lower when 
compared to that of other Australians.  This difference is one of the largest in health data 
across the population of Australia.  Aboriginal and Torres Strait Islander people have a 
younger overall population and die at younger ages than non-Indigenous Australians, as 
shown in Figure 2 below. 

Figure 2 - Age distribution of deaths, by age, sex and Indigenous status, NSW, Qld, WA, SA and NT 
combined, 2008-2012 

 

In the Northern Territory, life expectancy has increased across the total population.  In 
2010-12, life expectancy at birth for Indigenous Territorians was 68.7 years and 83.1 
years for non-Indigenous Territorians. (22)  In the Northern Territory, the gap between 
Indigenous and non-Indigenous life expectancy increased between 2005-07 and 2010-12.  
An increased gap of 0.4 years was recorded for Indigenous men and 2.8 years for 
Indigenous women. (23) Not all states and territories have reliable data for Indigenous life 
expectancy.  Of those that do, the Northern Territory and Western Australia recorded the 
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largest gap differences of all states and territories and both have increased since 2005–07 
(Figure 3 below). 

The Council of Australian Governments stated a key aim was to close the gap in life 
expectancy between Indigenous and non-Indigenous Australians by 2031.viii  Life 
expectancy data from 2006 was used as a ‘baseline’ to set targets and measure progress.  
An assumption of non-Indigenous life expectancy continuing to increase over time was 
factored into the projections. (24)  The Council of Australian Governments ensures regular 
reports are produced to measure progress.  Life expectancy is only one of the targets 
under Closing the Gap in Indigenous Disadvantage. 

Figure 3 - Gap between Indigenous and non-Indigenous life expectancy 

 

Source: ABS (2013) Life Tables for Aboriginal and Torres Strait Islander Australians, 2010–2012  

The Northern Territory was reported to have achieved significant reductions in death 
rates, potentially avoidable deaths, and potentially preventable hospitalisations (mostly 
due to chronic conditions) between 2007 and 2010-11. (13 pp 8, 9)  Increased life 
expectancy and improved hospital performance was also reported.  At this time, the 
Northern Territory was the only jurisdiction in Australia ‘on track’ to meet the Closing the 
Gap life expectancy targets (25).  However, this improvement has not been maintained.  In 
the most recent report, no jurisdiction reached the life expectancy benchmark required to 
meet the 2031 targets.  

Monitoring progress has been challenging.  Reasons for this include:  
Ø The targets are based on previous trends and therefore can only be predictive.  It is 

unusual for long-term trends to follow an annual linear progression.   
Ø Significant improvement in life expectancy recorded in the past has mostly been 

attributed to major advances in health care and treatment.    
Ø Different data methods were used for the two reporting periods.  
Ø Registration of deaths between 2012 and 2013 were delayed and directly 

impacted trend data. 

The Council of Australian Governments’ report concluded a need to accelerate efforts to 
meet the goal by 2031. (26)  A need to redefine the targets to more realistic levels has been 
suggested. (8 p.62)  This is based on past life expectancy increases over time.  

                                                                 
viii This target was established in 2008 and formalised in the National Indigenous Reform Agreement (Closing the Gap) 

https://www.coag.gov.au/closing_the_gap_in_indigenous_disadvantage
http://www.federalfinancialrelations.gov.au/content/npa/health_indigenous/indigenous-reform/national-agreement_sept_12.pdf
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MORTALITY 

Mortality rates help to identify differences across populations according to death rate 
(percentage of the population who die each year).  Mortality data records age of death and 
cause(s) of death.  This assists in identifying patterns of ill health and disease that can be 
improved through focused strategies and initiatives.  The Northern Territory has 
consistently recorded the highest death rates in Australia.  Death rates decreased in the 
population of Australia and the Northern Territory in the 10 year period between 2003 
and 2013. (20) 

Figure 4 - Standardised death rates (a), States and Territories – 2003 and 2013 

 

Source:ABS 3302.0 - Deaths, Australia, 2013 

INFANT MORTALITY 

Infant mortality is defined as the death of a child less than one year of age.  It is a long-
established measure of child health and the overall health of the population.  Infant and 
child deaths are recorded for all live births up to five years of age.  The Council of 
Australian Governments’ target under the Closing the Gap 2008 national agreement was to 
halve the gap in mortality rates for Indigenous children under five deaths by 2018.  The 
key risk factors associated with infant death include low birth weight, premature births, 
and maternal health (including health behaviour related to smoking, drinking, and nutrition 
during pregnancy).  Other associated risks relate to socio-economic circumstances, living 
in remote and very remote locations and access to health services. (8 p.64)  

Figure 5 - Infant mortality rates per 1,000 live births, by Indigenous status, Northern Territory, 1967–
2006 
Source: Wang et al. (2010b) – taken from Figure 1.20-2 ATSI Framework Report 2011 – Note: rates are 4 & 5 year averages 

In the 14 years between 1998 and 2012, a 
significant decline in infant death rate was 
recorded nationally.  The death rate for 
Indigenous infants fell from 13.5 to 5.0 deaths 
per 1,000 live births (64%) and from 4.4 to 3.3 
(25%) for non-Indigenous infants.  These 
improvements resulted in a decrease of 83% in 
the difference between Indigenous and non-
Indigenous infant deaths rates. (27 p.117)  
Improvements in basic social and public health, 
including sanitation, health education and 
access to immunisation and antibiotics, have 
been identified as the main reasons for the 

http://www.dpmc.gov.au/sites/default/files/publications/indigenous/Health-Performance-Framework-2014/sites/default/files/publication/images/measure_1.20-02.jpg
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significant improvement.  Other contributing factors include improved access to health 
care due to advancements in neonatal intensive care, improved access to primary health 
care and earlier evacuation to hospital for severe illness. (28)  

Despite the Northern Territory having the highest rates of infant and child death rates in 
Australia historically, significant improvement has occurred.  Between 1967 and 2006, an 
81% decrease in the Indigenous infant mortality rate was recorded in the Northern 
Territory.  The most rapid declines were observed in the mid-1980s.  Slower improvement 
has continued over the past 20 years. 

Figure 6 - Infant mortality, Northern Territory, 2001-2005 and 2006-2010 
Source: Northern Territory Department of Health Annual Report 2012-2013 

In the two five-year periods between 2001 to 
2005 and 2006 to 2010, infant death rates 
dropped from 16.9 to 13.1 deaths per live births 
(22.5% decrease) in the Aboriginal population and 
5.5 to 3.8 deaths per 1000 live births (30.9% 
decrease) in the non-Aboriginal population in the 
Northern Territory.  This decreased the difference 
between Indigenous and non-Indigenous infant 
death rates by 18.42% during this timeframe.  

The national Indigenous infant mortality rate was 
6.2 deaths per 1,000 live births between 2008 

and 2012.  Conditions linked to late pregnancy and birth were the cause of approximately 
50% of the deaths. (8 Table 1.20-2 Causes of death by Indigenous status p.65)  There is 
significant variation between state and territory infant mortality rates.  The Northern 
Territory recorded the highest infant death rate at 12.5 deaths per 1,000 live deaths for 
Indigenous infants.  This indicates a small improvement from the rate of 13.1 recorded in 
2006 to 2010.  No change in non-Indigenous infant death rate was recorded between 
these two timeframes. 

Table 1 - Infant mortality rates, by Indigenous status and sex, and Indigenous: non-Indigenous rate 
ratios, NSW, Qld, WA, SA and the NT, 2011-2013 

Jurisdiction Number of 
deaths 

Number of 
deaths 

Rate per 1,000 
live births 

Rate per 1,000 
live births Ratio Rate 

Difference 

  Indigenous Non-
Indigenous. Indigenous Non-

Indigenous     

NSW 103 1,745 3.6 3.7 1 - 

Qld 182 1,320 6.9 4.5 1.5 2.4 

WA 85 396 7.3 2.8 2.6 4.4 

SA 26 290 5.5 3.1 1.8 2.4 

NT 97 45 12.5 3.8 3.2 8.6 

Total of 5 
jurisdictions 493 3,796 6.2 3.7 1.7 2.5 

Source: ABS and AIHW analysis of National Mortality Database 

BURDEN OF DISEASE 

Burden of disease is another way to measure and understand the impact of illness on our 
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population.  The studies provide estimates on ‘Years of Life Lost’ and ‘Disability Years Lost’ to 
calculate ‘Disability Adjusted Life Years’.  This calculation provides much clearer information 
about the impact of disease due to early death, illness and disability.  The two Australian 
burden of disease studies used different methods of calculation. (29, 30).  Data therefore 
cannot be used for reliable trend analysis.  An Australian burden of disease report for 
Aboriginal and Torres Strait Islander populations (31) and the Northern Territory (32) have 
been completed.  The data within all available reports is now regarded as quite dated.  

Table 2 – Contributions of major burden of disease categories into total burden of disease and injury 
by sex, Northern Territory 1999-2003 

 

Source: Burden of Disease and injury Northern Territory  

Territorians’ experience significantly higher levels of burden of disease than other states 
and territories.  The 2003 national burden of disease study estimated Territorians’ burden 
of disease to be the highest in Australia at more than 50% of the national average.  The 
Northern Territory burden of disease study took into account our younger population and 
estimated the burden of disease in the Northern Territory to be 1.74 times higher than the 
national average.  The burden of disease for Aboriginal Territorians was estimated to be 
3.57 times the national average and 1.22 times higher for non-Indigenous Territorians.  

The Australian Institute of Health and Welfare is preparing the third national report.  This 
report will provide more recent information using data up to and including 2011.  The first 
results are expected to be released in the first half of 2016. (33) 

CAUSES OF DEATH 

The two leading causes of death in Australia are cardiovascular disease and cancers.  These 
are the most common form of death for non-Indigenous and Indigenous Australians.   

Between 2008 and 2012, chronic diseases (including circulatory disease, cancer, diabetes, 
kidney and respiratory diseases) caused 70% of Indigenous deaths nationally.  81% of the 
difference in death rates between Indigenous and non-Indigenous Australians is due to 
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chronic disease.  

Between 1998 and 2012, Indigenous death rates from chronic disease declined by 19% 
nationally.  A 14% decrease in the gap between Indigenous and non-Indigenous national 
death rates was also recorded. (26 p.7). 

Figure 7 - Leading broad causes of death, by Indigenous status, 2008-2012 (per cent) 

 

Source AIHW National Mortality Database  

 

IDENTIFIED LIFESTYLE AND RISK FACTORS 

Chronic conditions are described as those being avoidable or preventable.  The 
development of a chronic disease has been linked to key risk factors.  Table 3 below 
shows the importance and impact of these key risk factors.  The strongest factor linked to 
chronic disease is low socio-economic status.  Many people who have chronic conditions 
will also have multiple risk factors, which can result in compounded risk.   

Table 3 - Major health risk factors and contribution to the total burden of disease in NT 
 

Risk Factor Attributable 
Proportion 

Low socio-economic 
status 

26.8% 

High body mass 11.1% 
Physical inactivity 11.0% 
Tobacco 8.1% 
Alcohol 4.5% 
High blood 
cholesterol 

4.2% 

High blood pressure 3.9% 
Low fruit and 
vegetable intake 

3.3% 

Source: Zhao Y, You J and Guthridge S 2008. Burden of Disease and Injury in the Northern Territory, 1999-2003 (Draft) Unpublished 

SOCIAL DETERMINANTS OF HEALTH 

THE SOCIAL DETERMINANTS OF HEALTH ARE  
‘…the conditions in which people are born, grow, live, work and age.  These circumstances are 
shaped by the distribution of money, power and resources at global, national and local levels.  The 



NT CCPMS Annual Progress Report 2012 & 2013 
 

22 

social determinants of health are mostly responsible for health inequities - the unfair and avoidable 
differences in health status seen within and between countries’. (104) 

The Australian Bureau of Statistics classifies geographical areas according to high, medium 
or low socio-economic status. (34)  Two distinct groups are formed in the Northern 
Territory when the socio economic data is analysed.  60% of the Northern Territory 
population meet the criteria of high or mediumix socio-economic status, and 40% are 
noted to experience low socio-economic status.  Socio-economic disadvantage and 
psychological distress can contribute to, and be an outcome of, chronic illness. 

Aboriginal and Torres Strait Islander populations experience high levels of low socio-
economic status, particularly Indigenous Territorians. (34)  This is why the focus on 
Indigenous disadvantage and its relationship to poor health outcomes has been a priority 
in Australia and in the Northern Territory. x  Understanding the impact of wealth inequality 
on our population has been identified as an international (35) and national (36) social and 
economic policy priority.   

FACTORS RELATED TO LOW SOCIO-ECONOMIC STATUS 

Factors contributing to disadvantage are well documented and interconnected.  Low 
socio-economic status has been assessed as contributing 25% (or more) to poor health 
outcomes in the Northern Territory. (37)  Low socio-economic status is the leading health 
risk related to the gap in life expectancy between Indigenous and non-Indigenous 
Territorians. (38)  Socio-economic status links poverty with social, economic, occupational 
and educational aspects of people’s lives. (39)  In relation to health, the evidence is 
overwhelming and complex; people who experience low socio-economic status tend to die 
earlier and have higher levels of poor health and disease than those with more access to 
resources.  People and communities who experience socio-economic disadvantage have 
much higher levels of infectious and other diseases.  These include: complications during 
pregnancy and childbirth, diabetes, cancers, cardiovascular diseases and injuries. (39)  In 
the Northern Territory, low socio-economic status has been directly linked to higher death 
and hospitalisation rates (Figure 8 below).  The National Health Performance Authority 
reports which provide analysis of the 61 primary healthcare network regions confirm this 
finding at a national level. 

Figure 8 - Rate ratios by socio-economic quintiles with 95% CI.  Legend: (a) mortality rate ratio, (b) 
hospitalisation rate ratio 

 

Source: Zhao et at, Health Equity in the Northern Territory Australia. 

HOUSEHOLD INCOME  

Income is an important determinant of socio-economic status.  Strong evidence associates 
low income with a wide range of negative outcomes including poor health, shorter life 

                                                                 
ix 27% of Territorians are rated in the high category and 33% in the medium category for socio economic status. 
x Formalised by Closing the Gap (national and NT) and Stronger Futures agreements and funding arrangements. 
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expectancy, poor education, substance abuse, reduced social participation, and higher 
levels of crime and violence. (28)  In 2011-12, Territorians’ mean income was 11% above 
the national average. (40)  As with socio-economic status, income is not distributed evenly 
across the population.  Aboriginal and Torres Strait Islander peoples are more likely to 
experience the lowest income levels in Australia.  The percentage of Aboriginal and Torres 
Strait Islander Territorians who have income in the lowest range (52%) is higher than 
Aboriginal and Torres Strait Islanders living in any other state or territory (Figure 9 below). 

Figure 9 - Proportion of Aboriginal and Torres Strait Islander peoples aged 18 years and over who were 
in the lowest quintile of equivalised gross weekly household income quintiles, 2012-13 

 

Source: ABS and AIHW analysis of 2012–13 AATSIHS taken from Figure 2.08-4 ATSI Health Performance Framework 2014 report 

REMOTE LIVING 

In 2011, the lowest death rates nationally were in capital cities and the highest in very 
remote areas. (20)  In 2006, 45.2% of Territorians (compared to 2.3% of Australians) lived 
in remote and very remote locations (41).  In the Northern Territory, most people who live 
in remote and very remote locations are Aboriginal.  Approximately 70% of Aboriginal 
Territorians live in remote and very remote communities (Figure 10).   

Figure 10 - Population distribution by remoteness areas and Aboriginal status, Northern Territory, 
2011 

 

Source: DoH 2012-13 Annual Report. Estimated resident Aboriginal and Torres Strait Islander population, Remoteness Area, 30 June 
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2011.  ABS Cat. No. 3238.0.55.001, 30 August 2013, Canberra 

The Australian Bureau of Statistics socio-economic indexes have been mapped to 
geographical locations.  Figure 11 below shows the relationship between geographical living 
locations, Indigenous heritage and socio-economic disadvantage.  This figure highlights the 
factors experienced by Aboriginal Territorians living in remote towns, Indigenous towns and 
dispersed settlements.  

Figure 11 - Indigenous and non-Indigenous pooled socio-economic percentile ranks and standard 
deviations, by location type, 2011 

 

Source: Biddle (2013) Pooled Indigenous and Non-Indigenous Relative Socio-economic Outcomes index taken from ATSI Health 
Performance Framework Report 2014 Figure 2.09-4 

The relationship between remote living, poor health and poverty is well documented (42, 
43) and has been confirmed in recent studies in the Northern Territory. (37) The 
information is consistent for Australian and Northern Territory populations overall.  
However, understanding the link between health and remote area living cannot be 
generalised.  Socio-economic status negatively impacts health outcomes for Territorians 
living in urban centres.  Improved health outcomes for Aboriginal people living in very 
remote areas have also been identified in several studies.  Better health outcomes and 
longer life expectancy are experienced by some Aboriginal Territorians living on homeland 
country and maintaining strong traditional living practices. (44-46) 

EDUCATION 

Education is linked to improved outcomes in health.  People with higher levels of 
education have better health during pregnancy and birth and throughout their life. (47)  
Improved outcomes in education and engagement in training and employment are also 
associated with higher socio-economic status. 

Improving education and training outcomes in Australia is a priority being furthered under 
national partnership agreements.xi  National reforms in education and training commenced 
during 2012 and 2013.  These reforms were in addition to focussed efforts to address the 
difference in educational outcomes between Indigenous and non-Indigenous Australians.  
In the Northern Territory, school attendance and education performance has been 

                                                                 
xi National Education Reform Agreement, National Agreement for Skills and Workforce Development (revised 2012) and 
National Partnership Agreement on Skills Reform 

https://www.coag.gov.au/node/501
https://www.coag.gov.au/skills_and_training
https://www.coag.gov.au/skills_and_training
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historically much lower than all other states and territories.  The outcomes for Northern 
Territory Aboriginal children have been extremely poor.  The Northern Territory continues 
to demonstrate the most difficulty in achieving desirable attendance and performance 
rates.  School attendance rates of Indigenous children in the Northern Territory decreased 
between 2008 and 2012 across all age groups, although there was a significant 
improvement (15.2%) in the percentage of Aboriginal people in the Northern Territory 
aged 20-24 years who attained year 12 (or equivalent) or above compared to 2008. (23)    

Table 4 - School attendance of Indigenous students in government schools, 2012 (%), showing change 
since 2008 (+/percentage points) 

 

Source: ABS (unpublished) Australian Aboriginal and Torres Strait Islander Health Survey, 2012-13 and ABS (unpublished) Survey of 
Education and Work, 2012 in COAG Indigenous Reform 2012-13 Five years of performance.  Red shading indicates a significantly 
worse result compared to 2008; significant changes are stated (+/- percentage points).  There were no significant improvements. 

TRAINING AND EMPLOYMENT 

The Northern Territory has consistently benefited from lower unemployment and higher 
labour force participation rates compared to national and other state and territory 
averages.  In 2012, the participation rate for Territorians was 74.5% and the 
unemployment rate was 4%.  This compares to the national average participation rate of 
65.2% and unemployment rate of 5.1%. (48). This trend did not benefit all Territorians.  
44% of Indigenous Territorians were employed during 2012 and 2013; a decrease of 6.8% 
from 2008 (Table 5 below). The Northern Territory recorded the largest difference 
between Indigenous and non-Indigenous employment rates at 40.8% and participation 
rates at 31.5%. (23)  Since the commencement of ‘Closing the Gap’ initiatives, improved 
employment rates for Aboriginal and Torres Strait Islander peoples has not been realised. 
(49) 
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Table 5 - Indigenous employment indicators 2012-13(%), and change since 2008 (+/- percentage 
points) 

 

Source: ABS (unpublished) Australian Aboriginal and Torres Strait Islander Health Survey, 2012-13 and ABS (unpublished) Survey of 
Education and Work, 2012 in COAG Indigenous Reform 2012-13 Five years of performance.  Red shading indicates a significantly 
worse result compared to 2008; significant changes are stated (+/- percentage points).  There were no significant improvements 

USE OF PUBLIC AND WELFARE SERVICES 

Socio-economic disadvantage is associated with higher use of public welfare and health 
services. (34)  Between 2004-05 and 2007-08, hospital records show Aboriginal and 
Torres Strait Islander Territorians were admitted to hospital at a rate 60% higher than non-
Indigenous Territorians (below figure 12). (39)  Access to primary health care resulted in 
improved health outcomes and fewer hospitalisations for Aboriginal Territorians with 
chronic conditions living in remote areas. (50) 

Figure 12 - Annual average number of hospital inpatients per 1000 population by Indigenous status, 
Northern Territory, Australia, 2004/05-2007/08 

 

Source: Zhao, Y.; You, J.; Guthridge, S.; & Lee, A. (2011).  A 
multilevel analysis on the relationship between neighbourhood 
poverty and public health utilisation: is the high Indigenous 
morbidity avoidable? Darwin: Health Gains Planning, Department of 
Health, 2011.   

 

 

 

MULTIPLE DISADVANTAGE 

Recent research is seeking to understand the complex nature of disadvantage and how it 
impacts upon health outcomes.  In the Northern Territory, hospital admission and death 
rates were mapped across Indigenous heritage, low, medium and high socio-economic 
conditions and very remote, remote and non-remote living locations.  Territorians that are 
non-Indigenous, less poor, and live in less remote locations, are likely to experience fewer 
admissions to hospital and lower (preventable) death rates. 
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Figure 13 - Health inequalities in mortality and hospital morbidity by socioeconomic factors with 95% 
confidence intervals, Northern Territory, Australia, 2005–2007 

Source: Zhao Y et al.  International Journal of Equity in Health 2013 – Health inequity in the Northern Territory, Australia 

HOUSING AND OVERCROWDING 

Housing security, quality and overcrowding are noted to directly impact health. (28)  The 
effects of overcrowding usually occur in combination with other environmental health 
factors such as poor water quality and sanitation.  These conditions result in increased risk 
of diseases such as acute rheumatic fever and skin and respiratory infections.  Poor 
housing conditions are most likely to be experienced by Indigenous Australians and 
Territorians.  In Australia, overcrowded households are most common in very remote 
areas. 

Figure 14 - Proportion of Indigenous people (of all ages) in overcrowded households, 2004-05 to 
2012-13 

 

Source: Overcoming Indigenous Disadvantage - Key Indicators 2014 report. Original data from ABS (unpublished) NATSIHS 2004-05; 
ABS (unpublished) NATSISS 2008; ABS (unpublished) AATSIHS 2012-13 (2012-13 NATSIHS component) 

The National Partnership Agreement on Remote Indigenous Housing was created in 2008 
and formed part of the Closing the Gap agreements.  The remote Indigenous housing 
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http://www.federalfinancialrelations.gov.au/content/npa/housing/remote_indigenous_housing/national_partnership.pdf
http://www.equityhealthj.com/content/12/1/79/figure/F1
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agreement aimed to address overcrowding, homelessness, poor housing conditions and 
severe housing shortages in remote communities.  It included revising responsibilities for 
provision of housing between the Commonwealth and the states and the Northern 
Territory.  The proportion of Indigenous Australians living in overcrowded households 
decreased by 12.4% between 2004-05 and 2012-13.   The highest rates of overcrowding 
in Australia are experienced by Indigenous people in the Northern Territory.  In 2013-14, 
55% of Indigenous Territorians lived in overcrowded housing compared to 5% of non-
Indigenous residents.  In remote areas, 62% of Indigenous Territorians were living in 
overcrowded housing. (8 p.78)   In 2012-2013, 77% and 94% of Aboriginal households in 
the Northern Territory had working facilities for preparing food and working sewage 
facilities, respectively.  In 2012-2013, 77% and 94% of Aboriginal households in the 
Northern Territory had working facilities for preparing food and working sewage facilities, 
respectively.     

FOOD SECURITY  

Food security is defined by the World Health Organisation as constant access to sufficient, 
safe and nutritious food to maintain a healthy and active life. (51)  Access includes having the 
resources to obtain healthy food.  Affordability is critical for food security.   

In the Northern Territory, the Department of Health has been conducting the ‘Market Basket 
Survey’ since 1999.xii  The annual survey maps food price, availability and quality in different 
locations in the Northern Territory.  A standard food basket to feed a family of six for a 
fortnight is priced against supermarkets and corner stores in major towns, regional centres 
and remote community stores.  The Market Basket Survey measures price difference and the 
range and quality of fresh fruit and vegetables available in remote stores.  Steady 
improvement in fruit and vegetable variety and quality has been recorded over the 14 years 
between 2000 and 2014.  

In 2014, the family food basket was 53% more expensive to buy in a remote store than in a 
Darwin supermarket; the highest recorded difference in the history of the survey.  The report 
identified the higher cost of dairy products to be significantly more expensive in remote 
stores (52 p.25).  The high cost of packaged foods in remote stores has been highlighted in 
further research. (53)  Major grocery outlets have the ability to buy bulk food supplies at 
cheaper costs.  Although occurring outside the timeline of the focus of this report, the study 
suggests large supermarkets, wholesalers and manufacturers could play a significant role in 
helping everyone access healthy food at a reasonable price.  

RISK FACTORS LINKED TO BEHAVIOUR 

Three key risk factors of chronic conditions are identified as modifiable by individuals.  The 
risk of developing chronic disease decreases significantly by changing these lifestyle 
behaviours.  The behaviours are alcohol consumption (drinking), smoking and physical 
activity and nutrition (related to the risk of being overweight or obese).  The relationship 
between lifestyle behaviours and other risk factors is complex.  Smoking and lower levels 
of physical activity and nutrition have been noted to be more common in populations 
experiencing low socio-economic status. (54)  Additionally, low socio-economic conditions 
and remote area living can result in loss of food security and poor nutrition.   

 

                                                                 
xii Managed by the Nutrition and Physical Activity Program, Department of Health, all reports are available @ Department of 
Health Library Services 

http://digitallibrary.health.nt.gov.au/prodjspui/simple-search?query=%28%28title%3Amarket+title%3Abasket%29%29&from_advanced=true&conjunction2=AND&field3=ANY&field2=ANY&conjunction1=AND&field1=title&query1=market+basket&query2=&query3=
http://digitallibrary.health.nt.gov.au/prodjspui/simple-search?query=%28%28title%3Amarket+title%3Abasket%29%29&from_advanced=true&conjunction2=AND&field3=ANY&field2=ANY&conjunction1=AND&field1=title&query1=market+basket&query2=&query3=
http://digitallibrary.health.nt.gov.au/prodjspui/simple-search?query=%28%28title%3Amarket+title%3Abasket%29%29&from_advanced=true&conjunction2=AND&field3=ANY&field2=ANY&conjunction1=AND&field1=title&query1=market+basket&query2=&query3=
http://digitallibrary.health.nt.gov.au/prodjspui/simple-search?query=%28%28title%3Amarket+title%3Abasket%29%29&from_advanced=true&conjunction2=AND&field3=ANY&field2=ANY&conjunction1=AND&field1=title&query1=market+basket&query2=&query3=
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ALCOHOL CONSUMPTION 

Short and long-term health problems are caused by unsafe levels of drinking.xiii  People 
who drink at unsafe levels experience higher rates of injury due to assault and accidents 
and are at greater risk of developing heart, stroke and vascular diseases and mental health 
problems.  Liver cirrhosis and several types of cancers are also more likely to develop for 
people who drink at unsafe levels. (55)  Much higher hospitalisations and deaths linked to 
high levels of alcohol consumption have historically been recorded in the Northern 
Territory compared to the rest of Australia. (56)  Rates of alcohol consumption in the 
Northern Territory in 2005-06 were 53% higher than the national average.  The social cost 
to the Territory was estimated at $642m. (57)  Reducing alcohol consumption has been a 
public, social and health priority in the Territory for many years.   

Figure 15 - Estimated Per Capita Consumption of Alcohol – Northern Territory, 2006-2013 

 

Source: NT Wholesale Alcohol Supply for 2006-2013, Department of Business.  Northern Territory Government.  2014 

Alcohol consumption in the Northern Territory decreased 13% from 14.82 litres to 12.9 
litres per person in the seven years from 2005-06 to 2012-13.  Pure alcohol consumption 
per person in the Northern Territory remains much higher (29%) than the national average 
of 9.98 litres per person. (58) 

For Indigenous Territorians patterns of drinking behaviour varies significantly depending on 
where people live (Table 6 below).  During 2012 and 2013, Indigenous adults living in remote 
areas were less likely to have consumed alcohol (44.3%) in comparison to 79.8% of non-
remote residents. (59) 

Table 6 - Prevalence of alcohol consumption among Indigenous adults and the proportion of drinkers 
who were at risk or high risk of long term alcohol related harm, by remoteness area, Northern 
Territory, 2012-2013 

 Remote1 Non-remote2 Northern Territory 

Alcohol consumption prevalence 

Male 56.4% 87.2% 60.9% 

                                                                 
xiii The National Health Medical Research Council has established guidelines for alcohol related health risk.  These were revised 
and new guidelines were released in 2009:  Australian Guidelines to Reduce Health Risks from Drinking Alcohol @  
www.nhmrc.gov.au/health-topics/alcohol-guidelines  

https://www.nhmrc.gov.au/health-topics/alcohol-guidelines
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Female 32.0% 74.2% 40.0% 

Persons 44.3% 79.8% 50.3% 

% alcohol consumed at risky and high risk level bc 

Male 24.6% 31.2% 26.2% 

Female 36.2% 39.4% 37.4% 

Persons 28.4% 35.3% 30.5% 

Source: ABS 2012-2013 AATSIHS. Health Gains Planning – Fact Sheet.  Alcohol use in the Northern Territory, 2010-2013 

Unsafe alcohol consumption in pregnancy is noted to increase rates of miscarriage, 
stillbirth and low birth weight babies, and to result in foetal alcohol syndrome.  Significant 
effort has been made to reduce the risk for unborn children and increase the health of 
mothers in the Northern Territory.  Information about drinking behaviours during 
pregnancy relies upon self-reporting during antenatal visits.xiv  Between 2003 and 2011, 
there has been a steady decline in the number of non-Indigenous women reporting alcohol 
consumption at their first antenatal visit (Figure 16).  The number of pregnant Aboriginal 
women reporting alcohol consumption has remained fairly consistent at 1 in 8 women. 
(59)  Overall, fewer women (Indigenous and non-Indigenous) reported drinking alcohol at 
36 weeks gestation than at their first antenatal visit in 2011 than in 2003.  

Figure 16 - Proportion of pregnant women reporting alcohol consumption at first antenatal visit and at 
36 weeks gestation, Northern Territory, 2003-2011 

 

Source: ABS 2012-2013 AATSIHS.  Health Gains Planning – Fact Sheet.  Alcohol use in the Northern Territory, 2010-2013. 
(unpublished to date) 

In 2013, a revised Diagnostic and Statistical Manual of Mental Disorders was released. 
(60)  Changes were made to the diagnostic criteria related to unsafe drinking.  The 
previous categories of alcohol abuse and alcohol dependence were replaced by ‘alcohol 
use disorder’.  A significant increase (up to 60%) in the diagnosis of alcohol use disorder in 
Australia was an anticipated result of these changes. (61)  Health data showing the 
relationship between unsafe drinking and co-occurring chronic conditions will be much 
clearer in the future if the estimated increase in diagnosis occurs. 

                                                                 
xiv Self-reporting data in this context is influenced by both potential reporting of behaviour that women believe will be more 
favourable (that is ‘not drinking’) and the significance of Aboriginal women not receiving recommended antenatal contact and 
care. 
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Figure 17 highlights the high level of co-existing conditions when 2007 National Survey of 
Health and Wellbeing data (62) was mapped against the new criteria.   

‘Of Australians who have an alcohol disorder,xv the majority (72%) are also likely to have at least 
one additional mental health disorder or physical condition (i.e., alcohol comorbidity).  Among 
Australians without an alcohol disorder, only 16% suffer from comorbid health problems (i.e., have 
two or more mental health disorders and/or physical health conditions)’.  

Figure 17 – Prevalence of Alcohol Comorbidity 

 

Source: Australian Bureau of Statistics (ABS) 2007 National Survey of Mental health and wellbeing (NCETA secondary analysis 2013) 

SMOKING 

Smoking is a significant risk factor for many chronic conditions, in particular respiratory, 
cardiovascular diseases and cancers. (63)  Many studies identify smoking to be the largest 
risk factor that can be altered by individual behavioural change. xvi  As with alcohol 
consumption, the Northern Territory has consistently reported the highest rates of 
smoking nationally.  Many national and Northern Territory initiatives and campaigns have 
focussed on educating people on the harm of cigarette smoking and supporting people to 
stop smoking.  The numbers of people smoking nationally and in the Northern Territory 
over the past 10 years has declined.   

In 2013, an estimated 30.8% of Territorians smoked compared to 18.2% of all Australians. 
(64)  Smoking habits in the Northern Territory are noted to vary significantly across 
populations and regions.  In the four years between 2007-08 and 2011-12, smoking rates 
of non-Indigenous Territorians decreased by 6.6% and Indigenous Territorians smoking 
rates decreased 2.1%.  Smoking habits of Aboriginal women in the Northern Territory 
went against the overall trend.  Smoking rates for this population increased from 39.1% in 
1994 to 50.2% in 2008.  In 2012, the rate reduced to 46.9%. (65)   

 

 

 

 

                                                                 
xv Diagnostic and Statistical Manual of Mental Disorders – 5th Edition (DSM-5) is used to classify disorders.  Australian Bureau of 
Statistics (2008).  2007 National Survey of Mental Health and Wellbeing: Summary of results estimates 19% of population to 
have met ‘harmful use’ criteria and 4% to have met ‘alcohol dependence criteria at some stage in their lives. 

xvi More recent studies indicate overweight and obesity to now be the largest risk factors for chronic diseases. 

http://nadk.flinders.edu.au/glossary/
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Figure 18 - Prevalence of smoking among the Indigenous and non-Indigenous population by Northern 
Territory and Australia: 2004-05, 2007-2008 and 2011-2013 

 

Source: Department of Health, Health Gains Planning, Fact Sheet, Smoking Prevalence, Northern Territory – 1992-2012 

As with alcohol consumption, there is a strong correlation between smoking behaviour 
and where people live.  In remote and very remote areas, the proportion of smokers was 
reported as higher (42.6%) than for Territorians living in non-remote locations (27.6%). 
(64) The highest smoking rates are reported by Aboriginal men in the Northern Territory at 
60%.  This group of Territorians show the largest difference in smoking behaviour related 
to living location.  Aboriginal men living in remote areas were much more likely to identify 
as smokers (68.4%) than those living in non-remote areas (49%). 

Figure 19 - Smoking prevalence by remoteness and Indigenous status – Northern Territory, 2011-
2013 

 

Source: NDSHS 2010 (unpublished data) and AATSIHA 2012-13 (customised report) 

OVERWEIGHT AND OBESITY 

Dietary risks and being overweight or obese are now rated as the highest individually 
modifiable risk factor for chronic disease internationally (66) and nationally. (67)  Obesity 
has been linked to the growing numbers of people diagnosed with diabetes, chronic 
kidney disease and heart disease.  Biomedical testing indicates obesity is a key risk factor 
for all chronic conditions tested in the National Health Measures Survey. (68 Feature 
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Article: Obesity and Chronic Disease) 

In 2007-08, an estimated 62% of all Australian adults were overweight or obese.  This 
estimate represents a 6.5% increase in the 12 years from 1995 to 2006. (69)  From 2011 
to 2013, 71.4% of Indigenous people were overweight or obese compared with 62.6% of 
non-Indigenous people in Australia.  A significantly lower proportion of Indigenous 
Territorians have excess body weight than in most other states and territories.  59.8% of 
Indigenous Territorians are estimated to be overweight or obese. (23 p.28)  The 
percentage of non-Indigenous Territorians who are obese or overweight was just below 
the national average at 62.1%. 

Figure 20 - Proportion with excess body weight, adults (age standardised) 

 

Source ABS: in Indigenous Reform 2012-13: Five years of performance.  Report to the Council of Australian Governments, 30 April 
2014 

SECTION B - TREND DATA FOR THE SEVEN CHRONIC CONDITIONS 

The seven chronic conditions included in the Strategy have the highest impact on reducing 
quality (32) and length of life for Territorians. (70) Identifying trends related to cause of 
death is complex as many people have more than one condition or disease when they die.  
Co-occurrence of multiple chronic conditions and diseases is common.  In 2011, 90% of all 
deaths in Australia were reported to be a result of underlying chronic conditions.  Many 
individuals with chronic diseases have three conditions.  More than 20% of people who die 
from a chronic disease have five or more recognisable chronic diseases. (7) 

Significantly poorer health outcomes across chronic conditions are experienced by people 
who experience low socio-economic circumstances, are Indigenous, and live in remote and 
very remote locations.  The Northern Territory typically experiences much higher rates of 
chronic conditions than in most other places in Australia due to our population and 
geographical characteristics.  

CARDIOVASCULAR DISEASE  

Cardiovascular disease, also called circulatory disease (8 pp.30, 31) includes ischaemic 
heart disease, heart failure, hypertension and stroke.  This group of conditions has been 
the leading cause of death for Australians and Territorians for many years.  Ischaemic 
heart disease was the leading cause of death in Australia in 2012.  Stroke was the second 
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leading cause of death. (70)  In 2012, ischaemic heart disease was also the leading 
underlying cause of death for Territorians.  It was the second leading cause of death for all 
Territorians who died between 25 and 34 years of age and the leading cause of death for 
Territorians over 35 years of age. (71)  Cardiovascular disease is commonly listed as a co-
existing condition for people who die from cancer, diabetes, blood vessel conditions, 
influenza and pneumonia. (72)   

Cardiovascular disease is the second highest contributor to the total burden of diseasexvii 
in Australia.  Significantly more men are impacted by cardiovascular disease than women 
in the Northern Territory.  Between 1999 and 2003, 65% of the total burden of disease 
from cardiovascular disease was experienced by men. (32 p.11)  

Deaths due to cardiovascular disease have decreased significantly over time.  A decrease 
in the numbers of people smoking, improved blood pressure monitoring and management, 
and the availability of newer treatments for heart attack and stroke, are the accepted 
reasons for this improvement. (8 p.30)  In the Northern Territory, cardiovascular disease 
was the condition responsible for the highest disability adjusted life years lost for 
Aboriginal Territorians and the second highest for non-Indigenous Territorians between 
1994 and 1998.  Improved outcomes decreased the ranking of disability adjusted life years 
to third for both Aboriginal and non-Aboriginal Territorians between 1999 and 2003.  
Figure 22 below shows the decrease in death rate from cardiovascular diseases in 
Australia between 1998 and 2012.  Most notably there was a 40% decrease in the 
numbers of Indigenous Australians who died from cardiovascular disease. 

Figure 21 - Age-standardised death rates for circulatory disease, by Indigenous status, 1998 to 2012, 
Australia 

 

Source: ABS and AIHW analysis of National Mortality Database from Figure 1.05-3 ATSI Health Framework Report 2014 @ p.31  

RHEUMATIC HEART DISEASE  

Rheumatic heart disease is described as ‘damage to the heart valves from one or more 
episodes of acute rheumatic fever, caused by Group A streptococcal bacteria’.  Aboriginal 
and Torres Strait Islander people in northern and central Australia have the highest 
reported incidences in the world of acute rheumatic fever, and highest reported 
prevalence in the world of rheumatic heart disease. (73)   
 
Individuals with acute rheumatic fever are often severely unwell, in great pain and require 
hospitalisation.  Acute rheumatic fever can affect the joints, brain or skin without resulting in 
permanent damage.  Permanent damage to the heart valves may occur. This is known as 
rheumatic heart disease. 
 

                                                                 
xvii In 2003, Cancer was the first – replaced  by Mental health in 2010 calculations 
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Rheumatic heart disease is preventable.  Primary prevention aims to stop the development of 
risk factors for the disease in a population.  Socio-economic and environmental disadvantage, 
household overcrowding and limited access to infrastructure to maintain hygiene, are 
identified to be significant risk factors for rheumatic heart disease and acute rheumatic fever.  
Secondary prevention aims to prevent illness or progression of disease once a problem has 
been identified.  This means preventing recurrent acute rheumatic fever, which in turn 
prevents or reduces the impact of rheumatic heart disease.  An example of secondary 
prevention is delivering regular antibiotics to people known to have acute rheumatic fever or 
rheumatic heart disease to prevent recurrent streptococcus bacterial infections.(74)  
Intramuscular injection of the antibiotic (benzathine benzylpenicillin) every four weeks is the 
most effective strategy for preventing recurrent attacks of acute rheumatic fever. 

ACUTE RHEUMATIC FEVER 

Indigenous Australians are up to eight times more likely than non-Indigenous Australians to 
be hospitalised for acute rheumatic fever and rheumatic heart disease. (75 p.107)  Acute 
rheumatic fever is highest among the 5–14 year olds, ranging from 150 to 380 per 100,000.  
The Northern Territory has the highest recorded rates of acute rheumatic fever in Australia.  
The rates for Indigenous Territorians are 39% higher than non-Indigenous Territorians. (8 
p.32)  Between 2006 and 2013, the rate of acute rheumatic fever continued to rise per 
100,000 population for Indigenous Territorians.  Recent unpublished data from the Northern 
Territory indicates improvements in regular and timely treatment and decreased rates of 
recurrence of acute rheumatic fever.xviii 

Figure 22 - Incidence (new and recurrent cases registered) of acute rheumatic fever in the Northern 
Territory, Indigenous Australians 2006 to 2013 

 

Source: Mapped from AIHW data cubes: ATSI Health Performance Framework data 2014  

(a)Crude age-specific rates per 1,000 calculated using populations based on the 2011 Census Series B projections and backcasts. 

Information provided by NT Rheumatic Heart Disease Program Coordinator, Centre for Disease Control | Department of Health. 

RHEUMATIC HEART DISEASE 

The rate of rheumatic heart disease among Aboriginal people is 25 times higher than the rate 
for other Australians. (75 p.103)  Since 2000, rates have steadily increased in the Northern 
Territory.  In 2002, almost 2% of the Aboriginal population in the Northern Territory were 
diagnosed as having rheumatic heart disease.  Rheumatic heart disease was highest for 
Aboriginal Territorians aged between 35 to 44 years at a rate of 3.2%. (76)   

                                                                 
xviii Information provided by NT Rheumatic Heart Disease Program, Centre for Disease Control, Department of Health. 
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Figure 23 - Prevalence of rheumatic heart disease (total registrations) for Indigenous Australians in the 
Northern Territory and Western Australia, by age group, as at 31 December 2013 

 

Source: Mapped from AIHW data cubes: ATSI Health Performance Framework data 2014  

Between 2006 and 2013, there was a significant decrease (41%) in the number of newly 
diagnosed people with rheumatic heart disease in the Northern Territory.  Reduced rates 
varied between northern and central Australia.  In northern Australia, an average annual 
decrease of 4.2% was recorded, resulting in a 41.6% decrease over the eight year period.  In 
central Australia, the average annual decrease was 0.2%, equal to a 12.1% decrease over the 
same period.  The decrease in new diagnosis of rheumatic heart disease has been attributed 
to improvement in early detection and treatment.   

Figure 24 - New registrations of Rheumatic Heart Disease – Indigenous population – Northern 
Territory 2006-2013 

 

Source: Mapped from data cubes: ATSI Health Performance Framework data 2014  

TYPE 2 DIABETES 

Diabetes is recognised as the most common of all chronic conditions.  During 2011-12, 
5.1% of Australians were estimated to have a diagnosis of diabetes. (68)  The most 
common form of diabetes is type 2 diabetes (85% of all diabetes).  Diabetes is caused by 
one or all three of the following: decreased production by the body of insulin, decreased 
effectiveness of insulin, and decreased response of body cells to insulin. (77)  People with 
diabetes have an increased risk of developing other chronic conditions such as heart 
disease, stroke and kidney failure.  Other common complications include diabetic 
retinopathy, blindness and amputations.  The main risk factors for diabetes are a family 

0.0

5.0

10.0

15.0

20.0

25.0

30.0

35.0

0–14 15–24  25–34 35–44 45+

N
o.

 p
er

 1
00

,0
00

 p
er

 p
op

ul
at

io
n 

Age at 31 December 2013 

0.0
0.2
0.4
0.6
0.8
1.0
1.2
1.4
1.6

20062007200820092010201120122013

ra
te

 p
er

 1
,0

00
 o

f p
op

ul
at

io
n 

Years of Annual Data collection 

Top End

Central Australia

NT Total



NT CCPMS Annual Progress Report 2012 & 2013 
 

37 

history of diabetes, physical inactivity, poor diet and overweight or obesity. (43)  In 
Australia, the likelihood of being diagnosed with type 2 diabetes increases with age and is 
more common in men than in women (6.3% compared to 3.9%). (68)   

Figure 25 - Diabetes in Australia estimates 2007-2008 

 

Source : AIHW: Diabetes prevalence in Australian adults: detailed estimates for 2007–08 

The Northern Territory has the highest rate of diabetes in Australia.  In 2007-08, 10.6% of 
Territorians were estimated to have diabetes. (78)  These rates are attributed to the very 
high rates of type 2 diabetes experienced by Aboriginal Territorians.  Indigenous 
Australians are three times more likely than non-Indigenous Australians to develop 
diabetes.  The rates of diabetes for people living in remote areas are double that compared 
to people living in other locations. (8 p.38)  Between 2008 and 2012, diabetes was the 
second leading specific cause of death for Indigenous people in Australia.  During this 
same time period, 7.9% of deaths for Indigenous Australians were due to diabetes 
compared to 2.6% of deaths for non-Indigenous Australians.   

No reliable data sources are available to show trend in Australia or the Northern Territory 
for type 2 diabetes. (79 p.27)  The lowest rate ever recorded for the Northern Territory 
population was 7.7%.  This percentage was based on the self-reporting 2007–08 National 
Health Survey.  This survey excluded people living in remote areas.  With the incidence of 
diabetes higher in remote and very remote areas, (8 p.39) and the survey excluding 20% of 
the Northern Territory population, (78 Table 4 p.17) including the majority of Indigenous 
Territorians who have higher rates of diabetes, the data is considered unreliable. 

The 2012-13 Australian Aboriginal and Torres Strait Islander Health Survey Biomedical 
Results concluded that 11.1% of all Indigenous adults in Australia had diabetes.  The blood 
test results indicated a further 4.7% were at high risk of diabetes.  Of those with diabetes 
who were tested, 53.1% also showed signs of chronic kidney disease.  In 2012-13, 
Indigenous Territorians recorded the highest rates of diabetes in Australia at an incidence 
of 19%. 
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Figure 26 - Proportion of Indigenous Australians with diabetes by selected jurisdictions, 2012–13 

 

Source: ABS analysis of 2012–13 AATSIHS - From ATSI Report: Figure 1.09-2 (p.39) 

The number of people with type 2 diabetes is rising nationally and internationally.  This is 
consistent with the increased number of Aboriginal people with diabetes recorded in the 
Northern Territory.  Figure 27 below highlights the increase of diabetes for Aboriginal 
people in the Northern Territory between the two five-year periods from 1994-1998 and 
1999-2003.  An identified concern is the increase in the number of young Aboriginal 
Territorians diagnosed with type 2 diabetes. 

Figure 27 - Type 2 diabetes prevalence rates by age group, Aboriginal NT 1994-2003 

 

Source: Burden of Disease Study Results NT: graph from Diabetes Statistics in the Northern Territory.  Health Gains Planning Branch, 
Northern Territory Department of Health 

An analysis of health outcomes for 14,184 Aboriginal Territorians living in remote areas 
and who had a diagnosis of diabetes was tracked over a 10 year period (January 2002 - 
December 2011). (50, 80)  The study identified the benefits for people accessing primary 
health care between two and 11 times per year.xix  These benefits included: decreased 
hospitalisations, lower years of life lost and lower death rates. 

CHRONIC AIRWAY DISEASE 

In the Strategy, chronic airway disease includes chronic obstructive pulmonary disease and 
asthma.  These conditions are also known as respiratory disease.  Self-reporting survey 
                                                                 
xix No significant additional gains were noted for people using primary health care 12 or more times per year.  This does not imply 
individuals with complex conditions do not require additional and more frequent access to primary health care.  

https://www.bakeridi.edu.au/Assets/Files/Zhao%20Y_Diabetes%20Stats%20in%20NT%20%5bCompatibility%20Mode%5d.pdf
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and death records are the most common data sources used to assess how common the 
conditions are and to identify changes in trend over time.  These two different conditions 
share similar characteristics which can be confused by individuals and treating staff.  As a 
result, trend data is not viewed as reliable. (81 p.163)  

CHRONIC OBSTRUCTIVE PULMONARY DISEASE 

The Northern Territory Burden of Disease Study (1999-2003) ranked chronic obstructive 
pulmonary disease as the fifth highest contributing disease to years of life lost due to 
disability and early death for both Indigenous and non-Indigenous Territorians.  The 
burden of disease due to chronic obstructive airways disease was noted to have increased 
since the 1994-1998 study.  The burden of disease for chronic and acute respiratory 
conditions impacts years of life lost due to disability at a higher rate than early death. (32 
p.21)  Quality of life is significantly reduced for people who have respiratory disease.  The 
contribution of disability adjusted life years lost on total burden of disease for these 
conditions was 67% for chronic respiratory disease and 62% for acute respiratory disease.    

Since 2004-05, rates of hospitalisation for respiratory conditions have risen nationally by 
16%.  The highest rates of hospitalisation between July 2011 and June 2013 were 
recorded in the Northern Territory at 67 per 100,000 of our population. (8 p.28)  
Indigenous Australians, living in remote areas, typically access hospital services at a 
significantly higher rate.  Indigenous Australians are hospitalised at a rate approximately 
2.4 times higher than the rate of non-Indigenous Australians. (8 Table 1.04-1 p.29)   

Figure 28 - Age-standardised hospitalisation rates for respiratory disease, by Indigenous status, sex, 
and jurisdiction, July 2011–June 2013 

 

Source: ATSI Health Performance Framework Report 2014 (figure 1.03-3) from original source AIHW analysis of National Hospital 
Morbidity Database 

Chronic obstructive pulmonary disease develops over many years.  It is characterised by 
ongoing loss of lung function and is most commonly diagnosed in older people. (81 p.163)  
The main risk factors are smoking, history of childhood respiratory infections and 
environmental pollutants. (78 p.28)  Pulmonary rehabilitation has shown to provide 
significant improvement in the management of chronic obstructive pulmonary disease. (81 
note 123 pp.192-207)  In self-reporting studies Indigenous Australians have been 2.5 
times more likely to report chronic obstructive pulmonary disease than non-Indigenous 
Australians. (8 p.28)   

In Australia, a 65% decrease in deaths due to chronic obstructive pulmonary disease for 
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people over 55 years was recorded in the 10 years between 1997 and 2007. (81 note 123 
p.181)  A Northern Territory study also noted a significant decrease in deaths from chronic 
obstructive pulmonary disease.  Between 1977 and 2001, a 25% decrease in death due to 
chronic obstructive pulmonary disease was recorded.  Improved prevention and 
management of respiratory infections in both children and adults was identified as the 
main reason for the decrease. (82)  Whilst decreases in death from chronic obstructive 
pulmonary disease have occurred over time (Figure 29), this condition remains responsible 
for many more deaths and hospitalisations for Indigenous Australians than any other 
respiratory disease. (8 p.29)  

Figure 29 - Age-standardised mortality rates, respiratory diseases, by Indigenous status, NSW, Qld, 
WA, SA & NT, 1998 to 2012 

 

Source: ATSI Health Performance Framework Report 2014 Figure 1.04-5 from original source ABS and AIHW analysis of National 
Mortality Database 

ASTHMA 

Asthma is a condition where the airways in the lungs are sensitive to triggers which cause 
the airways to narrow.  The three main factors causing airway narrowing in response to 
triggers are: inflammation of the airway lining causing swelling, mucus may be produced 
which can block the airways, and muscles around the airways squeeze tight 
(bronchoconstriction). (83)  Australians are noted to experience asthma at higher levels 
than most other countries.  One in 10 Australians is estimated to have asthma.  Asthma 
can occur at any age, and although asthma cannot be cured, good management of asthma 
can control the condition and decrease the severity and number of asthma attacks.  
Effective management of asthma includes avoidance of substance and environmental 
pollutants.  National data for states and territories does not include estimates for the 
Northern Territory.(81 Figure 2.62 p.21)  Asthma is more common in people who 
experience low socio-economic conditions, are Indigenous Australians and smokers. (81 
note 123 p.2)  Nationally, death rates from asthma decreased by 45% between 1997 and 
2009.   

PREVENTION OF CHRONIC AIRWAYS DISEASE 
 ‘Lung conditions are the most common reason why Indigenous people see a doctor and the second most 
common reason for hospitalisation. It is increasingly appreciated that a lot of lung disease seen in adults 
starts in children, and many of these lung conditions can be prevented and/or treated if they are 
recognised and managed before irreversible lung damage sets in.’ 

Centre of Research Excellence in Lung Health  of Aboriginal and Torres Strait Islander Children 

http://www.menzies.edu.au/page/Research/Centres_initiatives_and_projects/Centre_for_Research_Excellence_Lung_health/
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The Centre of Research Excellence in Lung Health of Aboriginal and Torres Strait Islander 
Childrenxx was established in 2012.  The Centre’s primary focus is to decrease respiratory 
infections in children which can cause increased, and more severe, asthma attacks and 
permanent damage to the lungs.  Childhood infections have been linked to longer term 
conditions in later life including non-cystic fibrosis bronchiectasis and chronic obstructive 
pulmonary disease.  The funding for the Centre is described as a five year program for 
research and capacity building.  Much of the work to date has focused on the 
identification of the prevalence of respiratory disease in our communities and exploring 
treatment options.  A range of educational resources have been developed to support 
clinician practice and to promote awareness of respiratory conditions within the 
community. 

CHRONIC KIDNEY DISEASE 

One in 10 people over eighteen years of age in Australia are estimated to have chronic 
kidney disease. (68)  Over 90% of people who have chronic kidney disease do not know 
they have it. (84)  Often people do not experience any symptoms until the kidneys are 
severely damaged.  90% of kidney function can be lost before symptoms appear.   

When ongoing treatment is required to keep a person alive, the condition is known as end-
stage kidney disease.  Dialysis and kidney transplantation (renal replacement therapies) are 
the main treatment options.  Conservative care combined with palliative care is a third 
treatment option. (85)  Diabetes is the most common co-existing chronic condition (38%) 
(8 p.40) and is a leading cause of kidney disease.  Damage to the kidneys due to diabetes 
was evident in 78% of new patients commencing renal replacement therapies in the 
Northern Territory in 2013. (86)  Many people with kidney disease also have 
cardiovascular disease.  The three conditions share preventable risk factors such as 
smoking, low physical activity, poor diet and being overweight or obese. (87)  Other risk 
factors include socio-economic disadvantage, a family history of end-stage renal disease 
and being of Aboriginal Australian, Maori and Pacific Islander heritage. (88) 

The numbers of people requiring treatment for end-stage kidney disease has been rising in 
Australia; a trend which has been associated with the rising rates of diabetes. (89)  
Between 2010 and 2013, there was 9% increase in the number of Australians newly 
diagnosed with end-stage renal disease.  Rates of kidney disease for non-Indigenous 
Australians are similar in all states and territories. (8 p.40)  Kidney disease is much higher 
for Indigenous Australians than non-Indigenous Australians. (28)  Biomedical health survey 
tests identified 17.9 per cent of Indigenous Australian adults to have signs of early end-
stage chronic kidney disease. (65)   

Territorians have the highest rates of renal disease in Australia at four times the national 
average. (90) Aboriginal Territorians have more than double the rate of end-stage kidney 
disease than the national average for all Indigenous Australians. (8 Figure 1.10-2 p.41)    

Renal replacement therapy has increased in Australia, and a steady trend of increased use of 
dialysis has been recorded in the Northern Territory.  Between 2007 and 2011, the number 
of Territorians requiring dialysis increased by 27%.  During 2012-13, the majority (92.7%) of 
Territorians receiving dialysis treatment were Aboriginal.  

 

 

                                                                 
xx Led by Menzies School of Health Research, the Centre is a collaborative research program funded by the Australian National 
Health and Medical Research Council for five years (2012-17) 
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Figure 30 - Prevalence of Renal Replacement Treatment by State and Territory - Australia 2009-2013 

 

Source ANZDATA Incidence of End Stage Kidney Disease, 2014 ANZDATA Registry 37th Annual Report 

An analysis of past data to project future demand for renal care and services in the Northern 
Territory made the following observations to support service planning: (91) 
Ø The incidence of end-stage renal disease is projected to continue to grow at a rate of 

4.5% each year.  
Ø By 2022, the number of people receiving renal replacement therapy is expected to be 

between 660 and 1117. 
Ø The anticipated increase in demand for dialysis services in the Northern Territory is 

due to both the increase in the number of people who will require renal replacement 
therapy and the improvement in the survival rates for people receiving dialysis.   

Ø Dialysis services provided in the Northern Territory are primarily, nurse-supported 
haemodialysis in outpatient facilities.  A smaller number of nurse-supported 
haemodialysis is hospital-based and in-community.  Treatments are expected to 
increase between 60% and 75% from 2013 to 2022. 

 

Dialysis survival in the Northern Territory has steadily improved and has been comparable 
with national survival since 2000 once population differences are accounted for. 

Territorians with end-stage kidney disease, in particular Aboriginal Territorians, have poorer 
access to transplantation than patients in other states and territories.  In the past, infection-
related complications, particularly amongst Indigenous transplant recipients, led to high rates 
of transplant failure and patient deaths.  The number of Indigenous Territorians receiving a 
transplant has steadily increased over time.  14 Territorians received kidney transplants in 
2012 and eight in 2013.  Only a very small proportion of Aboriginal people on dialysis are on 
the waiting list for transplants.  Factors impacting risk assessment that can exclude people 
from the waiting list, include environmental and social circumstances, high levels of comorbid 
conditions and lifestyle behaviours. (92)  
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Figure 31 - New transplants Aboriginal/TSI patients by referring state per million Indigenous 
population 
 

 

Source Fig. 12.5 ANZDATA Registry 37th Annual Report 2014 ESKD among Indigenous Peoples of Australia and New Zealand 

CHRONIC MENTAL ILLNESS 

Chronic mental illness covers a range of conditions that differ in severity, duration and 
treatment approaches.  In the Strategy, chronic mental illness includes depression, anxiety 
and psychosis.   Many people with physical chronic conditions also experience mental 
health issues; the most common of which are depression and anxiety.  A broader definition 
of mental health includes mental illness and overall mental wellbeing. (93)  This definition 
recognises the influence of socio-historical-political factors on mental health. (62)  Social 
and emotional wellbeing is most commonly used to describe this more holistic 
understanding of mental health. 

Levels of psychological distress in our community are measured via population surveys.  
Some surveys include questions about alcohol and substance use.  Higher levels of 
psychological distress have been associated with co-occurring health conditions, smoking, 
unsafe levels of alcohol consumption and lower levels of physical activity. (62)  Reliable 
trend data for levels of psychological distress of Territorians is not available from the 
national surveys. (11)   

Mental and behavioural disorders were estimated to be responsible for 12.9% of the total 
burden of disease in Australia.  Mental and behavioural disorders were the third highest 
contributor to the total burden of disease in Australia after cancer and cardiovascular 
disease. (94)  The Northern Territory Burden of Disease Study assessed ‘mental 
conditions’ to be the highest contributing factor to the total burden of disease at 16.3%. 
(32)    

The rates of Indigenous Australians who experience ‘high’ and ‘very high’ levels of 
psychological distress is 2.7 times higher than that of non-Indigenous Australians.  The 
proportion of Indigenous adults in Australia reporting ‘high’ and ‘very high’ levels of 
psychological distress increased from 27% in 2004-05 to 30% in 2012-13. (93 p.2)  For 
Indigenous Australians, the impact of family separation, social inequity, racism and the loss 
of land, culture and identity is associated with higher levels of psychological distress. (27 
p.50,51)  High levels of psychological distress are also more commonly experienced by 
people who have low levels of income and education and are unemployed (Figure 32). 

 



NT CCPMS Annual Progress Report 2012 & 2013 
 

44 

 

Figure 32 - Relationship between high/very high levels of psychological distress and social factors, 
Indigenous Australians, 2012–13 
 

 

Source: ABS analysis of the 2012–13 AATSIHS from ATSI Health Performance Framework (Figure 1.18.3 p. 61) 

SUICIDE 
 ‘Suicide rates in Australia peaked in 1963 (17.5 per 100,000), declining to 11.3 per 100,000 in 
1984, and climbing back to 14.6 in 1997. Rates have been lower than this since that year. The 
age-standardised suicide rate for persons in 2013 was 10.9 per 100,000 compared with 11.3 per 
100,000.  In recent years (2009-2013) the highest state based standardised suicide rates were in 
the Northern Territory (17.6 per 100,000)’.  

Mindframe Media – National media Iniative 

‘High’ and ‘very high’ levels of psychological distress are associated with self-harm and 
suicide.  Suicide rates are typically much higher for men and rates of hospitalisation for 
intentional self-harm are higher for women.  In 2010-11, young women aged 15 to 19 
years were hospitalised for intentional self-harm at almost three times the rate of males in 
this age group. (95)  Hospitalisations for intentional self-harm increased by 48% between 
2004-05 and 2012-13 in Australia. (93 p.2)  Suicide is the leading cause of premature 
death in Australia. (20) 

Between 2003 and 2012, suicide rates in Australia have not decreased significantly.  In the 
Northern Territory, rates of death by suicide per 100,000 population were 22.5 in 2005 
and 18.1 in 2012. (96 p.5)  Figure 33 shows the number of people who have died by 
suicide between 2001 and 2010 in the Northern Territory and the fluctuations that occur 
annually within our small population.  Overall suicide rates in the Northern Territory have 
shown no significant change between 2001 and 2012. (8)  The Department of Health NT 
Suicide Prevention Strategic Action Plan 2015-2018 highlights young people’s wellbeing 
as a priority.  In the period from 2008 to 2012, the rates per 100,000 population of young 
people aged between 15 and 24 years who have died by suicide has increased 42.6%.xxi  

 

 

 

                                                                 
xxi Rate per 100,000 population in: 2008: 29.2, 2009: 31, 2010:28, 2011:45.5 and 2012: 50.9 

http://www.mindframe-media.info/for-media/reporting-suicide/facts-and-stats
http://health.nt.gov.au/NT_Suicide_Prevention/Strategic_Action_Plan_2015_-_2018/index.aspx
http://health.nt.gov.au/NT_Suicide_Prevention/Strategic_Action_Plan_2015_-_2018/index.aspx
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Figure 33 - Standardised Suicide Death Rates (NT) 2001-2010 

 

Source: Department of Health NT Suicide Prevention Strategic Action Plan 2015-2018 

Original source: ABS 3303.0 Causes of Death, Australia, 2012 

Suicide rates amongst Indigenous Australians have also remained fairly constant over the 
last 10 years. (8 p.59)  Rates of suicide for Indigenous Australians are 2.7 times higher than 
rates for non-Indigenous Australians.  Between 2008 and 2012, suicide was the cause of 
5% of deaths of Indigenous Australians at a rate of 19.3 per 100,000 population. (8)  
Indigenous Australians experience the highest rates of suicide at earlier ages within the 
lifespan.  This pattern differs from the age groups with the highest rates of suicide for 
non-Indigenous Australians (Figure 34). 

Figure 34 - Mortality from suicide rates per 100,000, by Indigenous status, sex and age group, NSW, 
Qld, WA, SA and the NT, 2008–12 

 

Source: AIHW and ABS analysis of National Mortality Database from ATSI health report 2014 Figure 1.18-4 

Rates of suicide for Indigenous Territorians are almost three times higher than for non-
Indigenous Territorians. (96)  In 2012-2013, self-inflicted causes of death were recorded 
to be the third most frequent cause of death for males and the seventh most frequent 
cause of death for female Indigenous Territorians.  The suicide rate for Northern Territory 
Indigenous males between 2001 and 2005 was 62.9 per 100 000 population.  This was 
eight times higher than the Indigenous female rate and six times higher than the Australian 
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suicide rate. (97)  

CANCERS 

There are many different types of cancers.  This Strategy aims to reduce the types of 
cancers that share risk factors with other chronic conditions and are potentially 
preventable.  Some cancer types have been strongly linked to the risk factors of smoking, 
high levels of alcohol consumption and poor diet and nutrition. (8, 98)  Research to find 
underlying causes and treatment remains ongoing for cancers as it is a complex area of 
medicine.  Clear definitions of preventable cancers and non-preventable cancers are not 
used to separate cancer data.    

For all deaths in Australia between 2009 and 2011, cancers contributed most to the fatal 
burden of disease at 35%. Men were (33%) impacted slightly less than women (36%). (99)  
Cancer was the fourth most common cause of death for non-Indigenous Australians and 
the second most common cause of death among Indigenous people in Australia.  In 
Australia, deaths from all cancers combined have decreased over time.  Between 1994 and 
2012, the mortality rate from all cancers combined decreased significantly by 2.6 deaths 
per 100,000 persons per year. (100)  Trachea, bronchus and lung cancers were the fourth 
leading cause of death in 2013.  Over the 10 year period between 2004 and 2013, deaths 
due to this cause have increased by 13.1 %. (20) 

Territorians have historically experienced lower cancer diagnosis rates than the national 
average at 434 per 100,000 population compared to 470 for Australia. (101)  Indigenous 
Territorians’ diagnosis rates are 12% lower than the national average.  As the rate of 
cancer diagnosis increases significantly with age, the younger population in the Northern 
Territory is a significant factor in our lower rates. 

A higher proportion of Indigenous people who are diagnosed with cancer die from the 
disease compared to non-Indigenous Australians  (8 p.36) (Figure 35 below).  Indigenous 
people are often not diagnosed until the disease is more advanced and have more complex 
health needs due to other co-existing chronic conditions.  Indigenous Australians are also 
less likely to receive timely treatment and experience longer waiting times for surgery. (8 
p.36) 

Figure 35 - Aged standardised mortality rates for cancer, by Indigenous status, NSW, Qld, WA, SA and 
the NT, 1998 to 2012 

 

Source: ABS and AIHW analysis of ABS Mortality Database - Figure 1.08-2 p.37 from ATSI Health Performance report 

The pattern of higher rates of death for Indigenous Territorians, due to cancer, is consistent 
with national data.  Between 1991 and 2011, the rate of cancer diagnosis for non-Indigenous 
Territorians decreased slightly but increased for Indigenous Territorians.  Between 1991 and 
2006, a lower proportion of Indigenous Territorians died from cancer but this did not match 
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the rate of improvement experienced by non-Indigenous Territorians over the same 
timeframe (Figure 43 below).  Improvements in early detection, lifestyle and treatment 
account for improved outcomes for Territorians. 

Figure 36 – Trends in age standardised incidence and mortality rate for all cancers, by sex and 
Indigenous status, Northern Territory and Australia 

Source:  

Zhang et al. Cancer in the NT 1991-2010: Incidence, mortality and survival. Department of Health, Darwin 2014 

The most common cancers diagnosed for Indigenous people in the Northern Territory 
relate to the risk factor of smoking and excessive alcohol consumption. (101)  The most 
common areas of the body where cancers were detected included the pharynx, liver, lung, 
and mouth.  Lung cancer was the most common cancer detected for Indigenous men, and 
prostate cancer the most common for non-Indigenous men in the Northern Territory.  
Breast cancer was the most common type of cancer diagnosed among all Northern 
Territory females. (101) 
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SECTION C – PROGRESS AGAINST THE KEY ACTION AREAS OF THE STRATEGY  

Progress against the key action areas are mapped against Year Three key performance 
indicators in the Northern Territory Chronic Conditions Prevention and Management 
Strategy 2010-2013 Implementation Plan.  The information provided is not a comprehensive 
record of all activities that occurred in the Northern Territory during 2012 and 2013.  
Available independent program evaluations and research results have been included where 
relevant to the activity described.  The Monitoring and Evaluation Advisory Group and the 
Chronic Disease Network Steering Committee have not assessed the effectiveness of the 
programs or activities described. 

KEY ACTION AREA 1: INCREASE THE FOCUS ON THE SOCIAL DETERMINANTS 
OF HEALTH 

Objective:   Contribute to improving the social determinants of health through 
improving living conditions, food security, education, employment and health literacy 

Improvement in health outcomes will not be achieved by advances in health care alone.  It 
is necessary to understand and minimise the complex causes of poor health caused by 
social determinants of health.  Social Determinants of Health is Key Action Area 1 of the 
Strategy.  Since the Strategy commenced in 2010, reports from international, national and 
other states and territories have increasingly identified the need to address the range of 
economic and social factors that impact health outcomes.  The correlation between poor 
health and shorter life expectancy for individuals, communities and populations who 
experience socio-economic disadvantage is well accepted.  Addressing socio-economic 
disadvantage and improving education, employment and living conditions requires 
collaboration across health and other services. xxii  The actions of health sector 
stakeholders are the main focus under this key action area of the report.   

STRATEGY 1.1 RAISE AWARENESS OF THE IMPACT OF THE SOCIAL 
DETERMINANTS OF HEALTH ON CHRONIC CONDITIONS 

INDICATOR MEASURE:  Summary of major events related to social determinants of health. 

A summary of major events related to social determinants of health provides some 
information about the level of community and stakeholder awareness of the impact of 
social determinants of health on health outcomes.  Major events related to social 
determinants of health during 2012 and 2013 included: 
Ø In 2012, the role, definition and a commitment to action on ‘Social Determinants of 

Health’ was agreed by World Health Organisation Member states (102)  
Ø The Northern Territory Chronic Diseases Network, the National Australian Health 

Promotion Association, and Northern Territory Medicare Local, worked together to 
develop the program for the 2014 Northern Territory Chronic Disease Network 
Conference: "Equity @ the Centre: Action on Social Determinants of Health". 

Ø Ongoing and new research was undertaken to increase knowledge of the complex 
relationship between health outcomes and social determinants of health in the 
Northern Territory. (37, 38) 

Ø Social Determinants of Health is a priority in the Northern Territory Department of 
Health Northern Territory Health Promotion Framework. (103) The framework was 
developed and finalised during 2012-2013. 

Ø The Northern Australia Indigenous Experts Forum operated between 2010 and 
2013 to provide support to the Northern Australia Ministerial Forum.  The aim of 
the forum was to provide leadership and a strategic approach to sustainable 
development in Northern Australia.  Several publications were produced 

                                                                 
xxii Refer to Social Determinants of Health in Section A of this report. 

http://www.health.nt.gov.au/library/scripts/objectifyMedia.aspx?file=pdf/91/05.pdf&siteID=1&str_title=v11_HLTHPROMO%20StratFrame2013.pdf
http://www.nailsma.org.au/hub/programs/north-australian-indigenous-experts-forum-sustainable-economic-development
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highlighting the relationship between Indigenous participation in economic 
development (within strong social and cultural frameworks) and improved 
Indigenous health and wellbeing. 
 

The Purple House Wellbeing Social Enterprise Project was delivered in 2012 and 2013 in 
Alice Springs.xxiii  This project combined health and cultural expertise with business modelling 
to address socio economic disadvantage and improve health outcomes.  The established 
social enterprise has continued and expanded since 2013. 

The Wellbeing Social Enterprise Program is a unique model of business that acts on the social issues 
associated with kidney disease, providing positive outcomes for Indigenous people in remote Central 
Australia.  The enterprise includes the making and selling of bush balm products, a catering service, 
cultural workshops, a sustainable garden project and arts/media projects.  The enterprise began out of 
dialysis patient desires for traditional medicines that reminded them of ‘home’.  They agreed that 
traditional knowledge could be ethically commercialised, allowing the transfer of knowledge in a 
contemporary medium whilst generating employment for marginalised peoples.  The money raised from 
the enterprise ventures goes back into the organisation to help with dialysis and social support services.  

Purple House Wellbeing Program Social Enterprise Project 

STRATEGY 1.2  PROVIDE LEADERSHIP TO STRENGTHEN INTER-SECTORAL 
COLLABORATION IN RELATION TO CHRONIC CONDITIONS 

INDICATOR MEASURE: Number of partnerships between the health sector and other 
government departments. 

Partnerships between the health sector and other government departments show what 
cross sector efforts to address social determinants of health are occurring in the Northern 
Territory.  It is not possible to list all the partnerships between the health sector and other 
government departments.  Information about partnerships that was provided by 
government and non-government stakeholders for this report is listed in Appendix One.  
Examples of partnerships involving the health sector with a focus on social determinants 
of health during 2012 and 2013 included: 
Ø In 2013, the Northern Territory Chronic Disease Network Steering Committee 

formed a ‘Working Group for Social Determinants of Health’.  The role of the 
working group was to review progress in this key action area of the Strategy and 
make recommendations to inform the second, three year implementation plan 
(2014-2016).  The working group agreed a formal cross sector strategic approach 
was required within the Northern Territory.  The Department of Health Aboriginal 
Policy and Stakeholder Engagement Division are leading the progress of this 
priority. (4 Key Action Area 1.2 p.7)  Members of the working group included The 
Heart Foundation, Menzies School of Health Research, Regional Development 
Australia Northern Territory and Northern Territory Government Departments of 
Health, Housing, Treasury and Education.   

Ø The Northern Territory Medicare Local undertook a primary care needs analysis in 
the Northern Territory.  The final report identified social determinants of health as 
a priority.  Coordination of cross-agency collaboration was noted as critical to 
address social determinants of health. (14 p.79) 

Ø The Stronger Futures national agreement between the Commonwealth and the 
Northern Territory included the food security initiative.  This initiative was 
managed by the Commonwealth Government and involved multiple stakeholders 
and government departments.xxiv  Assessment and registration of all stores was 

                                                                 
xxiii The Purple House is run byWestern Desert Nganampa Walytja Palyantjaku Tjutaku Aboriginal Corporation   
xxiv Department of Business Northern Territory Government, Commonwealth Government Department of Families, Housing, 
Community Services and Indigenous Affairs (FaHCSIA-now Department of Prime Minister in Cabinet), NT Department of Health 
– Health Development - Nutrition and Physical Activity 

https://www.westerndesertdialysis.com/soc/
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completed.  The Market Basket Survey and an independent evaluation (104) 
reported improved access to a range of quality fresh food types and noted further 
work was required to address food affordability. 

Ø A research proposal to track child health, educational and social outcomes using 
data linkage was developed in 2013.  Headed by the Centre for Early Childhood, 
Menzies School of Health Research, the project was developed in partnership with 
Northern Territory Government Departments of Health, Children and Families and 
Education and the Aboriginal Medical Services Alliance Northern Territory. This 
project was based on work undertaken in the NT Early Childhood Demonstration 
Project (2010-2014).  The project was funded in 2014xxv and is expected to 
provide information on the impact of factors and the effectiveness of interventions 
to improve outcomes in child education, health and wellbeing in the Northern 
Territory.  

Ø An alliance of the Aboriginal Medical Services Alliance Northern Territory, the 
Northern and Central Land Councils, North Australian Aboriginal Justice Agency and 
Central Australia Aboriginal Legal Aid Service formed Aboriginal Peak Organisations 
Northern Territory.  The role of the new entity is advocacy and the joint development 
of policy on social determinants.  Actions completed during 2012 and 2013 included:  

· The collaborative development of Partnership Principles for non-government 
organisations working with Aboriginal organisations and communities in the 
Northern Territory. 

· The coordination of two ‘grog summits’.  The summits provided opportunity 
for Aboriginal people to come together to discuss alcohol and alcohol control 
policy in the Northern Territory.  Position statements were developed from 
the Top End Grog Summit in November 2012 and the Central Australian Grog 
Summit in July 2013. 

STRATEGY 1.3  IMPROVE ACCESS TO HEALTH SERVICES FOR ALL 
TERRITORIANS 

INDICATOR MEASURE:  Preventable hospitalisation as an indirect measure for access 
to primary health care services. 

Preventable hospitalisations are admissions that might not have been necessary if earlier 
access to primary health care was available. (80, 93)  The number of potentially 
preventable hospitalisations is often used as an indirect measure of whether people are 
receiving adequate primary health care.  Hospital admissions can often be avoided if health 
care is received at an earlier stage in disease progression or as an alternative to hospital 
care.  Higher rates of potentially preventable hospitalisations may also be due to high rates 
of underlying diseases, particularly chronic diseases. (50)  Individuals and populations who 
experience low socio-economic conditions have the highest rates of preventable hospital 
admissions. (37, 105)  

Aboriginal and Torres Strait Islander Australians have a higher rate of potentially 
preventable hospitalisations than non-Indigenous Australians. (106)  The rate of potentially 
avoidable hospitalisations in the Northern Territory has steadily decreased between 2007-
08 and 2010-11.   Indigenous residents living in remote communities in the Northern 
Territory experience higher rates of preventable chronic disease and have poorer access to 
appropriate health services compared to other Australians. (50)  Rates of preventable 
hospitalisation continue to be significantly higher in the Northern Territory than in all other 
states and territories.   

 

                                                                 
xxv Funding was granted under  the National Health and Medical Research Council (NHMRC) Partnership Project grants 

https://www.santdatalink.org.au/Demonstration_Projects
https://www.santdatalink.org.au/Demonstration_Projects
http://www.amsant.org.au/whatwedo/apont/
http://www.amsant.org.au/whatwedo/apont/
http://www.amsant.org.au/apont/our-work/non-government-organisations/apo-nt-ngo-principles/
http://www.amsant.org.au/apont/our-work/non-government-organisations/apo-nt-ngo-principles/
http://www.amsant.org.au/apont/our-work/non-government-organisations/apo-nt-ngo-principles/
http://www.amsant.org.au/apont/topendgrogsummit/
http://www.amsant.org.au/apont/central-australian-grog-summit-30-31-july-2013/
http://www.amsant.org.au/apont/central-australian-grog-summit-30-31-july-2013/
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Figure 37 - Potentially preventable hospitalisations due to chronic conditions, by State and Territory, 
2007-08 to 2010-11 
 

 

Source: COAG Healthcare 2011-12 Comparing performance across Australia 

The benefits of access to primary health care – a Northern Territory study 
A Northern Territory-based study completed in 2013 measured the impact of access to primary 
health care for Indigenous people with chronic conditions living in remote areas. (50) The results 
were significant.  Improved health outcomes included reduced avoidable hospitalisations, lower 
death rates and lower years of life lost due to death and disability.  This study estimated that each 
$1 invested in primary care in Indigenous communities would result in savings of between $3.95-
$11.75 in hospital costs and result in better health outcomes for individuals living in remote areas. 

Individuals were divided into one of three groups according to annual number of primary care visits.  
The low-use group has less than two visits annually, medium-user group at between two and 11 
visits, and the high-user group at more than 12 visits. Table 7 below shows the results across all 
chronic conditions and user groups.  The best results occurred for people with diabetes and renal 
disease.  The outcomes experienced by people with renal and ischemic heart disease were: 
Ø People with renal disease showed a reduction in avoidable hospitalisations by 82-85%, 

death rates by 72-72%, and years of life lost by 78-81%.  
Ø Individuals with ischemic heart disease had reductions in avoidable hospitalisations by 63-

78%, death rates by 63-66%, and years of life lost by 69-73%.  
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Table 7 - Annual average hospitalisations, avoidable hospitalisation, death rate and years of life lost by 
primary health care utilisation groups in Northern Territory remote Indigenous communities between 
2002-2011 

Annual 

average 

Primary care utilisation 95% confidence interval Reduction 

Low 
(n=6987) 

Medium 
(n=5926) 

High (n=1271) Low Medium High Medium High 

Hospitalisations per person 

Diabetes 5 (1421) 1.1 (1892) 1 (772) 4.87-5.11 1.06-1.16 0.89-1.04 78% 80% 

IHD 5.9 (612) 2.3 (626) 1.5 (340) 5.69-6.08 2.22-2.47 1.34-1.6 61% 75% 

COPD 3.4 (572) 1.3 (657) 1 (322) 3.27-3.58 1.18-1.35 0.92-1.15 62% 71% 

Renal Disease 7.7 (1143) 1.2 (1923) 1.1 (826) 7.54-7.87 1.16-1.26 1.06-1.2 84% 86% 

Hypertension 4 (1433) 1.1 (1986) 0.9 (832) 3.92-4.13 1.07-1.16 0.88-1.01 73% 78% 

PAHs         

Diabetes 2.7 0.6 0.5 2.6-2.78 0.6-0.67 0.48-0.59 76% 80% 

IHD 4 1.5 0.9 3.8-4.12 1.43-1.63 0.84-1.06 63% 78% 

COPD 2 0.8 0.8 1.93-2.17 0.76-0.9 0.66-0.86 60% 60% 

Renal Disease 3.4 0.5 0.6 3.31-3.53 0.5-0.57 0.54-0.65 85% 82% 

Hypertension 2.3 0.7 0.5 2.19-2.35 0.64-0.71 0.49-0.6 70% 78% 

Deaths (per 100)         

Diabetes 3.23 0.99 0.80 2.92-3.53 0.85-1.14 0.59-1 69% 75% 

IHD 4.71 1.76 1.61 4.16-5.26 1.42-2.09 1.17-2.04 63% 66% 

COPD 5.08 1.96 2.04 4.48-5.68 1.62-2.31 1.54-2.54 61% 60% 

Renal Disease 4.21 1.18 1.06 3.82-4.59 1.02-1.34 0.83-1.29 72% 75% 

Hypertension 3.11 1.28 0.97 2.82-3.41 1.12-1.44 0.75-1.19 59% 69% 

YLLs         

Diabetes 1.00 0.24 0.20 0.99-1.02 0.23-0.24 0.19-0.21 76% 80% 

IHD 1.47 0.46 0.39 1.44-1.5 0.44-0.47 0.37-0.41 69% 73% 

COPD 1.32 0.41 0.44 1.29-1.35 0.39-0.42 0.41-0.16 69% 67% 

Renal Disease 1.30 0.28 0.25 1.28-1.32 0.27-0.28 0.24-0.27 78% 81% 

Hypertension 0.89 0.30 0.23 0.87-0.9 0.29-0.31 0.22-0.24 66% 74% 

    Notes – N: sample size; COPD: Chronic Obstructive Pulmonary Disease; IHD: Ischemic Heart Disease; PH: Potentially Avoidable Hospitalisations 

Source: Zhao Y et al.  Better health outcomes at lower costs: the benefits of primary care utilisation for chronic disease management in 
remote Indigenous communities in Australia’s Northern Territory 

INDICATOR MEASURE:  Health literacy included in service planning. 

Health literacy can be defined as ‘…the knowledge along with the cognitive and social skills 
that determine the motivation and ability of individuals to gain access to, understand and use 
information in ways that promote and maintain good health’. (103)  Within the Northern 
Territory health literacy incorporates two-way learning across western medical and 
Aboriginal cultural approaches to health, wellbeing and treatment. (107)   
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This indicator measure asks for how health literacy is being considered and used in service 
planning to improve access to health services for all Territorians.  Health literacy also 
supports individuals to identify risks, make informed healthy lifestyle choices, and manage 
existing health conditions.  Empowering individuals, families and communities to 
understand and promote their own health is also discussed in this report at: 
Ø Key Action Area 2:  Increase the focus on primary prevention to prevent and 

reduce risk factors.  Strategy 2.2 Encourage behaviours that promote health and 
wellbeing.  Indictor measure: number of programs that provide Aboriginal people with 
skills and understanding of preventative health behaviours. 

Ø Key Action Area 5: Self-Management. 

DEVELOPING A SHARED APPROACH TO HEALTH LITERACY IN THE NORTHERN 
TERRITORY 

In 2012, the Northern Territory Department of Health’s Health Promotion Strategy Unit 
provided a grant to Charles Darwin University’s School of Health for a Health Literacy 
Project.  The project’s aim was to explore policies, strategies, tools and methods in use, 
nationally and internationally, that address health literacy and how they could be applied 
to the Northern Territory context.  The scope of the Health Literacy Project included the 
following activities: 
Ø A comprehensive literature review and analysis to place health literacy in a 

Northern Territory context. 
Ø An analysis of current measurement tools of health literacy and their 

appropriateness. 
Ø The identification of barriers and enablers around improving health literacy.  
Ø A draft background paper on health literacy considerations for the Northern 

Territory was distributed.xxvi  The purpose of the paper was to generate discussion 
to support the development of a model and to better understand what is needed 
to improve health literacy at system, staff and service user levels. 
  

This project provided additional information of the interconnection between the concepts 
of health literacy, health communication and cultural competency. (107)  The challenge of 
discovering what this means for health policy, systems and service delivery was discussed 
at a workshop organised by the Aboriginal Health Policy and Engagement Division, 
Northern Territory Department of Health in December 2013.  

HEALTH LITERACY INFORMING SERVICE DEVELOPMENT AND PRACTICE 

The Centre for Remote Health in Central Australia has incorporated cultural and western 
health knowledge into how health training is developed and delivered to students.  
Examples of the results of this approach are described below. 
Ø Ngangkari are the traditional healers of Ngaanyatjarra, Pitjantjatjara and 

Yankunytjartjara Lands.  Ngangkari and the Centre for Remote Health have 
developed Ngangkari education sessions which provide information on Indigenous 
perspectives of health and health care.  Four education sessions are delivered per 
year to remote area nursing students.  The education sessions are also delivered in 
remote advanced nursing practice training.    

Ø Cultural expertise is integrated into course development and teaching at the 
Centre of Remote Health.  Several Indigenous lecturers provide culturally 
appropriate content, cultural tours and introductions to practices such as bush 
medicine.  Elders and community members regularly support teaching in particular 
units.  The five day workshop ‘Framing Indigenous health’, which forms part of the 

                                                                 
xxvi The paper was co-authored by Northern Territory Department of Health officers and university researchers in 2013 and 
formed the basis for the final publication, released in 2014. 

https://www.crh.org.au/
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content of one course, is an example of the effective integration of cultural 
expertise.  All course evaluations have been positive.   

Funding was provided for the delivery of evidence-based programs focussed on improving 
health literacy to high-risk target populations.  2012 and 2013 examples include two 
programs targeted to improve men’s awareness of preventative health.  These are:  
Ø The Tradies Tune-Up Program was developed to raise awareness of personal 

preventative health amongst workers in the building and construction industry.  An 
evaluation of the Northern Territory Tune-Up Program by OzHelp NT was 
completed in 2012-13.  Almost 97% of men who participated rated the process as 
useful and demonstrated improved knowledge on diet, alcohol and exercise.  Many 
had also taken direct action to improve health such as seeing a doctor (58%), 
decreasing alcohol (almost 37%), losing weight (more than 34%), quitting smoking 
(21%), and increasing exercise (over 51%) and fruit and vegetable intake (40%). 
(108)  As a result of the outcomes, the Northern Territory Department of Health, 
Mental Health has provided funding to employ a nurse to provide increased 
numbers of tune-ups in the community.xxvii  

Ø In 2012 and 2013, the Northern Territory Department of Health, Men’s Health 
Strategy Unit, worked in partnership with Community Health, Unions Northern 
Territory, the Construction Health Improvement Project, Northern Territory Medicare 
Local and Cancer Council NT to deliver the male health awareness program Pit Stop.  
This program was developed in Western Australia and has been evaluated in 
multiple locations.xxviii  Pit Stop engages men in discussion about their health in 
non-medical settings by using motor vehicle analogy to raise men’s awareness of 
the need to undertake preventative health maintenance on a regular basis.  In June 
2012, Pit Stop was held in Darwin at the Skycity V8 Supercars and the Big Boys 
Toys Expo with a total of 297 men participating.  In Alice Springs, 56 men 
participated when Pit Stop was held at the Road Transport Hall of Fame gathering 
in August 2013.  

Examples of participatory planning and service delivery with a focus on health literacy during 
2012 and 2013 are: 
Ø As part of the Commonwealth Government’s Indigenous Chronic Disease Package 

(2009-2013), the Northern Territory Medicare Local funded Aboriginal community 
controlled organisations (health and community services) to deliver the Care 
Coordination and Supplementary Services Program.  The governance was structured 
to facilitate Aboriginal active community engagement in the planning and design of 
service delivery models.  122 primary health practitioners undertook Northern 
Territory Medicare Local’s cultural awareness or cultural safety training between July 
2012 and December 2013.   

Ø Health literacy tools have been developed for use in service planning and delivery in 
Darwin and Top End remote communities by the Northern Territory Department of 
Health, Alcohol & Other Drugs program.  Community stakeholder processes were 
developed to address community needs and priorities.  These included: Gunbung 
Action Group Meeting (Kakadu alcohol and substance misuse meetings and Kakadu 
community safety committee), the Oenpelli health forum, Daly River community 
safety committee and the men’s health agency committee. 

 
 
 

                                                                 
xxvii This funding arrangement provided reach to 848 individuals across 94 events, held at mostly construction and mining sites 
during 2014-15. 
xxviii Western Australia 2008,  Victoria 2010, Queensland 2010,  

https://ozhelp.org.au/support/
http://www.wacountry.health.wa.gov.au/index.php?id=488
http://www.phcris.org.au/roar/projects.php?id=4901
http://www.centralwestgippslandpcp.com/wp-content/uploads/2011/09/Mens-Health.pdf
http://eprints.usq.edu.au/20214/
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INDICATOR MEASURE/S:   
Number and proportion of Aboriginal staff employed within Department of Health. 
Number of targeted chronic conditions training and mentoring programs for Aboriginal 
people. 

Participation in training and employment improves socio-economic conditions and reduces 
the impact of chronic conditions.  These indicator measures under the social determinants 
of health key action area relate to providing more opportunities for Aboriginal Territorians 
to gain meaningful employment.   

Increasing participation of Indigenous Australians in health care services has also been 
identified to increase the health sector’s ability to improve outcomes in Indigenous health.  
Information about workforce development as a key strategy is provided in this report at 
Key Action Area 6- Workforce Planning and Development: 
Ø Strategy 6.2 Build workforce capacity to meet future population needs through 

research and innovation.  Indicator measure: Number of people taking up new roles 
related to chronic conditions.  

Ø Strategy 6.3 Develop and support employment of Aboriginal people in 
management, policy and operational areas of chronic conditions.  Indicator 
measure: Increase the number of Aboriginal people employed in the chronic conditions 
area.  

NORTHERN TERRITORY DEPARTMENT OF HEALTH STAFF NUMBERS 

The Northern Territory Government and the Northern Territory Department of Health 
have committed to ensuring employment and career advancement pathways exist for 
Aboriginal Territorians.  Between 2011 and 2013, the percentage of staff working in the 
Department of Health has increased by 8.3%.  In 2010 and 2011, Aboriginal and Torres 
Strait Islander staff numbers within the Department of Health remained steady at 6% of 
the total health workforce.  Between June 2012 and June 2013, an average of 407 staff 
(6.5%) identified themselves as Aboriginal and/or Torres Strait Islander.  Numbers 
fluctuated during the year between a low of 6.3% in June 2012 to a high of 6.7% in 
December 2012.    

TRAINING AND MENTORING PROGRAMS IN CHRONIC CONDITIONS 

New opportunities for trainee and cadetships in health included: 
Ø The Northern Territory Department of Business Indigenous Employment Program 

is a pre-employment program designed to attract Indigenous job seekers.  The 
program aims to provide long-term career pathways through skills-based and 
accredited training in workplace foundational skills.  During 2012 and 2013, the 
Northern Territory Department of Health supported five student intakes.  32 
Aboriginal participants undertook vocational educational training Certificate II in 
Community Services, Business or Customer Contact.  

Ø The Northern Territory Department of Health employed 28 cadets under the 
National Indigenous Cadetship Support Program. (109)  The cadets are local 
Aboriginal people studying in skill gap areas.  The average age of a cadet is 24 
years. 
 

Up-skilling the local workforce though training and mentoring included: 
Ø The Central Australian Remote Health Development Service is the only training 

and development organisation in Central Australia whose primary focus is remote 
health services.  Remote health development educators travel to health centres 
across Central Australia and the Barkly to provide on-site work-based training and 
assessment.  In 2012 and 2013, six Aboriginal health practitioner trainees working 

http://www.careers.nt.gov.au/starting-career/indigenous-employment/Pages/default.aspx
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in Northern Territory Department of Health remote health clinics were assisted to 
complete their Certificate IV in Aboriginal and Torres Strait Islander Primary Health 
Care (Practice) through Batchelor Institute of Indigenous Tertiary Education.  
Professional development short courses and workshops were also provided to 30 
Aboriginal Health Practitioners.  These included: Primary Health Care, First Aid, 
and About Giving Vaccines. 

Ø The Flinders Medical School based at Charles Darwin University campus in Darwin 
has developed educational pathways for Indigenous students studying medicine.  A 
senior cultural advisor is employed on site to provide support to students and 
cultural advice to academics and the institution.  

Ø The Bachelor of Health Sciences at Charles Darwin University has developed 
pathway courses aimed at supporting and engaging Indigenous students. 

Ø The Batchelor Institute of Indigenous Tertiary Education offers dual sector tertiary 
education.  The courses are chosen to align with employment opportunities in 
remote Australia and are developed to support progressive learning pathways.  
Preparatory courses and certificates to postgraduate course work and research 
programs are offered across three academic faculties and divisions.  Courses that 
address chronic conditions management include Certificate/s IV in Aboriginal and 
Torres Strait Islander Primary health Care (Community Care) and Aboriginal and 
Torres Strait Islander Primary health Care (Practice). On completion of this course 
students become registered with the Australian Health Practitioner Regulation 
Agency as Aboriginal health practitioners.  There has been an upward trend in 
students enrolling and completing their Certificate IV over the past five years. 

Completion 
rates 2009  2010 2011 2012 2013 

Certificate IV 8 14 6 12 17 

 

Ø In 2012 and 2013, the Northern Territory Department of Health coordinated five 
professional development workshops for Territory wide Strong Women, Strong 
Babies, Strong Culture coordinators and community-based workers.  The 
workshops were held in Darwin and attended by Darwin Midwifery Group 
Practice Strong Woman Workers.  The workshops were funded through the 
Indigenous Early Childhood Development national partnership agreement.  
Workshop sessions included chronic conditions training; prevention of chronic 
conditions, Best Start to Life training, health promotion and hygiene training. 

Ø The development and implementation of workforce mentoring and leadership 
programs strengthened the Australian Government funded Alcohol and other 
Drugs Remote Workforce training and development programs. 

Ø Danila Dilba Health Services Aboriginal health worker training and mentoring 
supported a number of staff in outreach and frontline identified positions.  

Ø The Aboriginal Mental Health Worker program managed by the Northern 
Territory Medicare Local provides remotely-based Aboriginal mental health staff 
ongoing support and training opportunities.   
 
 
 
 
 
 
 

https://www.ahpra.gov.au/
https://www.ahpra.gov.au/
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‘In 2013, 12 students employed by the Department of Health were enrolled in Diploma of 
Aboriginal and/or Torres Strait Islander Primary Health Care Practice; 60 students across Northern 
Territory were enrolled in Certificate IV in Aboriginal and or Torres Strait Islander Primary health 
Care Practice, with about thirty employed by Department of Health as trainees in remote areas; 
and 24 students all employed by Department of Health in non-clinical roles were enrolled in 
Certificate IV in Aboriginal and or Torres Strait Islander Primary health Care (Community Care).’ 

 
Batchelor Institute of Indigenous Tertiary Education 

KEY ACTION AREA 2: INCREASE THE FOCUS ON PRIMARY PREVENTION TO 
PREVENT AND REDUCE RISK FACTORS 

Objective:   To reduce the impact of behavioural and lifestyle factors and create 
supportive environments for health behaviours 

STRATEGY 2.1 INCREASE COMMUNITY AWARENESS ABOUT RISK FACTORS 
AND PROMOTE CONSISTENT MESSAGES 

INDICATOR MEASURE:  Activities focused on smoking, alcohol consumption and 
physical activity. 

The risk factors of smoking, alcohol consumption and diet and exercise leading to overweight 
and obesity apply to many chronic conditions.  Increasing primary prevention to reduce the 
impact of these behavioral and lifestyle factors will significantly decrease the risk of 
developing chronic conditions.  This indicator measure assists to gauge the level of 
investment in prevention activities to support healthier behaviors and environments in our 
communities. 

‘Under Closing the Gap, Improving Indigenous Access to Mainstream Primary Care, promotion of 
(Medicare) Item 715 Aboriginal Health Check includes partnering with various agencies to deliver 
preventative health messages, including tobacco, alcohol, nutrition and physical activity.  These 
messages are delivered to school students, pre-release prisoners and participants of various 
community programs in Darwin, Alice Springs and the cross-border region near Kununurra, 
Western Australia.’ 

Northern Territory Medicare Local 
 

Examples of activities focused on smoking, alcohol consumption and physical 
activity/nutrition are provided under separate headings below.  

SMOKING 

The National Tobacco Strategy (2012-2018) was endorsed and launched towards the end 
of 2012. (110)  This strategy provided an agreed approach to the commitment within the 
National Healthcare Agreement to reduce smoking rates.  Increases in anti-smoking mass 
media social marketing campaigns, the tobacco control workforce, and smoke-free areas in 
the Northern Territory were supported by this funding in 2013.   

During 2012 and 2013, $1.56M was allocated for tobacco control by the Northern 
Territory and Australian Governments.  The following overview of the commitments to 
key activities was provided by Northern Territory Alcohol and other Drugs, for this report: 
Ø $675,232 for the delivery of targeted education, brief intervention and cessation 

services in remote communities under the remote tobacco cessation project. 
Ø $46,003 for the operation of the Northern Territory Quitline, a 24 hour, seven 

days a week telephone counselling service. 
Ø $100,000 for the enhancement of the Northern Territory Quitline service to 

http://www.ntml.org.au/
http://www.health.gov.au/internet/main/publishing.nsf/content/tobacco-strategy
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make it more accessible and culturally appropriate to Aboriginal smokers. 
Ø $30,000 for Tobacco Incentive Grants of up to $3000 each to assist Aboriginal 

communities to develop local tobacco interventions. 
Ø $380,000 towards the hospital based intervention project operating in Darwin 

and Alice Springs. 
Ø $50,000 towards the continuation of the Cancer Council Northern Territory 

Health Awareness Campaign – Tackling smoking in cars and homes with children  
 

National and Northern Territory legislation was changed to reduce opportunities for the 
tobacco industry to promote and sell products. (111)  The changes aimed to reduce the 
attractiveness and control the supply of cigarettes.  Activities included: 
Ø On 1 December 2012, the Australian Government implemented legislation for the 

plain packaging of cigarettes and an increase in the size of the graphic health 
warnings on packs. 

Ø Under Northern Territory retail licensing legislation an annual renewal of license 
fees was introduced in 2012 to provide more control over who can sell tobacco. 

Ø In 2013, national discussions commenced regarding the regulation of electronic 
cigarettes. 

Extension of smoke-free environments and workplaces in the Northern Territory included: 
Ø On 1 July 2012, all Northern Territory Aboriginal community controlled health 

services, and the Aboriginal Medical Services Alliance Northern Territory premises, 
became entirely smoke-free. 

Ø On 1 July 2013, Northern Territory prisons became smoke-free.  Planning for the 
transition in 2012 included staff training, providing Nicotine Replacement Therapy, 
and informing inmates. 

Ø The Millingimbi Advisory Board and the Alcohol & Other Drugs team implemented 
smoke-free areas across the community.  The designated smoke-free areas include 
public spaces, playgrounds, the health centre, schools, community stores, office 
buildings, shire service areas and the sporting grounds.  Signage is in local 
language. 

Ø In 2013, work commenced to make it against the law for people to smoke in cars 
with children. 
 

Public health campaigns and resource development included: 
Ø Two new Northern Territory television anti-smoking commercials were 

launched in 2012.  They told graphic stories about protecting kids from 
second-hand smoke in cars and homes. 

Ø There was an expansion of anti-smoking material online including Anyinginyi 
Health Aboriginal Corporation in Tennant Creek producing a YouTube 
animation about protecting kids from second-hand smoke called ‘Smoking 
Hurts’.  

Ø Menzies School of Health Research launched a national anti-smoking website 
for Indigenous youth at www.nosmokes.com.au. 

Ø The Northern Territory Department of Health produced a series of pamphlets 
and resources particularly for Aboriginal Territorians.  The set of resources is 
called the Quitline and Aboriginal Communities Suite.xxix  
 

Training, education development and delivery and programs to support people stop 
smoking included: 

                                                                 
xxix Available on the Northern Territory Department of Health’s Quitline website 

https://www.youtube.com/watch?v=c7x5uVlNlow
https://vimeo.com/47693842
https://vimeo.com/47693842
http://www.nosmokes.com.au/
http://www.health.nt.gov.au/Alcohol_and_Other_Drugs/Tobacco/Quitline/index.aspx
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Ø In 2013, the Northern Territory Department of Health, Health Promotion 
Strategy Unit commenced development of E-learning modules for tobacco 
control and alcohol.  These were contracted to the Cancer Council to deliver. 

Ø The Northern Territory Government, Alcohol & Other Drugs Program ran the 
100 Quit Club Program,xxx and the Bio Psycho Social Tobacco Story Program in 
addition to providing training and tobacco education sessions. 

Ø The Northern Territory Medicare Local’s Closing the Gap team partnered with a 
range of agencies to deliver preventative health messages to identified, key risk 
groups.  An example of one of the programs was inclusion of a smoking 
cessation program within the Darwin Correctional Centre Pre-Release 
Program. 

Ø During 2012 and 2013, tobacco cessation programs were directly delivered by 
the Northern Territory Department of Health Alcohol & Other Drugs Program.  
These included: 

· Seven three-week QUIT training programs in urban centres.  
· 32 Tobacco Cessation Education and Therapy Programs in remote 

communities.  
· Delivery of nationally accredited tobacco cessation units in the 80 hour 

specialist training program for 60 students. 
Ø The Department of Health’s Remote Tobacco team report that of the 520 

Aboriginal program participants, 220 made an attempt to quit smoking and 58 
successfully quit smoking.    

Collaborative work to reduce high rates of smoking in our communities included: 
Ø In May 2013, the Northern Territory Department of Health East Arnhem Health 

Development team, and Alcohol and Other Drugs team, worked with Miwatj 
Health Aboriginal Corporation to organise a Tobacco Forum in Galiwinku.  The 
forum brought workers from different communities together to present and share 
information and ideas about the initiatives to decrease tobacco use happening in 
remote communities. 

Ø The Northern Territory Tobacco Control Action Committee was established to 
monitor progress on identified tobacco control activities and make 
recommendations on priority areas.  Committee membership includes 
representatives from various government departments and non-government 
organisations.  The committee provided their first and second annual reports in 
2012 and 2013. 

Ø The Northern Territory Medicare Local facilitated the Mental Health Alcohol & 
Other Drugs Advisory Group. 

‘Miwatj employs local Tobacco Action Workers in Galiwin’ku, Milingimbi, Ramingining and 
Gapuwiyak, supported by a Regional Tobacco Coordinator based in Nhulunbuy through the 
regional Indigenous Tackling smoking and lifestyle program.  The program aims to develop a 
sustainable base of activities, knowledge and resources in communities which will address those 
barriers.  These Tobacco Action Workers engage the community in a range of activities such as 
raising awareness about the dangers of smoking, supporting quit attempts, advocating for smoke-
free spaces, reducing exposure to passive smoking, participating in such community-run events as 
the Galiwin’ku Healthy Lifestyle Carnival, and using role models to deliver direct messages about 
healthy living.  A key strength of Miwatj’s approach is that the strategies are targeted to local 
needs and implemented by a workforce with detailed understanding of the unique context of their 
communities.  Highlights in 2012 include World No Tobacco Day at Milingimbi, working with 
tennis star Yvonne Goolagong-Cawley to spread the ‘Yaka Ngarali’ (no smoking) message, and the 
tobacco workers completing their Certificate III in Community Services.’  

Miwatj Health Aboriginal Corporation  
                                                                 
xxx The 100 Quit Clubs aim to encourage 100 members of Northern Territory Growth Towns to quit smoking 
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ALCOHOL 

The largest change aimed at controlling alcohol consumption in the Northern Territory 
during 2012 and 2013 was the introduction of mandatory alcohol treatment services.  
Mandatory treatment applies to anyone taken into custody three or more times within a 
two month timeframe due to excessive alcohol consumption.  Mandatory treatment 
service system development and legislative change by the Northern Territory Government 
commenced with the announcement of the alcohol mandatory treatment program in April 
2013.  Preparatory work undertaken between April and December 2013 included: 
Ø The development and passing of the Northern Territory Alcohol Mandatory 

Treatment Act.  The new laws commenced on 1 July 2013. 
Ø Establishment of the legislative mechanisms required to support the Act, including 

the Alcohol Mandatory Treatment Tribunal and the Community Visitor Program.xxxi  
Ø The creation of new services and service infrastructure to deliver assessment and 

treatment services in Darwin, Alice Springs, Nhulunbuy and Katherine.  
 

Programs provided direct support to Territorians to reduce high-risk and harmful drinking.  
The following examples describe some of the programs offered during the reporting 
timeframe and are ongoing. 
Ø Many Aboriginal community controlled health services provide specific alcohol 

counselling, brief intervention and health promotion to reduce harmful drinking 
behaviours within the primary health care setting.xxxii  Some Aboriginal community 
controlled health services provide more intensive support and counselling for 
alcohol use. 

Ø Remote alcohol and other drugs workers are located across Aboriginal community 
controlled and Northern Territory Department of Health clinics.  They are 
supported by the Commonwealth funded Remote Alcohol and Other Drugs 
Workforce Program and a psychology position within Aboriginal Medical Services 
Alliance Northern Territory.  The workers provide support for people with alcohol 
and other drug problems and lead/participate in community development and 
prevention activities.   

Ø The community based Northern Territory Department of Health’s Alcohol & Other 
Drugs Program provides services to prevent and minimise harm related to alcohol, 
tobacco and other drug use.  The program employs a mix of staffing skills and 
expertise including: doctors, nurses, alcohol and other drug workers, counsellors, 
psychologists, educators and policy officers.  Areas of work focus include 
legislative compliance, provision of accredited staff training and development 
support for services that provide treatment to those affected by the misuse of 
alcohol and other drugs.  Community development methods support program 
development and delivery.  Training and education programs to schools, 
communities, individuals and service providers about the harm of alcohol and drugs 
are provided.   

Ø Central Australian Aboriginal Congress runs Safe and Sober Support Services in 
Alice Springs.  Safe and Sober aims to improve wellbeing for Aboriginal people with 
alcohol problems by offering a service model provided by a multi-disciplinary team 
of Aboriginal alcohol and other drug workers, therapists and doctors.  The three 
areas of service support provided are social and cultural support, structured 
therapy and medical care, including prescription drug therapy.  

 

Public health campaigns and resource development and distribution included:  

                                                                 
xxxi The Community Visitor program sits within the Anti-Discrimination Commission NT 
xxxii Service information provided by Danila Dilba Medical Services 

http://remoteaod.com.au/
http://remoteaod.com.au/
http://www.nationaldrugstrategy.gov.au/internet/drugstrategy/publishing.nsf/Content/D4E3727950BDBAE4CA257AE70003730C/$File/National%20Tobacco%20Strategy%202012-2018.pdf
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Ø The Professional Development in Foetal Alcohol Syndrome Program was 
reviewed by the Northern Territory Department of Health, Alcohol and Other 
Drug Program in 2011-2012.  New resources were developed and service 
delivery strategies implemented.  Resources were provided to all midwifery staff, 
community service officers, non-government service providers and other 
interested stakeholders. 

Ø Northern Territory Department of Health, Alcohol & Other Drug Program 
promoted safe drinking in combination with the promotion of tobacco media 
campaigns and healthy living resources and projects at community festivals and 
events.  Key dates and activities targeted included: NAIDOC week, Drug Action 
Week, Road Safety Projects, Marine and Boating Programs, Barra Classics, V8 
Supercars, and Motor Cross. 

 

…’a DVD, developed ‘by community for community’, promoting an awareness of Foetal Alcohol 
Spectrum Disorder and the impact on children.  Segments of the DVD were screened regularly on 
Imparja TV (during 2012 & 2013), emphasising a responsive, appropriate and powerful awareness 
footprint that targets communities not only in the Barkly region but elsewhere in the Northern 
Territory, South Australia, Queensland and Western Australia’.   

Anyinginyi Health Aboriginal Corporation 
 

Examples of collaborative work to reduce high-risk drinking in our communities included: 
Ø Partnerships between Northern Territory Department of Health, Alcohol & Other 

Drugs Program, (the then) Department of Justice, Federal Department of 
Families, Housing, Community Services and Indigenous Affairs, Licensing, 
Northern Territory Football Club and others  continued.  These partnerships all 
aim to develop collaborative strategies and projects to reduce alcohol-related 
incidents, injuries and suicide rates in Top End communities. 

Ø The Northern Territory Department of Health, Alcohol and Other Drug Program 
continued to support local, rural, regional and remote regions and communities’ 
reference and advisory groups to promote harm minimisation and community 
development principles. 

Ø Temporary beat locations have reduced high risk alcohol use in Alice Springs, 
Tenant Creek and Katherine. 

NUTRITION AND PHYSICAL ACTIVITY 

HEALTHY COMMUNITIES, HEALTHY CHILDREN AND HEALTHY WORKERS 
INITIATIVES 

During 2012-2013 the National Partnership Agreement on Preventive Health was 
established to address the rise in lifestyle-related chronic disease.  The agreement 
supported broad public health campaigns and the use of social marketing.  Programs 
supporting healthy lifestyles were delivered nationally under Healthy Communities, 
Healthy Children and Healthy Workers initiatives.  The following programs were delivered 
in the Northern Territory under this agreement: 

The Commonwealth directly funded Alice Springs, Darwin and Palmerston City Councils to 
deliver Healthy Communities initiatives.   
Ø The Alice Springs Town Council delivered ‘Active in Alice’.  Activities engaged over 

29% of the population and provided training for more than 30 people to deliver a 
range of active lifestyle programs. (112) 

Ø Darwin City Council ran the ‘Healthy Darwin’ program which aimed to improve access 

http://www.federalfinancialrelations.gov.au/content/npa/health_preventive/national_partnership.pdf
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to lifestyle activities particularly for low income earners.  Activities included weekly 
group exercise, walking and cycling programs, healthy cooking and gardening 
workshops, community events and programs for ‘at risk groups’. (113)  The Healthy 
Darwin facebook page remains active.  

Ø ‘Healthy Palmerston Programs’ included ActivateNT, Life Be In It participation, 
Healthy Eating, Activity and Lifestyle program, information dissemination, education 
and community events. (114) 

The five year Childhood Obesity Prevention and Lifestyle programxxxiii was implemented in 
Palmerston as the Northern Territory Healthy Children initiative.  Activities included: 
education of children at five schools, establishment of park and stride drop off zones at three 
primary schools, healthy breakfast promotions, mail outs of resources including recipes to 
15,000 households, and support to the Moulden Park Healthy House Café. (13) 

National public health campaigns and resource development during 2012 and 2013 
included: 
Ø Swap It, don’t stop it 
Ø Shape Up Australia 
Ø Go for 2 and 5 
Ø Lift for Life  
 

The Northern Territory Healthy Worker initiatives are reported at: 
Ø Key Action Area 2.5 ‘Increase workforce capacity for action to reduce population risk 

factor levels’. Indicator Measure: Evidence of implementation of healthy workplace 
policies. 

HEALTHY EATING  

Work to improve understanding, access to and promotion of healthy eating in our 
communities included: 
 
Ø Northern Territory Department of Health, Nutrition team assisted the 

development and implementation of the audit for community stores to improve 
food choice and quality. 

Ø Danila Dilba Medical Service provided the ‘Active Community Nutrition Program’ 
and one-on-one interventions across their services. 

Ø The primary health care outreach team in Central Australia and the Top End is 
comprised of multiple specialist health professionals to support public health 
programs within communities.  These include: preventable chronic conditions, 
women’s health, and diabetes educators, health promotion officers, nutritionists 
and Aboriginal health promotion officers and Aboriginal men’s health 
coordinators. 

Ø The management of dietician outreach services changed during 2012-2013.  
Dietician services to remote areas increased following the decision to move from 
the Specialist Outreach NT Government program to the Medical Outreach 
Indigenous chronic disease program managed by the Northern Territory Medicare 
Local. 

Ø Fred Hollows Foundation, Menzies School of Health Research, Northern Territory 
Department of Health and a range of other nutrition stakeholders, worked 
together on the ‘Food and Health Communication across Cultures’ project.  The 
project focus was culturally meaningful nutrition and health promotion that is 
inclusive of Indigenous knowledge and beliefs.  A teaching and learning resource 

                                                                 
xxxiii Funded through the Council Of Australian Governments National Partnership Agreement on Preventative Health, 

https://www.facebook.com/healthydarwin
https://www.facebook.com/healthydarwin
http://www.nutritionaustralia.org/act/swap-it-dont-stop-it-workplace-services
http://www.shapeup.gov.au/
http://www.gofor2and5.com.au/
http://www.liftforlife.com.au/
http://www.menzies.edu.au/page/Research/Projects/Nutrition/Food_and_health_communication_across_cultures/
http://www.menzies.edu.au/page/Resources/Food_and_health_communication_across_cultures/
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for non-Indigenous health staff working in nutrition, health education, and health 
promotion, was developed. 

Ø Northern Territory Department of Health, Primary Health Care urban nutrition 
team worked with nutritionists in Katherine and Alice Springs for Australia’s 
Healthy Weight Week and 10 Week Challenge.  Activities for Healthy Weight 
Week are supported by community health centres and Power and Water and 
have been held in the Territory since 2011.  Activities during 2012 and 2013, 
included information stalls, interactive health checks in shopping centres and 
businesses, presentations to school health nurses, supermarket tours and phone 
app presentations.   

PHYSICAL ACTIVITY 

Improving engagement in sports and activities across our communities included: 
 
Ø Northern Territory, Alcohol & Other Drugs program provided funding to promote 

children’s access and involvement in football in remote communities.  
Ø Heart Foundation walking groups have been developed across the Territory.  The 

Heart Foundation Walking program aims to make regular physical activity 
enjoyable and easy. Alice Springs became the second largest walking group in 
Australia.  

Ø The Heart Foundation Healthy Lifestyle Project aimed to strengthen the capacity 
of local community workforces.  Local sport and recreation officers, community 
workers and carers were the primary target group.  A secondary aim was more 
involvement of Aboriginal children and youth (5 to 20 years of age) in physical 
activity and healthy lifestyle habits.  Whilst the primary focus centred on physical 
activity, the project also addressed awareness of diet, smoking, environmental 
tobacco smoke and health checks. (115) 

STRATEGY 2.2 ENCOURAGE BEHAVIOURS THAT PROMOTE HEALTH AND 
WELLBEING 

INDICATOR MEASURE:  Number of programs that provide Aboriginal people with skills 
and understanding of preventative health behaviours. 

Primary health prevention is provided through programs aimed to increase understanding 
and skills in looking after and maintaining health.  The aim is to decrease the risk factors 
for developing chronic conditions.  This indicator measure gives an idea of how many 
preventative health programs are being delivered to Aboriginal people.  It recognises that 
Aboriginal people experience much higher levels of ill health due to chronic conditions 
than other Territorians.   

Many of the programs relevant to this section are reported above in: 
Ø Strategy 2.1 ‘Increase community awareness about risk factors and promote 

consistent messages’ Indicator Measure: Activities focused on smoking, alcohol 
consumption and physical activity. 

Additional programs focussed on Aboriginal people during 2012 and 2013 included: 
Ø The Northern Territory Medicare Local Rural Primary Health Programs, 

Preventative Health Initiative programs were delivered in the Katherine East and 
Barkly regions.  The Katherine East program was delivered by Sunrise Health 
Service.  It aimed to build resilience and promote the wellbeing of young people.  
The Barkly programs worked with two communities to decrease skin disease 
(Alpurrurulam Healthy Skin and Community Wellness) and improve nutrition 

http://healthyweightweek.com.au/
http://healthyweightweek.com.au/
http://healthyweightweek.com.au/10-week-challenge/
http://walking.heartfoundation.org.au/
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(Utopia Homeland Community Gardens).   Both of the programs in the Barkly 
region were informed by independent evaluations completed in 2014 and are 
continuing. (116) 

 
Work to strengthen and develop ongoing services and programs included: 
Ø Northern Territory Department of Health, primary health care outreach clinics 

commenced in Darwin to engage people who were not accessing standard health 
care facilities.  Education and health assessments are provided to an average of 
20-30 people per week.  

Ø The Northern Territory Department of Health Oral Health Promotion actively 
expanded the Healthy Smiles Program in 2012.  The program provides practical 
skills and training for registered nurses and registered Aboriginal health workers 
to apply fluoride varnish and teach oral hygiene in primary health care settings.  
Healthy smiles aims to integrate oral health care as part of standard prevention 
approaches in primary health care.   

Ø The respiratory team at Royal Darwin Hospital trialled IBERA* (Indigenous Body 
Educational Resource Animation) in their work in six remote community clinics.  
This educational DVD was developed by Danila Dilba. 

Ø Menzies School of Health Research continued existing and new collaborative research 
projects.  These included: Good Food Systems Project (2009-2014), Talking About 
the Smokes – national project, NT Diabetes in Pregnancy Partnership Project – 
longitudinal project commencing in 2012, and Darwin Region Urban Indigenous 
Diabetes (DRUID) study (January 2012–December 2013). 

Events and campaigns were used to promote preventative health during 2012 and 2013.  
Examples provided for this report include: 
Ø Red Dust developed and produced ‘Billy the Kidney’ song and video clip at 

Milikapiti.  Kidney Health Australia worked with local Aboriginal health workers 
to deliver the Ngawurrayamangamiya (Take Care of Yourself) Kidney Health 
Festival at Wurrumiyanga in 2012 and Wadeye in 2013.  

Ø Larrakia Health Outreach facilitates weekly ‘Arts in the Grass’ program in Darwin 
for ‘long-grassers’.  The program delivers preventative health messages, provides 
practical and transport assistance and supports access to primary and social care 
services. 

Ø In 2012, the Northern Territory Department of Health Environmental Health 
Branch launched the ‘No Germs on Me’ hand washing campaign.  The campaign 
was aimed at families living in remote communities and promoted the importance 
of routine hand washing with soap to reduce the spread of respiratory and 
gastrointestinal infections and included:   
· Hand washing promotion activities were coordinated and delivered by 

environmental health officers to communities.  Schools and child care centres 
were often involved. 

· A collaborative campaign in community stores with ‘shelf talkers’ which 
encouraged people to buy more soap for hand washing. 

· Television commercials were screened on Imparja, Go and Gem between 
January-March 2012 and June 2012-June 2013.xxxiv 

 

                                                                 
xxxiv A message recall survey was conducted in May and June 2012 regarding the television commercials.  There were 101 
respondents from NT.  The survey found that the majority of respondents understood the messages in the television commercials and 
overwhelming they were well liked. 

http://health.nt.gov.au/Oral_Health/Oral_Health_Promotion/index.aspx
http://www.menzies.edu.au/page/Research/Projects/Nutrition/Good_Food_Systems_Project/
http://www.itcproject.org/countries/australia/tats
http://www.itcproject.org/countries/australia/tats
http://www.menzies.edu.au/page/Research/Projects/Diabetes/The_Northern_Territory_Diabetes_in_Pregnancy_Partnership_Project/
http://www.menzies.edu.au/page/Research/Projects/Diabetes/The_The_DRUID_Study_Diabetes_and_Related_disorders_in_Urban_Indigenous_people_in_the_Darwin_region/
http://www.menzies.edu.au/page/Research/Projects/Diabetes/The_The_DRUID_Study_Diabetes_and_Related_disorders_in_Urban_Indigenous_people_in_the_Darwin_region/
http://www.reddust.org.au/jukebox/billy-the-kidney
http://digitallibrary.health.nt.gov.au/prodjspui/bitstream/10137/361/1/Child%20growth%20charts%20in%20the%20NT%202008%20discussion%20paper.pdf
http://digitallibrary.health.nt.gov.au/prodjspui/bitstream/10137/361/1/Child%20growth%20charts%20in%20the%20NT%202008%20discussion%20paper.pdf
http://www.health.nt.gov.au/Environmental_Health/No_Germs_on_Me_Campaign/index.aspx
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STRATEGY 2.3  SUPPORT COMMUNITIES TO CREATE HEALTHY 
ENVIRONMENTS 

INDICATOR MEASURE:  Evidence of the use of health impact assessment in government 
planning processes. 

Health impact assessment is defined as ‘a combination of procedures, methods and tools by 
which a policy, program, product or service may be judged concerning its effects on the health 
of the population’. (103)  Government use of health impact assessments provides an 
indication of how well health needs are included as part of planning processes. 

‘The Northern Territory does not have a formal administrative or legislative process in place for the 
provision of health impact assessment to the Environmental Impact Assessment process…..(The) 
Department considers that systematic consideration of the broader issues of health impact within 
a community is important in the context of sustainable development.  The Environmental Health 
Branch carries out environmental health assessments on significant developments assessed under 
the Environmental Assessment Act’. 

Department of Health website 

The Healthy Community Assessment Tool was developed and trialled in 2008.  The tool 
covers a broad range of important issues relevant to a community environment that 
supports achieving and maintaining good health and is inclusive of social determinants of 
health.   In 2012, the Northern Territory Department of Health, Environmental Health 
Branch was trained to use the tools and a survey of selected Top End Communities was 
conducted.  This trial resulted in updates to the tool.  In 2013, a publication was released 
to further the use of the tool to assist planning and service delivery for improved 
outcomes in health, particularly in remote and regional community settings. (117) 

STRATEGY 2.4 INCREASE THE FOCUS ON THE EARLY YEARS OF LIFE, 
CHILDREN AND YOUNG PEOPLE 

INDICATOR MEASURE:  Number and proportion of primary health care services that 
provide antenatal, early childhood, school age and adolescent programs. 

Improving the health of babies, children and young people is a key strategy to reduce 
chronic conditions in our community.  This indicator measure asks information about the 
number of services and programs being offered to improve the health of babies (before 
and after birth), children and young people.  All primary health care services in the 
Northern Territory are expected to provide services for baby and child health.  The 
number of primary health care programs for antenatal, early childhood, school age, and 
adolescent programs in the Northern Territory cannot be accurately provided. (14) 

Aboriginal primary health care services provide clinical and preventative care and report 
on antenatal care service delivery.  Targeted programs have been created for ‘high-risk’ 
children.  Risk can be due to social and family issues in addition to physical health 
problems.  Antenatal services provided by Aboriginal community controlled primary health 
care providers are delivered through a community-based or visiting midwife.   

PROGRAM EXAMPLES 

Some programs aim for Northern Territory or regional wide coverage.  Some program 
examples include: 
Ø The Strong Women, Strong Babies, Strong Culture program has been running since 

1983.  This program is  complemented  by clinical antenatal care.  

http://www.health.nt.gov.au/environmental_health/health_risk_assessment/index.aspx
http://www.menzies.edu.au/page/Research/Projects/Hygiene/Healthy_Community_Assessment_Tool_-_HCAT/
http://digitallibrary.health.nt.gov.au/prodjspui/handle/10137/429
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Ø The Healthy Under 5 Kids program – see Strategy 3.2  
Ø The Healthy School Age Kids Program, collaboration between the Northern 

Territory Departments of Health and Education, was designed for children in 
remote communities.   

Ø Core of Life is a national program to support healthy pregnancy, birth and 
motherhood for teenagers. 

Ø The Northern Territory, Department of Health Homebirth Service is available in 
Alice Springs and Darwin.  It is a midwifery-led primary health care model of 
practice. The midwives provide community-based care.  The service is supported 
by nominated medical officers and hospital based obstetric departments. 

Ø The Department of Health, Child and Family Health Services is for all families with 
children 0-5 years of age.  Qualified child and family health nurses provide 
consultations in the health centres and during home visits.  Drop in clinics and 
group parenting support sessions are also available.  Centres are located in urban 
and regional centres in the Northern Territory. 

Ø The School Health Service works with school communities to develop and 
integrate health promotion information into the curriculum. The School Health 
Service is provided in 15 Northern Territory government secondary and special 
schools to support the national Health Promoting Schools framework. 

Ø The Northern Territory Department of Education Families as first Teachers 
program provides a holistic approach to parenting, healthy children and families.  
The program works in partnership with the organisations in remote areas and 
communities. 

Ø Central Australian Aboriginal Congress run two distinct programs:(118)   
· The Preschool Readiness Program has a focus on successful transition from 

home to school.  Independent evaluation has demonstrated a clear positive 
trend in children’s progress and overall enrolment figures.   

· The Australian Nurse Family Partnership Program is an evidenced-based home 
visiting program.  Education and support services are provided to women and 
their families from pregnancy until the child is two years old.  The team consists 
of a nurse supervisor, three Aboriginal community workers and seven nurse 
home visitors.  The nurse home visitors undergo extensive training in the 
Australian Nurse Family Partnership Program over a period of 12 months.  

Ø The main focus of the Child and Maternal / Women’s Health Program run by 
Wurli-Wurlinjang Health Service, is preventative health. xxxv, Services include 
childhood immunisations, growth assessments and child health checks.  Health 
promotion and education emphasise the dangers of substance misuse during 
pregnancy and the importance of nutrition in early childhood development.  The 
Program provides weekly antenatal services, early childhood services four days per 
week and monthly school visits. 

Ø Northern Territory Department of Health, Oral Health Services provide Territory-
wide child and youth oral health service.  Services are provided in urban and 
remote health centres, school-based settings (including Northern Territory 
boarding schools) and mobile services.  Oral Health Services Northern Territory 
implemented health promotion targeted at children via a partnership with 
Northern Territory Australian Football League.  

RESEARCH EXAMPLE 

Childhood anaemia is a priority in Aboriginal child primary health.  The Early Childhood 
Nutrition and Anaemia Prevention projectxxxvi aimed to discover how a community 
                                                                 
xxxv Jointly funded by the ‘Healthy for Life’ initiative – Australian Government – Department of Health and Ageing (Office for 
Aboriginal and Torres Strait Islander Health) and the Northern Territory Department of Health. 
xxxvi Collaborating partners: the Fred Hollows Foundation, Sunrise Health Service, Northern Territory (NT) Department of Health, 
Child and Youth Strategy Unit, Kimberley Aboriginal Medical Services Council, Department of Health, Queensland (formerly 

http://www.health.nt.gov.au/Child_and_Youth_Health/Healthy_Under_5_Kids/index.aspx
http://www.health.nt.gov.au/Child_and_Youth_Health/Healthy_School_Age_Kids/index.aspx
http://www.coreoflife.org.au/
http://health.nt.gov.au/Womens_Health/Maternal_and_Infant_Health/Home_Birthing/index.aspx
http://www.health.nt.gov.au/library/scripts/objectifyMedia.aspx?file=pdf/83/27.pdf&siteID=1&str_title=Child%20&%20Family%20Health%20Factsheet.pdf
http://remotehealthatlas.nt.gov.au/hsak_manual.pdf
https://education.nt.gov.au/support-for-teachers/faft
http://www.caac.org.au/client-services/child-family-service
http://www.anfpp.com.au/
http://www.wurli.org.au/programs-womens-health.htm
http://www.health.nt.gov.au/oral_health/
http://health.nt.gov.au/Oral_Health/Oral_Health_Promotion/index.aspx
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nutrition program could work in remote communities.  Home-based use of ‘Sprinkles’ were 
used to improve nutrition and prevent iron deficiency anaemia of Aboriginal infants and 
young children aged six months to two years.  The project engaged 262 infants and young 
children and their families through local health services in six remote communities.  Project 
activities during 2010–2012 were evaluated in 2012 and 2013.  Outcomes included (119):  
Ø Revitalised interest among health services and researchers in early childhood 

anaemia, growth and nutrition.  Health services at community and state/territory 
level are re-evaluating their efforts in management of early childhood anaemia and 
growth and incorporating a stronger focus on maternal nutrition. 

Ø The World Health Organisation Infant and Young Child Feeding Counselling 
Course informed the Talking About Feeding Babies and Little Kids Program.  This is 
used by health and community services workers to deliver nutrition education. 

Ø The Northern Territory Department of Health, Child and Youth Health Strategy 
Unit developed an educational resource and ‘train the trainer package’.  
Community-based workers in remote health centres across the Northern Territory 
are trained to deliver the ‘Talking about Feeding Babies and Little Kids’ program.  

OTHER RELEVANT PRIMARY HEALTH CARE PROGRAMS 

During 2012 and 2013, the Northern Territory Medicare Local managed a range of 
programs that supported maternal, baby, child and youth health.  These included: 
Ø Rural Primary Health Service, Preventive Health Initiative Programs.  
Ø Families as Schools Together Program in East Arnhem Land. 
Ø Access to Allied Psychological Services Initiative delivered a mental health 

program with focus on perinatal, infant and child primary mental health services. 
Ø Mental Health Services in Rural and Remote Areas Program in East Arnhem, 

Laynhapuy Homelands, Groote Eylandt, Katherine, Central Australia, Pine Creek, 
Adelaide River and Batchelor. 

Ø Refugee Program. 
Ø The Immunisation Program. 

Services for young people included: 
Ø Headspace Darwin provides early intervention mental health services for young 

people aged between 12-25 years in the greater Darwin region.  The service 
delivers individual assessment, counselling and support to young people and 
community awareness and information sessions to groups in the community as 
ongoing services.  A range of community sessions provided during 2012 and 
2013 included: information sessions to schools, general information stalls, referral 
pathways, support and information at youth health expos and youth week 
activities, and provision of information about early intervention methods to 
sporting clubs and police junior rangers.   

Ø Under Primary Health Care and Healthy School Aged Kids Program, two health checks 
are now available for adolescents up to 15 years of age.  A youth audit tool has been 
developed with the ABCD national research partnership.  

INDICATOR MEASURE:  Birth weight in Aboriginal and non-Aboriginal babies. 

Birth weight is measured in all baby health services and programs.  Low birth weight 
(<2,500 grams) is a life and health risk for the baby.  Low birth weight has also been 
associated with poorer health outcomes in children and adults.  Low birth weight increases 
the risk of the development of a range of chronic conditions including type 2 diabetes, 
cardiovascular and kidney disease, respiratory disease, and obesity. (8 p.22) This indicator 

                                                                                                                                                                                                        
Queensland Health), The Rural Clinical School of Western Australia-The University of Western Australia, Menzies School of 
Health Research, Boab Health Services, Heinz Australia 
 

http://hnnt.org.au/programs/rural-primary-health-services-and-preventive-health-initiatives
https://apps.aifs.gov.au/ipppregister/projects/families-and-schools-together-northern-territory
http://hnnt.org.au/our-programs/mental-health/access-allied-psychological-services-ataps
http://hnnt.org.au/our-programs/mental-health
http://hnnt.org.au/programs/refugee-health
http://www.anglicare-nt.org.au/service/headspace-top-end/
http://www.menzies.edu.au/page/Research/Projects/ABCD_National_Research_Partnership/
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measure aligns with the aim to decrease the percentage of babies born with low birth 
weight.  It is expected this would significantly improve childhood and adult health 
outcomes across chronic conditions.   

Low birth weight is directly related to maternal health.  Social determinants of health, in 
particular poverty, have the most impact on low birth rates.  Improving nutrition and 
reducing smoking (8 p.22) are two factors that improve birth weight.  In Australia, babies 
born to Indigenous women are more likely to have low birth weight. 

The Northern Territory has the highest percentage of low birth weight babies in Australia.  
Between 2009 and 2011, 7.7% of all babies born in the Northern Territory had birth 
weights of less than 2,500 grams.  This compares to 4.8% nationally in the same time 
period.  (120) This is due to the high number of Aboriginal mothers who give birth to low 
weight babies and very low birth weight babies.  In 2012, 2.4% of Northern Territory 
babies born to Aboriginal mothers had very low birth-weight (less than 1,500 grams) 
compared with less than 1% of babies born to non-Aboriginal mothers.  This was 
consistent across most locations. (121)  Aboriginal mothers had babies of low birth rate at 
more than 2.5 times the rate of non-Aboriginal mothers in the Northern Territory (figure 
39 below).   

Figure 38 - Low birth weight babies per 100 live births, by Indigenous status of mother and 
state/territory of residence, 2011 

 
Note: ACT and Tas proportions are based on small numbers 

Source: AIHW/NPESU analysis of National Perinatal Data Collection taken from ATSI Health Framework Report 2014 Figure 1.01-2 
(p.23)  

It is difficult to identify any clear improvements in birth weight over the last five to six years due to the 
inconsistency of various data sources.  Data collected between 2009 and 2011 across the 61 
Medicare Local catchment areasxxxvii recorded low birth rates for Aboriginal mothers in the 
Northern Territory at 13%. (120 p.24-25)  This is less than the 2010 and 2011 records of 
Aboriginal babies born in Northern Territory hospitals (14.4%) (1 p.65 )and 2012 data (13.6%). 

INDICATOR MEASURE:  Underweight in children less than 5 years of age. 

The measurement of weight and height of children under five years of age is an indicator 
of the nutritional status and growth rate of children.  A child may be underweight for a 

                                                                 
xxxvii 61 Medicare Local catchment areas were transitioned to 31 Primary Health Care Networks in June 2015. 
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number of reasons including illness and inadequate diet.  Stunted growth will often result 
in significant health issues and poor health status for children. (122)  Maintaining a healthy 
weight and growth rate supports physical and cognitive development and greatly improves 
health outcomes.   

In the Northern Territory, children living in remote areas are weighed regularly.  Data is 
provided by all Northern Territory health service providers, including non-government 
organisations, who have agreed to provide data as part of their involvement in the Healthy 
Under 5 Kids program.  The program recorded weight measurements during 2012 and 
2013 for children at 81% and 82% respectively.   

There has been little change in the proportion of underweight children living in remote 
communities in the Northern Territory over the past five years.  Between 2010 and 2014, 
the percentage of underweight children recorded in the Healthy Under 5 Kids program has 
been between 6-8%.  

Figure 39 - Percentage of measured resident children less than 5 years of age who are underweight by 
survey period 2010-2014 

 

Source: Healthy Under 5 Kids Program Growth and Nutrition Northern Territory Annual Report 2014 v1.0.0 

Height is measured less often. For example 59% of children under 5 were measured in 2014. (123)  
Stunting is a measure of height-for-age and indicates child growth.  In 2014, the 
percentage of children who were measured in remote Northern Territory who were 
stunted was 17%.  Stunting is a consequence of inadequate nutrition and/or frequent 
illness and is more prevalent in children aged 18 months to 2 years.   

STRATEGY 2.5 INCREASE WORKFORCE CAPACITY FOR ACTION TO REDUCE 
POPULATION RISK FACTOR LEVELS 

INDICATOR MEASURE:  Evidence of the implementation of healthy workplace policies. 

Implementation of healthy workplace policies provides information about how workplaces 
are supporting employees to understand and develop preventative health behaviour.  
Some health workforce activities have been recorded in other areas where programs had 
multiple purposes and outcomes.xxxviii 

HEALTHY WORKERS INITIATIVE 

                                                                 
xxxviii Healthy lifestyle project – Refer to Key Action Area 2 – Strategy 2.1 
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The Healthy Workers Initiativexxxix was funded under the National Partnership Agreement 
on Preventive Health.  Under this Initiative, the Australian Government supported national 
activities to support workplace health.  This included the development of: 
Ø an awards program.  
Ø a workplace health promotion toolkit and web portal for employers.  
Ø a Joint Statement of Commitment to promote good health through workplaces. 
Ø a quality framework.   

 
Funding of $1.31mxl supported the implementation of the Healthy@Work program and 
the Construction Health Improvement Project in the Northern Territory programs 
between July 2011 and June 2014. (124) 

The Healthy@Work program targeted Northern Territory Department of Health 
employees.  ‘The program aimed to reduce the risk of staff of developing a preventable chronic 
condition by increasing fruit and vegetable intake, increasing participation in physical activity, 
reducing tobacco use and reducing harmful consumption of alcohol’.(125) Activities included: 
Ø A 2011 online staff survey identified perceived barriers, needs and priorities of 

staff regarding their health and wellbeing. This online survey also asked for staff 
input to inform the development of the program. 

Ø Health behaviours of staff have been measured via staff survey at baseline in 2012, 
2013 and 2015. This risk profiling study assesses lifestyle risk factors among staff.    

Ø Online screening tools and resources for nutrition, physical activity, smoking and 
alcohol consumption and a healthy weight program were developed. 

Ø A grants scheme (Healthy Lifestyle Sponsorship Fund) was created to provide 
grants to staff and work units.  The grants scheme provided work units funding for 
programs and equipment to support healthy lifestyles. 

Ø A Northern Territory Healthy@Work Position Statement was developed.  
Ø A partnership with the Work Health and Safety Unit supported integration of 

Healthy@Work resources into Northern Territory Government health policies, 
guidelines, action plans, templates, training programs and staff orientation. 

Ø Workplace health and wellbeing champion training and network was established. 

The Construction Health Improvement Project targeted construction workers in the 
Darwin region.   It was delivered by Unions NT and included the activities below: 
Ø Pit Stop men’s health check program and toolbox health talks were delivered. 
Ø Healthy Host resources and education sessions about responsible serving and 

drinking practices were provided. 
Ø The drink sense program and ‘Help a Mate’ coasters were promoted in pubs 

popular with trade workers. 
Ø The Life Be In It program was promoted. 
Ø Recipe Cards and ‘Tradies Cookbook’ and fruit box deliveries were used to 

promote nutrition. 
Ø An advisory service to takeaway food outlets and smoko vans regarding health 

food choices 
Ø Healthy Worker Footy Challenge and Busta Gut health weight competitive 

programs were run. 
Ø An advisory service was provided to worksites and organisations to support policy 

development and implementation of workplace health and wellbeing. 

                                                                 
xxxix The three initiatives were funded Healthy Communities, Healthy Workers, Healthy Children (Refer to Key Action Area 2, 
Strategy 2.1: Nutrition and Physical Activity) Smoke free workplaces and areas. 

xl $2.45M in facilitation payments and $1.77 in ‘reward payments’.  The National Partnership, and this initiative was cancelled 
in May 2014 by the current government, making no final payment (Final payment - $0.9M) 

http://www.federalfinancialrelations.gov.au/content/npa/health_preventive/national_partnership.pdf
http://www.federalfinancialrelations.gov.au/content/npa/health_preventive/national_partnership.pdf
http://internal.health.nt.gov.au/divisions/hs/branches/healthdevelopment/services/promotion/healthyatwork/Pages/default.aspx
http://internal.health.nt.gov.au/divisions/hs/branches/healthdevelopment/services/promotion/healthyatwork/policies/Pages/default.aspx
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REMOTE ACTIVE LIVING PROJECTS 

In 2012, the Heart Foundation Northern Territory collaborated with numerous 
stakeholders to develop the Remote Active Living Project.  The project involved three 
major activities:   

Ø The Tobacco Free Initiative project was developed to address the risk of 
tobacco smoking and second hand smoke in remote populations.  A focus on 
smoke-free environments and tobacco health promotion was sustained 
through organisational workplace smoke-free policy and community 
engagement.  The project’s two key strategies were the development of 
council partnerships via Local Government Association of the Northern 
Territory and a community engagement planning model.(126)   

Ø The collaborative approach with the Local Government Association of the 
Northern Territory also provided support, mentoring and secondary 
consultation to the 18 regional and municipal councils to promote smoke-free 
workplaces.   

Ø The Heart Foundation Northern Territory worked with community and service 
providers in the Tiwi Islands.  Activities included both the creation of smoke-
free areas and support to stop smoking for Tiwi Island residents and service 
providers. 

CONTINUATION OF SERVICES AND PROGRAMS 

Programs further developed during 2012 and 2013 included: 
Ø Wurli Wurlinjang Health Services moved to full implementation of a smoke-free 

workplace policy.  A new alcohol and substance use policy was implemented.  A 
health and safety coordinator to educate staff was created as a full-time position. 

Ø Danila Dilba put up no smoking signs as part of implementing a no smoking 
workplace.  Support was provided to staff to stop smoking and attend quit 
smoking programs.   

Ø The Northern Territory Department of Health Alcohol & Other Drugs program 
staff provided support and resources to assist Northern Territory Department of 
Health staff address alcohol and other drug health issues.  Brief interventions 
were provided to Northern Territory Department of Health staff in need of 
training or support. 

Other Northern Territory Health relevant policy development since this time includes: 
Ø ‘Healthy Choices Made Easy’ policy publication was released in 2014.  The policy 

promotes healthy food and drink options for staff, volunteers and visitors in 
Northern Territory health facilities. 

Ø In 2014, the Smoke Free Reforms legislation and policies for public spaces and 
workplaces was extended to include smoking in cars with children. 

Ø A focus on Work Life Balance within the Office of the Commissioner for Public 
Employment includes ongoing review of flexible work arrangements for all 
government employees. 

Ø The Workplace Health and Safety Strategy 2014-2017 directs current priorities to 
progress work health and safety in the Northern Territory Department of Health. 

STRATEGY 2.6 ENSURE HEALTH SECTOR REFORMS ARE RESPONSIVE TO THE 
NEED FOR PRIMARY PREVENTION 

INDICATOR MEASURE: Promote integration of primary prevention across multiple 
professional groups throughout the health sector. 

http://www.health.nt.gov.au/library/scripts/objectifyMedia.aspx?file=pdf/95/85.pdf&siteID=1&str_title=Healthy%20Food%20and%20Drink%20Options%20for%20Staff,%20Volunteers%20and%20Visitors%20in%20NT%20Health%20Facilities%20Policy.pdf
http://www.health.nt.gov.au/Alcohol_and_Other_Drugs/Tobacco/SmokeFree_NT/index.aspx
http://www.ocpe.nt.gov.au/working_in_the_ntps/people_management/work_life_balance_initiatives
http://internal.health.nt.gov.au/safety/Pages/default.aspx
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Improving outcomes in chronic conditions will be achieved through decreasing the risk of 
developing disease and ensuring early signs are treated promptly and well.  This requires 
understanding in primary prevention approaches by health practitioners, and promoting 
primary prevention in health care service delivery.  Many health care professionals are not 
trained in primary prevention.  This measure provides some information about how well 
different professionals in the health system are being supported to learn and practice 
primary prevention.    

Examples of some of the ways a primary prevention focus was shared across many 
professional groups in the health sector during 2012 and 2013 were: 
Ø A Clinical and Public Health Advisory Group in East Arnhem is continuing to 

provide a regional focus and support coordinated service delivery arrangements. 
(127)  Staff from Miwatj Health Aboriginal Corporation (lead organisation), 
Laynhapuy and Marthakal Health Associations and the Northern Territory 
Department of Health form the membership of the group.  Information sharing 
between agencies, health service planning and the development of joint initiatives 
is supported through this forum.   

Ø The activities of the Chronic Disease Network support primary prevention 
promotion across professional groups and regional areas in the Northern Territory.  
Activities of the Chronic Disease Network are reported in this report at: 

· Key Action Area 7: Information, communication and disease management 
systems.  Strategy 7.4 ‘Implement Strategies to share information across 
the NT’ Indicator Measure: Report the activities of the Northern Territory 
Chronic Disease Network. 

Ø Healthy lifestyle workers were employed by some Aboriginal community 
controlled health services as part of the Council of Australian Government 
initiative to undertake primary and secondary prevention activities. 

STRATEGY 2.7 INCREASE MONITORING AND SURVEILLANCE, EVALUATION 
AND INTERVENTION RESEARCH 

INDICATOR MEASURE:  Use data from monitoring and surveillance to inform program 
and policy development. 

Data provides information about health needs in the community and whether there has been 
improvement or no improvement in the population.  Using reliable data supports programs to 
be efficient and effective in responding to community needs and assists funders and 
managers in making decisions between competing priorities.  This indicator measure looks at 
who and how the data being collected is used to inform policy and programs.    

Many services provided information about how they are using data collection and 
evaluations to support program and policy development.  Examples include: 
Ø The surveillance officer within Department of Health, Top End Sexual Health 

gathers data from notifications and laboratory reports on sexually transmitted 
infections and blood borne viruses.  The reports inform program and policy 
development. 

Ø The rheumatic heart disease register data is used for the identification of disease, 
treatment follow through and geographical hot spots.  This information is used to 
implement system and service delivery improvements in addition to allocation of 
resources for education, capacity building and treatment delivery in areas of 
highest risk.    

Ø The Northern Territory Government Department of Health, Alcohol & Other 
Drugs conduct and utilise key informant surveys, community consultations, 
networking/partnership development and local information in the region.  The 
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collection of this data monitors alcohol and other drug use trends at a local level 
to inform program and policy development and service delivery processes. 

Ø The Northern Territory Department of Health Oral Health Services collected and 
evaluated data as part of a structured evaluation of the Healthy Smiles Program.  
The evaluation facilitated future program development.  Commonwealth initiatives 
(such as the National Partnership Agreement on Stronger Futures in the Northern 
Territory, the National Partnership Agreement on Treating More Public Dental 
Patients and the national minimum data set) supported comprehensive reporting and 
evaluation of local service data.  

Ø The Northern Territory Aboriginal Health Forum developed Northern Territory 
Aboriginal Key Performance Indicators to support consistent reporting by providers 
of Aboriginal health services in the Northern Territory.  Data collection commenced 
with 12 indicators in 2009 and increased slowly over time.  These indicators have 
provided a basis for monitoring effectiveness of primary health care with a focus on 
service delivery in child health, preventative health and chronic disease.  ‘This 
evidence is used to show trends in individual and population Aboriginal health outcomes 
and to inform improvements in planning and policy development.’ (122) 

For information about improvements in data collection, and how the information is being 
used to improve health service delivery and coordinated care, refer to: 
Ø Key Action Area 7:  Information, communication and disease management systems.   

· Strategy 7.2 ‘Support and develop continuity of care initiatives that support 
health professionals and services, working together in an integrated, seamless 
and coordinated way, enhancing the interface between health and other 
sectors. 

· Strategy 7.3 ‘Utilise current information technology to share information 
about chronic conditions prevention and management, with health 
professionals and community members. 

Ø Key Action Area 8: Continuous Quality Improvement 
· Strategy 8.1 ‘Increase continuous quality improvement activities in all aspects 

of chronic conditions prevention and management’. 
· Strategy 8.2 ‘Improve service delivery through research and innovation 

initiatives’. 

  

http://www.federalfinancialrelations.gov.au/content/npa/health_service/public_dental/Public_dental_patients_NP.pdf
http://www.federalfinancialrelations.gov.au/content/npa/health_service/public_dental/Public_dental_patients_NP.pdf
http://www.nt.gov.au/health/ahkpi/
http://www.nt.gov.au/health/ahkpi/
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KEY ACTION AREA 3: EARLY DETECTION AND SECONDARY PREVENTION 

Objective:   Increase the early detection and management of disease markers in the ‘at risk’ 
population to delay or halt the progression of chronic conditions 

STRATEGY 3.1  ENHANCE PRIMARY HEALTHCARE CAPACITY TO 
IMPLEMENT A COORDINATED, SYSTEMATIC APPROACH TO EARLY 
DETECTION AND MANAGEMENT OF DISEASE MARKERS THAT TARGET 
VULNERABLE/’AT RISK’ POPULATIONS 

INDICATOR MEASURE:  Description of educational opportunities for health 
professionals to increase knowledge, understanding and action on early detection and 
risk factors. 

Education and training increase the skill and ability of the workforce to reduce the impact 
of chronic conditions.  This indicator measure describes the educational opportunities for 
professionals to better identify and act on risks and early signs of chronic disease. 

During 2012-2013, large numbers of people working in primary health care had access to 
training in the Northern Territory.  Risk factor training included alcohol and other drugs 
and social determinants of health.   

For information some of the primary prevention training opportunities during 2012 and 
2013 refer to: 
Ø Key Action Area 1 – Increase the focus on the social determinants of health.   

Strategy 1.4 ‘Number of targeted chronic conditions training and mentoring 
programs for Aboriginal people’  

Ø Key Action Area 2 – Increase the focus on primary prevention to prevent and 
reduce risk factors.  Strategy 2.5 ‘Evidence of the implementation of healthy 
workplace policies’. 

 
Training activities specific to the integration of continuous quality improvement in 
Aboriginal primary health care services are recorded at: 
Ø Strategy 8.1 ‘Increase continuous quality improvement activities in all aspects of 

chronic conditions prevention and management’.  Indicator measure:  Evidence of 
CQI approach in Primary health care services 
 

Educational opportunities provided in diabetes, heart and kidney health included: 
Ø Baker IDI Heart and Diabetes annual educational symposiums provided access to 

experts providing best practice information for approximately 355 health 
providersxli working with people at risk of and managing diabetes in Darwin in 
2012 (128) and heart disease Alice Springs in 2013 (129).  

Ø In 2012, Kidney Check Australia Taskforce Health Professional Education 
Program, in conjunction with the Northern Territory Medicare Local, provided 
face to face training in the detection and management of kidney disease.  50 
health professionals (mostly general practitioners) attended.   

Ø Healthy Living Northern Territory provided training and support to health 
professionals in heart and diabetes health.  851 health professionals were 
educated and assisted in 2012.xlii  This included education in-services provided to 
35 clinics.  

                                                                 
xli 180 attendees in Darwin and 175 in Alice Springs 
xlii 33% via phone and the remainder were face to face and 96 health professionals were seen under the funding of the MSOAP- 
ICD program 
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Ø Kidney Health Australia launched four new education modules, one of which was 
cardiovascular risk in 2013.xliii  

Ø The Absolute Cardiovascular Risk Assessment Project was conducted by multiple 
stakeholders under the Remote Active Living project.  This project aimed to 
increase the knowledge, skills and confidence of clinicians (doctors, nurses and 
Aboriginal health practitioners) to implement Absolute Cardiovascular Risk 
Assessmentxliv and increase the use of the Absolute Cardiovascular Disease Risk 
Management Tool for primary prevention. (130) 

Ø A five-day training program in cardiovascular disease rehabilitation and secondary 
prevention run by the Heart Research Centre in Melbourne was attended by 
cardiac coordinators based at Royal Darwin and Alice Springs hospitals and new 
cardiac staff at Healthy Living NT. 

Training delivered to identify risk factors and improve preventative approaches during 
2012 and 2013 included: 
Ø 834 students were enrolled in Northern Territory Department of Health, Alcohol 

& Other Drug Program accredited Certificate II, III, IV and Diploma level training.  
Some students were based in remote and very remote locations and 37% 
identified as Aboriginal. (13) 

Ø The Northern Territory Department of Health, Health Promotion Strategy Unit 
delivered five, four-day courses to 174 participants in Alice Springs (two courses) 
and Darwin (three courses).  The course is designed to increase understanding of 
health promotion principles including social determinants of health.  The course 
teaches how to embed a health promotion approach into current service delivery 
practices.  

Ø The Centre for Remote Health offered a range of educational activities for health 
professionals working in rural and remote regions of Australia.  An extended 
program of short courses has been developed for people who are interested, or 
already working in, rural and remote communities.  

Ø The Northern Territory Department of Health, Chronic Conditions Strategy Unit 
managed the delivery of face-to-face and online education and training sessions 
across the five regions of the Northern Territory.   

Ø The Centre for Remote Health, in partnership with the Northern Territory 
Department of Health, designed courses to develop skills and knowledge to 
provide effective health services to people living in remote areas.  The courses 
included Remote & Indigenous Primary Health Care, Complex Chronic Diseases 
and Research and Evidence-Based Decision Making. 

Ø During 2012, the Northern Territory Medicare Local delivered seven education 
and training events in relation to chronic disease.  

Ø The Department of Health, Oral Health Promotion provided training to staff in 
primary health care settings throughout the Northern Territory.  The training 
package provided accreditation across a range of health provider levels including 
certificate, diploma and advanced diploma courses.xlv 

Ø The Northern Territory Department of Health, Alcohol & Other Drugs staff 
delivered Aboriginal specific alcohol education and training programs.  25 
National Indigenous Alcohol Guidelines and 48 Indigenous Alcohol Flipchart 
training programs were delivered.  Both programs covered the full range of risks 
associated with alcohol misuse including: alcohol and youth, domestic violence, 
decision making, drink driving, brain injury, culture and pregnancy. 

                                                                 
xliii The four modules were cardiovascular risk, conservative care, management of advanced kidney disease and drug dosing. 
xliv Cardio Vascular Risk Assessment - based on guidelines from the NVDPA Absolute Cardiovascular Disease Risk and the 
CARPA Standard Treatment Manual for assessment, prevention and management of CVD behavioural and biomedical risk 
factors. 
xlvCommunity Services Training PackageHLTOHC408A - Apply fluoride varnish (Release 1) – now  revised Health and Health 
Training Packages HLTOHC408B (specific for Aboriginal and Torres Strait Islander primary and community health practitioners 
@ https://training.gov.au/Training/Details/HLTOHC408B  
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INDICATOR MEASURE:  Description of current systems in place. 

This indicator measure asks for descriptions of systems that support primary health care 
providers in the early detection and management of chronic conditions.  The developed 
systems support consistent approaches to preventative health care and detection and 
management of chronic conditions.  Reports record both system use and primary health 
care outcomes in our community.  These include the Aboriginal health national and 
Northern Territory key performance indicators and Primary Health Care Network 
reporting systems.  

The various systems supporting clinical practice in early detection and mangement are 
recorded in this report at: 
Ø Key Action Area 7: Information, Communication and Disease Management 

systems. 
Ø Key Action Area 8: Continuous Quality Improvement. 

STRATEGY 3.2 DEVELOP, IMPLEMENT AND EVALUATE FLEXIBLE APPROACHES 
TO EARLY DETECTION AND FOLLOW-UP OF DISEASE MARKERS IN A RANGE 
OF SETTINGS, BASED ON LOCAL NEEDS OF ‘AT RISK’ POPULATIONS 

INDICATOR MEASURE:  Adult Health Checks. 

The objectives of the adult health check under the Medicare Benefits Schedule are: 
Ø “to ensure people receive the optimum level of health care by encouraging early 

detection, diagnosis and intervention for common and treatable conditions that cause 
considerable morbidity and early mortality” and 

Ø “assessment of a patient's health and physical, psychological and social function......(to 
help decide) whether preventive health care and education should be offered... ”. 

ANNUAL OLDER AGE HEALTH CHECKS 

Annual older age health assessment targets exist for Indigenous people 55 years and older 
and non-Indigenous people 75 years and older.  During 2013-14, older people health 
assessments for Northern Territory Indigenous people over 55 years reported under the 
Medicare Benefit Scheme was the highest in Australia at a rate of 418 per 1,000 of the 
population.  Health assessments for Territorians over 75 was the lowest in Australia at 
141 per 1,000 of the population. 
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Figure 40 - MBS health assessment claim rates, Aboriginal and Torres Strait Islander peoples aged 55 
years and over, all Australians aged 75 years and over, by state/territory, 2013–14 

 

Source: ATSI Health Performance Framework Report 2014 Figure 3.04-2 orignally source AIHW analysis of Medicare Australia 
data 

ADULT HEALTH CHECKS 

Adult health checks form part of the key performance indicators for Closing the Gap in 
Indigenous health in the Northern Territory Indigenous population aged between 15 to 54 
years.  The goal is for each person to have access to a comprehensive health check every 
two years.  Historically, the uptake of adult health checks within the 15 to 54 year old 
population has been low nationally.   Figure 41 below shows the increase in adult health 
checks for Indigenous Australians between 2007 and 2014. 

Figure 41 - MBS health assessment claim rates, by selected age groups, Indigenous Australians, 2006–
07 to 2013–14 

 

Source: ATSI Health Performance Framework Report 2014.  Figure 3.04-1 from original source AIHW analysis of Medicare 
Australia data  

During 2012 and 2013, the Closing the Gap team from the Northern Territory Medicare 
Local visited approximately 100 primary care providers to promote the use of the adult 
health checks. Reporting for the national key performance indicators for Aboriginal and 
Torres Strait Islander primary health care also monitors adult health checks.  National data 
collection commenced in June 2011.  The Northern Territory recorded the highest 
percentages of Aboriginal adults having received a health check in the previous 12 months 
in Australia in 2012 (42%) and the second highest in 2013 (38%). (131 p.18)   
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Figure 42 - MBS health assessment in the past 24 months (ages 25 and over) by jurisdiction. 

  

Source: AIHW National Key Performance Indicators for Aboriginal and Torres Strait Islander primary health care First national results 
June 2012 to June 2013  

Practice nurses and Aboriginal and Torres Strait Islander health practitioners have a key role 
in providing follow-up health care services identified during adult health checks and 
assessments.  Although the Medicare Benefit Scheme does not accurately represent all 
activities in the Northern Territory, (132) the increased episodes of care provided by these 
professionals in the Northern Territory has been significant between 2010 and 2015. 

Figure 43 - Follow up service provided by a practice nurse or Aboriginal and Torres Strait Islander 
health practitioner, on behalf of a Medical Practitioner, for an Indigenous person who has received a 
health assessment in the Northern Territory 

  

Source: Tabled from MBS item 10987  

 

INDICATOR MEASURE:  Healthy Under 5 Kids Program Update. 

The Healthy Under 5 Kids Program incorporates a series of age specific child health 
checks for Aboriginal children in the Northern Territory.  It was developed by the 
Northern Territory Department of Health and Charles Darwin University.  Child health 
checks are mostly undertaken by Aboriginal primary health care staff.  Regular and timely 
child health checks enable: 
Ø Assessment of a child’s growth and development (physical, psychological and social 

well-being). 
Ø The opportunity to discuss any concerns the parent/carer may have. 
Ø Identification of children and/or families who may need support. 
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http://www.health.nt.gov.au/Child_and_Youth_Health/Healthy_Under_5_Kids/index.aspx
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Ø Adherence to the childhood vaccination schedule.  
Ø Early detection and treatment of health or developmental problems. 
Ø Provision of information, resources and referral support. 
 

During 2012 and 2013, large variations in how many children were being checked were 
identified across different  locations in the Northern Territory.  As a result, the Northern 
Territory Department of Health, Child and Youth Health Strategy Unit planned a 
comprehensive evaluation to be conducted in 2014 and 2015.  Aboriginal primary health 
care national key performance indicator reports have reported an increase in the number 
of Medicare rebatable child health checks being conducted nationally.  In 2012-13, 
Northern Territory reported the highest population reach for health checks of Aboriginal 
children (0-4years) of all states and territories at approximately 30%. (131 p.17) 

Figure 44 - MBS health assessment the past 12 months (ages 0-4), by jurisdiction, with median and 
quartile boundaries of organisations. 

 

Source: AIHW National Key Performance Indicators for Aboriginal and Torres Strait Islander primary health care First national results 
June 2012 to June 2013  

 

INDICATOR MEASURE:  Proportion of abnormal results that were followed up: 
BP/BGL/lipids. 

New data collection systems have been developed to monitor and support Northern 
Territory primary health care providers’ follow-up services for abnormal health checks 
results.  This indicator measure reports on how many people with abnormal results have 
received follow-up health care.  Data collected during 2012 and 2013 have formed the 
baseline for future trend reporting.  

The management of risks for chronic conditions by Northern Territory primary health care 
providers, including blood pressure (BP), blood sugar levels (BGL) and levels of fat in the 
blood (lipids), are reported at: 
Ø Key Action Area 5: Care for people with chronic conditions.  Strategy 5.2 ‘Provide 

access to high quality evidence-based clinical care’ – Indicator Measure: Chronic 
disease Management Plan for people with type 2 Diabetes and/or coronary heart 
disease. 
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KEY ACTION AREA 4: SELF - MANAGEMENT 

Objective:   Implement a Territory-wide approach to self-management 

STRATEGY 4.1  DEVELOP AND IMPLEMENT A FRAMEWORK FOR SELF-
MANAGEMENT TO SUPPORT CONSISTENT APPROACHES FOR PEOPLE WITH 
CHRONIC CONDITIONS ACROSS THE NT 

INDICATOR MEASURE: Development of an NT framework for chronic conditions self-
management. 

Self-management relates to the ability and capability of individuals to understand and take 
action to address health concerns.  This includes the ability to be proactive about health, 
identify health issues, access information, know where to go for health care support and 
assistance, and being able to discuss options and make a plan with health professionals to 
address health issues.  This indicator measure aligns with the idea that promoting self-
management in chronic conditions will be supported by a shared framework relevant to the 
health priorities in the Northern Territory.   

The Northern Territory Chronic Conditions Self-Management Framework 2012-2020 was 
launched in 2012.  The framework was endorsed by the Department of Health Executive as a 
tool for a departmental-wide approach in self-management to improve effective support for 
people with chronic conditions. (133)  A series of roadshows introduced the framework to 
service providers.   

INDICATOR MEASURE:  Evidence of improved linkages that encourage and support self-
management between sectors and organisations. 

Collaboration between organisations and sectors has been identified as a necessary outcome 
to support a self-management approach in the Northern Territory.  This indicator measure 
provides some information about how widely self-management is understood and being 
supported in the Northern Territory. 

COLLABORATIVE DEVELOPMENT OF A SELF-MANAGEMENT TOOL 

In 2012, a pilot study was conducted by the Department of Health, Chronic Condition 
Strategy Unit in collaboration with Menzies School of Health Research and South Australia 
Flinders University.  A tool was developed to support Aboriginal cross cultural service 
delivery in the Northern Territory.  The draft self-management tool was designed by 
integrating elements of the Australian Integrated Mental Health Initiative (AIMhi) program 
and the Flinders self-management tools.  The design was supported by the participating 
Northern Territory health professionals (nurses, medical practitioners and Aboriginal health 
practitioners).  The new tool was tested at eight sites in remote and urban settings for six 
months.  Findings from the evaluation of the pilot study included (134): 
Ø The developed tool engaged Aboriginal people.  Participants said they liked the way 

health professionals talked with them about their chronic conditions and it helped 
identify their strengths and weaknesses. 

Ø The tool needed to be simplified.  It was too long. 
Ø Strong leadership for strategic direction to implement the self-management approach 

was required. 
Ø Involvement of local staff and community members was crucial for successful uptake 

of using the tool and supporting self-management. 

SERVICE PROVIDER FORUMS 

http://health.nt.gov.au/Chronic_Conditions/Publications/index.aspx
http://www.menzies.edu.au/page/Research/Indigenous_Health/Mental_health_and_prevention/Mental_Health_and_wellbeing/
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The Northern Territory Medicare Local received funding for Care Coordination & 
Supplementary Services through Commonwealth Closing the Gap funding.  A forum brought 
together care coordinators employed in a number of Aboriginal health services across the 
Territory.  A presentation from the Northern Territory Department of Health, Chronic 
Conditions Strategy Unit was delivered.  The forum also facilitated discussions about self-
management approaches being implemented in health services in different places in the 
Northern Territory.   

SELF-MANAGEMENT IN ORGANISATIONS 
‘Self-Management is actively promoted at Danila Dilba Health Services and involves all staff across the 
service including collaborations between the renal and mental health team, South Australia Flinders 
University, Bodyfit exercise physiology/physiotherapy and City of Darwin staff’. 

Wurli-Wurlijang Health Service provides ‘...Referral pathways internally to Men’s health personal 
development program for education.  This program allows clinicians to refer men directly to the Strongbala 
Justice program to participate in education sessions’. 

STRAETGY 4.2  EMPOWER AND SUPPORT INDIVIDUALS/CARERS TO BE 
ACTIVE PARTICIPANTS IN MONITORING AND MANAGEMENT OF THEIR 
CHRONIC CONDITION 

INDICATOR MEASURE:  Number of opportunities for individuals/carers to participate in 
self-management training. 

Self-management training is provided in a variety of ways.  Extensive resource development 
to support self-management about specific chronic conditions has occurred.    

ONLINE RESOURCES AND SERVICES 

Tools and resources to promote and support self-management for individuals and carers in 
community are available online.  It is not possible to identify how many people have increased 
their knowledge and ability to self-manage their health risks and chronic conditions via these 
online services.  Chronic disease non-government organisations in the Northern Territory 
such as Healthy Living NT, Cancer Council NT, Asthma Foundation NT, NT Heart Foundation, 
Arthritis and Osteoporosis, all produce educational resources to assist people in 
understanding and self-managing their health and conditions.  The educational resources can 
be accessed through the individual organisation’s websites.  Many of these have been listed 
within this report under:  
Ø Key Action Area 5: Care for People with Chronic Conditions, Strategy 5.1 ‘Support the 

enhancement and implementation of a resource data base that community members 
can access.’   

FACE-TO-FACE AND TELEPHONE SELF-MANAGEMENT TRAINING AND SUPPORT 

The number of Territorians who had access to face-to-face and telephone self-management 
training and support delivered by some providers is available for this report.  Some services 
are not able to provide reliable numbers.  There is an expectation that nearly all clinical 
encounters in primary health care for people with chronic disease includes a focus on self-
management.  Roles such as educators, coordinators, nurses and Aboriginal health 
practitioners provide self-management support in Northern Territory Department of Health, 
Aboriginal community controlled and non-government primary health care services.  Self-
management support provided to Territorians during 2012 and 2013 included: 
Ø Healthy Living NTxlvi provided diabetes and cardiac education services to individuals 

and families.  Face-to-face services were provided in Darwin and Alice Springs.  

                                                                 
xlvi The trading name of Diabetes Association of the NT Inc. 

http://www.healthylivingnt.org.au/public.cfm/Healthy_Living_NT_Education_services/3/21/
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Telephone advice, education packages and ongoing support was offered Territory-
wide.  A summary of diabetes and cardiac rehabilitation is provided below.  Details of 
services provided are described in the Healthy Living NT 2012 and 2013 performance 
reports. (135, 136)   
· In 2012, the diabetes education service directly assisted 2,898 people with 

diabetes.  75% of clients were educated by the Darwin service and 25% of clients 
were educated by the Alice Springs service.  

· In 2012, cardiac rehabilitation and education services provided assistance to 667 
individuals newly diagnosed with heart problems and 668 in 2013.  In 2012,  36% 
of people receiving services, self-reported as Indigenous and/or Torres Strait 
Islander and 20% in 2013.  

Ø Cardiac rehabilitation pathways and services have a focus on self-management.  
These are reported under Key Action Area 5: Care for people with chronic conditions.  
Strategy 5.5 ‘Number of health services providing access to cardiac and pulmonary 
rehabilitation programs’.  

Ø The Northern Territory Medicare Local care coordinators reported 1,714 instances of 
self-management support for people with chronic conditions across the Northern 
Territory.  This data did not capture the episodes of care provided which included an 
element of self-management support.  Data for supplementary services funds 
accessed by care coordinators to purchase medical equipment to aid the self-
management of chronic conditions is not available. 

Ø The Department of Health, Renal Services offer intensive self-management support to 
individuals and their families who are undergoing peritoneal dialysis or home 
haemodialysis.  People are trained to perform their dialysis in their own homes or how 
to access a multi-user dialysis or relocatable facility.  The Northern Territory has 20 
self-care facilities.  Respite dialysis is provided through government funding to 
Aboriginal controlled health centres in Kintore, Ntaria, Yuendemu and Lajamanu 
allowing 44 patients access to dialysis at home and on country.  Efforts to support 
increased access and flexibility to dialysis resulted in the expansion of home dialysis 
services by 3% during 2012-13 in both the Top End and Central Australia.   

RESOURCE DEVELOPMENT 

Examples of self-management resources developed during 2012 and 2013 for specific 
chronic conditions included: 
Ø ‘Short Wind’ is a culturally appropriate asthma action plan and resource.  It was 

updated in 2012 by Menzies School of Health Research and the Asthma Foundation 
Northern Territory. 

Ø The Lung Foundation training Breath Easy, Walk Easy for remote health providers. 
This training resource teaches primary health care providers to set up and evaluate 
pulmonary rehabilitation for people with chronic lung conditions. 

Ø The Rheumatic Heart Disease Program is a program area within the Department of 
Health, Centre for Disease Control. To promote increased client self-management and 
improve timely medication a ‘full moon calendar’ was developed.  

STRAETGY 4.3  DEVELOP A SKILLED WORKFORCE TO SUPPORT 
INDIVIDUALS/CARERS/FAMILIES TO MANAGE THEIR HEALTH AND HEALTH 
CARE 

INDICATOR MEASURE:  Description of educational opportunities for health 
professionals to develop skills in supporting/promoting self-management. 

Supporting an approach in self-management is often not included in general primary health 
care training.  This indicator measure describes the opportunities for primary health care 

http://www.asthmaaustralia.org.au/Tools-and-asthma-action-plans.aspx
http://lungfoundation.com.au/health-professionals/training-and-education/breathe-easy-walk-easy/
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providers to learn about the self-management approach.   

Self-management approaches are integrated into the current chronic conditions education 
and training courses. Training and education opportunities for health professionals related to 
chronic conditions provided during 2012 and 2013 are reported under: 
Ø Key Action Area 1: Increase the focus on the Social Determinants of Health.  

Strategy 1.4 ‘Number of targeted chronic conditions training and mentoring 
programs for Aboriginal people’.  

Ø Key Action Area 2: Increase the focus on primary prevention to prevent and 
reduce risk factors.  Strategy 2.5 ‘Evidence of the implementation of healthy 
workplace policies’. 

Ø Key Action Area 3: Early Detection and Secondary Prevention.  Strategy 3.1 ‘Enhance 
primary health care capacity to implement a coordinated, systematic approach to early 
detection and management of disease markers that target vulnerable/’at risk’ 
populations’. Indicator Measure: Description of educational opportunities for health 
professionals to increase knowledge, understanding and action on early detection and risk 
factors. 
 

Training and educational opportunities specific to self-management offered during 2012–13 
included: 
Ø The University of South Australia delivered training in the Flinders Program of self-

management to a number of health professionals from Department of Health, Miwatj 
and Danila Dilba Health Services and Healthy Living NT. 

Ø In 2012, the Department of Health, Chronic Conditions Strategy Unit, in collaboration 
with the Heart Research Centre, Victoria, offered online, self-pace training in self-
management.  The modules included behavioural goal setting, effective 
communication, cognitive strategies, and motivational interviewing.  250 licences 
were purchased and 95 people used this online training opportunity.  

  

http://www.flinders.edu.au/medicine/sites/fhbhru/home.cfm
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KEY ACTION AREA 5: CARE FOR PEOPLE WITH CHRONIC CONDITIONS 

Objective:   Ensure clients with chronic conditions receive high quality clinical care and 
coordinated and integrated multidisciplinary care across services, settings and time. 

STRATEGY 5.1  IMPROVE COMMUNICATION AND EDUCATION ABOUT 
CHRONIC CONDITIONS FOR INDIVIDUALS, CARERS AND FAMILIES 

INDICATOR MEASURE:  Support the enhancement and implementation of a resource 
database that community members can access . 

Most service providers have developed resources to support community members 
understand, manage, and know where to go for further information and assistance with their 
chronic conditions.  Information is updated regularly and available on the internet, Facebook 
and websites.  Free information is usually available in addition to phone and email advice.  
Examples include:  
Ø Kidney Health Australia – kidney disease and kidney cancer.   
Ø Lung Foundation Australia and Asthma Australia – asthma and related conditions.  
Ø Heart Foundation, Baker IDI Heart and Diabetes Institute, Diabetes Australia, Healthy 

Living NT -cardiac and diabetes.  
Ø Cancer Council Northern Territory – cancers.  
Ø Beyondblue – depression and anxiety and Headspace and Headspace Darwin 

Facebook site - youth mental health.  
Examples of resources to support reducing the risk of developing a chronic condition include:  
Ø Nutrition Australia and Nutrition and Physical Activity NT government.  
Ø Smokefree.gov and SmokefreeNT.  
Ø Alcohol and other Drug Information Service and Alcohol and Other Drugs NT. 

 

In 2012 and 2013: 
Ø Healthy Living NT expanded its range of diabetes and cardiac information sheets and 

distributed 777 diabetes and 738 cardiac information kits.  
Ø The National Indigenous Cancer Network was launched as a primary information 

point for all stakeholders.  The network provides Indigenous specific resources, tools 
and research and general information. 

 

INDICATOR MEASURE:  Description of strategies developed to improve 
communications for sharing health information. 

This indicator measure looks at how improvements in sharing health information are being 
supported through strategies.  Strategies used to share information include:   
Ø The Chronic Disease Network is the primary strategy used to share information about 

chronic conditions across service providers.  The members and Steering Committee of 
Chronic Disease Network represent organisations with a focus on chronic conditions 
prevention and management.  The steering committee continues to provide the main 
forum for intergovernmental and inter-sectoral collaboration for the strategic 
direction, advice and leadership towards the implementation of the Strategy and to 
address the social determinants of health that impact on chronic conditions in the 
Northern Territory. 

Ø The Northern Territory Medicare Local provided support to general practice staff to 
increase the use of electronic health records in their practices.  This work was 
undertaken as a funded partner of the cross-sectorial ‘Northern Territory Primary 
Care Electronic Health Records working group’. 

http://www.kidney.org.au/ForPatients/tabid/581/Default.aspx
http://lungfoundation.com.au/
http://www.asthmaaustralia.org.au/default.aspx
https://www.heartfoundation.org.au/
https://www.bakeridi.edu.au/
https://www.diabetesaustralia.com.au/
http://www.healthylivingnt.org.au/
http://www.healthylivingnt.org.au/
http://nt.cancer.org.au/
https://www.beyondblue.org.au/
http://headspace.org.au/?gclid=CKamh9ex7cYCFUGXvQodiFoATw
https://www.facebook.com/headspacedarwin
https://www.facebook.com/headspacedarwin
http://www.nutritionaustralia.org/national/resources
http://www.health.nt.gov.au/Nutrition_and_Physical_Activity/Nutrition/index.aspx
http://smokefree.gov/
http://www.health.nt.gov.au/Alcohol_and_Other_Drugs/Tobacco/SmokeFree_NT/index.aspx
http://www.dao.health.wa.gov.au/gettinghelp/wheretogethelp/alcoholanddruginformationservice.aspx
http://www.health.nt.gov.au/Alcohol_and_Other_Drugs/Alcohol/index.aspx
http://www.nican.org.au/
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Ø Most primary care providers have organisational communication management plans.  
Existing plans were reviewed and new plans developed during 2012 and 2013 to 
accommodate the changes related to the health reforms impacting primary health 
care providers.  

During 2012 and 2013, many of the activities supporting improved communication focussed 
on further development and the use of electronic information, data and communication 
systems.  These developments are highlighted in this report under: 
Ø Key Action Area 7: Information, communication and disease management systems - 

Strategy 7.2 ‘Number of health service IT systems that communicate effectively with 
other services and sectors’.   

STRATEGY 5.2  PROVIDE ACCESS TO HIGH QUALITY EVIDENCE-BASED 
CLINICAL CARE 

INDICATOR MEASURE:  Chronic Disease Management Plan for people with type 2 
Diabetes and/or Coronary Heart Disease. 

Effective management of chronic conditions results in improved health outcomes.  This 
indicator measure monitors the number of people who have type 2 diabetes and coronary 
heart disease who have a management plan in place.  

CHRONIC DISEASE MANAGEMENT PLANS 

In 2012 the Northern Territory Department of Health commenced the Chronic Conditions 
Management Model.  The model provides support to 49 remote primary health care centres 
and Alice Springs and Darwin prison health services.  All sites use the Primary Care 
Information System.  Monthly chronic condition recall lists, quarterly Traffic Light Reports 
and Trend Reports are generated and forwarded to staff and appropriate visiting health 
professionals for each site.  Program support, management, and training in the use and 
interpretation of the reports, is provided by the program manager.  Figure 47 below shows 
the increase over time of the proportion of Indigenous Territorians with preventable chronic 
conditions with a general practice management plan in place and serviced within the previous 
12 months. 
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Figure 45 - Proportion of Preventable Chronic disease patients with a general practice management 
plan June 2012-May 2015 

 

Source: Department of Health Traffic Light NT Report 2015 (unpublished) 

The Medicare Benefit Scheme data also demonstrates the increasing activity of Aboriginal 
health workers and nurses in monitoring and supporting individuals with chronic disease in 
our communities. 

Figure 46 - Provision of monitoring and support for a person with a chronic disease by a 
practice nurse or Aboriginal and Torres Strait Islander health practitioner 2010-11 to 2014-
15 

 

Source: Tabled from MBS Item 10997 data 

DIABETES 

In the Northern Territory, Department of Health chronic conditions management model 
Traffic Light Reports provides information on individuals accessing Northern Territory 
Department of Health primary health care centres in remote areas.  Data collected aligns 
with best practice diabetes management approach and includes the number of: 
Ø people diagnosed with diabetes. 
Ø individuals with diabetes who have had diabetes specific measurements (blood 
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pressure, cholesterol, HbA1c, ACR) recorded within the past 12 months. 
Ø individuals who are on medication to control diabetes and how many have met and 

not met the clinical targets.xlvii  
Data related to the management of diabetes is also being collected by Aboriginal community 
controlled primary health care services as part of the national key performance indicators. 

Three specific indicator measures relevant to type 2 diabetes only is reported in the indicator 
measures below.   

HEART DISEASE 

Between 2012 and 2014, audits of cardiovascular risk assessment coverage, follow-up and 
recorded health outcomes were conducted in all Northern Territory Department of Health 
remote health centres.  Improvements were recorded.  ‘At August 2014, 7,266 clients have had 
their cardiovascular risk assessed, improving population coverage from 23% in mid-June 2012 to 
58.5%.  2,586 high risk clients, 1,728 (67%) and 1416 (55%) were prescribed blood pressure and 
lipid lowering therapy, and for those clinically re-assessed, 1,366 (57%) and 989 (40%) were 
achieving clinical targets for risk reduction for blood pressure and lipids respectively’. (137) 

The Department of Health, Traffic Light Reports show the increased percentage of people who 
have had a cardiovascular risk assessment completed and recorded in the Primary Care 
Information System by Northern Territory Department of Health remote primary care providers 
over time. 

Figure 47 - Proportion of population with Cardiovascular Risk Assessments, Northern Territory 
Department of Health remote primary health care services June 2012-May 2015. 

 

Source: Department of Health, Traffic Light Report Trend Graph, May 2015 (unpublished) 

 

INDICATOR MEASURE:  HbA1c check in type 2 diabetes in the last 6 months. 

People with diabetes require regular blood glucose monitoring.  Regular HbA1c checks for 
people with diabetes are a key performance indicator in the Northern Territory and national 
data sets.   Significant improvements in HbA1c checks for Aboriginal Territorians with 
diabetes have been recorded by Northern Territory Department of Health service providers 
between 2008 and 2014.    

 

Figure 48 – Trend of resident Aboriginal clients with type II Diabetes with a HbA1c test in the previous 
six months of the reporting year, by reporting year. 
                                                                 
xlvii Clinical targets as per CARPA Standard Treatment Manual  
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http://www.nt.gov.au/health/ahkpi/
https://www.crh.org.au/manuals/carpa-standard-treatment-manual-6th-edition
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Source: Northern Territory Department of Health (unpublished) 

 

INDICATOR MEASURE:  Diabetic patients with albuminuria on ACE inhibitor and/or 
ARB. 

Type 2 diabetes with albuminuria is treated with medication called ACE inhibitors and/or ARB 
to slow the progression of renal disease; the major complication of diabetes.  This indicator 
measure records the number of people who have diabetes who are receiving the 
recommended medical therapies.  Data from the Northern Territory Department of Health 
remote health service providers is available for this report.  This information is also collected 
for the Northern Territory key performance indicators for Aboriginal primary health care.  The 
first report combining government and Aboriginal community controlled health services 
performance are currently being prepared. 

Figure 49 - Resident Aboriginal clients with type II Diabetes with albuminuria on ACE and/or ARB in 
the previous 12 months by reporting year 
 

 

Source: Northern Territory Department of Health, unpublished 

 

INDICATOR MEASURE:  Percentage of people with type 2 diabetes hypertension, renal 
disease and chronic heart disease who are receiving appropriate and timely treatment.
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This indicator measure provides information on the clinical data collected to measure 
improvement in the treatment and health of people with chronic conditions in our 
community.   

The Northern Territory Department of Health Traffic Light reporting commenced in June 
2012.  Between June 2012 and May 2015, Traffic Light Reports recorded the following 
improvements in the clinical management and improved health for Territorians with chronic 
conditions: 
Ø The number of eligible Indigenous Territorians attending government remote health 

clinics, using the Primary Care Information System, and who have received a 
cardiovascular risk assessment, rose from 24% to 64%. 

Ø The proportion of people assessed with high cardiovascular risk with blood pressure 
readings (≤130) decreased by 14% (from 74% to 60%).   

Ø Albumin/creatinine ratio (ACR) is a urine test that screens people with diabetes and 
high blood pressure at risk of developing kidney disease.  There was a 2.7% 
improvement.  People with diabetes with an ACR of ≤30 increased from 65% to 
67.7%. 

INDICATOR MEASURE:  Number of outreach medical specialist services for people with 
chronic conditions. 

People with chronic conditions require a range of specialist services.  This indicator measure 
provides information about improved access to specialist services for people with chronic 
conditions as a result of outreach models of care.   

Outreach medical and allied health specialist services for people with chronic conditions 
increased during 2012 and 2013.  Some services provided by the Northern Territory 
Department of Health Specialist Outreach NT moved to the Northern Territory Medicare 
Local.  This service restructure was undertaken to align with new contracted funding 
arrangements under the Medical Outreach - Indigenous Chronic Disease Programme.  This 
program complimented the Rural Primary Health Services visiting allied health program.  
Allied health services such as podiatry, exercise physiology, physiotherapy, cardiac and 
diabetes education, speech pathology and occupational therapy, were provided to over 80 
communities across the Northern Territory during 2012 and 2013.  

In 2012 and 2013, approximately 2,180 episodes of allied health and 600 episodes of 
specialist services were purchased or brokered by care coordinatorsxlviii across the Territory 
under the Northern Territory Medicare Local programs.   

SUB-ACUTE CARE 

Between 2011 and 2013, the expansion of sub-acute care services was supported under two 
national partnership agreements.xlix  In the Northern Territory, this funding focused on 
increasing rehabilitation services.  A 27% increase in sub-acute care services were recorded in 
the Northern Territory between 2007-08 and 2013.  This partnership agreement and 
associated funding ceased in June 2013.  No evaluation was completed and concerns about 
how increased services would be sustained with the loss of additional funds were raised. 
(138)  Rehabilitation consultants continue to visit remote area communities in the Northern 
Territory.  The rehabilitation positions funded at Katherine Hospital under the agreement 
were continued by the Top End Hospital Network.  Teleconference facilities are used to link 
the rehabilitation specialists located in Darwin with the Katherine team.  A new rehabilitation 
                                                                 
xlviii The Care Coordination program is described in Strategy 5.3 
xlix Hospital and Health Workforce Reform National Partnership Agreement and Improving Public Hospital Services Agreement 

http://health.nt.gov.au/Specialist_Outreach_NT/index.aspx
http://ruralhealthaustralia.gov.au/internet/rha/publishing.nsf/Content/Medical_Outreach_Indigenous_Chronic_Disease_Program
http://www.ntml.org.au/programs/rural-primary-health-services-and-preventive-health-initiatives
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consultant role commenced in Alice Springs in 2013 and was also continued under hospital 
funding.    

CARDIAC AND DIABETES OUTREACH SERVICES 

Cardiac outreach services are provided by government, non-government and private health 
care providers.  During 2012 and 2013, cardiac services in the Northern Territory were 
expanded significantly. 

In 2012, Healthy Living NT visited 34 remote communities in Top End towns and Aboriginal 
health services for a total of 105.5 days of cardiac and 81 days of diabetes services.  This 
service was established under the Medical Specialist Outreach Assistance Program 
administered on behalf of the Commonwealth by the Department of Health.  Specialist 
diabetes and cardiac nurses provide education to community members and up-skilling of local 
health professionals.  

Since July 2010, Baker IDI has been providing diabetes outreach services to Congress clinic in 
Alice Springs and numerous remote Aboriginal communities in Central Australia.  Services 
include: 
Ø Direct clinical service delivery through diabetes nurse educators and diabetes 

specialists. 
Ø Individual consultations and in service training in order to build capacity and provide 

continuity. 
Ø Patient follow-up both in person and remotely. 

 

NEW OUTREACH SERVICES 

Danila Dilba Medical Service doctors provide outreach services to Darwin communities and 
the Darwin rural area.  Services are provided to people living at home and in town camps. 

The Department of Health, Primary Health Care Top End Urban commenced outreach clinics 
targeted towards the disenfranchised population.  Aboriginal liaison officers and Aboriginal 
health practitioners support referral for follow up specialist care in the urban setting. 

INDICATOR MEASURE:  Number of renal teleconferences and number of patients 
discussed. 

The use of teleconferencing as a means to provide high-level coordinated care and services is 
particularly relevant to servicing people living in regional and remote areas.  The renal care 
coordination program established in 2008 has led to the establishment of renal 
teleconference between remote primary health centres and renal services based in Darwin 
and Alice Springs.  The renal care coordination teleconferences are offered to people with 
advanced chronic kidney disease. This indicator measure describes the number of 
teleconferencing for renal clients in remote communities to improve access to a renal 
specialist service closer to home. 

The Northern Territory Department of Health preventable chronic conditions educators also 
provide the care coordination to support remote primary health care centres in chronic 
conditions prevention and management.  

Statistics for teleconferencing in renal services during 2012 and 2013 were provided for this 
report.   The data is viewed to be inaccurate due to under-reporting.  The renal 
teleconference data coordinated by the preventable chronic conditions educators was 
recorded in the primary care information system and reported in the Traffic Light Reports.  
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The data from the teleconferences delivered by the renal teams was collected manually then 
transferred to the primary care information system.  Often this data was not recorded in the 
correct data fields for renal care coordination/teleconferencing.  These two different 
methods of data collection have resulted in under reporting of services.  For these reasons, 
this indicator measure has not been included in the report.  Remedial actions for this issue are 
being implemented, with a view to providing this indicator measure in future reports. 

In June 2013, the broader use of tele health facilities commenced.  Tele health technology 
uses video link and supports the care team, person with a chronic condition, family members 
and carers to participate in an assessments and reviews.  The use of teleconferencing has 
included video-conferencing to support renal care coordination. 

STRATEGY 5.3  PROVIDE ACCESS TO QUALITY, CO-ORDINATED AND 
INTEGRATED MULTIDISCIPLINARY CARE 

INDICATOR MEASURE: Description of increased access to coordinated multidisciplinary 
care for people with chronic conditions. 

Improving access to quality coordinated and integrated multidisciplinary care is a key way to 
improve health outcomes of individuals who have chronic conditions in our community.  This 
indicator measure aims to track increases in the development and delivery of coordinated 
multidisciplinary care. 

In 2012 and 2013, the Northern Territory Medicare Local funded eight Aboriginal community 
controlled organisations to deliver care coordination under the Care Coordination and 
Supplementary Care Program.  Care coordinators based within organisations were supported 
by two coordinators based within the Northern Territory Medical Local in Darwin and Alice 
Springs.  Care coordinators delivered approximately 33,270 episodes of assistance to 
Aboriginal people with one of five chronic conditions identified nationally.l  Services were 
provided in Darwin, Alice Springs, Katherine, Katherine West, Nhulunbuy, Galiwin’ku and 
Yirrkala.  

Several new positions and processes to support improved care coordination between 
hospital, specialist services and primary health care were created from 2011 onwards.  New 
roles included: 
Ø In 2011, a position to improve coordination to support people required to travel 

interstate for cardiac procedures or surgery commenced at Royal Darwin Hospital.  
The coordinator liaises with community health centres, patient travel, medical 
providers and the individual. 

Ø Two cardiac care coordinators have been available at Alice Springs Hospital since the 
end of 2011 to coordinate care for people travelling to Adelaide and Darwin.   

Ø The Heart Failure nurse coordinator role at Royal Darwin Hospital provides 
coordinated care by referring clients to relevant agencies including QUIT Smoking NT, 
alcohol prevention support, and Healthy Living NT’s cardiac rehabilitation program.  
The Heart Failure Program delivers inpatient education on self-management and 
behavioural strategies to modify risk factors and outpatient telephone support.  A 
comprehensive discharge plan for patients with heart failure was developed during 
this reporting period.   

Ø In 2012, a clinical nurse consultant (preventable chronic conditions) position was 
established.  Care coordination services are provided to frequent readmission patients 
at Alice Springs hospital.  This position works closely with community-based care 
coordinators and other organisations supporting people in the community.  Individuals 

                                                                 
l The five conditions funded for chronic conditions nationally are renal, cardiovascular and pulmonary disease, diabetes and 
cancer 

http://hnnt.org.au/programs/closing-gap/care-coordination-and-supplmentary-services
http://hnnt.org.au/programs/closing-gap/care-coordination-and-supplmentary-services
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are provided support and coordination of care during the inpatient stay, self-
management support and extended advocacy. 

Ø Central Australian Aboriginal Congress commenced a renal dialysis primary health 
care service.  This program is funded by the Northern Territory Medicare Local.  Care 
coordination is provided to people using the renal unit for dialysis treatment. This 
primary health care service aims to support better chronic disease management, 
including immunisations.  An important aspect of this service is ensuring social and 
cultural support for dialysis patients is available.  It also provides assistance for people 
to get through the preparations required to register for a transplant.   

STRATEGY 5.4  RAISE AWARENESS OF CO-MORBIDITY OF CHRONIC MENTAL 
ILLNESS WITH OTHER CHRONIC CONDITIONS, AND ENHANCE EARLY 
DETECTION AND CARE FOR THESE PEOPLE 

INDICATOR MEASURE: Improved linkages between mental health, alcohol and other 
drug and primary health care services. 

Understanding and supporting people with coexisting conditions and risk factors is required 
to improve outcomes in chronic conditions.  This indicator measure seeks to map increasing 
relationships between specialist areas to address coexisting conditions for people with 
chronic conditions. 

GOVERNMENT SERVICE RECOGNITION OF NEED 

The Northern Territory Department of Health, Alcohol and Other Drugs Program aims to 
ensure services are available to respond to people experiencing both mental health and 
alcohol and other drug issues.  During 2012 and 2013, actions to strengthen this capacity 
included: 

Ø Aboriginal Medical Services Alliance Northern Territory was funded to employ a 
clinical psychologist.  Clinical supervision is provided to the remote alcohol and 
other drug workforce. 

Ø The program provides a sessional service of one onsite afternoon session per 
week at Headspace Darwin.  This service is used by youth seeking mental health 
services who present with problems due to alcohol and other drug use. 

Ø Efforts to support the Department of Health alcohol and other drug and mental 
health teams to share information and provide coordinated care are ongoing.  The 
aim is to form a combined support approach for people with co-existing mental 
health and alcohol and other drug issues.  

Ø Completion of Applied Suicide Intervention Skills Training and refresher training 
every two years has become mandatory for all departmental staff.  Staff are 
supported to provide continued support and be present at suicide prevention 
events in Top End communities. 

 

WORKING COLLABORATIVELY ACROSS SECTORS 

Examples of collaborative approaches supporting holistic service delivery provided for this 
report were: 

Ø Wurli Wurlinjang Health Services primary health care team refer, and work 
closely, across internal work units and external agencies.  The internal wellbeing 
unit provides mental health care and community support.  Katherine mental health 
services manage chronic mental health conditions and aged and disability care 
providers provide a range of support and services.   

Ø Danila Dilba Medical Services alcohol and other drug, mental health and clinical 
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services work closely together in terms of patient identification, referral and 
follow up. The mental health team also works with a wide range of other health 
services to coordinate care.  This same service approach is provided by many 
other Aboriginal community controlled health services such as Central Australia 
Aboriginal Congress, Anyinginyi and Miwatj Health Aboriginal Corporations, 
Katherine West Health Board and Sunrise Health Service. 

Ø Central Australia Aboriginal Congress Safe & Sober services and Social and 
Emotional Wellbeing programs are supported by a neuropsychology position.  

Ø The Mental Health and Alcohol and Other Drug Advisory Group to the Northern 
Territory Medicare Local provided a cross-sector and multi-stakeholder 
perspective. 

Ø The Northern Territory Medicare Local has worked closely with Aboriginal 
community controlled organisations to deliver the Aboriginal mental health worker 
program. 

Ø The Northern Territory Remote Alcohol and Other Drug Workforce employs and 
supports alcohol and other drug workers in remote primary health care settings 
across the Northern Territory.  The program has developed a range of assessment 
tools that include mental health.  The remote alcohol and other drug workers 
support linkages between primary health care and specialist services. 
 

 
‘Raypirri Rom Wellbeing program: Yolngu strengthening Yolngu’ is a family support program in 
which Yolngu workers use a combination of traditional and mainstream methods to support 
families at risk of substance abuse and violence. The team works closely with local schools and 
the drug and alcohol rehabilitation centre, and also accepts referrals from individuals, families 
and agencies.  The team helps with a variety of issues in community including: Family violence 
and clan conflict, child safety issues – anti social behaviours, Alcohol and other drugs (and) Self-
harm’. 

Miwatj Health Services 

INDICATOR MEASURE: Improved recording of social & emotional wellbeing in risk 
factor assessment. 

This indicator measure provides information about what records are being kept to show the 
inclusion of social and emotional wellbeing in chronic care across all settings.  Different tools 
to assess social and emotional wellbeing are used in different settings.  Many of the preferred 
tools reported are strengths based and combine both risk assessment and a brief 
intervention.  The tools are often applicable across multiple life area challenges such as 
alcohol and other drug use, mental health and physical wellbeing.  Some of the tools have 
been integrated into electronic record systems.  

SCREENING TOOLS 

Examples of screening tools used in service delivery contexts and by providers include: 
Ø The Remote Alcohol and Other Drugs Workforce Program screening and intervention 

tools focus on the co-occurrence of mental health issues and alcohol and other drug 
misuse.   These have been developed and implemented across the remote alcohol and 
drug workforce consistently as best practice.  Program guidelines, resources and tools 
have been developed.li  The main program tools have been developed in collaboration 
with Menzies School of Health Research under the Australian Integrated Mental 
Health Initiative (AIMhi) . 

                                                                 
li This program was independently evaluated by Menzies School of Health Research in 2013:  Remote Alcohol and Other Drugs 
Evaluation May 2013   

http://www.caac.org.au/
http://www.caac.org.au/
http://miwatj.com.au/
http://kwhb.com.au/home
http://www.sunrise.org.au/sunrise/contactus.htm
http://remoteaod.com.au/
http://remoteaod.com.au/aod-work/further-resources
http://www.menzies.edu.au/page/Research/Indigenous_Health/Mental_health_and_prevention/Mental_Health_and_wellbeing/
http://www.menzies.edu.au/page/Research/Indigenous_Health/Mental_health_and_prevention/Mental_Health_and_wellbeing/
http://remoteaod.com.au/about-us
http://remoteaod.com.au/about-us
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Ø Australian Integrated Mental Health Initiative tools were also developed for use 
within primary health care settings as part of the ABCD national partnership.   

Ø The client services team at Headspace use a range of assessment and screening tools 
including the HEADS assessment.  The psychosocial assessment covers 10 focus areas 
including: home and environment, education and employment, alcohol and other 
drugs, relationships and sexuality, in addition to anxiety, depression, psychosis and 
suicide. 

Ø Danila Dilba Medical Service provided staff with training in the use of the Indigenous 
risk impact screening and brief intervention tool (IRIS).  This tool is used in service 
provision to assess alcohol and other drug use and mental health issues and provide 
brief intervention in a culturally appropriate manner. 

  

STRATEGY 5.5  IMPROVE REHABILITATION SERVICES FOR PEOPLE WITH 
CHRONIC CONDITIONS IN ORDER TO MAXIMISE FUNCTION, IMPROVE 
QUALITY OF LIFE AND REDUCE THE RISK OF FURTHER COMPLICATIONS 

INDICATOR MEASURE: Number of health services providing access to cardiac and 
pulmonary rehabilitation programs. 

Cardiac and pulmonary rehabilitation provides improved outcomes for people who have a 
chronic heart condition.  This indicator measure provides information about which 
organisations are providing services and to whom they are providing services   

Improved access to cardiac services and cardiac rehabilitation was noted to be a major 
achievement in health care in the Northern Territory during 2012-2013. (109)  Cardiac 
rehabilitation services are offered within a self-management approach.lii  Some cardiac clients 
have received cardiac rehabilitation provided by Healthy Living NT in collaboration with 
Royal Darwin and Alice Springs Hospitals; these hospitals provide cardiac education for 
clients whilst in hospital.  Pathways for referral and coordination have been developed.  The 
following cardiac rehabilitation pathway has been developed (135, 136, 139):   
Ø Phase 1 is the ‘Heart Failure Program’ which provides inpatient cardiac rehabilitation 

and education.  Services are provided at Royal Darwin and Darwin Private Hospitals.  
Education is based on self-management principles within the Flinders model of 
chronic disease management.  Topics include: understanding heart failure, self-
monitoring of symptoms and knowing when to seek further medical advice.  Families 
and carers are involved in the education sessions.  The service includes follow-up 
education and support which is continued for approximately six months following 
discharge from hospital.  

Ø Phase 2 is the ‘Healthy Heart Program’ delivered by Healthy Living NT.  The Healthy 
Heart Program is a four-week outpatient program providing one-on-one education 
sessions and referral.  Referrals are made to this service following discharge from a 
Northern Territory-based hospital, return from interstate cardiac medical care, and via 
general practitioners.  In 2012, the Healthy Heart Program provided services to 1,418 
individuals with heart problems (cardiac disease) and 1,403 in 2013. 

Ø Phase 3 is also delivered by Healthy Living NT.  This is a maintenance program which 
commences at the completion of Phase 2.   Follow-up is focussed on cardiac risk 
factors and education and information days are held.  The Heart Foundation Heart 
Moves is a continuing exercise program offered in Alice Springs. 

During 2012, the following cardiac rehabilitation services were provided by Healthy Living 
NT to Territorians, the majority of whom were urban clients.  

                                                                 
lii Self-management approach is Key Action Area 4 within the Strategy. 

http://www.menzies.edu.au/page/Research/Centres_initiatives_and_projects/ABCD_National_Research_Partnership_Project/
http://headspace.org.au/health-professionals/headspace-psychosocial-assessment-interview/
http://www.sewbmh.org.au/page/3662/culturally-specific-screening-tools
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Ø The cardiac education service provided direct assistance to 667 individuals newly 
diagnosed with cardiac conditions (phase 1 and phase 2).  Some education 
occurred during pre-procedure programs and external clinics.  67% of the people 
accessed services via the Darwin service and 33% through the Alice Springs 
service.  

Ø 78% of these individuals were inpatients (Phase 1) and 17% were outpatients 
(Phase 2) at the time of accessing the service.  Pre-procedure education accounted 
for 1% of service users.  The remaining 4% were receiving services through 
Aboriginal Medical Services and external clinics.  

Ø 23 of the 667 people accessed maintenance education sessions (Phase 3) in 
Darwin and 15 in Alice Springs.   

Ø 441 episodes of continuing exercise sessions (Phase 3) were recorded for 
individuals accessing the Heart Moves exercise program in Alice Springs. 

 
The main challenge reported by service providers is providing services to people living in 
remote and very remote locations.  Different approaches used to improve access to services 
to people living in remote and very remote locations included: 
Ø Education to individuals and families are offered when the person was ‘next in town’.  
Ø Telephone access and referral support are available. 
Ø Information packages, which include both education and exercise programs, are 

provided to people not able to participant in the Healthy Heart Program (Phase 2).  
Ø A telephone support service which is available throughout all the phases.  Remote 

clinics can also access this telephone service.   
Ø Pre-procedure appointments provide people who have outpatient angiograms and 

appointments with information about cardiac procedures to take place interstate. 
 

Additional services offered during this reporting period included: 
Ø The Northern Territory Medicare Local facilitated the provision of cardiac education 

services in 34 communities across the Northern Territory.  This was provided as part 
of the Medical Outreach Indigenous Chronic Disease Program. 

Ø Cardio-pulmonary rehabilitation was provided at Katherine District Hospital.  
Ø Pulmonary rehabilitation and support group, Breath Easy Walk Easy is available for 

Darwin urban clients. 
Ø The Baker IDI Heart and Diabetes Institute provided the Lift for Life program in Alice 

Springs. 
Ø Respiratory education was provided to remote communities and Darwin urban areas 

by Royal Darwin Hospital. 
Ø Respiratory education is also provided in Darwin and regional areas by Asthma 

Foundation NT 
Ø Dr Peter Bowman ran a pulmonary rehab program on Tiwi islands. 

 

STRATEGY 5.6  PROVIDE PEOPLE WITH CHRONIC CONDITIONS ACCESS TO 
APPROPRIATE, QUALITY, INTEGRATED PALLIATIVE CARE SERVICES 

INDICATOR MEASURE: Number of people with chronic conditions who are referred to 
palliative care. 

Palliative or end-of-life care forms an important part of the care continuum for people who 
experience, and die from, chronic conditions.  Monitoring how many people with chronic 
conditions are receiving palliative care services can be one indicator of how accessible quality 
end-of-life care is for people with chronic conditions.    

Palliative care services are provided in hospitals, the Darwin-based hospice, aged care 

http://ruralhealthaustralia.gov.au/internet/rha/publishing.nsf/Content/Medical_Outreach_Indigenous_Chronic_Disease_Program
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facilities and home and community settings in the Northern Territory.  The Northern 
Territory, Department of Health, Territory Palliative Care often provides consultation 
services.  Consultation supports primary care providers to continue management, 
coordination and care in community settings.  

A clear picture of Territory-wide numbers and trends in the use of palliative care by people 
with the identified chronic conditions within the Strategyliii is not available.  Data has been 
provided by several sources.  No data reporting system currently monitors the percentage of 
people receiving palliative care across the multiple settings in the Northern Territory.   

IMPROVING ACCESS TO PALLIATIVE CARE RESOURCES AND SERVICES 

Increasing awareness of the benefits for people with chronic conditions accessing palliative 
care services has been occurring over many years.  In 2008–2010, a project for people with 
renal disease resulted in the development of a pathway, a range of resources, and a 
significant increase in the number of people with end-stage renal disease accessing palliative 
care.  This project formed the basis of a commitment to improve access to palliative care for 
people with any chronic condition. 

A further palliative care project (November 2011–August 2012) placed coordinator roles 
within renal service teams based in Darwin and Alice Springs hospitals.  At the end of the 
project period no business case was submitted to initiate permanency of the roles.  However, 
the benefits to the patients and the service teams were well acknowledged and a Top End 
renal services nurse position was reallocated to support the continuation of the role.  This 
position continues to support co-ordination and continuity of care for people with end-stage 
renal disease in the Top End.   

In 2012 and 2013, the ‘Palliative care in chronic disease pathway project’ was completed.  
This project aimed to support health care providers who were managing chronic illnesses 
such as cardiac and respiratory disease to introduce the palliative approach for people with 
advanced or end-stage disease. (140)  Pathways and a range of clinical tools and community 
resourcesliv to support integration of specialist palliative care into care planning for people 
with heart and lung diseases were developed. 

In September 2013, a new day respite house in Alice Springs was opened.  The new facility 
was promoted to provide services for residents who were ‘aged and frail, suffer from a 
chronic disease or require palliative care’. (141)  

REFERRAL ACTIVITY FOR 2012 AND 2013 

Data was provided separately for Top End and Central Australia palliative care services for 
this report. 

Top End palliative care services recorded 537 new referrals in 2011-12 and 564 in 2012-13.  
The data does not identify the type of illness with which the individuals were diagnosed.  The 
higher number of referrals during 2012-13 was attributed to the introduction of the chronic 
conditions pathway project. 

Central Australia palliative care received 150 new referrals in 2011-12.  Diagnosed conditions 
for individuals accessing this service have been provided (figure 50 below).  A 50% decrease 
in new referrals for people with end-stage kidney disease from the previous year was 
highlighted.  The commencement of the hospital-based renal services project was identified 

                                                                 
liii This also acknowledges the difficulty in separating cancer types between ‘lifestyle’ (those sharing the same risk factors as other 
chronic conditions within the Strategy) and those referrals for people with a cancer that do not fit within the Strategy.  
liv Available @ http://www.health.nt.gov.au/Palliative_Care/Health_Professional/Resources/index.aspx 
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as the most likely reason for this.  The hospital-based renal project provided coordination and 
continuity of care in consultation rather than referring management to Central Australian 
Palliative Care during this timeframe.  

Figure 50 - Central Australia Territory Palliative Care referrals 2011-2012 by condition 

 

Source: Department of Health – Palliative Care Services Central Australia – unpublished internal management report 

Service providers reported active referral of people with chronic conditions requiring end-of-
life care to specialist palliative care services for consultation.  Examples included: 

 ‘While there aren’t specific numbers a large number of cancer clients and 4 renal clients have been 
referred to palliative care services.  Clients are given a choice and if they choose to refuse treatment or 
renal dialysis, they are supported in their choice.’ 

Danila Dilba Medical Services 

‘Approximately 150 Aboriginal & Torres Strait Islander people were assisted by Northern Territory 
Medicare Local care coordinators to access palliative care during 2012 and 2013.’ 

Northern Territory Medicare Local 
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KEY ACTION AREA 6: WORKFORCE PLANNING AND DEVELOPMENT 

Objective:   Recruit, develop and retain an appropriately skilled workforce. 

STRATEGY 6.1 PROVIDE EDUCATION, TRAINING AND PROFESSIONAL 
DEVELOPMENT OPPORTUNITIES THAT ENCOMPASS ALL ASPECTS OF THE 
CHRONIC CONDITIONS PREVENTION AND MANAGEMENT STRATEGY 

INDICTOR MEASURE: Reform initiatives to address the need for an increasing 
workforce to prevent and manage chronic conditions. 

This indicator measure describes the strategic approaches being implemented to increase 
the ability of the workforce to prevent and manage chronic conditions.  Developing 
workforce capacity is a priority in many reform initiatives and related partnership 
agreements.  During 2012 and 2013, initiatives were implemented under the following 
agreements:    

Ø The National Partnership Agreement on Hospital and Health Workforce Reform 
(ceased 30 June 2013) focussed on subacute care services.  In the Northern Territory, 
the primary focus was increasing access to rehabilitation services.  

Ø The National Strategic Framework for Rural and Remote Health was launched in 
2012.   One of the five priorities is recruitment, retention, training and support of the 
remote workforce.  

Ø The Indigenous Chronic Disease Packagelv was established to provide Aboriginal and 
Torres Strait Islander people with greater access to quality primary health care 
services.  Known as the Chronic Disease Package (2010–2013), funding was provided 
for the creation of new workforce teams which provided and delivered the Indigenous 
Outreach, Healthy Lifestyle and Tobacco Action programs.  The Australian 
Government directly funded some Aboriginal community controlled health services in 
the Northern Territory.  These included Anyinginyi Health Service, Central Australian 
Aboriginal Congress and Miwatj and Wurli Wurlinjang Health Services. 

STRATEGY 6.2 BUILD WORKFORCE CAPACITY TO MEET FUTURE POPULATION 
NEEDS THROUGH RESEARCH AND INNOVATION INITIATIVES 

INDICATOR MEASURE: Number of people taking up new roles related to chronic 
conditions. 

Increasing the ability of the workforce to effectively prevent and manage chronic 
conditions includes the creation of new positions.  This indicator measure seeks to identify 
increased resources from the creation of new positions.  

New positions in chronic conditions have been created under various initiatives and 
funding agreements since the commencement of the Strategy.  Some programs have 
included funding for new positions and some were a continuation and/or expansion of 
existing programs.    

WORKFORCE DEVELOPMENT PROGRAM FUNDING 
 
An overview of the programs funded to provide increased workforce numbers in chronic 
conditions in the Northern Territory is provided at Appendix Two.  During 2012 and 2013, 
the Northern Territory Medicare Local managed a range of workforce and development 

                                                                 
lv This national program was part of Closing the Gap on Indigenous disadvantage.  An evaluation was completed in 2013 by 
Menzies School of Health Research: Sentinel Sites Evaluation. 

http://www.federalfinancialrelations.gov.au/content/npa/health_payments/workforce-reform/national_partnership.pdf
http://www.ruralhealthaustralia.gov.au/internet/rha/publishing.nsf/Content/EBD8D28B517296A3CA2579FF000350C6/$File/NationalStrategicFramework.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/icdp-sentinel-sites-project
http://www.menzies.edu.au/page/Research/Projects/Health_systems_research/Sentinel_Sites_Evaluation_SSE/
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programs.  These were reported in detail in the Northern Territory Medicare Local Health 
and Workforce Program Summaries 2013-2014 (142, 143) and included: 
Ø Regionally Tailored Primary Health Care Initiatives (Rural Primary Health Services 

and Preventive Health Initiative programs, and After Hours Programs). 
Ø Refugee Health.  
Ø Mental Health Services in Rural and Remote Australia.  
Ø Access to Allied Health Services.  
Ø Medical Outreach Indigenous Chronic Disease Program.  
Ø National Suicide Prevention Program. 
Ø Closing the Gap - Improving Indigenous Access to Mainstream Primary Health Care 

Services and Indigenous Chronic Disease Package - Care Coordination and 
Supplementary Services. 

Ø Rural and Remote General Practice Program (includes education, family support and 
compass). 

Ø Additional Assistance Program. 
Ø Rural Locum Relief Program. 
Ø Go Rural Program. 
Ø General Practice Relocation Incentive Program. 
Ø Rural Health Professionals Program. 

 
NEW POSITIONS  
 
Between June 2012 and June 2013, a 20% increase in the number of full-time equivalent 
positions within primary health care was reported nationally (144).  The actual number of 
new positions created in the Northern Territory is not available.  This is because: 
Ø Reliable baseline data to monitor was not available. (145)  
Ø Information provided for this report suggested shifts within the existing workforce 

from existing to new positions.  Extended vacancies in both existing and new 
positions were also noted.   

Ø A lack of confidence in the sustainability of new positions funded under time-
limited funding agreements exists.  A 2013 example of this was the uncertainty of 
the continuation of the new positions created within sub-acute care services.(138) 

 

Examples of the benefits of extended service reach due to staffing increases during 2012 
and 2013 described by service providers included: 

A greater focus on the management of chronic conditions came about with the introduction of the 
Care Coordination and Supplementary Services program where highly complex clients are care 
coordinated, and have the opportunity to access medical assistance through the Supplementary 
Services program.  Programs were evaluated which supported the additional resources (and) 
increased service capacity - four Care Coordinator roles were established with a further two then 
coming on board after the first twelve months of the program, and two positions for chronic 
disease outreach workers were established.  This has provided enhanced care for highly complex 
clients, improved access through the outreach workers and provided greater access to specialists 
services in a more coordinated way. 

Danila Dilba Health Service 

Expanded health promotion unit from one to four staff members.  The team now consists of a 
Coordinator (Aboriginal), two Aboriginal healthy lifestyle support workers and one 
nutritionist/dietician.  A diabetic educator was also employed in addition to five Alcohol and Other 
Drug local Aboriginal community workers. 

http://www.health.gov.au/internet/main/publishing.nsf/content/budget2011-flexfund-regionallytailored11.htm
http://www.nevdgp.org.au/files/programsupport/Closing%20the%20Gap/IHPO%20and%20IOW%20Program%20Guidelines%20250110.pdf?PHPSESSID=
http://www.nevdgp.org.au/files/programsupport/Closing%20the%20Gap/IHPO%20and%20IOW%20Program%20Guidelines%20250110.pdf?PHPSESSID=
http://www.hnnt.org.au/sites/default/files/Programs/Nov%2B2012%2BCCSS%2Bguidelines.pdf
http://www.hnnt.org.au/sites/default/files/Programs/Nov%2B2012%2BCCSS%2Bguidelines.pdf
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Wurli-Wurlijang Health Service  
 

(We) developed a chronic care coordination position to focus on the coordination of clients who 
are disengaged from health services, and to support clients to attend and reconnect with service 
providers, and link them into other related services. 

Anyinginyi Health Aboriginal Corporation   

 (We) employed Indigenous Health Project Officers (x 3) and Aboriginal and Torres Strait Islander 
Outreach Workers (x 4) to support clients to access mainstream primary health care for chronic 
conditions prevention and management.  An additional position was funded through AMSANT.  
Additionally, a small number (<5) of additional Care Coordination positions were created in funded 
agencies through increased funding arrangements with Aboriginal Community Controlled Health 
Services. 

Northern Territory Medicare Local 

Two coordinator positions based in Aboriginal Medical Services Alliance Northern Territory Top End 
and Central Australia commenced in July 2009.  Additional continuous quality improvement 
facilitator positions based in primary health care services were created in 2011.   Sixteen facilitator 
positions were active during the reporting period.  These positions support the primary health care 
setting to adopt continuous quality improvement as day to day business.  The two centrally based 
coordinators provide orientation, mentoring and ongoing support to the facilitators based in 
Aboriginal community controlled health services and Northern Territory Department of Health 
primary health care centres.  

Continuous Quality Improvement Program,  
Aboriginal medical Services Alliance Northern Territory 

 

STRATEGY 6.3  DEVELOP AND SUPPORT EMPLOYMENT OF ABORIGINAL 
PEOPLE IN MANAGEMENT, POLICY AND OPERATIONAL AREAS OF CHRONIC 
CONDITIONS 

INDICATOR MEASURE: Increase in the number of Aboriginal people employed in the 
chronic conditions area. 

Increasing the number of Aboriginal people employed in health, in particular chronic 
conditions, is seen as an important part of improving health outcomes for Indigenous 
Australians and Territorians.  This relates to the creation of a stable and skilled workforce able 
to provide culturally appropriate and safe services.   
 
The socio-economic and related health benefits of improving employment opportunities for 
Indigenous people are discussed in this report at: 
Ø Key action area 1: Increase the focus on the social determinants of health.  Strategy 

1.3 ‘Improve access to health services for all Territorians.  Indicator measures: Number 
and proportion of Aboriginal staff employed within Department of Health and number of 
targeted chronic conditions training and mentoring programs for Aboriginal people. 

 
Skill development through training and mentoring to support engagement of Aboriginal 
Territorians in health care provision are recorded in this report at: 
Ø Key Action Area 1: Increase the focus on the social determinants of health.  

Strategy 1.3:  ‘Improve access to health services for all Territorians.  Indicator 
Measure: Number of targeted chronic conditions training and mentoring programs for 
Aboriginal people. 
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POLICY AND PROGRAM COMMITMENTS 

The Australian Government, Department of Health provides a resource page of national 
commitments and programs focused on growing the Aboriginal and Torres Strait Islander 
Workforce.  Information includes: 
Ø The National and Torres Strait Islander Workforce Strategic Framework 2011–

2015. 
Ø Aboriginal and Torres Strait Islander Scholarships.  
Ø Closing the Gap: Tackling Indigenous Chronic Disease Package.  
Ø Ear and Hearing Training initiative for Aboriginal Health Workers.  
Ø National Aboriginal and Torres Strait Islander Health Workforce Training Package. 

Information is also available on the Health Workforce Australia sitelvi. 
 

Health-related strategies, research and policy statements published in 2012 in the Northern 
Territory included: 
Ø The Northern Territory Aboriginal Health and Community Services Workforce 

Planning and Development Strategy 2012. 
Ø Research and publication of 15 Case Studies as reference and reflection points to 

inform future practice.  
Ø The Northern Territory Indigenous Cadetship Support Program 
Ø The Aboriginal and Torres Strait Islander Health and Community Services Workforce 

Development Project Forum was held in November 2012.  The development of the 
Aboriginal and Torres Strait Islander Health Practitioner Cultural Statement was one 
outcome of the forum.  This statement was seen as validation by both the Northern 
Territory Department of Health and the Aboriginal Medical Service Alliance Northern 
Territory of the contribution of Aboriginal and Torres Strait Islander health 
practitioners’ integral role within the multi-disciplinary health care teams in the 
Northern Territory. 
 

General publications and activities to support increased Aboriginal employment in the 
Northern Territory included: 
Ø The commencement of the Northern Territory Employment Strategy 2012 – 2015.  

The strategy’s five priority areas are interlinked.  One is Increase Indigenous 
Workforce Participation 

Ø In 2013, Job Australia held the Indigenous Forces at Work Conference in Darwin.    
 
THE EMPLOYMENT DATA 
 
Many of the programs described in Strategy 6.2 have been developed and funded to 
support increased employment opportunities for Indigenous people in primary health care.  
Many funded positions listed as additional workforce such as healthy lifestyle workers and 
outreach workers were filled by Aboriginal staff in the Northern Territory.   
 
Examples of program funding employing Aboriginal people in the Northern Territory during 
2012 and 2013 included: 
Ø The Northern Territory Medicare Local continued to fund the Aboriginal Mental 

Health Worker program under Mental Health Services in Rural and Remote Areas 
funding.  The program employs a local Aboriginal workforce to deliver culturally 
appropriate mental health care in a number of remote communities in the Northern 
Territory. 

                                                                 
lvi While the Health Workforce Australia site remains available, this organisation has not been in operation since 6 August 2014. 

http://www.health.gov.au/internet/main/publishing.nsf/Content/work-ab
http://www.health.gov.au/internet/main/publishing.nsf/Content/work-ab
https://www.hwa.gov.au/our-work/improve-distribution/aboriginal-and-torres-strait-islander-health-workforce-program
http://www.hstac.com.au/WorkforceStrategy/
http://www.hstac.com.au/WorkforceStrategy/
http://www.hstac.com.au/WorkforceStrategy/case-studies.html
http://www.careers.nt.gov.au/starting-career/Pages/indigenous-cadetship.aspx
http://www.hstac.com.au/new/index.php?option=com_content&view=article&id=36&Itemid=149
http://www.hstac.com.au/new/index.php?option=com_content&view=article&id=36&Itemid=149
http://www.health.nt.gov.au/library/scripts/objectifyMedia.aspx?file=pdf/91/45.pdf&siteID=1&str_title=ATSIHPs%20Cultural%20Statement.pdf
http://www.dob.nt.gov.au/Employment/workforce-development/emp-strategy/Pages/default.aspx
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Ø The Northern Territory Medicare Local funded Aboriginal and Torres Strait Islander 
outreach workers under the Closing the Gap initiative. 

Ø The Australian Government funded Remote Alcohol and other Drug Workforce 
program employs locally based Aboriginal staff to work within primary health care 
settings across the Northern Territory. 

The lack of baseline data to measure changes in the numbers of Aboriginal people working 
in health roles over time is difficult. (145 p.4)  Identification of increased Aboriginal staff 
numbers in the specific area of chronic conditions and management is not possible to 
extract from employment data.  This applies in the Northern Territory and Australia.  
Increases in the number of Indigenous Australians working in health have been recorded 
between 2006 and 2011.  The number of Indigenous Australians working in health-related 
roles continues to under represent the population at 1.6%.  The Northern Territory 
reported the lowest representation in Australia at 1 % (8 p.152).  

At June 2013, Indigenous Australians made up 54% of the workforce of Indigenous 
primary health care organisations nationally.  In 2012-2013, a national online survey of 
Aboriginal and Torres Strait Islander health care providers noted the ongoing challenge of 
recruitment and training.  Recruitment, training and support of Aboriginal and Torres Strait 
Islander staff (70%) and staffing levels (58%) were reported as key challenges to providing 
quality services.’(145 p.45) 

‘Commitment to increase our Aboriginal Health Practitioner workforce by 10% annually.  In 
2013 nine people were in training.  Close to 60% of our workforce are Indigenous’. 

Miwatj Health Aboriginal Corporation 
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KEY ACTION AREA 7: INFORMATION, COMMUNICATION AND DISEASE 
MANAGEMENT SYSTEMS 

Objective:   To improve connectivity, sharing of useful information management and 
information communication technology to facilitate efficient and effective chronic conditions 
prevention and management 

STRATEGY 7.1 UTILISE EXISTING AND EMERGING INFORMATION 
MANAGEMENT AND INFORMATION COMMUNICATION TECHNOLOGY TO 
FACILITATE EFFICIENT AND EFFECTIVE CHRONIC CONDITIONS PREVENTION 
AND MANAGEMENT 

INDICATOR MEASURE: Number of health services with electronic care planning and 
recall systems.  

Electronic care planning and recall systems provide tools to support service providers to 
deliver quality and timely services.  Electronic systems also provide an ongoing record and 
data base to support continuity of care.  This indicator measure tracks the number of 
services actively using electronic care planning and recall systems. 

By the end of 2013, all remote health centres in the Northern Territory and 100% of 
Aboriginal community controlled organisations had access to care planning and recall 
systems.  All Aboriginal community controlled services use Communicare, and the majority 
of government services use the Primary Care Information System.  Three Northern 
Territory Department of Health remote health centres based in East Arnhem Land were 
the final centres to have electronic systems connected.  The Communicare system was 
installed in these centres to support regional consistency and future transfer to Aboriginal 
community control.    
  
Activities delivered during 2013-2013 to extend and improve the primary health care 
information system included: 
Ø Data systems were installed in police watch houses in Darwin, Katherine and Alice 

Springs by March 2012.lvii 
Ø Alcohol and other drug mandatory treatment facilities in Central Australia were 

connected to the database in 2013.   
Ø The Pen computer systems clinical audit toollviii was integrated into the primary 

care information system for future use.   
 

Examples of how electronic systems supported service delivery were provided by service 
providers for this report included: 

‘At Danila Dilba all clinical records are now electronic through Communicare.  This provides the 
opportunity for care planning, a comprehensive recall system, and provides complete and 
comprehensive medical records for clients.’’ …Patients are screened prior to seeing the GP by the 
Aboriginal Health Practitioner and there is a focus on early detection and prevention of chronic 
disease.  Communicare has a recall system and there is also a Recalls team who follow up post 
hospital discharge clients and high priority recalls.  They particularly target the high risk clients’ 

‘Anyinginyi uses one system which can be customised, so is constantly improved.  Even the remote 
team use an offline system that is synchronised on their return to base.  Communicare has been 
developed with a care plan and a complex recall system that is used on a daily basis to transport 

                                                                 
lvii This supports health assessment by nurse clinicians in watch houses 
lviiiThe tool assists providers in several different ways and is discussed in Key Action Area 8 – Continuous Quality 
Improvement. 
 

http://www.communicaresystems.com.au/
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clients to the primary health centre facility.  Within this small community there are at least six 
separate electronic systems.’ 

‘As part of the Heart Failure Program at Royal Darwin Hospital, care plans and discharge 
summaries are added to the Primary Care Information System to improve coordination of client 
care.  The heart failure program is also investigating an eHealth remote management system that 
uses a combination of internet and mobile phone to monitor clients’ progress.  A cardiac secondary 
prevention group has been formed to develop pathways for the management system.’   

 
Limited information about the use of care planning and recall systems in non-Aboriginal 
community controlled urban-based primary health care services has been available for this 
report.  The two main providers are Northern Territory Department of Health and private 
general practitioners.  The information available includes: 
Ø The Community Care Information System is used by all Northern Territory 

Department of Health urban-based community health service providers.  It is a 
case management system.   

Ø In 2010, a 48% usage rate for electronic shared care plan in five general practices 
was reported.  Data about the use of electronic shared care plans in general 
practice during 2012 and 2013 was not available for this report.   

STRATEGY 7.2  SUPPORT AND DEVELOP CONTINUITY OF CARE INITIATIVES 
THAT SUPPORT HEALTH PROFESSIONALS AND HEALTH SERVICES WORKING 
TOGETHER IN AN INTEGRATED, SEAMLESS, AND COORDINATED WAY AND 
ENHANCING THE INTERFACE BETWEEN HEALTH AND OTHER SECTORS 

INDICATOR MEASURE: Number of health service IT systems that communicate 
effectively with other services and sectors. 

Communication between providers supports coordination and continuity of care.  This 
indicator measure aims to monitor advances in information technology which improve 
communication between individual and organisational service providers and across sectors. 

Different data systems are used to support policy, service planning and coordinated service 
delivery in organisations.  Different systems are also used by different types of health care 
providers.  This is not unique to the Northern Territory given Territorians are highly mobile 
across locations.  This has created challenges for health care providers to provide high quality 
streamlined care.  Ensuring information can be shared in secure ways and with appropriate 
consent is an ongoing challenge and priority.  It is particularly important for Territorians who 
have multiple complex health needs, live in remote areas, and are required to travel 
frequently between communities and regional centres to access health care.   

ELECTRONIC HEALTH RECORDS 

Integration of information and data between the different service provider systems has 
been possible through the Northern Territory’s shared electronic health record service.  
Transition to the new national system commenced in 2012-13.  My eHealth Record 
(previously called the eHealthNT Shared Electronic Health Record) provides 24-hour 
access for registered users (healthcare providers) to support consent-based information 
sharing.   
 
The Northern Territory Government, Department of Health, was engaged in planning and 
implementing the transition and registration to the national ‘Personally Controlled 
Electronic Health Record’ system.  The eHealth team at the Northern Territory Medicare 
Local worked to support primary healthcare organisations throughout the Northern 

http://www.ehealthnt.nt.gov.au/FOR_PROVIDERS/-_My_eHealth_Record/index.aspx
http://www.ehealth.gov.au/internet/ehealth/publishing.nsf/content/home
http://www.ehealth.gov.au/internet/ehealth/publishing.nsf/content/home
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Territory in transitioning or connecting to the national system. 
 
Activity reports on transition progress were made to the Council of Australian 
Government.  Northern Territory (146, 147) updates included:  
Ø By June 2013, 78% Territorians and 100% providers based in rural and remote 

locations were registered.  
Ø Between June 2011 and June 2013, a total of 29.2% of Territorians registered as 

new users.  This increased the total number of registered users from 43,000 to 
60,700. 

Ø An average of 900 service providers used the system each month. 
Ø During 2012-13, on average per month, more than 145,400 health care summaries 

were sent (a 54.6% increase) and health providers accessed the shared record 
during provision of health care on 35,900 occasions (a 63.8% increase).  

 
Danila Dilba Health Services described the changes from an organisational perspective: 

‘My electronic Health Record and Personal Health Care Record are the means used to 
communicate across systems.  All clients are encouraged to sign up for my electronic Health 
Record so that information is readily available……Information was shared initially through 
Healthconnect and then by My E-Health Records.  This means information can be shared 
between services and subsequently streamlines services and the care provided.’ 

ADDITIONAL PROJECTS  

During 2012 and 2013, additional projects to increase access to information technology 
for improved communication were completed.  These included: 

Ø The Digital Regions Initiative increased access to telehealth and broadband 
technology. lix    
· The telehealth network connects Northern Territory public hospitals, 

remote primary care health centres, interstate tertiary hospitals and private 
specialists.  Telehealth is used for a range of health purposes including pre-
admission clinics and reviews, cancer, cardiac and renal care and review, 
trauma and critical care support and post-surgical reviews.  More than 50 
enabled centres in urban centres and towns, regional areas and remote 
locations are now available.   

· High-speed fibre, data communications network was installed in the 17 
Territory growth towns. 

Ø The ‘Continuity of Care’ project introduced secure electronic messaging to 
support referral and discharge between providers across general practice, 
health centres and clinics, and specialist and hospital outpatient clinics.  All 
Department of Health and Aboriginal community controlled health service 
systems were upgraded to comply with the national requirementslx for future 
use. In April 2013, service providers began using the National Health Services 
Directory as the address book for secure messaging. 

STRATEGY 7.3  UTILISE CURRENT INFORMATION TECHNOLOGY TO SHARE 
INFORMATION ABOUT CHRONIC CONDITIONS PREVENTION AND 
MANAGEMENT, WITH HEALTH PROFESSIONALS AND COMMUNITY MEMBERS 

INDICATOR MEASURE: Utilisation of decision support tools by health professionals. 

                                                                 
lix Health eTowns Program was jointly funded by the Australian and Northern Territory Government under the National 
Partnerships Agreement on Digital Regions Initiative.  The focus of this initiative was improved health and education outcomes. 
lx The Australian Technical Specification for Secure Message Delivery – SMD ATS 5822-2010 as approved by the National eHealth 
Transition Authority. 

https://www.coag.gov.au/node/406
http://www.health.gov.au/internet/publications/publishing.nsf/Content/oatsih-hpf-2012-toc%7Etech-app%7Edata%7Ent
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Decision support tools promote clinical care that is consistent with scientific evidence and 
client preference to ensure the delivery of high quality care.  This indicator measure aims 
to illustrate how widely decision support tools are being used to support the work of 
health professionals.   

A key consideration for the adoption of clinical assessment and decision making tools is 
how reliable and appropriate they are for a population.  Health service providers use tools 
and resources for assessment and to create care plans that can be applied in context of 
their work role and location.  Demographic, cultural and literacy factors all influence which 
tools and resources are used in the Northern Territory.  Useful clinical decision making 
resources and tools have been developed and adapted over time.  Many tools are 
geographically or content specific.   Some commonly used tools have been integrated 
within the electronic patient record and information sharing systems. 

The following clinical decision making tools have been integrated and made accessible 
through health information systems in the Northern Territory primary health care sector: 
Ø The Management and Production Tool (known as PROMPT) is accessible to all 

Northern Territory Department of Health services.  These resources and tools are 
now called the Policy Guideline Centre. 

Ø The Remote Health Atlas provides a range of electronic resources and tools to 
support Northern Territory Government remote health staff.  

Ø All Aboriginal primary health care services use Remote Primary Health Care 
Manuals in the Northern Territory.  The Central Australian Rural Practitioners 
Association Standard Treatment Manual (CARPA Manual) and the Minymaku Kutju 
Tjukurpa - Women’s Business Manual are used as primary resources to guide 
clinical decision making.   Hard copies are used in all clinics and are accessible 
through a link within the electronic client record system.  The manuals promote 
consistency in practice and all primary health care staff are expected to adhere to 
the protocols.  Doctors may deviate from the protocols if, in their professional 
judgement, it is necessary.  Clear reasons are recorded when this occurs. 

Ø Automated cardiovascular risk assessment has been integrated into the Primary 
Health Care Information System and is used by Northern Territory Government 
Department of Health remote service providers.  

Ø The Northern Territory Government Department of Health commenced building 
the ‘Integrated Care Network’ at the end of 2013.  An initial focus is the 
development of evidence-based best practice for pregnancy care.  

Ø An international diabetes research project has advocated for the use of tele health 
technology (in particular teleopthalmology) as a tool to enhance education, support 
decision making and self-management and improve outcomes for people who have 
diabetes. (148)  Led by University of Hawaii, the research project includes other 
Australian universities and three Northern Territory Aboriginal community controlled 
health providers. 

 
Examples of how clinical decision making tools are being used by health service providers 
were provided for this report.  These include: 
Ø Danila Dilba Health Services: ‘use CARPA, MIMS, and CRANA Procedures Manuals.  

All are available electronically and accessible via patient record screens.  Clinicians can 
also access the Centre for Disease Control and Rheumatic Heart Disease Register staff 
for clarification.  All appropriate staff have access to Northern Territory Cardiac 
Services to obtain patient information.’ 

Ø The Remote Alcohol and Other Drug Workforce Program Evaluation identified the 
value and benefit of the assessment and planning tools used within the program 
and their relevance to the work conducted with individuals, families and 
communities in remote locations. (149) 

http://internal.health.nt.gov.au/PGC/SitePages/Home.aspx
http://www.health.nt.gov.au/remote_health_atlas/index.aspx
https://www.crh.org.au/centre-for-remote-health-remote-phc-manuals
https://www.crh.org.au/centre-for-remote-health-remote-phc-manuals
https://www.crh.org.au/manuals/carpa-standard-treatment-manual-6th-edition
http://www.mims.com.au/
https://www.crh.org.au/manuals/cranaplus-clinical-procedures-manual-for-remote-and-rural-practice-3rd-edition
http://remoteaod.com.au/aod-work/further-resources
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Ø During 2012 and 2013, the cardiovascular risk assessment tool was developed 
within the Primary Care Information System.  The inclusion of cardiovascular risk 
and smoking assessment tools in the 5th Edition of CARPA (2010) are now 
available within the Primary Health Care Information System.lxi  

Ø A Heart Failure database has been developed to ensure appropriate clinical records 
and statistical data are kept to reflect unit and departmental policies and 
procedures.  The data collection and analysis is used to produce reports for review 
of discharges, patient flow and system blocks and to monitor trends.  

Ø Screening guidelines were developed in 2012 for the initial health assessment of 
newly arrived refugees in the Northern Territory. (150) 

 

STRATEGY 7.4  IMPLEMENT STRATEGIES TO SHARE INFORMATION ACROSS 
THE NORTHERN TERRITORY 

INDICATOR MEASURE: Report on the activities of the NT Chronic Diseases Network. 

The Northern Territory Chronic Diseases Network was established in 1997.  The network 
brings together organisations and individuals committed to reducing the impact of chronic 
conditions.   The role of the governance committee and the broad membership facilitates 
communication sharing across organisations and sectors in the Northern Territory.  The 
four functions of the network are ‘Communication, Coordination, Collaboration and 
Collective Memory’.   

Priority activities of the network have been maintained, reviewed and strengthened.  The 
key areas of activity during 2012 and 2013 were:  
Ø The Chronic Diseases Network Steering Committee continued to meet regularly 

and provide strategic advice and leadership as the main governance body for the 
Strategy and the network.  In 2013, the terms of reference was reviewed to ensure 
high level decision making and governance leadership are a key role of all 
committee members.   

Ø Regular communication across the broad membership baselxii continued to be 
provided through the quarterly newsletter (the Chronicle) and a monthly email 
update (E-CDNews).   Members actively contribute to the newsletter and support 
conference events as both presenters and participants.   

Ø The Chronic Diseases Network annual conferences attracted delegates from the 
Northern Territory and interstate.  Supporting Aboriginal participation and 
leadership is a priority and themes are chosen to address current priorities.   
· The 2012 conference, Promoting Healthy Childhood - Preventing Chronic 

Conditions, was attended by 358 delegates, of which 34% identified as 
Aboriginal or Torres Strait Islander.   

· The 2013 conference, Self-Management-A Partnership Approach, was 
attended by 247 delegates, of which 33% identified as Aboriginal or Torres 
Strait Islander. 
 

  

                                                                 
lxi These tools are not yet available electronically in Communicare systems used by Aboriginal Community Controlled Service 
providers. 
lxii The contact list had approximately 900 members during 2012 & 2013 

http://health.nt.gov.au/Chronic_Conditions/Chronic_Disease_Network/CDN_Steering_Committee_CDNSC/index.aspx
http://health.nt.gov.au/Chronic_Conditions/Chronic_Disease_Network/Conferences/CDN_Conference_2012/index.aspx
http://health.nt.gov.au/Chronic_Conditions/Chronic_Disease_Network/Conferences/CDN_Conference_2012/index.aspx
http://health.nt.gov.au/Chronic_Conditions/Chronic_Disease_Network/Conferences/CDN_Conference_2013/index.aspx
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KEY ACTION AREA 8: CONTINUOUS QUALITY IMPROVEMENT 

Objective:   Improve chronic conditions prevention and management through continuous 
quality improvement activities. 

STRATEGY 8.1: INCREASE CONTINUOUS QUALITY IMPROVEMENT (CQI) 
ACTIVITIES IN ALL ASPECTS OF CHRONIC CONDITIONS PREVENTION AND 
MANAGEMENT 

INDICATOR MEASURE: Evidence of CQI approach in primary health care services. 

The aim to increase continuous quality improvement processes in all aspects of the 
prevention and management of chronic conditions is a systems approach to support the 
delivery of quality primary health care.  This indicator measure asks for evidence of the 
use of continuous quality improvement processes in primary health care services.  

ABORIGINAL PRIMARY HEALTH CARE SERVICES 

The Northern Territory Continuous Quality Improvement Strategy (2009-2013) was 
funded through the Expanding Health Service Delivery Initiative.  It provided a framework 
to support the implementation of continuous quality improvement tools and approaches in 
all Aboriginal primary health care services in the Northern Territory.  The strategy included 
the provision of training to service providers in regards to the benefit and use of the tools.  
This was identified as a critical platform for service expansion and reform.   

An integrated Northern Territory Continuous Quality Improvement Program within the 
Aboriginal primary health care service system has been established.  The approach was 
informed by previous initiatives and experience.  The four major components are: 

· A central steering committee and governance structure for the strategy.  
· Central coordinators based at Aboriginal Medical Services Alliance Northern 

Territory (Top End and Central Australia) to provide leadership and expert 
knowledge. 

· The provision of a facilitator with a dedicated continuous quality improvement 
role for each health service delivery area. 

· A commitment to ensure quality evaluation informs future program 
development. 

 
An independent evaluation published in 2013 (151) highlighted the following findings and 
recommendations:lxiii  
Ø The Continuous Quality Improvement Strategy has increased awareness of, and 

participation in, continuous quality improvement activities and processes.  Some 
health services were noted to be working at very advanced levels of continuous 
quality improvement processes.  

Ø An increased knowledge, skills and capacity for services to actively engage in 
continuous quality improvement activities was noted.  This was attributed to the 
significant training and support primary health care providers have had access to.   

Ø There is flexibility in the way the continuous quality improvement approach is 
implemented across the Northern Territory.  This needs to continue to allow tailored 
support for services at different stages of capacity due to a range of issues which 
include remoteness, staff turnover and the population serviced.  

Ø The Continuous Quality Improvement Strategy builds naturally on other Northern 
Territory Aboriginal primary health care reforms and systems. 

                                                                 
lxiii The full evaluation report is available at AMSANT CQI Webpage   

http://www.health.gov.au/internet/publications/publishing.nsf/Content/oatsih_chcI-ehsdI_summaryreport%7Eresult%7Eexpanding_health-delivery-initiative
http://www.amsant.org.au/whatwedo/cqi/
http://www.amsant.org.au/whatwedo/cqi/
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Ø More needs to be done to support the engagement of Aboriginal health 
practitioners and communities in continuous quality improvement.  

Ø The strategy has made a deliberate decision to focus on clinical continuous quality 
improvement with an emphasis on data/clinical audit.   

Ø The development of an agreed upon, clearly articulated logic model of the 
expected short, medium and long-term outcomes, linked to program activities to 
achieve the outcomes  would be developed.lxiv 

 

A range of continuous quality improvement systems and processes have been integrated 
into health care provider planning and service delivery.   

Data collection across the national key performance indicators for Aboriginal and Torres 
Strait Islander health care commenced in July 2012.  The first annual report highlighted ‘… 
organisations in Queensland and the Northern Territory performed better against almost all 
process of care indicators…. This may be due to these jurisdictions having well-established CQI 
programs that encouraged the development of and reporting against KPIs for several years 
before the start of the nKPIs (131 p.viii)’. 

URBAN BASED PRIMARY HEALTH CARE 
 
Established systems within urban based primary health care were continued during 2012 
and 2013.  These included: 
Ø The Northern Territory Department of Health, primary health care ensure all urban 

areas have continuous quality improvement activities.  These include: 
· The coordination and collection of data relating to the service provision of 

Indigenous clients.   
· Activities are placed on the Riskman Q site to ensure that the information is 

able to be utilised by other program areas.   
· Informal statistics are collected at program levels to ascertain level of client 

involvement and continuation in programs. 
Ø Top End and Central Australian Health Services (formed in 2014) have detailed 

documented processes and procedures that apply to all sites.  
Ø General and private practice use PenCAT clinical audit tools.  The tool records a 

range of risk factors into an electronic data base.  In 2010, this had been adopted 
by 22 practices.  

TRAINING 

Two continuous quality improvement workshops were, and continue to be, held each year.  
Approximately 80 clinicians, managers and staff working in Aboriginal primary health care 
attended.  The workshops: 
Ø Promote an environment of shared learning and allow participants hear what other 

clinics and services are doing to improve their clinical systems, process and outcomes.   
Ø Support the use, and explain the benefits, of the Northern Territory Aboriginal Health 

Key Performance Indicators, National Key Performance Indicators, Traffic Light 
Reports and other clinical data to inform and drive improvement in health care 
delivery.  

Ø Help identify opportunities for improvement at the local and Territory level. 
Ø Introduce the tools available for application in the workplace. 

 
Other training and learning opportunities during 2012 and 2013 included: 

                                                                 
lxiv An agreed program logic outlining short, medium and long terms goals has now been developed to guide the implementation 
of the Continuous Quality Improvement Strategy. 



NT CCPMS Annual Progress Report 2012 & 2013 
 

110 

Ø Regular One21seventylxv foundation skills training.  This training provides practical 
skills in the use of One21seventy audit tools and continuous quality improvement 
processes.  During 2012 and 2013, five One21seventy workshops were attended by 
approximately 100 staff. 

Ø Aboriginal workforce continuous quality improvement training was developed 
specifically to build the confidence and skills of Aboriginal staff working in primary 
health services.  This training provides participants a better understanding of quality 
improvement and how they could be more involved in improving the healthcare 
systems in their communities.  Aboriginal workforce continuous quality improvement 
workshops were attended by 68 staff during 2012 and 2013.  

Ø In May 2012, the Lowitja Institute hosted the first national continuous quality 
improvement conference for Aboriginal and Torres Strait Islander primary health care, 
‘CQI for everyday and everybody’, in Alice Springs.  236 delegates attended with 
representation from each state and territory. (152). 

 

DATA COLLECTION AND REPORTING SUPPORTING CONTINUOUS QUALITY 
IMPROVEMENT 

Continuous quality improvement relies upon strong data collection and feedback systems 
for service performance and to inform service development.  Aboriginal primary health 
care providers use multiple data collection and reporting systems.  These include: 
Ø The Aboriginal Health Forum oversaw the development of key performance 

indicators for all Northern Territory health care providers.  The ‘Aboriginal health 
key performance indicator project’ defined data collection processes and reporting 
commenced in 2009.    

Ø The national key performance indicators for Aboriginal and Torres Strait Islander 
primary health care monitor the contribution of Aboriginal primary health care 
services against Closing the Gap targets.  The introduction of the national key 
performance data collection in Aboriginal primary health care commenced in 2012 
and has been supported through a range of activities.  Two workshops held in Alice 
Springs and Darwin were attended by 140 participants.  
 
‘The purpose of the nKPIs is to improve the delivery of primary health care services by 
supporting continuous quality improvement (CQI) activity among service providers.  The 
nKPIs also support policy and planning at the national and state/territory level by 
monitoring progress and highlighting areas for improvement’. (131) 

 
Ø Data is collected under the ABCD national partnership project.  One21seventy is 

the most widely used continuous quality improvement approach and is used by the 
Northern Territory Department of Health and 70% of Aboriginal community 
controlled health services. 

Ø The Pen Computer Systems Clinical Audit Tool (PenCAT) provides statistics and 
graphs to support health care providers to review the quality and completeness of 
consumer information.  The tool was integrated with Primary Care Information 
System Department of Health data warehouse to support Northern Territory 
submission of national key performance data.  PenCAT has been discontinued as 
the tool for submission of national key performance data as of June-July 2015. 

Ø Changes were made to the primary care information systems to ensure health care 
providers were able to collect and report on the data for the Northern Territory 
and national Aboriginal and Torres Strait Islander health performance indicators.  
Data system developments are reported at Key Action Area 7: Information, 
communication and disease management systems. 

                                                                 
lxvlxv Refer to 8.2 of this report for more information on One21seventy 

http://www.lowitja.org.au/cqi-conference-2012
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Ø In 2012, the Traffic Light Reporting project was implemented by all Department of 
Health remote health clinics across the Northern Territory.  Developed by Dr Gary 
Sinclair, the systematic reporting framework for clinicians, visiting health practitioners 
and town-based management, enables individual client and Northern Territory-wide 
strategic decisions to be made using evidence-based information.  Quarterly reports 
of primary health care service performance against program targets and key 
performance indicators in chronic condition care are produced.  Six monthly trend 
reports are also generated from the Traffic Light Reports data.  Local health centre 
performance can be measured and compared to regional and Northern Territory-wide 
performance.  The reports are used as a key quality control document for health 
service managers. (137) 

Ø In 2011, monthly recall lists for people with chronic conditions were developed 
alongside the Traffic Light Reporting.  The recall lists provide a reliable reporting tool 
to frontline primary health care staff.  Follow up treatment and services required by 
individuals are flagged.  The monthly recall lists are now automatically generated and 
distributed to all medical, nursing and Aboriginal health practitioner staff in Northern 
Territory Department of Health remote health centres across the Northern Territory. 

Other continuous quality improvement approaches and tools used by Northern Territory 
primary health care providers include: 
Ø Plan Do Study Act is commonly used to support short improvement cycles for 

continuous quality improvement planning and implementation. Other continuous 
quality improvement tools include:  Six Thinking Hats, Program Logic Frameworks, 
and a range of problem solving tools, are also used where appropriate. 

Ø The Quality Improvement Program Planning System (known as QIPPS) is a web-
based tool designed for the planning and evaluation of a variety of projects 
including health promotion, community development and secondary prevention.  
The web-based storage function allows multiple users to access and contribute to 
a project.  Currently in use in a variety of organisations throughout the Territory, 
the Northern Territory Departments of Health and Education shared a joint 
subscription to support joint planning and evaluation of health promotion projects 
and programs during 2012 and 2013. 

ACCREDIATION AND STANDARDS 

Evidence of a range of services progressing accreditation and best practice approaches in 
continuous quality improvement were provided for this report. These include: 
Ø Oral Health Services Northern Territory adopted the National Safety and Quality 

in Healthcare Standards (Australian Commission on Safety and Quality in 
Healthcare) as a strategic framework.  A comprehensive strategy for 
implementing continuous quality improvement in all aspects of the service was 
developed.  Oral Health is accredited with the Australian Council on Healthcare 
Standards.  

Ø Aboriginal Medical Service Alliance Northern Territory quality and accreditation 
team supports 32 services.  In 2011, 70% were accredited or in the process of 
being accredited.  Almost 100% of Aboriginal community controlled services have 
achieved clinical Royal Australian College of General Practitioners accreditation.  
The one site not accredited is jointly managed by Aboriginal community 
controlled health services and Northern Territory Department of Health.  

Ø In 2013, the Northern Territory Department of Health, Health Promotion 
Strategy Unit and Menzies School of Health Research began discussions for the 
joint implementation of One21Seventy health promotion continuous quality 
improvement tools. 

Ø Northern Territory Department of Health, Alcohol & Other Drug treatment 

http://www.qipps.infoxchange.net.au/
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services explored options to pursue formal accreditation.  Accreditation (or be in 
the process of seeking accreditation) was included as a requirement within all 
non-government provider funding service agreements.  Consultation processes 
for development of volatile substance abuse management plans have continued.  
Staff contribution is being sought for the development and implementation of 
cultural competence standards. 

Ø The ‘Remote national standards and credentialing project’ (professional standards 
for remote practice: nursing and midwifery) was conducted during 2012 and 
finalised in 2013. 

Ø The Northern Territory Department of Primary Health Care Urban did not 
undertake accreditation in 2012.  This will be occurring as a Primary Health Care 
Branch in 2017. 

STRATEGY 8.2 IMPROVE SERVICE DELIVERY THROUGH RESEARCH AND 
INNOVATION INITIATIVES 

INDICATOR MEASURE: Evidence of collaborative research and innovation initiatives 
between the health sector and researchers to improve and extend CQI. 

This indicator measure asks for evidence of collaboration between researchers and service 
providers to support and improve continuous quality improvement in practice.  Long-
standing relationships between research schools, Aboriginal Medical Services and the 
Northern Territory Department of Health exist in the Northern Territory.  The Audit and 
Best Practice for Chronic Disease (ABCD) research resulted in the development of the 
audit tools most commonly used.  This program of research commenced in the Northern 
Territory in 2002 and was significantly expanded in 2005 and 2010.  

Other collaborative research and evaluation activities supporting continuous quality 
improvement were further developed and commenced during 2012 and 2013. 

ABCD NATIONAL RESEARCH PARTNERSHIP 

The aim of the ABCD National Research Partnership is to improve the quality of primary 
health care available to Aboriginal and Torres Strait Islander peoples.  Northern Territory 
and national involvement in the ABCD research partnerships provides opportunity to work 
collaboratively on a range of research projects that support quality improvement around 
chronic conditions prevention and management. 

 

 

 

 

 

 

 

 

 

 

https://crana.org.au/advocacy/professional-issues/standards/remote-national-standards-and-credentialing-project/
http://www.menzies.edu.au/page/Research/Centres_initiatives_and_projects/ABCD_National_Research_Partnership_Project/
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Figure 51 - The Audit and Best Practice for Chronic Disease (ABCD) National partnership and 
One21seventy development across timeline demonstrates the level of program expansion during 2012 
and 2013   

 

Source: Menzies School of Health Research – ABCD National Research Partnership Poject 

During 2012 and 2013 a new website for One21Seventy was launched.  The website 
includes discussion forums and online resources and training.  Sexual health and youth 
health audit tools were developed. 

‘Miwatj uses the One21Seventy audit tool in all clinics, which includes clinical audits, process 
mapping, and a health systems assessment (and) analysis.  Results are recorded in the 
One21Seventy project database which allows progress to be mapped over time, and provides 
comparisons between regions.  Emerging issues identified through this process include: obesity 
management and impact on future chronic disease, high smoking rates (70% also confirmed in 
the ‘Talking About The Smokes’ Survey).  Women’s rate still increasing and no youth services.  
Ongoing issues (defined as ‘improving but needing more support’) identified through this process 
include rates of childhood anaemia, men’s health (attendance/access mismatch of males 
compared to females and early antenatal care’ 

Miwatj Health Aboriginal Corporation  

OTHER COLLABORIATIVE RESEARCH ACTIVITIES 

Additional collaborative research to improve system and service delivery quality during 2012 
and 2013 included: 
Ø A partnership between the Northern Territory Department of Health, Flinders 

University’s Medical School and remote health centres has existed since 2008.  
This partnership has overseen the NT point of care Testing (POCT) program which 
aims to improve outcomes for people requiring care due to cardiac and trauma.  
Results of the implementation of the point of care testing in 33 remote health 
centres were published in 2012. (153) 164 staff were trained to use the i-STAT 
testing device.  The average use of the test was 70 per month.  More than 80% of 
providers that responded stated the test was more convenient and assisted them 
to stabilise acutely ill patients. 

Ø The Good Food Systems Project (2009–2014), led by Menzies School of Health 
Research, supported coordinators to facilitate multi-sector meetings within their 
local communities.  The project aimed to build the capacity of community groups, 
store committees and other stakeholders involved in food-related services and 
activities.  The principles of continuous quality improvement were used.  A number 
of practical and interactive planning and monitoring tools to support decision 
making were developed.  These tools are being used to support planning, reflection 
and feedback.  The resources include a Good Food Planning Tool, Stores Checklist, 
RIST- Keeping track of Healthy Foods tool, food sales reporting and a capacity 

http://www.one21seventy.org.au/news/welcome-our-new-website
http://miwatj.com.au/
http://www.flinders.edu.au/medicine/sites/point-of-care/research/field-programs/nt.cfm
http://www.menzies.edu.au/page/Research/Projects/Nutrition/Good_Food_Systems_Project/
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building assessment tool. 
Ø The Promotion and Education in Remote Stores (Jan 2011–June 2012) pilot 

project was created in response to the limited availability of resources for 
developing, implementing, maintaining and evaluating shelf label projects.  Funded 
by the Fred Hollows Foundation, the project also included multiple Northern 
Territory and interstate stakeholders.  A resource package for using shelf labels to 
promote nutrition in remote Indigenous community stores was developed.  

Ø Danila Dilba Health Services has ongoing participation in research projects with 
South Australian Health and Medical Research Institute, The George Institute, and 
Menzies School of Health Research.  All projects are supported by ethics approvals 
and agreements to ensure cultural safety. 

Ø The Northern Territory Diabetes in Pregnancy Partnership Project, led by Menzies 
School of Health Research, commenced in 2012.  Collaborating partners are 
Aboriginal Medical Services Alliance Northern Territory, Healthy Living NT, Baker 
IDI Heart, Diabetes Institute and the Northern Territory Department of Health.  
The project aims to improve care to pregnant women with diabetes.  Activities 
include: engaging in system change, educational support, developing a clinical 
register and researching common factors and causes, including possible genetic 
factors.  

Ø Central Australian Aboriginal Congress, in partnership with the Southgate Institute 
at Flinders University, are involved in a research project to evaluate the impact of 
different models of primary health care, including Aboriginal community controlled 
comprehensive primary health care.  The project focusses on the way different 
primary health care service models impact on the care of patients with diabetes.   
The research aims to describe how different systems provide outcomes in 
prevention and address the underlying determinants of illness. (118) 

Ø STRIVE - STI in Remote communities: ImproVed & Enhanced primary health care 
(2009-2013) was a collaborative research study based on a continuous quality 
improvement approach.  The aim was to improve the detection and management 
of sexually transmitted infection in 65 remote communities in northern and central 
Australia.  The project, led by The Kirby Institute for infection and immunity in 
society, University of New South Wales, included collaborating partners:  Menzies 
School of Health Research, Aboriginal Medical Services Alliance of the Northern 
Territory, Central Australian Aboriginal Congress and Northern Territory 
Department of Health and Families.   

Ø In 2012, Menzies School of Health Research, Rheumatic Heart Disease Australia, 
the National Health Foundation of Australia and the Cardiac Society of Australia 
and New Zealand, collaborated to review the ‘Australian guideline for prevention, 
diagnosis and management of acute rheumatic fever and rheumatic heart disease.’ 
(154) 

 
  

http://www.menzies.edu.au/page/Research/Projects/Nutrition/Promotion_and_Education_in_Remote_Stores_Project/
http://www.menzies.edu.au/page/Research/Projects/Nutrition/Promotion_and_Education_in_Remote_Stores_Project/
http://www.menzies.edu.au/page/Research/Projects/Diabetes/The_Northern_Territory_Diabetes_in_Pregnancy_Partnership_Project/
https://kirby.unsw.edu.au/projects/strive-sti-remote-communities-improved-enhanced-primary-health-care
https://kirby.unsw.edu.au/projects/strive-sti-remote-communities-improved-enhanced-primary-health-care
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1    
APPENDIX 1: EXAMPLES OF PARTNERSHIPS THAT HAVE FORMED TO ACTION THE ‘CHRONIC CONDITIONS 
PREVENTION AND MANAGEMENT STRATEGY 2010-2020.  

 

 

       

Name of 
Partnership 

Departments / Organisations 
involved 

Primary purpose of 
partnerships 

Example Of 
activities 

Status of partnerships Planned outcomes 
of the partnership 

STRATEGIC & POLICY 

Social 
Determinants 
of Health 
Working Group 
(time-limited). 

NTG Department of Health, 
(Chronic Conditions Strategy 
Unit and Top End Health 
Services), Heart Foundation, 
Menzies School of Health 
Research, NTG Department of 
Housing, NTG Treasury, NTG 
Department of Education, and 
Regional Development. 

 

Review Progress of Key 
Action Area 1 of The 
Chronic Conditions 
Prevention and 
Management Strategy. 

Established to 
review the first 
triennium of the 
Chronic Conditions 
Prevention and 
Management 
Strategy 
implementation plan 
(2010-2013).  

  Update Key Action 
Areas one and two.   
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Healthy Spaces 
& Places 
National Guide 

Heart Foundation NT & Local 
Government Association of 
the Northern Territory 
(LGANT) 

Resource development 
for planning for more 
sustainable communities, 
with particular emphasis 
on the benefits to 
people’s physical and 
mental health from 
active or healthy 
sustainable communities 
that encourage healthy 
living.  In the Northern 
Territory the focus is on 
the impact of built 
environments in regional, 
remote and very remote 
areas on health 
outcomes. 

    Development of the 
Healthy Spaces & 
Places National 
Guide 

Informal 
partnership 

NTG Department of Health, 
Nutrition & Physical Activity 
Strategy Unit & Department of 
Education 

Development and 
implementation of 
Canteen, Nutrition and 
Health Eating Policy for 
Department of Education 
and Schools 

Provide advice as 
necessary (e.g. to 
school canteens) 
regarding 
interpretation of the 
policy.  

 Ongoing Policy implemented 
by schools 
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Informal 
partnership 

NTG Department of Health, 
Nutrition & Physical Activity 
Strategy Unit & Local 
Government, NTG 
Department of Transport 

 

 

 

    Ongoing Environments 
supporting active 
living and healthy 
lifestyles are 
developed 

OUTCOME - PROJECT FOCUS 

COPAL 
(Childhoo
d Obesity 
Preventio
n and 
Lifestyle 
Program) 

NTG Department of Health 
(Nutrition and Physical Activity 
Strategy Unit) & City of Palmerston 

Formal five year 
agreement signed by 
Executive Director, 
Department of Health 
and Chief Executive 
Officer, Palmerston City 
Council to support 
implementation of the 
project. 

Children from low 
SES are primary 
target in program - 
delivered by two 
FTE 

2011-2016   

Informal 
Partnersh-
ip 

NTG Department of Health 
(Nutrition & Physical Activity 
Strategy Unit), Australian 
Government Department of Prime 
Minister and Cabinet Stores 
Licencing Team, Outback Stores 
and Arnhem Land Progress 
Aboriginal Corporation (ALPA). 

Improved availability and 
affordability of healthy 
foods in remote 
community stores. 

Recommendations 
and guidelines 
provided for remote 
stores regarding 
stocking of healthy 
foods 

 Ongoing Improved availability 
and affordability of 
healthy foods in 
remote community 
stores. 
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Live 
Lighter 

NTG Department of Health 
(Nutrition & Physical Activity 
Strategy Unit) & Heart Foundation 
NT  

Implement ‘Live Lighter’ 
campaign. 

Social marketing 
campaign 
highlighting risks of 
overweight and 
obesity. 

2015-2017. Increased awareness 
of health risks 
associated with 
overweight and 
obesity. 

Global 
Handwash
-ing Day 

NTG, Department of Health 
(Environmental Health), Menzies 
School of Health Research and NTG 
Department of Education 

Supporting NT schools 
participation in the fifth 
annual Global Hand-
washing Day 

25 Urban and 
remote schools 
registered and 
conducted a range 
of activities, which 
included the study 
of germs using 
microscopes, ‘No 
Germs on Me’, 
‘Gerry the Germ’ and 
visits by the 
‘Germinator’ and ‘Mr 
Germs’. 

5th Annual Global 
Hand-washing Day held 
on 15 October 2012 

Improved health in 
schools - Programs 
in school reported to 
reduce absenteeism 
rates among staff 
and students by 50%  

Bachelor 
of Health 
Science 

NTG, Department of Health, Health 
Promotion Strategy Unit, & Charles 
Darwin University (CDU) 

Supporting content 
development and 
integration 

 Ongoing Incorporation of 
social determinants 
of health and health 
promotion content 
into the ‘Bachelor of 
Health Sciences’. 
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Certificate 
IV in 
Population 
Health 

NTG Department of Health (Health 
Promotion Strategy Unit) & Charles 
Darwin University. 

Supporting content 
development and 
integration 

 Ongoing Incorporation of 
social determinants 
of health and health 
promotion content 
into the ‘Certificate 
IV of Population 
Health’. 

Masters 
Degree in 
Public 
Health 

NTG Department of Health (Health 
Promotion Strategy Unit) & Menzies 
School of Health Research 

Supporting content 
development and 
integration 

  Ongoing Incorporation of 
social determinants 
of health and health 
promotion content 
into the Master’s 
Degree in public 
Health. 

SA-NT 
Data 
Linkages 
'demonstr
ation' / 
pilot 
Program 

NTG Department of Health (Child 
and Youth Strategy Unit & Health 
Gains Unit), NTG Department of 
Education & Menzies School of 
Health Research 

Research into the 
relationship between 
social determinants of 
health, and health and 
educational outcomes 

e.g. Linking health, 
educational 
outcomes, socio-
economic status and 
remoteness 

2000-2014 Inform policy 
decisions 
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APPENDIX 2: BREAKDOWN OF INCREASED WORKFORCE ACROSS PROGRAM TYPE lxvi 

 
Program Positions Location service area Service Model Funding 

commitment 
Rural Primary Health 
Services and Preventative 
Health Initiative 
programs 

Podiatrist x1  
Dietician x1  
Diabetes Educator x1 

Greater Barkley Region – 
Department of Health Remote 
Health Centres – Elliott, Ali 
Curung, Canteen Creek, 
Epenarra and Alpurrurulam. 

Contract positions. 
Visiting service 

July 2012 to 30 
June 2014 

Rural Primary Health 
Services and Preventative 
Health Initiative Program 
– Urapuntja Homelands 
Health Service 

Podiatrist x1  
Dietician x1  
Diabetes Educator x1  

Communities and outstations 
of the Urapuntja Homelands 
Health Service (Central 
Australia). 

Contract positions. 
Visiting service 

To 30 June 2014 

Rural Primary Health 
Services and Preventative 
Health Initiative Program 
– Supplementary Allied 
Health Services 

Urban and Remote: 
Physiotherapist x1 
Speech Therapist x1 
Podiatrist x1 
Dietician x1 
 
 

Urban Alice Springs, remote 
Aboriginal Community 
Controlled Health Services in 
Santa Teresa, Amoonguna, 
Mutitjulu, Kintore, Areyonga 
and Utju 

Contract positions 
Community urban 
based services: 
allowing up to five 
allied health 
consultations by 
GP referral. 
Remote clinics -
visiting service. 

To 30 June 2014 

Rural Primary Health 
Services and Preventative 
Health Initiative Program 
– Lake Nash 
(Alpurrurulam) 
Community Wellness and 
skin diseases. 

Dietician 
Diabetes Educator 

Lake Nash (Alpurrurulum) Community 
engagement, 
participation, 
planning, decision 
making and 
implementation 

To June 2014 

After Hours Other 
Medical Practitioners 
Program (AHOMP) 

 During 2012 – East Arnhem 
2013 – Alice Springs, 
Katherine, Tennant Creek and 
East Arnhem [including 

The AHOMPs 
Programme 
provides access to 
the higher 

 

                                                                 
lxvi Summary table created from Northern Territory Medicare Local Health and Workforce Program Summaries 2013-2014 Focus on Aboriginal Health 

http://www.health.gov.au/internet/main/publishing.nsf/Content/work-pr-ahomps
http://www.health.gov.au/internet/main/publishing.nsf/Content/work-pr-ahomps
http://www.health.gov.au/internet/main/publishing.nsf/Content/work-pr-ahomps
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Lanhapuy Homelands (Birany 
Birany and Dhalingyuy 
Outstations)]. 

Medicare rebate to 
non-vocationally 
recognised medical 
practitioners 
providing after 
hours general 
practice services  

Partners in Recovery 
Initiative 

In assessment phase 
during this reporting 
period. 

NT wide – regional needs 
based data to guide resource 
allocation. 

New service model 
development to be 
established by the 
end of 2013 

To June 2016 

Mental Health Services in 
Rural and Remote 
Australia 

 Three remote and very remote 
locations including East 
Arnhem, Katherine and Central 
Australia 

  

Access to Allied 
Psychological Services 
(ATAPS) Tier 1 and Tier 2 

6 Registered Psychologist 
Services in the NT 

 Provision of short 
term, goal 
orientated focused 
psychological 
strategies for 
people with 
common mental 
disorders or mild to 
moderate severity.  

 

Suicide Prevention 
Initiative 

 Arnhem and Top End 
Communities 

Prevention and 
resilience building 
focusing on 
resource 
development and 
training delivery 

June 2014 

http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-pir-about
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-pir-about
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-rural
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-rural
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-rural
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-boimhc-ataps
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-boimhc-ataps
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-boimhc-ataps
http://health.gov.au/internet/publications/publishing.nsf/Content/mental-pubs-c-toll-toc%7Emental-pubs-c-toll-str%7Emental-pubs-c-toll-str-1
http://health.gov.au/internet/publications/publishing.nsf/Content/mental-pubs-c-toll-toc%7Emental-pubs-c-toll-str%7Emental-pubs-c-toll-str-1
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Closing the Gap – Care 
Coordination and 
Supplementary Services 

Care Coordinators NT Wide - Service Areas of: 
Anyinginyi Aboriginal Health 
Corporation, 
Central Australian Aboriginal 
Congress Aboriginal 
Corporation, 
Danila Dilba Butji Binnilutlim 
Health Service Aboriginal 
Corporation, 
Katherine West Health Board, 
Larrakia Nation Aboriginal 
Corporation, 
Miwatj Aboriginal Health 
Corporation, Tangentyere 
Council, 
Western Desert Nganampa 
Walytja Palyantjaku Tjutaku 
Aboriginal Corporation, 
Wurli Wurlijang Health Service 
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