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Preface 

The Public Health Bush Book was developed to support and strengthen public health practice 
in community settings. Volume 1, Strategies & Resources, outlines the theory and a range of 
strategies and resources for practice in the field. Volume 2, Facts & Approaches to Three 
Key Public Health Issues, looks closely at three key areas of public health concern in the 
Northern Territory: Alcohol and Other Drugs, Environmental Health and Food and Nutrition. 

Megan Smith, the first Project Officer from February 1996 to June 1997, did the initial drafting 
of the chapters based on her consultations with over 60 managers and key public health 
professionals in the (then) Territory Health Servicesabout overall content and approach. She 
facilitated workshops and meetings involving over 100 operational staff to discuss specific 
topic areas and tease out the complexities and realities of doing prevention and health promotion 
work in remote areas. 

An Advisory Group provided guidance on content areas and processes for gathering 
information. Its members were: 

Penny Kenchington, Acting Coordinator, Sexual Health Unit, Alice Springs; Sally Anne 
King, Assistant Aboriginal Health Worker Manager, Darwin; Sabina Knight, Manager, 
Remote Health Education Program, Alice Springs; Peter Pangquee, Aboriginal Health 
Worker Manager, Gove; Melanie van Haaren, Director of Nursing, Remote Area 
Services, Alice Springs; Gwen Walley, Training Development Coordinator, Aboriginal 
Living with Alcohol Program, Alice Springs; Tarun Weeramanthri, Community 
Physician, Darwin; Jo Wright, DMO Darwin. 

Allison Adams, project officer from February 1997 to April 1999, continued researching 
and drafting the 'Environmental Health' chapter. She then took the resource through 
the next stage of editing, referencing and updating to incorporate new directions and 
approaches that were developing at the time. 

The Program Directors from each of the content areas: Ian Crundall, Alcohol and Other 
Drugs; Xavier Schobben, Environmental Health; and Vivienne Hobson, Food and 
Nutrition oversaw the final review of the chapters in Volume 2. 

An editorial group, consisting of Nea Harrison, Alison Laycock and Carol Watson, 
with assistance from Joe Martin-Jard and Annie Villeseche, worked with Gloria Markey 
(Alcohol and Other Drugs), Chris Clark (Environmental Health), and Vivienne Hobson 
(Nutrition) to edit and finalise Volume 2. 

The Librarians of Territory Health Service Library Services, Anne Alderslade, Sally 
Bailey and staff, in Darwin and Alice Springs provided reference material and suggested 
other useful references. 

Dot Morrison finalised the bibliographies. 
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Public Affairs and Social Services provided invaluable specialist publishing advice and support 
to finalise the publication. 

Many people, within Territory Health Services and from other organisations, contributed their 
ideas at workshops. Many others wrote or told their stories, drafted material, commented on 
numerous drafts of the various chapters and provided unflagging support for this project. 
Their names appear inside the front cover. 

We thank you one and all. 

We hope that The Public Health Bush Book will occupy a special place, as a practical friend, 
in your 'toolkit' of resources for working in community settings in the Northern Territory. 

Public Health Strategy Unit 
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INTRODUCTION 

This volume outlines health issues, facts, strategies, and program resources that relate 
to factors with well established impacts on health status across the world - alcohol and 
other drugs, environmental health, and food and nutrition. We have included them 
because they have been identified as having a major impact on ill health and premature 
death among Aboriginal people in the Northern Territory. 

The Aboriginal Health Policy (1996) provides a model for understanding the relationship 
between ill health, direct causative factors and underlying factors. 

FACTORS CONTRIBUTING TO ABORIGINAL ILL HEALTH 

UNDERLYING FACTORS* 

Political, Cultural & Identity 
History of European/ Aboriginal 
contact 

Loss of 
Own Culture, Lands & Identity, 
Law, Family links, power over, 
and responsibility for their own 
lives, rreaningful activities. 

Demography & Geography 
Samll, dispersed, remote, 
multilingual, multi- tnbal mo bile 
communities 
High cost & difficulties in 
providing services in remote 
corrnnunities 

Education, Employment & 
Economic 
Lack of relevant and culturally 
appropriate education 
Lack of rreaningful 
occupation/employrrent. 
Lack of relevant health 
knowledge 

DIRECT CAUSATIVE 
FACTORS 

Lifestyle 
Food and nutrition 

Smoking 

Alcohol Abuse/Misuse 

High levels of rrental stress 

Environmental Health 
Overcrowded housing 
Inadequate standard of housing 
Inadequate sewerage 
Inadequate water supply 
Poor hygiene 

Health Services 
Late presentation/Diagnosis 
!freatrrent 
Under-utilisation of Health 
Services 

ILL HEALTH 

Obesity, Diabetes, Hypertension, 
Heart Disease, Low birthweight, 
Increased Damage caused by 
Infections. 
Increased risk of Infections, 
Lung Damage, Respiratory 
Disease, Heart Disease, Cancer, 
Low Birthweight. 
Violence, Accidents, Social 
disruption, Hypertension, Liver 
Damage, STDs. 

Diarrhoea 
Trachoma & Eye Disease 
Respiratory Diseases & 
Infections 
Renal Diseases, Skin Sores & 
Infections 

High hospitalisation rates 
More severe illness 
More chronic illness 

*Note that all the underlying factors impact on the direct causative factors. 
Aboriginal Health Policy 1996:29 

-
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The model shows that health is related to a range of underlying factors, which 
underpin the direct causative factors which are the content of this Volume - and 
which, with the exception of relevant health knowledge, appear to be beyond the 
influence of health service providers. In fact, community health care workers can 
make an active contribution to these underlying health factors. 

Life course 

The model documents established evidence that the impact of underlying and 
direct causative factors begins before birth. We know that the foundations for 
health are laid down before birth, and continue to be built during the critical periods 
of infancy and early childhood development, and through childhood and 
adolescence. Good health in early adult life is the cumulative legacy of earlier life 
experiences to be valued, consolidated, and sustained through the years of 
increasing maturity. 

A 'life course' approach is particularly relevant to a complex of chronic diseases 
- diabetes, cardiovascular and renal disease - that is increasing world-wide. Together 
with chronic respiratory disease, and injury, they are the main causes of the excess 
death and ill-health needing hospital admission, that are experienced by Aboriginal 
people in the Northern Territory compared with other NT citizens as a group. 
These problems are linked by a set of shared and compounding direct causative 
factors - alcohol, tobacco, environmental health, food and nutrition - whose 
influence begins in foetal life through their effects on developing organs and 
metabolic processes, continues across the years - and is amenable to intervention 
at every point along the life course. 

Whole of life 
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The Aboriginal Health Policy model shows that these factors are related in turn, 
to underlying factors that are cultural, locational, social, and economic. 
Socioeconomic status has long been recognised as the most powerful determinant 
of health. It is a broad indicator with many associations, such as educational 
attainment, employment status, fmancial means, and where and how people live. 
This recognition is the basis for social policies which make it possible for families, 
children, young and older people, and other groups in our community who might 
otherwise be unfairly disadvantaged, to have the capacity to live a healthy life and 
participate to their full potential in a society that actively cares for its members. 

The components that contribute to the association between health and socio
economic status are still being researched and clarified to see if there are 
interventions which could influence particular aspects and improve health, when 
changing their economic and social situation in the short term is just not possible. 



Introduction 

Control of life 

The model identifies a sense of power over, and responsibility for, one's life as an 
important underlying factor for health. Recent studies have provided evidence of 
an association between the socio-economic status of people and the degree of 
control that they feel they have over their lives; and further, that this sense of 
personal control directly impacts on physical health as well as mental and social 
health. 

It appears that the experience of a low level of control over a prolonged period, 
particularly in the predicament of low control coupled with high demand to cope 
with problems, can cause persistently elevated levels of' stress' hormones. While 
rapid production of these hormones can be vital in situations of acute stress, chronic 
elevation can generate biological harm - especially elevated blood sugar levels, 
cardiovascular disease, and their associated complications. 

Besides material and knowledge based resources and assets, socio-economic status 
also then appears to reflect the capacity of people to resolve problems that confront 
them and their associated level of feelings of security or uncertainty, confidence 
or anxiety, dependency or self reliance, and control over their lives and their health. 

This domain of 'control' is where all community health care workers can 
make a difference. 

There is research evidence that developmental interventions which teach people 
to problem solve - even starting as early as pre-school children - can produce 
improvements in both their capacity to take action to solve problems, and in 
subsequent long term indicators of social function and socio-economic status itself, 
that are meaningful and lasting. 

Providers of community care services may not be able to directly change people's 
socio-economic status, educational attainment, employment or financial status, 
but we can all work in ways that recognise and reinforce people's capacity to 
know what is needed and how to do it, and that strengthen their control and their 
confidence. 

This volume sets out some facts and some options for action related to direct 
causative factors of ill-health which Aboriginal people have identified as important 
- alcohol and other drug misuse, proper food and nutrition, and a healthy 
environment. They are underpinned by the ways of working discussed in Volume I. 
These ways of working aim always to strengthen the capacity of people to have 
power over, and responsibility for, their own lives - which has been identified by 
Aboriginal people and in the literature, as critical underlying factors for health. 

Shirley Hendy 
Chief Health Officer 
January 2000 
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Alcohol and Other Drugs 

About this chapter 

This chapter aims to provide a broad understanding of drug issues inAustralia and the Northern 
Territory. Drug misuse, particularly the misuse of alcohol and tobacco, has an enormous impact 
on the health off erritorians and will therefore affect many aspects of your work with individuals, 
groups and communities. 

Section 1: 

• shows how drug misuse impacts on society and health 

• contains background information on commonly used drugs in remote areas of the NT 

• outlines the DHCS Alcohol and Other Drugs Program and some of its strategies and 
policies 

Section 2: 

• aims to get you thinking about your own attitudes to drugs and drug use 

• introduces you to a range of strategies for working with individuals, groups and the 
community on alcohol and other drug issues 

Where to get help 

All strategies contained in this chapter are recommended and supported by the DHCS Alcohol 
and Other Drugs Program which includes the Living with Alcohol Program and the Tobacco 
Action Project. Program staff are willing and able to offer advice and assistance with all 
matters related to alcohol and other drug issues. 

Contact phone and fax numbers for members of the Program appear at the end of Section 2. 
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Section 1 

An overview of 
alcohol and other drug issues 

Drugs and drug use 

Throughout history, people have used different kinds of drugs to change the way they 
feel or see the world. Different cultures have developed social rituals and rules around 
drug use as a way to control their impact on society. Drugs and how they are used also 
have different meanings in different cultures. For example in the Pacific Islands, kava 
is drunk as a means of making contact with the supernatural, to welcome visitors to the 
community and to cure illnesses. Some Native American Indians use a mushroom that 
causes dream-like states as a way of getting in touch with the Great Spirit. We use 
alcohol to celebrate special events like birthdays and weddings. 

What is a drug? 

There are various definitions of what a drug is. For the purposes of this resource, we 
consider a 'drug' to be any chemical substance, natural or synthetic, that changes a 
person's mental state and that may be used repeatedly by a person for that effect. The 
term 'drug' includes legal and illegal substances such as alcohol, caffeine, tobacco, 
petrol, kava, heroin, anabolic steroids, cannabis (marijuana), psychoactive 
pharmaceuticals and inhalants (Commonwealth Department of Human Services and 
Health 1994:7). Some drugs have become accepted as a normal part of how we live. 
Most drugs are under some form of legal control. 

Psychoactive drugs 
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The term 'psychoactive drug' is used to describe any chemical substance that affects 
mood, perception or consciousness as a result of changes in the functioning of the 
nervous system (brain and spinal cord). 

Psychoactive drugs are divided into 3 groups: 

• depressants: they slow down the central nervous system; for example: tranquillisers, 
alcohol, petrol, heroin and other opiates, cannabis (in low doses) 

• stimulants: they excite the nervous system; for example: nicotine, amphetamines, 
cocaine, caffeine 

• hallucinogens: they distort how things are perceived; for example: LSD, mescaline, 
'magic mushrooms', cannabis (in high doses) 
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Effects of using drugs 

A drug can have psychological, emotional and physical effects and can change the behaviour 
of the person taking the drug. These behavioural changes are not the same for everyone. The 
effect of any drug will depend on 

• the drug: what effect it has on the central nervous system; the amount taken; how it is 
taken; how often; for how long; if it is taken with other drugs 

• the person: age, weight, sex, tolerance, past experiences, mood, personality, the expectations 
and what the person wants to happen from using the drug 

• the environment: what the community or society expects, allows and excuses as a result of 
using the drug; the place; the presence of other people; noise levels, and so forth (adapted 
from Saunders and 0 'Connor, 1994; Matthews 1997 :24; Keenan in Hamilton et al 1998 :64) 

Why people use drugs 

There are many reasons why people use drugs. Can you think of some reasons and list them? 
Compare them with the following most common reasons people give for using drugs: 

• for pleasure - they like the feeling the drug gives 

• because friends and family use them 

• because they like the 'taste' 

• to relieve tension and relax 

• to be part of a religious ceremony 

• because they are lonely 

• to relieve boredom 

• for pain relief 

• to help cope with problems and forget worries 

• because they have grown dependent on the drug 

• because they feel ill if they stop 

• to do things that they usually could not or would not do - it gives them courage 
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Drugs and awareness 

Drugs are fascinating because they change our awareness. The basic reason people 
take drugs is to vary their conscious experience. Of course there are many ways to 
alter consciousness, such as listening to music, dancing, exercising, day dreaming ... 
and participating in religious rituals. The list is probably endless, and ... suggests 
that changing consciousness is something people like to do. 

Weil and Rosen in Saunders and O'Connor 1994:8 

In remote Aboriginal communities and in town camps, life can be really tough, espe
cially for young people. There is often little to do. People can feel caught between what 
their parents and elders say is important and the pressures and promises that western 
culture seems to offer. Community stress, boredom, :frustration and peer pressure can 
draw people into drug using lifestyles. 

The following diagram shows the three major influences on an individual's decisions 
about drug use. Addressing drug-related harm needs to consider the links between these 
different factors. 

Drugs 
... The range of substances available 

... The chemical properties 

... The route of administration 

... The quantity 

.. . The cost 

... The appropriateness 

Some of the factors which are involved in an 
individual's decisions about the use of drugs 

The Individual 

Environment 
... Social 

... Physical 

.. . Economic 

... Cultural 

... Spiritual 

... Background: sex, age, family, work, cultural and economic 

... Health: physical, psychological, spiritual , emotional and social 

... Self Concept: expectations, values, ethics, regard for others 

... Interpersonal skills: communication, assertiveness, social competence 

... Knowledge: ability to reason, make decisions, evaluate 
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'Learning' to use drugs 

In every culture, people 'learn' how to use drugs. We learn the rules of drug use and what is 
acceptable behaviour and what is not. We learn from our parents, friends, people we work 
with, and what we see on television and at the movies. We are especially influenced by people 
we respect or who are powerful. They serve as role models for us. We also learn from our 
own experiences when using drugs. 

Aboriginal people first learned how to use alcohol by watching British colonists and how to 
smoke tobacco from the Asian fishermen and then from Europeans. Aboriginal people from 
Arnhem Land learned about kava when they visited Fiji where it is a traditional beverage. 
Sometimes people learn to use drugs, like kava, but do not learn all the rules or customs that 
reduce the harmful effects of the drug. 

Watching and following 

When you watch, you follow, you know? When somebody do things, see them and 
you follow their example. They drink, well, you drink too! You get in there with 
them, they share you 'hey, come on, come on here, drink here!' And you drink. 
That's it. The grog get hold of you. 

Brady 1993:405 

Our views and beliefs about drugs change over time as we learn more about how they 
affect people. For example 50 years ago, health professionals thought smoking tobacco 
was safe to use and actually recommended it to help people with asthma. Now we know 
from scientific studies that smoking is very harmful and causes cancer and other diseases. 
It is becoming socially unacceptable to smoke around people who do not smoke tobacco. 

Some useful terms and concepts 

Abstinence 

The following terms have been adapted primarily from those in Commonwealth 
Department of Human Services and Health (1994:7-15) and WHO (1994). 

The word 'abstinence' is used when people decide not to use a drug or to stop taking a 
drug or substance at all times and under all circumstances. People who abstain usually 
do not intend to use the drug again. 
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Addiction, addictive behaviour 

Binge drinking 

Detoxification 

Addiction to a drug means that the person: 

• has a strong desire or compulsion to use the drug (cannot think about anything else) 

• finds it difficult to control the drug using behaviour 

• is uncomfortable or distressed if the drug taking is prevented or stops (withdrawal 
symptoms) 

• keeps using the drug, even when it is causing problems 

Sometimes this word is used in the same way as drug dependence. The problem with 
using the word 'addiction' is that people are often labelled as 'junkies' or 'drug addicts'. 
This term can make us think of them as criminals, dangerous and generally unpleasant 
people. It also suggests that they are unable to control their lives or change drug taking 
patterns. 

Binge drinking refers to the rapid consumption of alcohol over a short period of time to 
the point of intoxication. There are two forms of binge drinking: 

• the consumption of five or more drinks in one drinking session 

• heavy and continuous drinking over a number of days or weeks 

The process by which an individual is withdrawn from the effects of a pychoactive 
substance ... Typically, the individual is clinically intoxicated or already in withdrawal 
at the outset of detoxification. Detoxification may or may not involve the administration 
of medication (WHO 1994:29). 

Disease model of drug addiction 
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In the western medical model, addiction to drugs has been seen as a 'disease' that 
affects the whole person. If people have the 'disease' then they are more likely to become 
addicted to the drug. 

Some alcohol and other drug workers have criticised this model. They say that it suggests 
that people have no control over their drug use; they are victims. The disease view can 
be disempowering for the person, their family and the community as it suggests that the 
person is unable to change. 
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Drug abuse 

Drug misuse 

Alcohol and Other Drugs 

Note: in the disease model, the term 'alcoholic' is often used to describe someone with the 
disease 'alcoholism'. It is not recommended to use these terms except when talking clinically 
about alcohol-related disabilities, for example 'alcoholic liver disease'. Instead of'alcoholic', 
use the phrase 'person with alcohol problems' or 'person who is dependent on alcohol' . 

This term is often used to describe drug use that causes harm. The problem with using this 
term is that it can create negative feelings or attitudes toward the user and is not a recommended 
term to use . 

This term is also used to describe harmful or inappropriate use of drugs. It is the preferred 
term because it does not have the same negative meanings about the user. 

Drug dependence 

Drug use 

Drug dependence occurs when a drug becomes central to a person's thoughts, emotions 
and activities. Using the drug takes on a higher priority than many other things in life 
and the person may neglect other responsibilities. 

Being dependent makes it hard for people to stop or even cut down on the drug. They 
may want to take the drug continually for its effects or to avoid the discomfort and 
distress of not having it (withdrawal). 

This term means taking drugs. The term does not necessarily mean that the drug taking 
is harmful or ongoing. 

Experimental use 

Sometimes people try out a drug to see what it is like. They might try it once or a couple 
of times. Many children experiment with different drugs with their friends or family 
members. 

Harm minimisation/harm reduction 

A drug strategy based on a harm minimisation approach has the following primary objectives: 

• to minimise the harm and the social problems to the individual and the community resulting 
from the use of drugs 
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• to reduce the prevalence ofhazardous levels and patterns of drug use in the community; 
and 

• to prevent the initiation into harmful or hazardous drug use, especially by young 
people. (NSW Health Department 1999:A5) 

Harm-reduction strategies 

Harmful use 

Intoxication 

Harm-reduction strategies are designed to reduce the impacts of drug-related harm on 
individuals and communities. Governments do not condone illegal risk behaviours such 
as injecting drug use: they acknowledge that these behaviours occur and that they have 
a responsibility to develop and implement public health and law-enforcement measures 
designed to reduce the harm that such behaviours can cause (Ministerial Council on 
Drug Strategy 1998:46). 

This term describes drug use that causes damage to either mental or physical health. It 
can also refer to the harm caused to the drug user's family or community in general. 

People are said to be intoxicated when they use an amount of a substance that produces 
noticeable changes in their behaviour. 

Recreational or social use 

Tolerance 
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Sometimes people use a drug or drugs on a casual basis to enhance socialising or to 
increase their enjoyment of leisure and recreational activities. 

If a person repeatedly takes a drug, the person's body becomes used to working with a 
certain level of the drug in the bloodstream. The person's body adapts to the presence 
of the drug; that is, the person develops a tolerance to the drug. The person then has to 
increase his or her intake of the drug to get the desired effect, for example, to feel 
'high'. Tolerance can develop to most drugs if they are used on a regular basis. People who 
regularly use alcohol, tobacco, coffee and tea will have developed a tolerance to them. They 
may feel unwell when they stop taking the drug. 
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Withdrawal 

Alcohol and Other Drugs 

Dependence, both physical and psychological, results from regular use of some drugs. When 
a person stops taking the drug, he or she may experience certain unpleasant physical and 
mental effects. This group of effects is referred to as 'withdrawal symptoms'. They are different 
for each drug. When a person is experiencing these symptoms, the person is said to be 'in 
withdrawal'. 

(jjj= See 'Glossary' in Volume 1 for 'Brief interventions' and 'Early intervention' 
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Drug related problems 

In Australia 
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It is almost impossible to measure the social costs of alcohol and other drug misuse. Drugs 
have a major impact on crime, violence, family life and work. Drugs are a major cause of 
chronic sickness and death across Australia. They contribute to accidents and injury, poisoning, 
cardiovascular disease, many types of cancer, chronic respiratory diseases and many other 
problems affecting people's lives, their families and communities. 

• Drug related deaths account for almost one in five (20 per cent) deaths among all age 
groups. It was estimated that in 1998, 22 500 Australians would die as a direct or indirect 
result ofharmful drug use and over 175 000 would be hospitalised with drug-related 
conditions 

• Tobacco was responsible for about eight out of ten deaths (82 per cent) caused by drugs 
in 1996. Of these deaths, seven out often (72 per cent) were males 

• Alcohol was responsible for nearly two out of ten drug related deaths ( 16 per cent) in 
1996 

• There were two deaths each day from conditions associated with illegal drug use in 1996 

Below is a diagram which shows proportions of deaths caused by alcohol and other drugs for 
1996. 

Deaths caused by drug use 
Australia: 1996 

000-ct<.g; 

2% 
I 

Based on data in National Drug Strategic Framework 
1998-99 to 2002-03, Ministerial Council on Drug Strategy 1998:8-9 
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In the Northern Territory 

Alcohol and tobacco are the two drugs that most seriously impact on the life ofTerritorians. 
The following information comes from research done by the Alcohol and Other Drugs Program. 

Violence and crime 

In the NT between July 1995 and June 1998 alcohol was a factor in 3 8 per cent of arrests 
and summons for offences against people and 43 per cent of offences against good order. 
Petrol sniffing also often leads to violence and crime in communities. 

Family and social problems 

In the whole of Australia, alcohol is linked to about half the incidents (50 per cent) of family 
violence and about one in three child abuse cases (30 per cent), as well as many marriage 
breakdowns. In the N orthem Territory, the figures are thought to be a lot higher. Alcohol and 
other drug misuse can also lead to people losingjobs, financial stress and other social disruption. 

Accidents and deaths 

Alcohol plays a major role in many fatal road accidents. It is also linked to many drownings, 
falls and other accidents. From 1982 to 1992, there were 19 884 road accidents and about 
two out of ten (22.4 per cent) were alcohol related. From 1992 to 1997, there were 14 250 
road accidents and just over one out of ten ( 13 .3 per cent) were alcohol related. Alcohol has 
been involved in two out of every three fatal road accidents ( 62 per cent) in the NT. 

Employment problems 

Drug use in the workplace puts the individual and others at risk of injury and illness. For 
example, there is a risk of serious injury if a person operates machinery (saws, drills, fork lifts) 
while under the influence of alcohol. If a person smokes tobacco in a closed space, it affects 
people who do not smoke (passive smoking). It also increases costs for employers as they 
have to pay for sick leave and worker's compensation. Absenteeism costs industry a lot of 
money in lost productivity. For 1988/89, the estimated alcohol related cost to industry in the 
NT was $61.94 million (Sessional Committee on the Use and Abuse of Alcohol by the 
Community 1991:234). 

Disease and death 

Currently, there is not much information that specifically shows how much death and sickness 
is caused by drugs in the N orthem Territory. 
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The diseases linked with causes of death from drug taking are the chronic diseases such as 
those affecting the circulatory system, respiratory system, the nervous system, various forms 
of cancer, and acute conditions resulting from injury and poisoning (Plant et al 1995 :xi). In 
particular, tobacco smoking is a significant factor in causing serious illness, admission to hospital 
and premature death (Measey et al 1998:28). 

A recent study of cancer in the N orthem Territory ( d'Espaignet et al 1996) shows that between 
1987 and 1993 there were 1 780 new cases of cancer and 807 deaths due to cancer. The 
most common cancer deaths were lung, liver, breast and cervical cancers. There were 218 
deaths from cancer of the trachea, bronchus and lung- all areas affected by smoking tobacco. 

An examination of 1 44 7 deaths investigated by the NT coroner between 1989 and 1997 
found that: 

• between 1989 and 1994 about seven out of ten deaths ( 68 per cent) were alcohol related; 
and 

• between 1995and1997 about three out often deaths (33.5 percent) were alcohol related 

Other drug misuse 
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Some Aboriginal communities in the Top End have been concerned about heavy kava drinking. 
In 1992, there were eight communities in which people drank kava. Research is on-going to 
find out how heavy kava use affects the body. Of 1 44 7 deaths investigated by the coroner 
between 1989 and 1997, kava was a factor in seven deaths (all before 1995). 

Petrol sniffing causes problems from time to time in some Aboriginal communities in the NT. 
Sniffing can lead to injury and violence in the community. Long term petrol sniffing can result 
in permanent brain damage. Petrol was a factor in 25 out of 1 44 7 deaths investigated by the 
coroner between 1989 and 1997. From January 1992 to October 1997, however, petrol 
sniffing was identified as a factor in 44 admissions to Alice Springs Hospital. 

There have been some unofficial reports that cannabis smoking is increasing. It is not clear 
what the impact will be in Aboriginal communities. 

Injecting drugs with syringes that others have used carries the risk of getting Hepatitis Band C 
and HIV I AIDS from others who have these diseases. Injecting drugs also increases the risks 
of infections such as abscesses, septicaemia and tetanus. It is not known how much drug 
injecting is happening in Aboriginal communities. 
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Overview of major drugs 

Alcohol 

What is alcohol? 

Alcohol is a general term for a class of chemical compounds. When referring to alcohol as a 
drink, it means a liquid made by fermenting sugar and plant materials to form an intoxicating 
drink. 

It belongs to the group of drugs called 'depressants'. Depressant drugs do not necessarily 
make you feel 'depressed'. Rather, they slow down the activity of the central nervous 
system. They slow down the messages going to and from the brain and the body. 

What is a standard drink? 

A standard drink contains 10 grams of alcohol and takes a healthy liver one hour to 
remove from the body. 

1 standard drink = 

2/3 can of heavy 
beer 

OR 

OR 

small glass of sherry 
or port {60ml) 

OR 

l can of light 
beer 

OR-

small glass of wine ( l OOml) l nip of spirit (30ml) 

These packages contain 

up to 2 standard up to 40 standard 
drinks drinks 

36 standard 
drinks 
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The following table gives a guideline for drinking alcohol. 

Men Women 
(Standard drinks a day)# (Standard drinks a day) # 

Responsible * 0-4 0-2 

Hazardous 4-6 2-4 

Harmful more than 6 more than 4 

# based on recommendations of the National Health and Medical Research 
Council (1992) 
* Also called 'careful', 1ow risk', 'safe' 

Effects of alcohol 

Short-term effects 

Depending on how much you drink, your experience with alcohol and the environment 
in which you are drinking, alcohol can cause: 

• relaxation, feeling of well-being 

• loss of inhibitions 

• dizziness, unclear judgement 

• uncoordinated movements, slow reactions 

• blurred vision, slurred speech 

• unconsc10usness 

• death 

These states indicate different levels of intoxication. 

r:ff" Follow the guidelines in the CARP A Standard Treatment Manual or the Living With 
Alcohol: A Handbook For Community Health Teams when treating people for acute 
alcohol intoxication 

Effects of long-term use and misuse 

See the following diagram for effects of long-term use and misuse of alcohol. 

1-18 



• 

• 
• 

• 

Alcohol and Other Drugs 

The Long Term Health Effects Of Alcohol 

Central Nervous S~stem 
(brain and spinal cord) 
· impaired senses 
- vision, hearing, dulled smell and 

taste, decreased pain perception 

· altered sense of time and space 
· impaired motor skills, slow reaction 

· impaired judgment, confusion 

· hallucinations 

· fits , blackouts 

· tingling and loss of sensation in 

hands and feet 

• early onset dementia (alcohol related 
brain damage) 

· Wernicke's Syndrome and psychosis 
(delirium) 

• mood and personality changes 

· feeling anxious or worried 

Circulatory 
System 
·high blood pressure 

· irregular heart beat 

· damage to the heart 
muscle 

• increased risk of heart 

attack and stroke 

Liver 
• swollen, painful 
inflamed 

·cirrhosis 

·cancer 

· fluid build up 
(oedema) 

• increased risk of 
haemorrhage 

·liver failure, coma 

and death 

Pregnancy and Rabies 
· fetal alcohol syndrome/fetal alcohol effects 
-small head, possible brain damage, retarded 
growth and development 

General Sody 
• weight gain 

·headaches 

· muscle weakness 

Gastrointestinal 
System 
· stomach lining inflamed 

and irritated 

• ulcers of the stomach or 

duodenum 

· inflammation or varicose 

veins of the oesophagus 

• loss of appetite, nausea, 
diarrhoea and vomiting 

·cancer 

Pancreas 
· painful, inflamed, 

bleeding. 

Intestines 
· irritation of the lining 

· inflammation and ulcers 

· cancer of intestines and 

colon 

Reproductive 
System 
Male and 
Female 
· reduced fertility 

· impaired sexual 
performance 

·impotence 

· decreased sperm count 
and movement 

· increased risk of breast 

cancer in females 

· early onset of 
menopause 

· irregular menstrual 
cycle 
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Scientists have recently shown some specific health benefits from drinking small amounts of 
alcohol. For people older than about 45 years of age, drinking one to four drinks each day 
reduces their risk of vascular disease and associated premature death (Doll 1998). 

r::cr See the recommendations on responsible drinking behaviour by the National Health and 
Medical Research Council (1992) 

Alcohol and pregnancy 

Withdrawal 

Alcohol crosses the placental barrier. Alcohol intake by the mother at critical times in foetal 
development can cause 'Foetal Alcohol Syndrome'. The baby may suffer from deformities 
and learning and behavioural problems. It is strongly recommended that women wanting to 
get pregnant or who are pregnant do not drink alcohol. There is also evidence that alcohol 
misuse can affect sperm production. It is recommended that men wanting to father a child 
reduce alcohol intake to low risk levels. 

If a person has been a heavy drinker and suddenly stops, he or she will experience withdrawal 
to some degree. Withdrawal symptoms can be severe and life threatening. 

r::cr Follow the guidelines on managing withdrawal in the CARPA Standard Treatment Manual 
or Living With Alcohol: A Handbook for Community Health Teams 

Overview of alcohol use in remote Aboriginal communities 

How many people drink alcohol? 

A drug use survey conducted in 1986-1987 found that: 

• most Aboriginal people do not drink alcohol 

• more men than women drink alcohol (Watson et al 1988: 10) 
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Levels of alcohol use: Aboriginal men 

Harmful 
44.6% 

Not known 
4.3% 

Hazardous 
7.8% 

Calculated from Watson et al 1988:17 

Levels of alcohol use: Aboriginal women 

Hazardous 
2.6% 

Safe/responsible 
3% 

Not known 

Harmful 0.8% 

13.7% 

Calculated from Watson et al 1988: 17 

There are more Aboriginal people in remote communities who do not drink alcohol 
when compared to urban populations. However, the people who do drink tend to drink 
at harmful and hazardous levels (Watson et al 1988:59). 
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Patterns of drinking 

For some Aboriginal people, a binge drinking culture was established long ago. Station bosses 
issued rations of alcohol. People worked during the week and got drunk on the weekends -
mateship was (and still is) associated with drinking. 

Lindsay N's story 

All my uncles died through drink. One of my aunties, my father's sister, died through 
the alcoholic effects ... when I started was when I was seventeen and prior to that 
there was some drinking in my family background. Unfortunately, I have got older 
sons, they went into the booze too because of my example that I set them ... You 
kicked off on beer then got a little inebriated and then you drank anything then that 
was put in front of you ... I just carried on from there, working out on a station life 
and going out in the bush for two or three months, four months, and come back 
getting on the booze for a week at a time and then going out bush again, this was 
consistent .... Well the claim that we the shearers make generally, is that it relieves 
the tension - that was the excuse - the work tension .... That was the excuse we had, 
but we loved the stuff too, don't worry about that! It was pretty good. 

Brady 1995b:35-36 

Having the 'right to drink' 

From the early days of settlement, people valued alcohol highly. When States and 
Territories prohibited Aboriginal people from drinking, drinkers still managed to get 
alcohol from their 'white mates', who risked heavy fines in the process. After the 1967 
Referendum, there was a belief that Aboriginal people now had 'drinking rights'. In 
fact, the Referendum gave the Commonwealth Government the responsibility to legislate 
for Aborigines and enabled them to be counted in the census. People, however, commonly 
talk about having the 'right to drink' as a right of citizenship. So being able to drink 
alcohol has taken on a symbolic meaning for some Aboriginal people (Brady 1991: 180; 
Brady 1998:10-11). 

Why people stop drinking 

People have said they stopped drinking because of: 

• being very sick and getting health warnings, especially from doctors 
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• having an alcohol related-sickness or sickness made worse by drinking 

• deciding to put family first 

• something big happening that could change people's lives forever, such as becoming a 
Christian or almost dying (Watson et al 1988:64; Brady 1995b) 

Mr HM's story 

... I consumed alcohol without any food at all so, ... what happened is my body went 
very low I was losing weight and I could see things happening - they were there, 
more or less hallucination and things were there, things I could see were there. This 
was from the grog. There were tremors, yeah, there were other symptoms beside 
hallucination. I had hallucination I had tremors, I had blackouts ... When I was in 
town ... I had a talk to Dr Hargrave I said "I got a big problem", I said ''what ifl keep 
on drinking?" and I told him how I ended up in hospital. And he said, the answer he 
told me is, "look, are you married?" I said yeah. "How many children you got?" ... 
and the moment he asked me those questions I knew what he was going to say. He 
said, ''you'll be finish off'', so he said ''you stop now and you'll have a better life, 
you've got that time, what the doctor tells you, you do it straight away". And so to 
this very day, and I'm still here. 

Brady 1995b:2-3 

CF See the chapter 'Strategies for Health Promotion' in Volume 1 for more information 
and more stories about how people change their behaviours 

Alcohol and the Law in the NT 

Selling and buying alcohol 

To sell alcohol, a person must obtain a licence from the Northern Territory Liquor 
Commission. The Commission is responsible for making sure that alcohol is sold 
according to the regulations outlined in the Northern Territory Liquor Act 1978. These 
regulations aim to ensure that alcohol is supplied and served in a responsible manner 
and that excessive consumption is discouraged. 
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ALL licence holders in the Territory must comply with the following conditions, 
regardless of the venue or the event: 

1. Minors (persons under 18 years o~age) are NOT permitted to sell alcohol, purchase 
or consume alcohol on licensed premises, or be sent to purchase or collect a cohol. 

2. Alcohol is NOT to be supplied to an intoxicated person. 
3. Intoxicated persons must be removed from licensed premises. 
4. Indecent, violent, quarrelsome or riotous conduct on the premises is not allowed. 

Liquor Commission Website 

The Northern Territory Liquor Act 1978 and Liquor Regulations 1978 are available on 
the NT Government Intranet, at the Northern Territory Liquor Commission Home Page. 

(fr Go to the NT Government Intranet at http://uluru.nt.gov.au/, click on Government 
Directory. In NT Public Sector, click on NT Liquor Commission, Public, Liquor 
Commission Home Page, Alcohol and the Law 

(fr You can also contact the NT Liquor Commission on 8999 1800 in Darwin and 
8991 5000 in Alice Springs for more information 

Drinking alcohol in public ('Two Kilometre Law} 

People are not allowed to drink alcohol in public places or on unoccupied private land 
within two kilometres of a licensed premise. The Summary Offences Act 1998 allows 
police to fine a person caught drinking in public. Police are also allowed to tip out the 
open and sealed containers of alcohol or seize them. There are exceptions to the Two 
Kilometre Law; some areas are exempt. 

(fr Contact the Liquor Commission for further information 

Apprehension without arrest ('protective custody} 

Under the Police Administration Act 1978 (Section 128), police are allowed to apprehend 
any person the police officer thinks is intoxicated. The police officer can take the person 
to a safe place: home, a sobering-up shelter or the police cells. 

Community control of access to alcohol 
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Under the Liquor Act, a community can request the Liquor Commission to restrict 
alcohol in defined areas ('dry areas'). A community can request that no alcohol be 
allowed in the community at all. On the other hand a community can ask for certain 
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restrictions on alcohol. For example, the community may want to allow beer to be sold in the 
social club between 4 p.m. and 6 p.m., Monday through Friday. There are heavy fines for 
taking alcohol into restricted areas, including impoundment of vehicles used to tra~sport the 
alcohol. 

(ifr Contact the Liquor Commission for more information 

Objections and complaints 

Tobacco 

People can object to a liquor licence application or make a complaint about an existing licence 
by writing to the Registrar of the Liquor Commission. 

(ifr Contact the Liquor Commission for further details 

What is tobacco? 

Tobacco is a plant related to the potato and nightshade group (Nicotiana tabacum ). Its 
leaves are prepared by drying them. People smoke, chew or inhale the dried leaves. 

Chemicals in tobacco 

Cigarettes contain over 4 000 chemicals including tar, nicotine, carbon monoxide, 
radioactive compounds, irritant substances (for example, hydrogen cyanide, acetone, 
ammonia, arsenic, phenol, naphthalene). The main ones that cause problems are tar, 
nicotine and carbon monoxide. 

Tar 

• is the main cause of lung, mouth and throat cancer in smokers 

• aggravates bronchial and respiratory diseases 

Nicotine 

• is a highly addictive drug that first stimulates the brain and then depresses it 

• is also a poison 

• has a dramatic effect on the circulatory system, increasing the heart rate and 
constricting small blood vessels 
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Carbon monoxide 

• is an odourless, colourless and very poisonous gas 

• is taken up faster by blood in the lungs than oxygen. The blood has less oxygen to supply 
the cells of the body 

There is no safe level of tobacco use 

Effects of smoking tobacco 

Note: throughout this resource the term 'smoking tobacco' is used. Health professionals need 
to be aware that 'smoking' can mean something different to Aboriginal people. It may refer to 
ceremonial business of smoking a place or person to cleanse them. 

The health effects of smoking tobacco are different depending on a number of factors, including 
how the tobacco is smoked, how much tar it contains, how much nicotine it contains and so 
forth. Many people who smoke tobacco as cigarettes make an effort to switch to low tar, low 
nicotine cigarettes. There is no evidence yet that smoking low tar, low nicotine cigarettes will 
reduce the risk of illness. 

Short-term effects of smoking tobacco 

• Central nervous system: feelings of alertness and being wide awake, followed by feeling 
relaxed 

• Respiratory system: decreased lung capacity making it harder to breathe and exercise 

• Circulatory system: increased blood pressure as nicotine causes blood vessels to narrow 
and blood pressure to rise; the heart beats faster 

• Musculoskeletal system: increased muscle tension; lowered skin temperature (nicotine 
causes blood vessels all around the body to constrict. It is harder for blood to get to 
toes and fingers.) 

Note: people chewing tobacco will experience similar short-term drug effects from the 
nicotine absorbed through the lining of their mouths. 

Long-term health effects of smoking tobacco 
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Smoking tobacco particularly damages the respiratory and the circulatory systems. 
Regular use results in diseases that cause death or severe disability. 
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The Long Term Health Effects Of Smoking Tobacco 

Mouth, Lip, 
Throat, Larynx 
· increased risk of cancer 

· inflammation, laryngitis 

Respiratory 
System 
·bronchitis 

·emphysema (chronic 

obstructive 

pulmonary disease) 

• lung cancer 

Circulatory 
System 
• heart disease 

• heart attack 
·high blood pressure 

• coronary artery 

disease (poor 

circulation in the 

legs causing ulcers, 

pain, and sometimes 

the need for 

amputation) 

Bones 
· brittle bones 
(osteoporosis) 

Immune System 
· depressed immune response 

• increased infections 

Pregnancy and Babies 
· lower than average birth weight 

• high risk of Sudden Infant Death Syndrome 

· increased risk of premature birth 

· higher increased risk of miscarriage and still births 

• increased risk of impairment in mental and physical 

development 

• nicotine carried to baby in breast milk 

· increased risk of brain 

hemorrhage (stroke) 

• women using 

contraceptive pill have an 

even greater risk of stroke 

Stomach and 
Intestines 
· lining becomes tender 

·bleeding 

· ulcers, slow to heal 

· may lead to cancer 

Pancreas, 
Kidney and 
Bladder 
• increased risk of cancer 

Reproductive 
System 
Male and 
Female 
• decreased sperm count 

and movement 

·lowered sex drive 

·egg damage, irregular 

menstrual cycle and 

altered hormone levels 

• cancers of the cervix, 

penis and anus 

· early onset of 

menopause 

· increased risk of breast 

cancer 
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r::tr For a complete list of the effects of smoking see Winstanley et al ( 1995) 

Effects of smoking when pregnant 

Chemicals from the tobacco smoke pass through the mother's blood to the baby through 
the placenta and reduce the oxygen and blood flow to the baby. Smoking tobacco during 
pregnancy or being exposed to tobacco smoke increases the chances that the baby will 
weigh less than normal when born and will have a smaller chest and head. There is also 
a greater chance of miscarriage, premature birth and complications during and after 
birth. 

Babies born to mothers who smoked tobacco during pregnancy are more likely to get 
respiratory illnesses in the first few years of life. Smoking tobacco or being exposed to 
tobacco smoke during pregnancy is also linked to Sudden Infant Death Syndrome(' SIDS' 

or 'Cot Death') when a baby dies suddenly, usually while sleeping. 

Passive smoking 

Withdrawal 
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'Passive smoking' refers to breathing in smoke from people holding burning cigarettes, 
cigars or pipes near you or breathing in 'mainstream' smoke exhaled by a person smoking 
near you. Smoke that drifts from the end of a lit cigarette contains a large number of 
chemical carcinogens and other toxic substances. Sometimes these amounts are 30 times 
higher than smoke inhaled by a smoker. 

Recently, scientists have found strong evidence that passive smoking can be harmful to 
health. It can lead to increased bronchitis, pneumonia and other chest illnesses in children 
and lung cancer and other lung disease in non-smokers. Children can also show signs of 
slow learning and growth and behaviour changes. 

Passive smoking is particularly dangerous for babies and children who have small, 
delicate lungs. It can also be very dangerous for adults who have asthma or an existing 
lung or heart problem. Several jurisdictions have enacted effective smoke-free legislation. 
They include South Australia, the Australian Capital Territory and Western Australia. 

Withdrawal from nicotine can be very unpleasant for the person. Withdrawal symptoms 
may include: 

• mood swings, depression and weepiness, irritability 

• pins and needles in the legs 

• headache or light headedness, difficulty in thinking 
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• tiredness, insomnia 

• gastro-intestinal upsets, constipation 

• increased hunger, cravings 

• aches and pains (flu-like symptoms) 

• coughing, chest pains 

These symptoms can be helped by suggesting that the person use nicotine patches or chew 
nicotine gum (nicotine replacement therapy). Nicotine patches and gum are available over
the-counter at chemists. Nicotine patches are also available by a doctor's prescription through 
DHCS pharmacy. 

Overview of tobacco smoking in remote Aboriginal communities 

History of tobacco use 

Long before European colonists arrived in the Northern Territory, Macassans visited the 
northern coast to fish. They gave as gifts or traded tobacco (Nicotiana tabacum) with Arnhem 
Land Aboriginal people and taught them to smoke it in pipes. 

Aboriginal people traditionally used two indigenous plants for their nicotine content, Duboisia 
hopwoodii (from which they made 'pituri') and native tobacco (Nicotiana). Both of these 
plants have a high nicotine content which is released by the addition of alkali ash (Watson 
1983 :22-23). Pituri was shared among the group, used in ceremonies and traded widely. It 
was valued for its powerful stimulant effect (Watson 1983 :24-27). 

Today, most Aboriginal people who chew tobacco use either native tobacco (also called 
'bush tobacco') or loose smoking tobacco. People mix the dry, crushed material with 
ash and form it into 'quids' using saliva. They place the quids between the teeth and 
cheek. Nicotine is absorbed through the lining of the mouth (mucous membrane) (Watson 
1983: 19). The drug effect is similar to smoking tobacco. Chewing is restricted to around 
Central Australia and is practised mostly by women (Watson et al 1988:26-28). There 
is currently no evidence that chewing tobacco in the way it is done in Central Australia 
has any long-term, harmful effects on people's health. 

How many people smoke tobacco? 

In the last 20 years commercially made cigarettes have become widely available. Many 
Aboriginal people smoke tobacco, more in the Top End than in Central Australia. 
Cigarettes are highly valued. People often share packets of cigarettes, pouches and tins 
of tobacco and individual cigarettes. 
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AmongstAboriginal people in the NT (Watson et al 1988:22-25), about: 

• 7 out of 10 Aboriginal men smoke tobacco 

• 4 out of 10 Aboriginal women smoke tobacco 

In the Top End, about: 

• 8 out of 10 men smoke tobacco 

• 7 out of 10 women smoke tobacco 

Amongst the general population in Darwin (Richards & McComb 1996): 

• 4 out of 10 men smoke tobacco 

• 3 out of 10 women smoke tobacco 

Tobacco smoking and the Law in the NT 

Kava 

What is kava? 
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The Tobacco Act 199 2 makes it an offence for anyone to sell or supply tobacco products to 
people under 18 years of age. The fine for doing so is up to $10 000 if found guilty. Tobacco 
retailers must display a sign (a Prescribed Notice) stating this information. They can be fined 
up to $5 000 for not displaying the sign. 

Kava comes from the root of the pepper plant Piper methysticum. It is used in traditional 
ceremonies and for social occasions in many of the Pacific Islands. Kava is valued for 
its medicinal properties and is sold as a herbal preparation or medicine in many countries. 

In the NT, Aboriginal people make a kava drink by mixing the dry, powdered root with 
water. Kava resin, suspended in water, contains active chemicals known as kava lactones. 
The strength of kava varies greatly and depends on the plant from which it is prepared 
and how it is prepared. 

When kava is drunk, the active chemicals are absorbed through the stomach into the 
bloodstream and pass quickly to the brain. Kava acts as sedative and soporific (sleep 
inducing). It also induces generalised muscle relaxation (Alexander et al 1987 :6). 
Depending on the strength of the kava mixture, it can have a psychoactive effect. While 
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kava does not contain alcohol, people talk about getting 'drunk' on kava. A person is thought 
to be drunk on kava ifhe or she cannot walk or talk properly, is very friendly, dizzy, sleepy or 
is acting 'funny' (Watson et al 1988 :66). 

Effects of kava use 

There is more to learn about the short and long-term health effects of drinking kava and more 
research is being done. 

Short-term effects of drinking kava 

In small to moderate amounts, kava causes: 

• mild sleepiness 

• relaxation of muscles 

• feelings ofhappiness 

• numbness of the mouth and throat 

• possible loss of appetite 

In larger amounts, kava causes: 

• loss of muscle control 

• sleepiness/stupor 

• pupil dilation and redness of the eyes 

• a sick feeling 

Kava drinkers are thus sometimes recognisable by their bloodshot eyes and ulcerous 
skin lesions called Kani Kani (Lebot et al 1992:60). A second side effect ofheavy kava 
consumption is an occasional state of apathy that reportedly affects some drinkers 
preventing them from eating adequately (Lebot et al 1992:60). Half a coconut shell 
(approximately 100-150ml) of certain varieties ofkava is strong enough to put a drinker 
into a deep, dreamless sleep within 30 minutes. The next day the drinker awakens 
having fully recovered normal physical and mental capabilities (Lebot et al 1992:59). 

Long-term health effects of kava misuse 

The diagram on the following page shows the long-term health effects ofkava misuse. 
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The Long Term Health Effects Of Kava 

Eyes 
·bloodshot red eyes 

~espiratory 

System 
·difficulty in breathing 

· shortness of breath 

Circulatory 
System 
· changes in the red 

blood cells, white 

blood cells and 

platelets 

Liver 
· liver damage 

· biochemical changes 

General Sody 
·apathy 

· increased general ill 
health 

• malnutrition 

·loss of body fat 

· increased susceptibility 

to infection 

More Common and 
Less Severe Effects 
· mild sleepiness 

· numbing of mouth and throat 

· loss of appetite 

· muscle weakness 

· sick to the stomach 

Central Nervous 
System 
· loss of muscle control 
(ataxia) 

• disturbance to ocular motor 

balance, photophobia 

· excaberates mental illness 

such as depression and 

schizophrenia 

· nervous trembling 

Kidney 
· renal dysfunction 

· increased diuresis 

Skin 
· dry, scaly (crocodile 

skin, kani kani) with 

yellow or white 

discolouring 
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Communities have been particularly concerned about the social effects of drinking kava. Some 
people have spent large amounts of time drinking kava and neglecting family and community 
duties. Some people have spent large amounts of money to buy kava, leaving no money for 
food and other essential items. Communities are concerned that the health and nutritional 
status of infants and children are affected. 

Kava and sudden death 

There have been a number of sudden deaths of young, adult men during heavy exercise after 
they had drunk large amounts ofkava. These young men had diseased hearts. We know that 
smoking, alcohol, high blood pressure, diabetes, lack of exercise, excessive weight and poor 
nutrition all contribute to cardiovascular disease. It is also known that unaccustomed exercise 
puts a strain on a diseased heart, increasing the risk of sudden death. Dehydration from heavy 
sweating and not drinking water can also be dangerous. 

Some young Aboriginal people have cardiovascular disease without knowing it. Some of 
these young people drink alcohol heavily and smoke and so are already at risk of further 
damaging their hearts. Drinking kava may add to this risk. 

Kava, pregnancy and breastfeeding 

Withdrawal 

It is not known what effect drinking kava has on the developing baby. Until there is more 
information, it is recommended that pregnant or breastfeeding women do not drink kava. 

There have not been any documented reports of withdrawal symptoms when heavy kava 
drinkers stop drinking kava. However, people who stop using should be monitored initially to 
see if any health problems emerge and need attention. 

Overview of kava use in the NT 

History of use 

Kava was first introduced into Eastern Arnhem Land in 1981 after some community members 
visited Fiji. They thought it might be beneficial for Aboriginal people and stop them from 
drinking alcohol. It did not take long before kava use spread. By 1986, people in eight Top 
End communities were drinking kava when it was available. Most communities in the NT 
have chosen not to allow kava drinking and therefore its use is confined to Arnhem Land. 
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How many people drink kava? 

From the late 1980s there was an increase in the number of people drinking kava: 

• in 1986, about 42 per cent of men and 12 per cent of women in kava using communities 
said they drank kava (Watson et al 1988:18) 

• in 1992, about 70 per cent of men and 30 per cent of women reported drinking kava 
(d' Abbs 1993:22) 

Research has also found that the amount of kava being drunk increased between the 
1980s and 1992 (d'Abbs 1993:24). 

Patterns of drinking 
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Research conducted in 1986 found that unlike alcohol, kava was said to be good for 
'keeping relationships strong'. In some communities, it was known as a 'family drink'. 
Some people have said that kava helped people talk about issues. People could drink 
kava socially without the disruptive effects associated with alcohol misuse. Some 
communities have supported kava use because people felt that ifkava was not available, 
there would be more trouble with alcohol (see Alexander et al 1987 and Watson et al 
1988:66-68). 

People tend to drink kava in groups. Powdered kava is mixed with water in a large 
bowl. Both men and women sit around the bowl in a kava drinking circle. The 'captain' 
passes a cup of kava to each person in turn. Kava drinking can take place any time day 
or night and some people moved from one kava circle to another. 
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Kava and the Law in the NT 

Petrol 

In March 1994, the Commonwealth Government introduced a law prohibiting the importation 
ofkava into Australia for the purpose of selling it. This law changed in October 1997 so that 
people who wanted to bring kava into Australia were required to apply for an import permit 
from the Commonwealth Government. They also had to sign the National Code of Kava 
Management and abide by any laws in the N orthem Territory. 

In 1997, the NT Government conducted a Parliamentary Inquiry into Kava Management in 
the NT. Following this Inquiry the Government implemented an interim policy that no permits 
would be issued for selling kava in the NT. As of21 May 1998, under the Kava Management 
Act 1998, the selling ofkava without a licence has been illegal. This Act allows for communities 
to apply to the Liquor Commission to become licensed to sell and use kava. There must be 
demonstrated support for the community for the selling ofkava in the community. 

cg> For more information, contact the Liquor Commission 

What is petrol? 

Petrol is an organic substance derived from crude oil found underground. It contains a mixture 
of volatile, toxic hydrocarbons. Tetraethyl lead is commonly added to petrol during processing. 

Petrol sniffing is a form of substance misuse. Petrol sniffers deliberately inhale the petrol fumes 
given off for the intoxicating effect. They hold a saturated cloth over their nose and mouth or 
sniff directly from a small container. Intoxication can be rapid, within one to five minutes. 
Depending on the method, the effects may last for minutes or several hours. Young people 
also sniff other substances such as glue, photocopier fluid, aerosols, paint thinner, cleaning 
and lighter fluids. 

Chemicals in petrol 

Hydrocarbons: 

• are highly volatile and rapidly absorbed through the lungs 

• act as central nervous system depressants, similar to alcohol 

• may contribute to brain damage 
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Lead: 

• is a metal that is taken into the body and deposited in the different body organs including 
the brain 

• causes brain damage that cannot be repaired 

• cannot be removed from the brain 

Sniffing petrol is harm/ ul 

Effects of sniffing petrol 

Short-term effects of sniffing petrol 

Immediate effects: 

• feeling 'high' or happy (euphoria) 

• dizziness 

• sensations of numbness 

• feeling very light 

• feeling not connected to surroundings (disassociation) 

Followed by: 

• giddiness, feeling :friendly 

• hallucinations, strange behaviours 

• muscle weakness, loss of motor co-ordination, slowed reflexes 

• slurred speech 

• impaired judgement 

• nausea, coughing, sneezing, increase in saliva 

After sniffing, 'hangovers' and headache may last several days. There is some evidence that 
short-term petrol misuse does not cause permanent damage to the body. 

Long-term effects of petrol sniffing 

The following diagram outlines the long-term effects of petrol sniffing. 
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The Long Term Health Effects Of Petrol Sniffing 

Central Nervous System 
(brain and spinal cord) 
· nerve cells are depressed causing the 

heart and lungs to stop functioning 

· brain cells permanently damaged 

· brain hemorrhage 

·seizures 

· tremor when attempting to move. poor 

coordination, difficulty walking. 

· significant personality problems, apathy, 

mood swings,hostility, aggression, 

depression, feelings of persecution 

· forgetfulness, inability to think clearly or 

logically, irritability 

·feel 'high' then very depressed 

Circulatory 
System 
· heart damage 

·blood abnormalities 

· heart slows down 

(can cause cardiac 

arrest, coma and 

death) 

· irregular heart beat 

· high blood pressure 

· petrol can cause 

sudden decrease in 

blood pressure 

~espiratory 

System 
· reduced oxygen in the 

lungs 

· unconsciousness, coma 

cardiac arrest and death 

· lung infection 

More Common and Less 
Severe Effects 
· respiratory complaints, coughs and colds 

· sleep disorders 

·fatigue 

· nose bleeds 

· nausea, loss of appetite 

·headache 

· rash around nose and mouth 

· bad breath and body odour 

·muscle cramps 

Liver and 
Kidney 
· increased damage 

·decreased functions 

·acute and chronic 

inflammation 

Pregnancy and 
Sabi es 
·miscarriage 

· birth defects 

· low birth weight 

·seizures 

• lung problems 

· increased risk of 

Sudden Infant Death 

Syndrome 

Sone Marrow 
·depressed immune 

response 

· reduced red and 

white cells 

·increased infections 
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Social effects 
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A range of serious problems can result from sniffing petrol, including pneumoni~ asphyxiation, 
bums, com~ seizures, malnutrition, permanent brain damage, injuries and sudden death. Other 
problems associated with sniffing petrol include dog bites and getting lost (Gell 1995: ·17-20). 

'Sudden sniffmg deaths' have mostly been associated with sniffmg aerosol sprays, cleaning 
and correction fluids and glues. It is believed these substances cause the heart to react 
abnormally, causing irregular heart beats (National Information Service on Drug Abuse 1985 :52-
53 ). 

Qr For mall:agement of fits and medical treatments, see the CARPA Standard Treatment 
Manual 

Sniffing is sometimes seen as a symptom of a family's lack of control over children. 
However, sniffing can occur in families that provide a lot of care for their children and 
do not seem to have many problems. 

Young people, especially those who become long-term, regular sniffers, often become 
isolated from their families and community. This isolation can make it harder to keep 
in touch with the sniffer and encourage him or her to stop sniffing. 

In addition to family problems, there is a wide range of possible social problems 
associated with petrol sniffing: 

• distress, anxiety and grief for the community; violence and damage to property, 
violent crime 

• stresses on the juvenile justice system 

• stresses on youth agencies and support services 

Not all people who sniff petrol develop problems. Some adults will say that they sniffed 
when they were children and have no obvious problems. Consequently, some 
communities may not consider petrol sniffing to be as dang~rous or potentially harmful 
as health staff do. Communities may be more likely to see petrol sniffing as a problem 
when it is actually causing direct problems in the community - such as severe health 
problems in the sniffers or disruption or violence in the community. 
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Sniffing in pregnancy 

Withdrawal 

It has been found that young women who have sniffed petrol often stop when they become 
pregnant. Even if a woman has stopped, she may have a smaller baby and may need additional 
health care during and after the pregnancy. There is some evidence ofbirth defects and disabilities 
in babies born to women who sniffed petrol (Lipson 1984:40). 

Regular use ofinhalants leads to tolerance. Withdrawal symptoms may include chills, headaches, 
abdominal pains, muscular cramps and hallucinations (National Information Service on Drug 
Abuse 1985:14). 

Overview of petrol sniffing in remote Aboriginal communities 

History of use 

In the Top End, the earliest record of Aboriginal people sniffing petrol was in 1951. It is 
thought thatAmerican service men stationed in the Top End during the war introducedAboriginal 
people to the practice. It now occurs widely throughout remote communities of the Northern 
Territory, WestemAustralia, northern parts ofSouthAustralia and Queensland (Brady 1995c:3). 

Arnhem Land 

Petrol sniffing: major regions of prevalence from Brady 199 2 
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How many people sniff petrol? 

It is difficult to maintain current figures on the number of people sniffing in the Northern Territory. 
The number of people sniffing petrol goes up and down over time as young people experiment 
or sniff occasionally. 'Boss' or chronic sniffers may move in and out of communities. It is 
thought that they are often responsible for encouraging young people to take it up. 

In Australia between 1981-1991, there were 60 Aboriginal males and 3 Aboriginal females 
whose deaths were associated with petrol sniffing. They ranged in age from 11 to 32. The 
causes of death included pneumonia, cardiac failure/arrest, aspiration and burns. Twenty of 
these deaths were people who either lived in the NT or who were treated in NT hospitals 
(Brady 1995c:4;6-7). 

In 1985, there were 14 communities in Central Australia reporting young people sniffing. In 
July 1997, it was estimated that there were around 200 young people sniffing petrol across 10 
communities in Central Australia. Approximately 40 were classified as 'chronic' sniffers (Mosey 
1997:11). 

Who sniffs petrol? 
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Most Aboriginal petrol sniffers are between seven and thirty years of age and live on remote 
communities. Boys and young men are more likely to sniff petrol than girls and young women. 

In some communities many children and youths might try petrol sniffing at least once or twice. 
Most of these 'experimental' users will not become regular or long-term sniffers. Recently, 
there have been reports of young Aboriginal people sniffing petrol in the urban areas around 
Darwin and Alice Springs. 



Alcohol and Other Drugs 

Patterns of sniffing petrol 

Generally groups of young people will inhale petrol together. Each person inhales from his or 
her own can of petrol or petrol soaked cloth until the person is intoxicated. The person may 
repeatedly inhale petrol fumes over a period of several hours to maintain the desired level of 
intoxication. Usually the sniffing stops when the petrol supply runs out or when the sniffer 
becomes too hungry or tired to keep it up. 

Petrol sniffing and the Law in the NT 

Some communities in Western Australia and South Australia have passed local by-laws to 
declare petrol sniffing an offence. Some people argue that it should be made illegal everywhere. 
Other people argue that sniffers would be sent to jail instead of being treated for petrol misuse. 
In the NT, local government legislation currently does not allow similar by-laws to be made. 

In the NT, under section 18 of the Misuse of Drugs Act 1993, it is illegal to sell or supply 
petrol to anyone when it is known or should be known that the person will use it as a drug or 
supply it to someone else to use as a drug. 

The Community Welfare Act 1987 provides a statutory mechanism to protect sniffers (or 
any child and young person) under the age of 18 who are 'in the need of care'. 

Cannabis (Marijuana) 

What is cannabis? 

Cannabis is the general name given to a variety of substances prepared from the plant 
Cannabis sativa. In small doses, it is classified as a depressant. In larger doses, it can 
be an hallucinogen. The dried plant, resin or oil is commonly smoked for recreational 
purposes. Cannabis can also be ingested by cooking it in food. 

Cannabis is also called 'gunga', 'dope', 'hash', 'weed', 'hemp', 'grass' and 'mull'. 

Chemicals in cannabis 

The main substance in cannabis that causes the effects on the brain is a chemical called 
tetrahydrocannabinol (THC). The concentration of THC varies according to the part of 
the plant that is used, the variety of the plant and its growing conditions. 

As with tobacco, there are many other substances that get released into the lungs when 
cannabis is smoked. There are large amounts of tar produced when cannabis is burned. 
Tar is one of the substances that can contribute to cancer, especially cancer of the 
respiratory system. 
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Under research conditions, THC has been shown to be: 

• an effective anti-nausea drug 

• effective in treating glaucoma (a serious eye condition) 

• valuable in stopping weight loss, improving mood and easing pain (National Task Force on 
Cannabis 1994: 17) 

Effects of cannabis use 

Short-term effects 

Using cannabis can affect the body in a number of ways, depending on the person, how much 
of the drug is taken and what is happening around the person at the time. The effects include: 

• mood changes: relaxed, 'high', sleepy, silly, anxious, depressed 

• stronger sensory experiences 

• impaired attention and memory 

• hunger 

• dizziness and nausea 

• dilated pupils and blood-shot eyes 

• increased heart-rate 

• blood pressure changes (increase while sitting, falls when standing) 

Cannabis can cause confusion, forgetfulness, anxiety, hallucinations, delusions, agitation and, 
in rare cases, paranoia. If a person has a diagnosed mental illness, such as schizophrenia, 
taking cannabis can induce an episode or make it worse. How people react after using cannabis 
may also be affected by what other drugs they may have taken. People who smoke cannabis 
often use it in combination with tobacco. Both cannabis and tobacco are high in tar and other 
chemicals so these people are breathing in damaging chemicals from two sources. 

Effects of long-term use 
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The major health and psychological effects of chronic cannabis use, especially daily use over 
many years, remain uncertain. The following graphic outlines the likely major adverse effects 
- according to the available evidence. 
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Possible effects oflong term heavy use which have not been confirmed by research include: 

• increased risk of developing smoking-related cancers 

• reduced educational achievement in adolescents and reduced work performance in adults 
in some occupations (National Task Force on Cannabis 1994: 14-15) 

There have been no documented deaths from overdoses of cannabis. 

Some heavy users develop a psychological dependence on cannabis. They spend more time 
getting the drug and taking the drug. They have trouble cutting back. They keep using it even 
when it causes personal problems. 

Cannabis and pregnancy 

Withdrawal 

It is known that THC enters the blood stream of the developing baby from the mother when 
she uses the drug. Smoking, whether tobacco or cannabis, deprives the developing baby of 
oxygen. Other possible effects of heavy use during pregnancy (not yet proven) are: 

• increased risk of birth defects 

• increased risk ofhaving a low birth weight baby 

• increased risk of leukemia in children who were exposed before birth (National Task 
Force on Cannabis 1994:15). 

Tolerance can develop in people who use a lot of cannabis. People who have been long 
term, heavy users who quit using cannabis can experience withdrawal symptoms. These 
symptoms include irritability, anxiousness, nausea, sweating, depression and disturbed 
sleep. 

How many people use cannabis? 
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Cannabis is the most widely used illegal drug in Australia. One third of the population 
has tried it (National Task Force on Cannabis 1994:30). In most cases, the use is 
experimental. In a telephone survey of200 randomly selected households in each State/ 
Territory conducted in 1994 the NT consistently indicated the highest level of use with 
55.2 per cent of respondents indicating having used cannabis and 16 per cent in the last 
month (Bowman & Sanson-Fisher 1994:4,26). 
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Statistics from 1996 survey ofNT high school students indicate that 22 per cent of 16 year 
olds and 33 per cent of 17 year olds had used cannabis in the seven days prior to the survey 
(Bertram&O'Reilly 1998). 

There is little known about Aboriginal people's use of cannabis. There are anecdotal reports 
of it being used widely by young people, particularly in communities in the Top End. The 
impression among people working with these communities is that cannabis use is increasing. 
In a 1994 national survey of Aboriginal and Torres Strait Islanders, two out of ten people in 
the NT listed cannabis as a local problem (ABS 1994). 

Cannabis and the Law in the NT 

The Misuse of Drugs Act 199 3 makes possession and cultivation of cannabis in the NT a 
criminal offence. It is against the law to grow, supply, sell, possess or consume cannabis. The 
Act permits police the discretion to issue an infringement notice for some 'personal use' of 
cannabis. 

An infringement notice (or' on the spot' penalty notice) is a means of enforcing a breach of the 
criminal law through payment of a fixed penalty rather than a prosecution for an offence 
through the courts. 

Amendments to the Misuse of Drugs Act 199 3, passed in July 1996, state that: 

• people 17 years and over found in possession of 50 grams of cannabis or material from 
one or two plants may be issued with an infringement notice 

• the penalty of an infringement notice is an 'on the spot' penalty of $200. 00 

• if this penalty is not paid, recovery of the amount owed may be done through the court 

• the infringement notice may be challenged in court but if the individual is found guilty, a 
criminal conviction may be recorded against them 

People under the age of 1 7 years found in possession of cannabis will be prosecuted in court. 
If an offence is proven, they may get a criminal conviction. Using and/ or selling cannabis on 
licensed premises and around schools, regardless of the person's age, are offences which will 
also be prosecuted in court. 

c:lT' Contact the Police for further information 
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The DHCS Alcohol and Other Drugs Program 

Overview 

The DHCS Alcohol and Other Drugs Program covers policy, program and service development 
for prevention, intervention and treatment of drug related problems across the NT. Specific 
programs have been developed to deal with alcohol (Living with.Alcohol Program) and tobacco 
(Tobacco Action Project). 

The aim is to reduce harm caused by drugs to individuals, families and communities, through 
strategies that: 

• control the supply of drugs; for example, not selling tobacco to anyone under 18 years of 
age, dry communities 

• reduce the demand for drugs; for example, banning advertising of tobacco, having other 
things for young people to do, providing factual information to inform individual choice 

• prevent problems caused by drug misuse; for example, night patrols, sobering up shelters 

• provide support, treatment and rehabilitation for people with drug problems and those 
affected by them; for example, counselling, residential treatment programs 

Harm reduction as a strategy 
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Harm reduction is about accepting that people do use drugs. There are ways people can 
make use of drugs safer and lessen the amount of damage caused by drug use to their 
health, to their families and to society. Some people choose abstinence as a way of 
reducing harm to their health. 

An example of a harm reduction strategy is the needle exchange program for people 
who inject drugs. The exchange programs provide clean needles and syringes so that 
people do not have to share injecting equipment. It reduces the chance of people getting 
Hepatitis C or HIV infection from sharing. 

Some examples of harm reduction for alcohol use are: 

• promoting low alcohol beer to lower the intake of alcohol 

• serving alcohol in plastic instead of glass to avoid injuries from broken glass 

• making sure there is a sober person to drive the drinkers home to avoid road accidents 
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Alcohol and Other Drugs Program Directorate 

The Alcohol and Other Drugs Program Directorate provides major policy advice to the Minister 
and Government. The Directorate also: 

• liaises with government and community organisations 

• develops and implements community education projects and other communication strategies 

• plans, funds and monitors alcohol and other drug services, including non-government services 

• provides or coordinates professional development and training 

• conducts drug related research and evaluation 

Alcohol and Other Drugs Services 

Each urban centre has either a government alcohol and other drug service or a community 
(non-government) service or both. Central Australian Alcohol and Other Drugs Services 
(CAAODS) in Alice Springs and the Alcohol and Other Drugs Service (ADS) in Darwin 
are larger, governmental services that provide the following: 

• education and training for DHCS staff, other government agencies, the private sector and 
community organisations 

• community education through supporting activities for media campaigns and delivering 
targeted information and education sessions 

• resources such as general and specialist articles, pamphlets, posters, videos and staff to 
provide iriformation 

• screening and intervention services and support 

• clinical specialist services 

• support for community organisations such as funding advice and general help 

Non-Government Alcohol and Other Drugs Organisations 

Non-government organisations have been providing a range of Alcohol and Other Drug services 
to their communities and addressing drug issues for many years. The NT Government recognises 
that an effective way to deliver these services is by people who understand the local issues. It 
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is Government policy that treatment and care services are provided by community-based 
organisations as much as possible. DHCS supports these organisations with funding, information, 
training and data management. 

r:tJ=> For a complete listing ofNT Services, see the Directory of Alcohol and Other Drugs 
Services available from DHCS Alcohol and Other Drugs Program 

The Living With Alcohol Program (LWA) 
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From 1992 to the year 2000, the NT Government has committed money to implement the 
Living With Alcohol (LWA) Program as a whole of government approach to reduce alcohol 
related harm. The LWA Program came about because people throughout the Territory made 
submissions to a special committee of the Legislative Assembly, the Sessional Committee on 
the Use andAbuse of Alcohol by the Community. 

The submissions said that alcohol was causing serious problems for individuals, families and 
the community. It was estimated to be costing the community more than $150 million a year 
for such things as hospital admissions, law enforcement, prisons, road traffic accidents, and 
lost time at work. The NT Government responded by making money available to fund a range 
of treatment, education, training, research and law enforcement activities. 

We owe our children a better society - and to do that we must overcome our biggest 
problem. Alcohol abuse invades almost every aspect of Territory life, keeping our 
gaols and hospitals full, destroying lives and innocent families, wasting resources 
which could be far better utilised elsewhere. It's time to say enough is enough - and 
mean it. 

Marshall Perron, Press Release, 8November1991 

The primary aim of the L WA Program is to reduce alcohol related harm in the Northern 
Territory through strategies that encourage people to choose, individually and 
collectively, to exercise effective controls over their own drinking behaviour. 

The L WA program has three main areas of action: 

Culture is about learning to live with alcohol. If people are to learn to live with alcohol, 
there must be a change in both individual behaviour and the alcohol 'culture' of the NT. 
LWA aims to: 

• establish awareness of the links between alcohol misuse and community, family and 
personal problems 
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• provide information about responsible drinking and the consequences of excessive 
consumption so that people can make informed choices 

• create an environment which actively encourages responsible drinking and discourages 
hazardous consumption 

• support individuals, families and communities in their careful drinking choices, including 
people and communities that choose not to use alcohol or to restrict the availability of 
alcohol 

Control is about making regulations and changes in the law and policies that affect the 
availability, promotion, serving and consumption of alcohol. 

Some examples are: 

• having restrictions on the number of cans of beer that can be purchased on any one 
day 

• communities becoming 'dry' or having a licensed club 

• strict enforcement of laws about not serving intoxicated or underage people 

Care is about having interventions, support, treatment and rehabilitation services for 
people who have alcohol related problems or who are affected by someone else's 
drinking. 

Aboriginal Living With Alcohol Strategy 

The Aboriginal Living With Alcohol team responds to requests from community 
residents who have identified alcohol as an issue for their community. The team will 
visit the community to discuss concerns and options for action with community members. 

rJJr See 'Community intervention strategies' in Section 2 of this chapter 

1-49 



The Bush Book 

Aboriginal Family Violence Strategy 

The Aboriginal Family Violence Strategy aims to reduce and stop family violence. The Strategy 
rests on a partnership among Aboriginal people, government agencies and community based 
organisations. It promotes a community based approach to family violence. It is based on the 
philosophy that community residents are best placed to find the solutions that will work for 
them. They are encouraged to decide what needs to be done and who can do it from within 
the community. The role of Government is to support and assist communities to define and 
implement their solutions (Office ofWomen's Policy 1996). 

The DHCS Tobacco Action Project 
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In 1995, the NT Government allocated special funding to address tobacco issues. The Tobacco 
Action Project (TAP) aims to reduce the harm caused by smoking tobacco. A Northern 
Territory Tobacco Strategic Plan 1995-2000 has been developed to guide how the 
Government will work with a wide range of individuals, community groups and other 
Government departments. 

TAP is putting its effort into smoking prevention programs for children under 18 years of age 
and 'Quit Smoking' strategies for current adult smokers and for Aboriginal and Torres Strait 
Islander people who smoke. Some of the strategies are: 

• training for health staff in brief intervention methods 

• community education through media and sponsored community activities 

• school education prevention programs 

• monitoring and enforcing the Northern Territory Tobacco Act 199 2 which prohibits the 
sale or supply of tobacco to young people under the age of 18 

• development of'Quit Smoking' resources for specific groups of people 

• working with Aboriginal communities to identify local strategies for reducing smoking 
(Aboriginal Smoking Strategy) 

• operating Quitline (137 848) as a counselling and support service 



Introduction 

Alcohol and Other Drugs 

Section 2 

Strategies to address 
alcohol and other drug issues 

As a health professional, you have a very important role to play in giving people factual 
information about alcohol and other drugs. You can also support individuals, groups 
and communities in their decisions to do something positive about their drug issues. 
This section is about key strategies that people working in the alcohol and other drug 
area have found to work. 

Section 1 of this chapter has given you some facts and a basic understanding of alcohol 
and other drug issues in remote NT. You will find other useful references to help with 
alcohol and other drug work at the back of this section. 

Three highly recommended resources about alcohol are: 

• Living With Alcohol: A Handbook For Community Health Teams (Territory Health 
Services 1998) 

• Giving Away The Grog: Aboriginal Accounts Of Drinking and Not Drinking by 
Maggie Brady ( 199 Sb) 

• The Grog Book: Strengthening Indigenous Community Action On Alcohol by Maggie 
Brady (1998) 

(if' These resources are available from the Alcohol and Other Drugs Program 8999 2691 
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Personal attitudes about drugs and drug use 
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Although we are entitled to our private lives, health staff are in a position to set an example in 
the community. When working to influence lifestyle, 'actions speak louder than words'. 

Our values, beliefs, attitudes and behaviours are shaped by our culture, and especially by the 
people around us. To work effectively with individuals or groups of people on their drug 
issues in a caring and non-blaming way, it is useful for health staff to be aware of their own 

attitudes about drug use. 

The following exercises are from Drng Wise: A Harm Reduction Resource for Rural Workers 

(Matthews 1997). Try them! 

Understanding Drug Use - Exercises 

The following exercises encourage you to examine your own drug choices as part of coming 

to an understanding of why people use drugs. 

Personal drug choices 

Using the definition provided:" ... a drug is any chemical substance used for its 
effects on bodily processes." 

Which drugs do you use? 

Which drugs do other people around you use - family, friends, colleagues, clients? 

What are the preferred drugs in your community? 

Can you see any connections between your own drug choices and those of others 

around you? 

(page 25) 
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Reasons for using drugs 

Make a single column list of all the reasons you can think of why people use drugs. 

For each drug you have listed, write down: the potential benefits of the drug and the potential 
hanns. 

Drug: Benefits: Hanns: 

Why do you use drugs? 

Does considering you own drug use give you any insight into other people's drug behaviour? 
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Section 1 showed that decisions about drug use are influenced by the nature of the particular 
drug, the environment in which use occurs and characteristics of the person. By shifting attention 
from the simple notion that the drug is the problem and looking at the contribution of personal 
and environmental factors, we have a much broader understanding of how we can help 
individuals. We are better able to identify causes of drug use and deal with those. 

Drug use 

Psychoactive drug use is a normal, unremarkable behaviour, and the use of 
psychoactive drugs is one way that human beings attempt to alter their level of 
consciousness and change their moods. There are other ways, sometimes known as 
'natural highs', but whether you choose chemicals, exercise, meditation or 
mountaineering, mood alteration while sought for its pleasurable consequences is 
never without some potential risk. The skill is to maximise the joys whilst minimising 
the harm. 

From Saunders and O'Connor 1994:13 

Developing personal skills 

Raising the issue 
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Service providers' role 

We have a strong cultural belief that we are independent beings and naturally feel that 
we have the right to do with our own body as we wish. Often people justify their own 
alcohol, tobacco and other drugs use without thinking much about the harm it could be 
causing others. 

It is often difficult for others to step in and intervene when people choose to do things 
that cause themselves and others harm. While you can respect people's autonomy, you 
are also obliged to fulfil your role as a health care provider. There is now good evidence 
that some Aboriginal people do take notice of health professionals' advice about alcohol, 
tobacco and other drugs and how they impact on their health. 

Accurate, well-timed information can help people think about their drug use. These 
people might be thinking about making changes to behaviours that are harming 
themselves or others. Your advice at the right time could be enough to get them to 
make the change. It is called the 'teachable moment'. Because this approach involves 
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simple strategies and need only take a few minutes of people's time, it is called a brief 
intervention. 

Five good reasons why service providers can talk about alcohol and other drug use with 
Aboriginal people: 

• they are expected to give advice; it is their job 

• their advice is personalised rather than general; that is, linked to the person's health 
and situation 

• they are known to have detailed knowledge of the internal organs 

• they provide external legitimisation for the individual to change drinking or other 
drug habits. The person can use the service provider's words as an excuse to give 
other people 

• the interaction is private (Brady 1995a and 1998:187) 

Brief interventions 

You can be more influential than you may think. Use the following suggestions when 
seeing clients about other health needs: 

c:£r raise awareness about alcohol, tobacco and other drugs issues 

c:£r give people information about how drug use can affect their own health and the 
health and well-being of those around them 

c:£r let people know where to find help when they want it and provide support when they 
decide to change 

c:£r refer people to specialist teams when appropriate 

c:£r follow up people when they return to the community 
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Health checks 

w When talcing someone's history or when doing a well person's check, ask the following 
questions and record the answer in the person's chart or on the assessment form: 

• do you drink alcohol/grog? 

• how much do you drink? and/ or how often do you get drunk? 

• do you use tobacco? smoke? (how many per day?) chew? (how many quids per day?) 

• do you use other drugs (kava, cannabis, petrol, glue, paints)? 

• howoften? 

w Use this information as a basis for doing a brief intervention 

w Be sure to record what you have advised the person in his or her chart or on the 
assessment form. Ask how the person is doing the next time you see him or her. 
Reinforce the positive changes and do another brief intervention if necessary 

w For more information about brief interventions and guidance on how to do them, see 
the section called 'Working with Individuals' in the chapter 'Strategies for Health 
Promotion' in Volume 1. Also see the Living With Alcohol: A Handbook for 
Community Health Teams and the CARPA Standard Treatment Manual 

w See the following section for what advice to give about alcohol, tobacco, kava, petrol 
sniffing and cannabis 

Advice about alcohol 

Careful drinking 
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One step towards making a change in alcohol use is understanding alcohol and the 
effects it has on the body, on behaviour and on other people. 

w It is particularly important to provide people with information about standard drinks 
and guidelines for responsible drinking. See Section 1 for factual information about 
alcohol and the NHMRC guidelines 

w Advise men to drink no more than four ( 4 ) drinks a session and women to drink no 
more than two (2) drinks. If they usually drink less than these amounts, encourage 
them to stick to those amounts 

w Advise people that the number of standard drinks per container of alcohol is now 
stated on the side of the container 
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r:Jj" Many people do not drink alcohol out of standard glasses or individual containers. Help 
people to calculate how much they usually drink and what would be careful drinking using 
the containers they most often use 

r:Jj" Advise people not to save up the drinks for a weekly or fortnightly binge. Binge drinking 
leads to intoxication and is dangerous 

r:Jj" Advise women who are trying to have a baby, who are pregnant or who are breast feeding 
about the harmful effects of alcohol on the growing baby. The safest choice is not to drink 
alcohol during pregnancy or when breastfeeding 

r:Jj" Advise people to drink carefully or not at all around children. They learn by watching 
adults 

Advice when not to drink 

r:Jj" Talk to people about times when it is best not to drink alcohol at all: 

• when driving a car 

• when operating machinery 

• when swimming, boating, fishing, using a gun or spear 

• when working or making important decisions 

• when sick or already damaged by alcohol 

• when taking medicines 

• when pregnant or breastfeeding or trying to have a baby 

Strategies for cutting down 

r:Jj" Talk to people about how to cut down: 

• try not to drink everyday. Give your body a rest. Try to have at least two days 
every week without alcohol 

• eat good food before you drink alcohol 

1-57 



The Bush Book 

• have water and non-alcoholic drinks in between alcoholic drinks 

• drink water when you are thirsty 

• drink slowly 

• give yourself a limit and count your drinks 

• change to low alcohol beer 

• drink later in the day 

• take less money to the club/pub/bottle shop/supermarket 

(jJ" Talk to people about the positive things that happen when drinking carefully: 

• save money 

• less hassles from family 

• sleep better 

• have more energy 

• have a clear head 

• be less depressed 

• lose weight 

• better physical shape 

• reduce the risk of hypertension, liver disease, brain damage, cancer, accidents 
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Strategies to stop drinking 

r::rr If people want to stop drinking, you can help them by: 

• sharing success stories about people who have stopped drinking. There are many good 
stories in Giving Away The Grog: Aboriginal Accounts of Drinking and Not 
Drinking by Maggie Brady ( 199 5b) 

• referring them to an Alcohol and Other Drugs Service. See the contact list at the 
end of the chapter and the Directory of Northern Territory Alcohol and Other 
Drugs Services 

From Sheila Miller's story about "giving away the grog" ••• 

But one day, it was my birthday that year, and I thought 'oh bugger this, I'm sick of 
drinking. I'm gonna give it up.' People laughed at me ... 

It's just that I can't believe that I actually did it. A lot of people around Katherine 
thought I was a Katherine drunk, you know. And I think to myself and I pinch myself, 
see - I did it! 

Brady 1995b:27-30 

Advice about tobacco 

r::rr Advise all people to give up smoking tobacco. High risk groups are: 

• women who are pregnant - advise them of the dangers of smoking during 
pregnancy and breastfeeding and give them ideas about how to quit 

• people who have a respiratory disease, heart disease or diabetes - advise them 
that smoking tobacco can make their condition worse 

• children and young people - advise them about the dangers of starting to smoke 
tobacco and how hard it is to stop (addictive) 

• people who are subjected to passive smoke, especially children and babies - advise 
carers about the dangers of passive smoking; advocate for them for smoke-free 
places 

1-59 



The Bush Book 

Cut down or quit? 

• Most people do better if they just quit 

• Cutting down on the number of cigarettes smoked each day is a positive step but the 
longer the person smokes the greater his or her chance of getting tobacco related 
illnesses 

• Cutting down slowly may seem easier, but can be more difficult because it takes 
much longer to get the nicotine out of the body 

• Stopping completely brings the benefits of quitting sooner 

• Some people choose to cut down slowly before a 'cut-off date. Advise people to set 
the cut off date soon (within two weeks) and stick to it 

Low tar and low nicotine cigarettes 

Withdrawal 
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• Often people will try to cut down smoking tobacco by switching to low tar and low 
nicotine cigarettes but these are not safe cigarettes 

• Many people who switch to low tar and low nicotine cigarettes find that they smoke 
more and breathe in more deeply 

• There is no evidence yet to show that people who make this change have less risk of 
tobacco related illness 

• Although people should be encouraged for their effort, switching to low tar cigarettes 
should be seen as · a lead up to quitting, not an alternative 

Withdrawal affects people differently. For some, it is not nearly as bad as they expect. 

rJr Encourage people to look at withdrawal symptoms as a positive sign of recovery. It 
is the body: 

• readjusting to being nicotine-free 

• getting used to having more oxygen and energy 

• cleaning itself out 

rJr You can advise people about what happens to the body when they quit smoking 
tobacco. Photocopy the following table for them: 
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What to expect when you stop smoking 

Within 2 hours 
No more nicotine in the blood system May take two days 
for all nicotine by-products to leave the body. 

Within 6 hours 
Heart beat slows down. Blood pressure drops. May take 
from 3 to 30 days for blood pressure to return to normal 

Carbon monoxide is excreted from the body. Lung 
Within 12-24 hours efficiency improves. Less short of breath after exercise and 

stamina improves. 

Taste buds and sense of smell improves. Person feels and 
Within 2-3 days smells fresher and often feels happy with his or her 

achievement. 

Within 5-14 days 
Phlegm in lungs loosens. Cilia (lung's natural cleaning 
mechanism) in lungs begin to recover. 

Within 3 weeks Lungs are working better. Exercise is easier. 

Within 2 months Blood flow to limbs improves. Person has more energy. 

After 3 months 
Lung's cleaning mechanism (cilia) is working normally. Male 
sperm returns to normal and number increases. 

After 12 months 
Risk of sudden death from heart attack is ahnost half that 
of continuing smokers. 

Within 5 years Risk of lung cancer is within half that of smokers. 

After 5 years 
Risk of sudden death from heart attack is ahnost identical 
to non smokers. 

Adapted from The Benefits of Quitting Brochure from QUIT, Victoria 
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Remember the '4Ds': 

• Delay: delay for at least 5 minutes, the urge will pass 

• Drink water: take time out, sip slowly 

• Deep breathe: breathe slowly and deeply 

• Do something else: keep your hands busy 

(fr Other advice to offer people: 

• stay positive about quitting, focus on the good things 

• plan what you will say and do when people offer you cigarettes 

• remember, the hard times will pass 

• keep remembering the reasons for quitting 

• keep telling yourself you can do it 

• start exercising more 

• suck on strong mints - ones that are low in sugar 

• stay away from people or situations which may tempt you to smoke, particularly in the 
early days 

Nicotine patches 
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Nicotine patches are available through chemists or by a doctor's prescription through the 
hospital pharmacy. They can help the person withdraw slowly from being dependent on nicotine. 
The sticky .patch, which is put onto the skin, slowly releases a small amount of nicotine into the 
bloodstream. The strength of the patch is gradually reduced so the person gets less and less 
nicotine over time. 

Research suggests that they are most useful for people who smoke 15 cigarettes or more 
each day, and really want to quit and think that they will be successful. 

(fr Discuss using patches with people who may benefit from their use. Make an appointment 
for them to see the doctor so the patches can be ordered through the pharmacy 



Quitline 

Alcohol and Other Drugs 

Patches are not the magic answer to stopping smoking. They only help with nicotine withdrawal. 
People who use patches still have to make an effort to quit. People need to be aware that it is 
dangerous to smoke when using patches. If a person has cardiovascular disease, he or she 
should only use them under a doctor's supervision. 

r:tr Advise people that they can also buy nicotine chewing gum and other aids to stop smoking 
from the chemist 

This counselling and support service is widely available for people wishing to quit smoking. 
The Northern Territory Quitline number is 137 848. 

Advice about kava 

Because there is still a lot of uncertainty about kava and its effects, the Alcohol and Other 
Drugs Program has developed the following kava guidelines. 

When not to drink kava 

r:tr Advise the following people not to drink kava: 

• women who are pregnant or breastfeeding 

• people who are taking any medicines 

• people with any sickness, especially liver problems, heart problems, asthma or diabetes 

• people who need to drive a vehicle or operate machinery 

• children and young people under 18 years of age 

Strategies to reduce harm 

The following are examples ofharm reduction strategies that you can suggest to people. 

r:tr Advice for people who drink kava: 

• think about how much kava you drink. If you drink almost every night, think about 
trying to cut down 

• have two or three nights of the week away from the kava bowl 

• eat properly before and while drinking kava 

• wash your hands before mixing kava 
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• if you leave the kava group to go to the toilet, wash your hands before returning to the 
group 

• anyone with sores on their hands should not mix kava 

• do not share your cup without washing it first 

• use clean water to mix kava 

• drink plenty of water after drinking kava 

• you should not drink alcohol and kava at the same time or on the same evening 

• if you drink kava you should have a health check-up every year. It is especially important 
to check on your liver 

Health problems 

rJfJ" Advise people with malnutrition that it is a serious health problem. Discuss with people 
how they can improve their nutritional status. There are a range of nutrition strategies 
outlined in the 'Food and Nutrition' chapter 

rJfJ" Advise people with a scaly skin condition to use a cream or oil on their skin to relieve 
dryness and itching. If they have scaly skin, they have been drinking too much kava 

Advice about petrol sniffing 

Be aware that there are different types of petrol sniffers when thinking about interventions. 
Some youths sniff once or twice to experiment, others sniff occasionally, and others are chronic 
users. Sometimes there is a group of'hard core' or 'boss' sniffers who will continue sniffing, 
regardless of the interventions. 

Giving factual information 
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The following advice is based on 'Some suggestions on managing petrol sniffing outbreaks' 
by Maggie Brady (May 1997). This advice also applies to other inhalant misuse, such as 
sniffing glue, photocopier fluid, aerosols, paint thinner, cleaning and lighter fluid. 

Support families whose children and young people are sniffing by giving them factual information 
about the effects of petrol sniffing. Often parents do not understand why their children are 
sniffing or what they can do about it. Advise them that: 

• punishing children for petrol sniffing may not stop them and may lead to more sniffing.Fear 
ofbeing punished may lead to young sniffers hiding to sniff in more dangerous places (like 
sheds where there is not much air) 



Alcohol and Other Drugs 

• frightening or chasing sniffers is dangerous to the sniffers. Sudden sniffing deaths tend to 
occur when a sniffer receives a shock, jumps up or runs away. Sniffers are also at risk of 
accident or may be aggressive and unpredictable. 

• feeding their children good food will help them keep their weight 

• telling their children that they do not like them sniffing petrol is important 

• letting their children know that they worry about them and that they love them is important 

• looking after them in a safe and non-threatening environment is important 

~ It is best not to use 'scare tactics'. Telling sniffers how dangerous it is to sniff will not 
convince them if they have not experienced problems, or have not seen the harmful results 
of sniffing, for example burns and brain damaged people 

~ Support school teachers doing health education by providing useful resources. Contact 
your local Alcohol and Other Drugs Service for health education resources and 
information. Alcohol and other drug education is best taught as part of a complete 
health education program 

No more sniffing 

Overall we can say that kids will only stop sniffing when it gets in the way of other 
things they want to do more and when other things give them the interest, excitement 
and fun with their friends they have when they sniff. 

Brady 1997 

~ When dealing directly with a person who is 'high' on petrol, follow the guidelines in 
the CARP A Standard Treatment Manual 

Advice about cannabis 

~ Advise people about the harmful effects of smoking cannabis. Read Section 1 on the 
effects of long term cannabis use and choose the appropriate information for your 
client. High risk groups are: 

• women who are pregnant. Advise them that smoking cannabis increases the risk 
of premature birth and low birth weight babies, placing newborns at risk of 
breathing problems and infections. The baby can also be affected through breast milk. 
Give mothers ideas about how to quit 
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• people with certain psychological conditions (anxiety, depression) and physical conditions 
(heart or blood pressure problems, respiratory disease) are at greater risk of adverse 
reactions from even small doses of cannabis. Advise them not to use cannabis 

• people who are subjected to passive smoke, especially children and babies. Advise on 
the dangers of passive smoking so people will smoke outside or away from others 

• mixing cannabis with tobacco increases a person's exposure to tar and other carcinogens 
and can lead to nicotine dependence and a greater chance of damage to the lungs and 
circulatory system. People with existing respiratory or heart problems or diabetes should 
be advised that use will make their condition worse 

CJr If someone is affected by cannabis, make them comfortable, give them a glass of water or 
some fruit, and apply a cool cloth to the forehead and back of neck. Reassure them that 
the intense feelings will be over in a few hours. Contact doctor or local Drug and Alcohol 
agency if problems persist 

If a person is regularly experiencing unpleasant feelings then he or she should stop using 
cannabis. 

Strategies to reduce cannabis use 

Strategies for people wanting to reduce their cannabis_ use are similar to those for tobacco. 

CJr When craving or 'hungry' for cannabis advise people of the '4Ds': 

• Delay: delay for at least 5 minutes, the urge will pass 

• Drink water: take time out, sip slowly 

• Deep breathe: breathe slowly and deeply 

• Do something else: keep your hands busy 

c::tT' Other advice to offer people: 

• stay positive about cutting down, focus on the good things 

• plan what you will say and do if people offer you cannabis 

• remember, the hard times will pass 

• remember the reasons for cutting down or quitting 
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• keep telling yourself you can do it 

• start exercising more 

• suck on strong mints - ones that are low in sugar 

• stay away from people or situations which may tempt you to smoke 

• try having cannabis free days each week 

rJff" Encourage people to look at any withdrawal symptoms as a positive sign of recovery. It is 
the body readjusting and cleaning itself out 

Strengthening and supporting community action 

The following section suggests ways that you may be able to work with the community 
to improve things for the whole community. A really useful book is The Grog Book: 
Strengthening Indigenous Community Action On Alcohol by Maggie Brady (1998). 

Community education 

rJff" See the chapters 'Education for Health', 'Sharing Health Information' and 'Strategies 
for Health Promotion' in Volume 1 for ideas on the process of conducting community 
education programs 

Feeding back statistical information to the community 

Health centre statistics 

Share health centre statistics regularly with council, women's centre or health boards 
or committees. The process can raise awareness and stimulate action for change. Some 
statistics that can be shared include: 

• numbers of people in the community who smoke tobacco, misuse alcohol, sniff 
petrol, use kava 

• numbers of alcohol, tobacco and kava related illnesses seen in the health centre 

• numbers of alcohol and petrol related injuries or accidents seen in the health centre 
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• numbers of people who use other drugs 

• crime related statistics from the police or night patrol 

r::il"' Also see the section on 'Using Screening' in the chapter 'Strategies for Health 
Promotion' in Volume 1 

Sharing statistics on the financial cost of alcohol and tobacco use 
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Sharing financial statistics can also raise awareness and increase motivation to act on 
the issue. 

r::il"' Help people calculate how much money they are personally spending on alcohol 
and other drugs per week, month and year 

r::il"' Show people what else they can buy with this amount of money. For example: 

1 kg mixed vegetables $5.00 

$7.00 8L petrol for the car 

r::il"' Calculate together (using store turnover or other figures), how much the whole 
community is spending on alcohol and tobacco each month and year. This figure 
will be more accurate if the store is the primary source of supply 
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An alcohol example ... 

One community in the EastArnhemDistrict was planning to bring in some alcohol restrictions. 
People talked about how much money was being spent on alcohol. They found that a lot of 
money was going out of the community- $450.00 every day, $3 150 each week, or up to 
$157 000 each year leaving the community on grog. 

Example provided by Living With Alcohol Program 

@= You can also start to think about and discuss the social cost to the community, for 
example, unfed children, fights and arguments, neglect of ceremonies. This area can 
be sensitive, especially when talking about senior people dying from alcohol or 
tobacco related illnesses 

Talking with families about Sorry Business 

When talking about people with a long history of alcohol-related problems, most 
family members focused on other issues, such as the exact circumstances surrounding 
the last event. This may be in part because families do not want to speak badly about 
the dead, or because there is such a high background of alcohol-related problems, 
that its significance tends to get lost ... deaths are primarily spiritual and social events 
for Aboriginal people, but we also need to think of them as health events and share 
different types of knowledge so people can see both sides. 

Rosas and Weeramanthri 1993:7 

Advice from a remote area worker ... 

Obviously a lot of the assaults and traumas and so on, associated with fighting, or 
family violence associated with alcohol are going to come to the health centre. It is 
really important to identify them. If a person is affected by alcohol or by petrol sniffmg, 
it is important to identify that on the person's card or the incident sheet. 

Often people are aware that drug related problems happen, but they don't know how big 
the problem is. Once they do realise how big it is, they get quite a shock, and may be 
prepared to act on it if it's bought to their notice in a meeting. So my feeling would be for 
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health staff to tell the council. Go to a council meeting, a fonnal council meeting, put it on the 
agenda, say that there are these numbers of kids being treated or alcohol related problems 
being treated, and you feel it's of serious concern, and that it's important for the community 
to discuss the issues. 

Anne Mosey, Facilitator, Remote Area Night Patrols, Central Australia 

'Health Weeks' 

Supporting health weeks is one health promotion activity that many health staff like to 
participate in. Like any health promotion project, the most effective health weeks are 
ones that involve interested community residents in planning and doing the activity. 

~ Advocate for or help organise a health week in the community. The community 
health week could tie into a National Health Week. For example, the health centre 
could focus on alcohol and its effects on the heart during National Heart Week 

'Quit Week' and 'World No Tobacco Day' 
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Every year around the end of May or June there is a 'Quit Week' in the Northern 
Territory. The general aim of the week is to raise awareness about tobacco related 
issues. The week has a theme which focuses on a particular issue around tobacco, for 
example, smoke free policies. 'World No Tobacco Day' is the day in 'Quit Week' 
where people are encouraged to quit smoking for at least that day. 

~ Get ideas and support (possibly some financial support) for 'Quit Week' from the 
Alcohol and Other Drugs Program. See the contact list at the end of this chapter 

Possible activities include: 

• having displays of information in the school, health centre, women's centre, council 
office, store 

• providing brief interventions at the display 

• organising poster competitions and song writing competitions at the school 

• painting murals on building walls with health messages 

• encouraging people to give up smoking for the day or a week 
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• giving out pens and rulers with health messages on them 

• having a community member design at-shirt and then getting it printed off 

By Eagle class - sung in rap style 

Don't you smoke 
I'm gonna tell you something and it's no joke 
You can't be healthy if you're gonna 
Your lungs tum black and you feel real slack 
HEY! You won't go far 
with your lungs full of tar 
It's hurting your heart 
So why did you start? 
It's time to Quit 
Give smoking the flick 
DON'T YOU SMOKE!! 

From 'Be Smoke Free 1996: A Report' by Pozy Dalgleish, 
Robyn Beecham, Dr Fay Johnston and Dr Tony McMullen 

Like other health weeks, 'Quit Week' and 'World No Tobacco Day' do not usually 
cause big changes in most people's lives. They are good for raising awareness, giving 
information and getting people to think about the issue. 

qr Make the most of such health weeks by following up with brief interventions, linking 
them to other projects or providing the community with on-going health information 

Sharing success stories 

qr Sharing stories about how other communities have approached alcohol and other 
drug issues can get people thinking. Visiting other communities or having people 
come from other places can also help. Talk the matter through as a team before 
making decisions on visits or visitors 

qr Discussing other communities can be sensitive and make people uncomfortable. 
Privacy needs to be respected. We advise not to use names of particular communities 
unless a report has been published with communities' consent. Discuss the subject 
first with other members of the Health Team 
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Here is a positive story to be shared about how people in Santa Teresa are dealing with their 
alcohol issues: 

Spiritual Healing Centre in Santa Teresa 

The Spiritual Healing Centre was opened at Santa Teresa in March 1996. Two years 
ago I had a strong vision for a healing centre. This vision talked strongly of Health, 
Wealth, and Spirit of our People. 

Health, in the sense that our people have strong ties with their land, spirit and people. 
The belief that all our people were healthy and free in spirit, was to be healthy and 
care-free. 

Wealth, in the sense that all that is of the spirit spoke clearly of a person's 
connectedness with everything around them. All knowledge and understanding of 
life and all living things was naturally borne in them. 

Spirit, in the sense that we are not one with one-self, but we are connected altogether 
with the Ways of the Elders, the Mother Earth, the Spirits of the Land and everything 
to do with Creation. 

Since the Centre opened, changes have started to happen slowly. Before the Centre, 
not many children were going to school but with the awareness and education about 
the effects of alcohol and how it is affecting them, the attendance has improved. 
There is a positive energy around the community and the people are picking up on it. 

The Alcohol Awareness Program for the children range from pre-school to Transition, 
primary to post primary and for those doing correspondence and gives the children 
and young people the awareness about themselves. They are special and they need 
not be tied down with the problems of adults. Hopefully, in the year we will be 
looking to setting up programs for the youth of this Community. 

The Centre and all who work in it are people who have journeyed long and hard 
trying to struggle with repairing those damages that alcoholism has done. We are 
trying to build people's life energy force, to pick up their self-esteem and make them 
part of the Community. When people feel trapped and can't do things, they get stuck 
in shame and stop learning. 

This Centre is about awareness of self, caring and sharing. It is all about airing their 
thoughts to free their minds and spirit. 

Agnes Palmer, Santa Teresa 
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Working with others 

Supporting health promoting schools and community organisations 

r::ir Support schools to run health education sessions about alcohol and other drugs by: 
• providing or organising for appropriate resources 
• providing factual information on alcohol and other drugs 
• providing your expertise as a health care professional, particularly to support the 

teachers 

r::ir Offer information and respond to requests from other groups in the community such 
as the women's centre, night patrol, community council, health boards or committees, 
sporting groups, youth groups 

The Australian Health Promoting Schools Association states that ... "strategic 
partnerships ... make the most effective use of the available expertise and resources." 

Vision Statement for Health Promoting Schools in Australia 

The following story is an example of what can happen when the Education Department 
and the Department ofHealth and Community Services work together with the community. 

The Maningrida 'Be Smoke Free' Project 

Aboriginal people in the Top End of the Northern Territory (NT) have among the 
highest rates of smoking in Australia and as a consequence suffer an enormous burden 
ofill-health. In spite of this, there is very little information about how many Aboriginal 
school children smoke, when and why they start and what interventions help to reduce 
the uptake of smoking. This project aimed to describe the current knowledge, attitudes 
and practices regarding tobacco use in school-aged children, and to develop and 
evaluate a culturally sensitive intervention that is readily adaptable to other remote 
Aboriginal communities of the Top End. 

A two-week educational intervention was conducted in one of three participating 
remote communities in the Top End. Pre- and post-intervention questionnaires about 
current practices, knowledge and attitudes to smoking were administered by local 
staff in all three communities. The intervention encompassed both community and 
school-based events over a two-week period and included: 

1. the launch and use ofa CD-ROM, designed specifically for this project ... The CD
ROM was produced by the staff of the Maningrida Community Education Centre 
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(CEC) in collaboration with local community members and health professionals. It included 
positive images of non-smokers, stories about peer-group pressure and how to say "no" 
to cigarettes, as well as information about the health effects of smoking ... 

2. the community was visited by well-known NT sporting personalities - including 
Olympic gold medal-winner, Nova Peris-Kneebone, who conducted health 
education and sporting classes with school children. 

3. prizes were awarded for best Be Smoke Free song written by students or class and 
prizes for the best poster on the theme "Having a good time without smokes". 

4. the two local rock bands performed for a Be Smoke Free community concert. 

5. staff of the school and health centre agreed to be smoke-free for the fortnight. 

6. classes about the benefits of healthy smoke-free living were conducted at all levels 
in the school. 

The intervention met with considerable enthusiasm and community-wide support .... 
The children enjoyed participating in the project. Using the CD-ROM was the most 
popular activity and has been subsequently well received in smoking education projects 
in the two non-intervention communities. 
In spite ofreasonable knowledge of adverse health effects, smoking cigarettes appeared 
to be perceived as an acceptable and expected part of being an adult. ... 

In spite of the high prevalence of smoking in indigenous communities of the Top 
End there is interest, enthusiasm and potential for successful smoking prevention 
programs. This is important because smoking is a major but preventable cause of 
illness and death. 

Extracts from an article by Johnston F, Beecham R, Dalgleish P, 
Malpraburr T and Gamarania, G 1998. For more information read 
the April 1998 Health Promotion Journal of Australia, pages 12-17 

Alternatives: recreational and sporting activities 
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An important prevention strategy to address alcohol and other drug issues is to have a 
range of recreational and sporting activities available for all community residents. 
Activities should not be targeted only at those with alcohol and other drug problems. If 
only 'users' have access to the prevention programs, it increases attention on them and 
can appear to be rewarding them. 
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r:rr Support recreational activities by encouraging discussion and sharing ideas on activities 
such as: organising sporting events and regular hunting trips; purchasing music equipment; 
buying a pool table or table tennis equipment; setting up a gym; having blue-light discos; 
getting art and craft activities happening; building community recreational areas 

People may have ideas about what they can do in their own community with the resources 
that are available. 

One strategy used in the past to address petrol sniffing has been to take those sniffing 
petrol to outstations (see Shaw et al 1995: 14-16). Activities may include cattle or camel 
work, fencing, schooling, hunting. 

Benefits include: 

• providing an increased level of care for the children 

• giving the community a rest from the 'humbug' and removing the 'boss' sniffers 
from the community, thus reducing their influence over other children 

• sending a clear message to the rest of the community that petrol sniffing is not 
acceptable behaviour 
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This method requires maximum community involvement if it is to work. There are also some 
limitations of this strategy if it is the only one being implemented. Problems include: 

• lack of outstation resources (schooling, water, supplies and so forth) 

• the children may just resume the practice when they return if the situation in the community 
does not change 

• it can send a message to those remaining on the community that people who sniff get 
special treatment 

Community intervention strategies 

Aboriginal Living with Alcohol Strategy 
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The Aboriginal Living with Alcohol team responds to requests from communities that 
have identified alcohol as a local issue in need of attention and action. 

The team will visit the community for up to two weeks at a time to assist local community 
members in deciding what needs to be done and how to implement action. During their 
visits the team can: 

• talk with a variety of people and help clarify what their concerns are 

• support people to clearly identify alcohol related issues and then make informed 
choices about how to deal with them 

• share information about safe and unsafe levels of alcohol use, using a specially 
developed storyboard presentation 

• discuss available options for reducing alcohol related harm 

• facilitate the development of community action plans 

• assist communities in accessing other agencies such as the Liquor Commission 

• provide alcohol and other drug training and support for community based alcohol 
and other drug workers 

• provide alcohol and other drug training for other community members as requested 

CJT> See the contact list at the end of this chapter 
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Aboriginal Family Violence Strategy (AFVS) 

Night Patrols 

Alcohol has been named as a major contributing factor to family violence in Aboriginal 
communities. If family violence is an issue in the community, talk with interested 
community residents about having an AFVS Project Officer visit. See the contact list at 
the end of this chapter. 

How AFVS Project Officers work with communities in a four stage approach ... 

1 Introduce Family Violence Strategy. Identify community views and issues and 
talk about how to start community action. 

2 Community Action Groups (CAG) are identified. Workshops are 
facilitated to identify community needs and issues. 

3 CAGs draft a Community Action Plan (CAP) and implementation 
commences. 

4 CAP is signed off by Council and implementation continues. Final report is 
presented to the community. 

From Aboriginal Family Violence Strategy: 
Project Officer Guidelines, October 1998 ii-iii 

Night Patrols consist of concerned and respected community residents who intervene 
in and prevent alcohol and other problems in their community. Some are made up of 
men only and others primarily of women. The community determines what the Night 
Patrol will do. In some places they patrol at regular times each week and in other places 
they will respond to problems as they arise. They have no power to arrest or detain. 
They alert the police if there is alcohol being brought into a community. They talk to 
drunk people, ask them to leave the community or quiet them down. 

(jT' Meet with the Night Patrol to find out how they work in the community. Discuss 
how you can work together, for example, what sort of resources the health centre 
might be able to make available to help the Night Patrol members do their work 
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w Share information. Night Patrol members and health staff might be interested in sharing 
health information about alcohol and other drug use and statistics, sharing tips about how 
to deal with intoxicated people, or working on prevention projects together 

w For more information about night patrols see CentralAustralianRemoteAreaAboriginal 
Night Patrols: A Review by Anne Mosey (1994) 

Sobering up shelters 
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Sobering up shelters provide a safe place for people who are drunk to sleep off the 
acute effects of alcohol. People may get a bed for the night and sometimes a good meal 
the next morning. Taking drunk people to a shelter is a way to stop them hurting 
themselves or other people. It is a harm reduction strategy. 

w For more information about sobering up shelters, see the Intervention section in The 
Grog Book: Strengthening Indigenous Community Action On Alcohol by Maggie 
Brady (1998) 

w If there is a sobering up shelter in the community, meet with the staff to see how 
health staff can support their work. Shelters can also provide an opportunity to share 
some information with people about alcohol 
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Supporting and developing healthy policies 

It is important that health staff find out about, respect and abide by, any policies that the 
community has set in place around alcohol, tobacco or other drugs. 

Alcohol control 

Changing liquor restrictions 

Within the Territory there is a range of options that Aboriginal communities can use to 
address alcohol issues using alcohol restrictions. The Living With Alcohol Program 
and the Liquor Commission are able to work with communities who wish to change 
their liquor status. 

rJT> Share information with community residents about liquor status options and where 
they can get support. See Section 1 about the different options available to a 
community and see the contact list for the Liquor Commission phone numbers 

rJT> Provide information on alcohol related harm in the community, collected from health 
centre statistics. The community may want to use the statistics in the submission to 
the Liquor Commission 

rJT> Assist the community in gathering other types of information about what residents 
want to do about alcohol restrictions 

The following story is about how the health promotion team worked with the Gurungu 
Council in Elliott to do a survey of community support for strategies to change alcohol 
restrictions. Previously, a public meeting with the Chairman of the Liquor Commission 
had not been well attended. He was not convinced that there was wide community 
support for the proposed changes and needed some proof. 

How local Aboriginal people in the small Northern Territory township of Elliott 
addressed alcohol-related concerns ... 

... Gurungu Council requested that the health promotion team from Tennant Creek 
conduct a survey to determine community support of these strategies. The purpose, 
process and methodology for the survey and how the results would be used were 
decided after a group discussion involving the health promotion team and Gurungu 
Council representatives ... it was decided that the survey should focus on three basic 
issues: 

the limits on take-away alcohol 
children being allowed in the public bar 
whether take-aways on Sundays should cease. 
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... [Two health promotion officers] walked around the community, explaining to people 
what the survey was about. A simple ballot type paper was used and community 
members marked appropriate boxes ... Analysis of the data was undertaken by people 
elected by the community and included members from all sections of the community. 

Take-away amount preferable 6pack 1 dozen No change 
49% (91) 28% (52) 23.5% (44) 

Kids in the bar Yes No 
24% (45) 76% (143) 

Take-away on Sundays Yes No 
30% (56) 70% (128) 

Participation in the survey was by choice, but it did cover a very broad section of the 
community and included known drinkers as well as non-drinkers. 

According to the electoral roll, 188 out of a possible 287 adults (65%) participated in 
the survey. The results are shown in Table 1. 

After the survey data was analysed another meeting with the Liquor Commissioner 
was arranged to report the results and discuss the appropriate strategies. 

With community support the three strategies were ratified and are now formally in 
place and apply to all, including people passing through town. 

The people of Elliott have set a precedent in the Northern Territory by implementing 
these strategies and they are proud of the way they confronted the alcohol issue. 

The community members pursued something they believed in and achieved the 
outcome they desired. The confidence they have gained through this process will 
place them in a strong position to further address alcohol and other drug issues in the 
future. 

Extracts from an article by Gwen Walley and Darrin Trindall 1994. 
For the whole story see 'Strengthening community action in the 

Northern Territory', Health Promotion Journal of Australia 4 (1): 60-61 

Sports and social clubs 
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A community can apply for a license to operate a sports and social club within their 
community. The community may be 'dry', except for the social club. Having a social 
club gives community residents some control over alcohol use in their community. 
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The clubs can have rules displayed in the club about what will or will not be allowed, what 
kind of alcohol will be sold, how much alcohol can be bought, opening days and times, 
acceptable behaviour and so forth. People can be banned from the club if they break club 
rules or cause alcohol related problems in the home or community. 

(fJ" For more information see 'Ideas For Sports and Social Clubs: Creating Safer Drinking 
Environments', produced by the Living With Alcohol program 

A social club-part of the community 

Some communities choose to live with alcohol by having their own licensed premises, 
including hotels, sports and social clubs ... One of the main reasons for starting a social 
club is to create a safe drinking environment in the community. In many places, 
people need to leave their community if they would like to drink alcohol, and family 
members worry about their safety, about the amount of time and money spent away 
from the family and community, and about culture. In communities where there is a 
club, it means that people can choose to drink alcohol, or not to drink, in their own 
community. 

From 'Ideas for Sports and Social Clubs: 
Creating Safer Drinking Environments ' by Hunter and Clarence 1996: 5-6 
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The following story is about the importance ofhaving a range of interested community residents 
on the club's management committee. 

"Alcohol misuse affects everything" 

Some communities experience problems because of misuse of alcohol, and the women 
have become the 'meat in the sandwich'. They have said "yes I had the money to buy 
food for my kids but he (husband/partner) took it off me to buy grog". 

One of the ways to work with these women is to say "alright, there is a club here on 
this community - but who runs the club? Who is on the committee? Who makes the 
rules for this club?" People must be given the correct information, and knowledge of 
how decisions are made in that club. Misuse of alcohol doesn't just affect one person. 
It affects a widening circle of people and eventually, the whole community can be 
affected in differing degrees. 

Let us look at just one such family-husband, wife and kids. If the husband (who is 
represented by the central dot in the diagram) is drinking all or a large percentage of 
the money, this could be the start of malnutrition in the kids as there is little or no 
money to feed them (first circle). The next circle represents the extended family who 
are obliged to feed this family and therefore there is less food to go around both 
families. 

If family violence occurs then the next circle represents night patrol/health workers 
and/or police involvement. Family fighting also affects neighbours, and the next day 
in a 'flow on effect', the school teachers trying to teach kids who can't concentrate or 
are half asleep. Lots of times these kids don't even go to school because of the trauma 
of the previous night and consequently their education is spasmodic and not achieving 
desired results. 

The next circle represents health staff /ambulance drivers and airport workers at light 
airstrips should the need arise for medical evacuation. So you can see that this can 
grow into a huge situation and everybody gets involved in different ways. 
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So it is important to talk to people about when the club elections are due and that it is 
necessary for the whole community to have a say in how the club is being run. You 
don't leave the running of the club up to the drinkers, because we have seen how the 
whole community can be affected through one persons misuse. People should be 
encouraged to get elected to the committees and to be able to say "we want a cross 
section of people on that club committee. We want people from the Health Centre, 
we want people from the school, we want women from the Women's Centre because 
they're the ones running the nurtrition programs, we want Night Patrol people. We 
want people from right around the community". 

Everyone should be involved because eventually everyone is affected. It can be a 
long project to help women to see this point of view and be empowered to act on it. 
But some women have done this, and got themselves on the club committee. 

By Sarah Huppatz, Darwin 

Even if a community is a restricted area for alcohol, community members can apply to 
the Liquor Commission for a licence to sell alcohol through a canteen. A canteen is 
usually just a building that has a licence to sell alcohol. Community members may also 
apply for a small area where people can sit and drink. 

Social clubs and canteens are sometime~ set up in communities where there are lots of 
problems with people leaving the community for long periods of time to drink somewhere 
else. The following story describes how one communio/ decided to tackle their alcohol 
problems. 

A story about the beer rations in U mbakumba community 

Umbakumba is the oldest existing community on Groote Eylandt. Umbakumba is a 
restricted Aboriginal community of about 400 people, including 16 non-Aborigines. 

The ladies at Umbakumba invited Living With Alcohol to visit their community, 
because they were getting worried about alcohol problems at Umbakumba. 

Aboriginal Living with Alcohol Program people had 6 visits to Umbakumba from December 
1994 to October 1995. People shared their stories about alcohol, and about the controls 
on the beer rations. Their stories talked about grog, domestic violence, firing guns (with no 
licences), family problems through alcohol, information from other communities and the 

1-83 



The Bush Book 

1-84 

actions they are taking, the ration of grog and excess of grog in the community, money 
problems. 

Then the community organised a meeting with the Liquor Commission. The men and women 
attended, as well as the Liquor Commissioner, Police and Bernadette and James from the 
Aboriginal Living With Alcohol Program. 

• The community decided to control the amount of alcohol coming into the community. 
• For a 6 month trial period the daily beer ration would be no more than 14 cartons. 
• Special conditions were written into the Alyangula Recreation Club's ARC 

Liquor Licence for 6 months. 
• No extra cartons could be purchased by anybody, including non-traditional 

residents. 
• If the conditions are broken, alcohol would be banned until the Council and 

Liquor Commission had held another meeting. 

The new rules were put up at the council office for everybody to see. 

Results of the rations and rules: 

People from Umbakumba know what the controls are and mostly support the rules. 
There have been times when the rules were broken and sometimes it has been difficult 
for the men from Umbakumba to pick up the rations, because of their family 
relationships with Angurugu people. 

When some of the rules were broken, Umbakumba community took its own action, 
without the need to involve the Liquor Commission or the Police. 

The community is quieter and there has been less violence. 

Based on 'This is a story for the beer rations in Umbakumba 
Community from January to July 1995 ', Territory Health Services (1995) 
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Tobacco: policies and legislation 

'No smoking' policies 

There is a 'no smoking' policy in all government buildings. This policy applies to all Department 
ofHealth and Community Services facilities, including health centres and vehicles. 

(ff' Encourage smoke-free policies within community buildings such as the women's centre, 
council offices, stores, schools (including the school grounds). Share information about 
passive smoking - particularly risks for children 

(ff' See the chapter 'Towards a Healthy Health Centre' in Volume 1 for steps in developing 
local policies 

'No tobacco' sales to minors 

(ff' Look and see if there is a sign in the store which states the law about selling cigarettes 
to people under the age of 18. If they do not have one, see if you can have a talk with 
the store manager and council about the law. Contact Alcohol and Other Drugs 
Program for information about the legislation and copies of the sign 

'No smoking' stickers and signage 

(ff' Alcohol and Other Drugs Program and non-government organisations, such as the 
Heart Foundation and Cancer Council, have 'no smoking' signs and stickers available 

Petrol sniffing 

Much of the research on petrol sniffing indicates that the most useful strategies are ones 
that are generated and controlled by the community itself and have the support of the 
whole community. It is helpful for communities to share stories about what they have 
found to work. 

From experience ... 

The most important step for the community is to do something. Accordingly we have 
been positive about every intervention we have encountered and given it every support 
we can. In communities that currently have no intervention we have found that there 
are invariably plans and dreams. We have encouraged people to embark on their 
plans and given every support we can. It is also clear that people have been inspired 
by the stories from other communities. 

From 'Petrol Link Up' by Shaw, Armstrong and San Roque 1995: 13 
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Some communities have introduced aviation gasoline, known asAVGAS, and/or unleaded 
petrol as a way to stop or reduce petrol sniffing. Both the number of youths sniffing and the 
levels oflead toxicity in those that continue to sniff usually go down. It is an important harm 
reduction strategy. For a long term solution however, the wider social issues still need to be 
addressed. 

Sniffing unleaded petrol still puts people at risk of toxicity through exposure to hydrocarbons. 
Also, while sniffing AV GAS does not produce the desired effect, it does have high lead content 
and mixing it with ordinary petrol means sniffers are still taking in lead. 

Here is a story about a community successfully addressing petrol sniffing. 

The Maningrida Petrol Sniffmg Story 

From the mid 1960s sniffing was a big problem in Maningrida community in the Top End. 
Numbers of youths sniffing ranged from 20-200. In 1989 Maningrida community replaced 
leaded petrol with unleaded petrol. The aim was to reduce lead toxicity in petrol sniffers. 
To evaluate the strategy hospital admissions for petrol sniffing were compared between 
Maningrida and another community using only leaded petrol. Records were checked for 
the years 1987 to 1992. It was found that hospital admissions from Maningrida decreased 
significantly after they introduced unleaded petrol. When blood levels were checked those 
sniffing unleaded petrol from Maningrida had significantly less lead in their blood compared 
to sniffers in hospital who had come from communities that still used leaded petrol. 

In 1992 Maningrida community requested help from Menzies School of Health Research 
to assist in assessing the situation. After working with Menzies the community decided to 
replace unleaded petrol withAVGAS. It had been reported from other communities that 
kids did not like sniffing AV GAS because it caused severe headaches and stomach cramps. 
On December 31, 1992 avgas was introduced. This required the cooperation ofManingrida 
Progress Association which ran the local store, including the only petrol outlet. The 
Community Council also initiated employment and skills-training programs. 

By April 1993, four months after the introduction of AV GAS, petrol sniffing had stopped in 
Maningrida. In a follow up study it was shown that blood lead levels ofboth petrol sniffers 
and ex-sniffers decreased significantly. There was a lot of skills training, organised through 
the Council, followed by a big increase in employment among the group who had been 
sniffing. These jobs were mainly in housing construction and other community projects 
through CDEP and employment with the Council. There was also a large reduction in crime 
in the community. Overall yearly crime decreased from 14 7 court files between 1987-
1990 to 62 files between 1991-1994. 
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While AV GAS was an important strategy in the overall program, it has not been successful 
everywhere else. Community determination and meaningful occupation (employment and 
skills training) for young people are critical. It has been suggested by others that the most 
effective measures might be those which change the economic, cultural and spiritual aspects 
of people's lives and environments. 

Based on an article by Chris Burns, Bart Currie, Alan Clough and 
R Wuridjal 1995, 'Evaluation of strategies used by a remote Aboriginal 

community to eliminate petrol sniffing' in The Medical Journal of Australia 
163:82-86. 

Community policies 

r::rr Help the community decide what it wants to do about petrol sniffing by providing 
information and assisting them to get in touch with Alcohol and Other Drugs Program 
staff and other service providers 

The following information is based on 'Some suggestions on managing petrol sniffing 
outbreaks' by Maggie Brady (May 1997). 

r::rr Encourage people to do something about the sniffing. If an agreement can be reached 
in the community, then the night patrol or any concerned adults can take some action 

r::rr If young people are sniffing, they can 

• talk softly and kindly to the young people about stopping 

• give them some food or milk to drink 

• take the petrol away from them or ask them to tip it out 

• take them home or to a relative 

r::rr Advise the community council and other key groups if a sniffer comes in from 
somewhere else. It is important for the community to act immediately to show that 
community residents disapprove of sniffing. Each community will need to decide 
what is the best way to show disapproval 
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"Three ways" 

In many communities there is a movement towards seeing petrol sniffing and other 
substance abuse by young people as just one of the many issues concerning young 
people growing up in Aboriginal communities. 

There is a "three way" approach that: 

1. reduces availability of petrol by the substitution of A VGAS; 

2. that rehabilitates damaged sniffers through outstations; and 

3. provides positive alternatives through youth programmes. 

From 'Petrol Link Up' by Shaw et al 1995: 19 

Petrol sniffing strategy 
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The Department of Health and Community Services has developed a strategy on petrol and 
other inhalant substance abuse (ISA). The following principles provide a guide for developing 
community strategies. 

PRINCIPLES 

1. As much as possible, individuals and families must take responsibility for their 
behaviour and for that of children in their care. 

2. Services and activities addressing ISA should be initiated and controlled at the 
local community level as much as possible, and information and education should 
be available to assist this process. 

3. Communities should be provided with support to develop appropriate responses, 
and interventions which, where possible, reintegrate inhalant abusers into the 
community. 

4. A range of complementary interventions should be provided with priority given to 
long term prevention, in accordance with a harm minimisation approach. 

5. All services having contact with inhalant abusers should be provided with 
appropriate information and training to enable assessment and, where relevant, 
provide appropriate referral and care. 
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6. The care of people who become disabled as a result ofISA should be guided by general 
disability policies. 

7. ISA is a social and community issue that requires coordination, inter-sectoral 
cooperation and regular monitoring and review. 

THS Strategy on Petrol and Other Inhalant Substance Abuse, 1998 

Resources 

Aboriginal Health Education Resources Database 

There is a database of suitable health education resources to use in alcohol and other drugs 
programs. This database is available through the DHCS Internet under 'Publications'. 

(fr For more information about how to use health education resources effectively, see the 
chapter 'Strategies for Health Promotion' in Volume 1. There is also a phone contact list 
for Health Promotion Units 
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Contact list for Alcohol and Other Drugs Program 

Darwin Directorate 

Policy Phone Fax 

Tobacco Action Project 89992788 89992420 

Training & Developrrent 89992780 

Aboriginal Alcohol Program 89992692 

Alcohol & Other Drug Policy 
8999 2694 or 

( alcohoL illicit, kava, petrol sniffing, 
8999 2704 

cannabis) 

Research and Evaluation 8999 2830 

Corrnnunity Treatrrent Interventions 8999 2610 

Aboriginal Family Violence 8999 2580 8999 2833 

Dorrestic Violence 8999 2804 8999 2833 

Placed with Liquor Commission: 

Aboriginal Connnunity Liaison Off. 8999 1811 8941 0766 

Corrnnunity Education (Liquor 
8999 1180 

Industry) 

Correctional Services: 

Alcohol and Other Drugs Unit 8999 5490 8999 5226 

Barkly District 

Policy Phone Fax 

LWA Alcohol Educator 8962 4282 
8962 4311 

LWA Aboriginal Alcohol Worker 8962 4282 
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Operations North Region 

Alcohol & Other Drug Services 

Policy Phone Fax 

Clinical Support 89228745 89228403 

Training 89228161 

Community Education (workplace) 89228704 

Community Education (youth) 89228678 

Community Education (sports & 
89228161 

clubs) 

Tobacco Community Education and 
89227769 89227768 

Training 

Tobacco Action Project (youth) 89227767 

Tobacco Action Project 
89227702 

(Aboriginal) 

Aboriginal Community Education -
89227703 

cannabis, petrol sniffing, other drugs 

Aboriginal Alcohol Program 89227715/18 89227720 

Operations Central Region 

Central Australian 
Alcohol & Other Drugs Services 

Policy Phone Fax 

Clinical support 89517580 89517585 

Tobacco Action Project 89517607 

Training 89517608 

Aboriginal Alcohol Program 89517588 

Aboriginal Support Officer 89517865 
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Katherine District 

Policy Phone Fax 

LWA Alcohol Educator 8973 8402 8973 8620 

LWA Aboriginal Alcohol Worker 8973 8628 

Training 8973 9274 

Tobacco & Other Drugs 8973 8655 

East Arnhem District 

Policy Phone Fax 

Clinical support 8987 0445 8987 0444 

Community 
8987 0434 

Education/Training 

D01restic Violence 8987 0428 
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Introduction 

Environmental Health 

Section 1 

An overview 

Section 1 provides an overview of environmental health in the NT: it gives basic information 
on current environmental health issues, talks about how environmental conditions can affect 
individual and community health and well-being and looks at who has responsibility for 
environmental health. 

Section 2 suggests strategie~ to help guide your work with community members and others 
who work in environmental health. 

All strategies contained in this chapter are recommended by Environmental Health Officers 
(EHOs) and supported by the Department of Health and Community Services (DHCS) 
Environmental Health Program. 

Where to get help 

EH Os are willing and able to give you more information on any issues in this chapter. They can 
advise you on: 

• what to do in an environmental health emergency 

• how to work on a medium or long term environmental health plan with the community 

EH Os can also provide information and advice on a range of subjects including: water quality, 
water testing, food hygiene, personal hygiene, insect infestations, food preparation, dangerous 
chemicals, rubbish collection, rubbish disposal, domestic animals, drainage, home hygiene, 
swimming pools, sewerage systems, housing, tourist facilities, litter, septic tanks, appropriate 
technology, environmental health legislation and guidelines. 

w See the Environmental Health Program contact list at the beginning of Section 2 

Some useful terms in environmental health 

Health hardware is the "physical equipment necessary for healthy, hygienic living in a remote 
area. The equipment must have design and installation characteristics which allow it to function 
and to maintain or improve health status ... " (Pholeros et al 1993 :v). 
Examples include: showers, basins and baths, plumbing, household septic systems and 
washing machines. 
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Health infrastructure is larger, community-scale facilities and equipment, including the 
community water supply system, roads, common waste disposal systems and the community 

rubbish tip. 

Sewage is toilet waste that passes through a sewer, septic tank or pit toilet. 

Sewerage is the system of pipes (or system of tunnels in big cities) that take sewage away 
from houses to processing plants or sewage ponds, hence the words 'sewerage system'. 

Sullage (or grey water) is the name given to the dirty water from places like laundries, 
kitchens and bathrooms. Grey water contains chemicals like dish washing detergents 
and soaps as well as fats, grease and whatever washes off our bodies from having 
showers and baths. Sullage does not usually contain sewage but can be equally 
contaminated and can cause infections.Water that has been used for washing nappies 
can be a particular hazard. 

Sewage and sullage are sometimes called wastewater. 

A septic tank is a container with its top at or near ground level. The container stores 
sewage that is sometimes mixed with sullage. Septic tanks allow bacteria to break down 
the waste which is then disposed of into sub-surface absorption trenches. Septic tanks 
rely on living microbes to break down or decompose sewage. Contaminated water that 
flows out of the septic tank is called effluent. 

(jj=' For additional information on septic tanks see Section 2 of this chapter 

Community categories 
Remote and rural communities in the N orthem Territory are grouped by the Power and 
Water Corporation and other Government Departments into four categories. This is done 
for clarity and to assist with decisions about service provision. These categories are: 

• major communities for communities of more than 150 people 

• minor communities for communities of between 7 5-149 people 

• outstations for communities ofbetween 30-74 people 

• minor outstations for communities ofless than 30 people 
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What is environmental health 

The environment in which people live is everything around them - the land, their houses, their 
yards, other buildings, the bush, water, air, plants, animals and other people (Griffiths & 
Henderson 1991 :5). The environment is constantly changing. 

Environmental Health comprises those aspects ofhuman health, including quality oflife, 
that are determined wholly or partially by factors in the social and physical environment. It 
also refers to the theory and practice of assessing, correcting, controlling or preventing 
those factors in the environment that can potentially affect adversely the health and quality 
oflife of present and future generations. 

Commission on Environment and Health 1996 

Environmental health programs aim to: 

• lessen the risk of disease or injury caused by the environment 

• reduce the opportunities for transmission of disease causing organisms 

• increase people's knowledge about the relationship between their environment and their 
health 

• increase people's ability to adapt their environment, and adapt to their environment to 
improve their health 

To have good standards of environmental health you have to develop and maintain healthy, 
clean, living conditions that are suited to people's needs. 

Particularly important are: 

• safe water supplies 

• adequate, appropriate housing and health hardware 

• safe disposal of wastewater and rubbish 

• safe food supplies 

• pest control 

• personal and domestic hygiene (cleanliness) 

• community and family environmental health education 
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Responsibility for environmental health 
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A community and individuals within it are responsible for environmental health in their community. 
However, solutions for improving environmental health are dependant on the community 
working in partnership with a range of government and non-government organisations. 

Individuals and organisations who work in environmental health include: 

• the DHCS Environmental Health Program 

• Environmental Health workers (EHW s) 

• the Community Government Council, and its employees, for example, Essential Services 
Officers (ESOs) 

• the Power and Water Corporation 

• the Department ofHousing 

• the Department of Lands, Planning and Environment 

• the Aboriginal and Torres Strait Islander Commission 

• the Indigenous Housing Authority of the NT (IHANT) 

• private consultants and contractors, for example, electricians, plumbers, builders 

• other non-government service providers, for example, landcare agencies 
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Overview of environmental health in the NT 

There has been a lot done in recent years to improve environmental health conditions in 
remote Aboriginal Communities. Even so, standards in many communities still remain 
lower than in other parts of Australia. It is likely that these conditions contribute to the 
fact that compared with the total Australian population Aboriginal people have more 
respiratory, skin, ear, eye, infectious diseases and parasite problems (Plant et al 1995). 

Many of today's environmental health problems can be traced to the complex issues of the 
past - history, politics, poor practices, inappropriate services, lack of knowledge, skills and 
understanding. Nowadays, some solutions are within people's control, others are not. 

People who miss out in Australian society 

Towards the end of the late 19th and into the first decades of the 20th century, death rates 
from infectious disease fell rapidly as improved living conditions, better food and greater 
knowledge about hygiene joined the improvements to the environment, typified by both the 
remedial health laws and the public health engineering of water supply and sewerage disposal. 
So, a century on from the first Health Acts, the problems of the, largely prosperous, White 
Australian community were markedly different. In the second half of the 20th century, 
infectious disease was largely relegated to the history books, while degenerative disease, 
the product of"lifestyle", specifically the over-consumption of food and alcohol and tobacco 
use, became the greatest cause of premature, and avoidable, mortality in Australia. The 
public health response has been characterised by very visible health promotion campaigns 
that encourage healthy lifestyles ... 

. . . this shift from traditional ways of seeing public health should not be blind to the fact that 
many people in the Australian community, particularly the original inhabitants of the place, 
have health outcomes that correlate closely with their poor social status. For them, public 
health issues still include many of the traditional concerns such as poor sanitation. People 
who miss out in Australian society lose much, including their health. 

Reynolds 199 5: 3 

Most communities are very small and very remote. Most minor communities and outstations 
have no access to the main NT power supply or other reticulated services. The communities 
are spread across an area larger than NSW and Victoria combined. There is therefore a high 
cost in delivering essential services to these communities. 
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Access to housing 

Aboriginal and Torres Strait Islander peoples make up 27 .9 per cent of the population of 
the Northern Territory with approximately 70 per cent living in rural communities and 
outstations. A range of geographic, cultural and historical factors, as well as financial factors, 
have implications for the provision of access to housing for the Territory's Aboriginal 
population. Effective communication is hampered by language difficulties, differing values 
and lack of shared experiences. 

Indigenous Housing Authority of the Northern Territory 1997: 7 

The common cycle 
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All remote communities are different. Each community looks after its environmental health 
business in a different way. What you read in this chapter will not always match what you see 
around you. However, the following cycle is typical of the situation throughout the NT. 

Poor community 
environmental health 

conditions 

Community members 
become ill (ear, eye 
skin or respiratory 

infections; diarrhoea) 

People may visit 
the Health Centre 

Community members 
return home 

and 
may be admitted to 

hospital 

Adapted from Chris Clark 1985 
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Housing and settlement planning 

The overall picture 

Improvements have been made in housing design and quality in Aboriginal communities 
throughout the NT during the last two decades. For the majority of the Territory's 
Aboriginal citizens however, the chronic shortage of housing and its associated 
infrastructure, still contribute to poor health and lack of social well-being. Many three 
bedroom dwellings are occupied by more than 20 people (Northern Territory Aboriginal 
Housing and Infrastructure Program 1995:2-3). 

"Nationally, the proportions of families who are either homeless or in housing stress 
are 8 and 13 percent respectively. The most noticeable feature is the extent to which 
families living in the Northern Territory suffer a significantly higher degree of housing 
disadvantage than elsewhere. More than one in four (29 percent) of the Northern 
Territory's indigenous families are homeless, either living in improvised dwellings or 
sharing overcrowded multi-family housing, and a further 22 percent are primary families 
in housing stress, their dwellings having fewer bedrooms than they need (Jones 1994:38-
39)". 

Housing Needs 

The 1992 Aboriginal Housing and Infrastructure Needs Survey undertaken by A TSIC 
identified a cost of $3 78 million to meet the current housing backlog. This estimate 
does not include the cost of servicing the building sites. 

The Northern Territory Government's Aboriginal Housing Strategy (1992) estimated 
that the cost to meet housing demand by the year 2001 is in the order of $465 million 
including the cost ofland servicing. Both assessments agree that the backlog in housing 
was in the order of 3100 dwellings in 1992 ... 

On current estimates, there is a capital requirement of$750 million needed to overcome 
the NT's rural backlog in housing and associated power, water, sewerage and road 
services ... 

. . .it is unlikely that even the level of funding available through NAHS/HIPP will 
significantly reduce the level of indigenous housing need in the Northern Territory 
over the short to medium term. 
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This conclusion is further reinforced by comparing different levels of funding against existing 
and projected levels of housing need ... redressing Indigenous housing need will not be 
achieved within a reasonable time:frame. 

Indigenous Housing Authority of the Northern Territory 1997:8-9 

Environmental health/housing conditions in five remote NT 
communities 
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Between June and November 1997 five remote communities across the NT were surveyed. 
This survey was part of a pilot Environmental Health Project involving the (then) Territory 
Health Services, the (then) Power and Water Authority-PAWA, the (then) Department of 
Housing and Local Government and the Office of Aboriginal Development. The aim of the 
project was to test an Environmental Health Infrastructure Maintenance System. The project 
was part of the work being done to develop a set of environmental health standards for 
remote communities in the NT. 

Each of the communities was surveyed up to three times. This was done in order to identify 
the level of environmental health need, and help the team to measure any changes that might 
have taken place during the pilot project. 

Results ofhouses surveyed: 

• 54% did not have functioning showers 

• 30% did not have functioning toilets 

• 54% had unsafe electrical fittings 

• 52% did not have functioning cooking facilities 

• 27% had waste water pooling in the house 

The information collected during the pilot period clearly showed a high level of environmental 
health need, and a significant level of poor performance of health hardware. 

Note: care should be used when interpreting the results of the survey. The survey forms and 
questions were developed without a lot of consultation or pre-testing. The results are included 
here because they give some indication of the extent of the problems that existed at the time of 
the survey. 
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Housing 

House construction 

In the past standards of construction varied. The legacy of poor standards is still with us. 
Today, although the Building Code of Australia does not apply to many remote areas, building 
standards must comply with the 'Environmental Health Standards for Remote Communities in 
the NT'. Compliance with these standards is also part of the contractual obligation for projects 
funded through the Indigenous Housing Authority of the NT (IHANT) and the National 
Aboriginal Health Strategy - Environmental Health Project (NAHS-EHP). As a result, 
contractors, consultants and project managers have to be more accountable. New houses 
have to: 

• be culturally and climatically appropriate 

• address environmental health concerns 

• use robust, durable, low maintenance materials, services, fixtures and fittings suitable for 
remote areas 

• accommodate changing occupancy levels (by providing overflow spaces for living and 
sleeping) 

Aboriginal people who live in remote areas still have less protection against sub-standard 
construction due to: 

• remoteness 

• lack of consumer education 

• inability to assess the quality of the work themselves 

• lack of knowledge about how to follow up on issues if they are unhappy with a 
situation 

• difficulty in communicating with builders and designers about issues, concerns and 
preferences 

Housing maintenance 

High levels of damage and wear mean that there is an ongoing and high need for housing 
repairs and maintenance work. Basic systems often break down. Once this happens, 
houses no longer support good health and become health hazards. The neglect of house 
maintenance now appears to be amongst the most pressing problems in Aboriginal 
housing. 
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Housing repair bill 

ATSIC has ... estimated that the current community based housing stock comprises 
approximately 4000 dwellings with a repair bill of a further $82 million. 

Indigenous Housing Authority of the Northern Territory 1997:8 

High maintenance needs in Aboriginal housing are most often caused by the combined 
effects of: 

• the wear and tear caused by sheer pressure of use due to overcrowding 

• shortage of housing 

• the age of the houses 

• inappropriateness of design and poor construction of many existing houses 

• lack of ongoing maintenance 

• vandalism (especially when houses are empty) 

Failure to keep up with maintenance costs more in the long run, as houses later need 
complete replacement or major renovations, and people reject houses in which essential 
parts are not working. 

Morel and Ross 1993:14 

Maintenance is often a problem in many communities due to : 

• a shortage of funding for maintenance 

• a lack of systems for regular housing inspection and reporting of faults 

• a lack of local skills and materials to do repair and maintenance jobs 

A system for regular house maintenance needs to be part of an overall community 
housing management package. 
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The need to look at ongoing funding for repairs and maintenance 

Generally, across Australia in indigenous housing bodies, a cultural change is necessary. 
They've come from an assets based management and property management point of view, 
rather than from the place which looks at people's ability to practice some activity that is 
going to empower them to take control over their own health. Sometimes having a house 
that is going to perform better and is less likely to fail means that you have to spend more 
money in the first place. The question is: is the game to provide 'houses' or 'housing' ... If 
you consider 'housing', this brings with it the need to look at recurrent funding for ongoing 
repairs and maintenance, housing stock management requirements, all that sort of business. 

Stephan Rainow, Nganampa Health Council, Alice Springs 

Community management 

In 1992 the NT Government identified 'community management' as a key issue which is 
holding back the effectiveness of housing programs. Poor community housing management 
generally leads to houses 'breaking down' much more quickly. 

The Department ofHousing funds an accredited training program called 'Community Housing 
Management'. The course has great potential to improve the participation of Aboriginal people 
in management of their housing. IHANT has also introduced a program to assist community 
housing management and to undertake routine and emergency maintenance identified by 
occupants through community housing surveys. 

rJr See Section 2 for information on community housing surveys 

Community housing issues 

The poor condition of housing is one of the first things that people notice when they arrive in 
an Aboriginal community. They also notice other differences, for example houses and yards 
may be used in a different way and many Aboriginal people prefer to cook and sleep outside. 
The number of people using a house changes all the time. Sometimes no-one will be living in 
a house, at other times the house will be over-crowded. Most, if not all houses, are the 
property of the community, not of individuals and occupants pay rent in return for 
accommodation. 
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Preconceptions and assumptions 

It is necessary for us to realise that something like a kitchen offers a lot of preconceptions 
about cooking and lifestyle already; and the same with the bedroom and the bathroom. It 
would be good to try to break down these preconceptions and look at how people really 
use the space in and around the house. This is good in theory, but in practice - say when we 
are consulting a client about their needs, we'll ask "where do you want to cook?" and 
they'll say, "in the kitchen" maybe without realising that they prefer to cook outside more 
often. Everyone has preconceptions and assumptions; we do as service providers and our 
clients do too. 

Sue Dugdale, Architect, Tangentyere Design, Alice Springs 

House ownership 

In the NT approximately two-thirds of Indigenous dwellings are rented. Rented dwellings in 
rural areas are mainly rented from community or cooperative housing organisations. Across 
the NT only 5. 7 percent of Indigenous dwellings are fully owned, compared to 18. 7 percent 
of other dwellings. Also, only 8.3 percent oflndigenous dwellings are being purchased, 
compared to 30.1 percent of other dwellings (Australian Bureau of Statistics 1998: 19). 

The concept of who owns the housing in communities is often misunderstood. Houses are 
held for Aboriginal people by a legal entity such as an Incorporated Association or a Land 
Trust. Houses are not legally owned by individuals. There may be a Community Council but 
the Community Council will not normally own the land. The Council may make all the practical 
day to day decisions but if they do not own the land then they do not own the houses. The 
houses belong to whoever owns the land. 

Siting of houses 
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If Aboriginal houses and yards are to be comfortable, safe places to live then social, cultural, 
technological, and climatic needs have to be taken into account. These include: 

• siting the house in order to take advantage of maximum breeze but avoid strong winds and 
dust 

• siting the house to face the right direction for sunlight and shade throughout the year (to 
avoid too much hot sun in summer and make use of the warmth of the sun in winter) 

• ensuring visual separation from neighbours 
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• ensuring people have plenty of room to sit outside, cook outside or to use the yard area 
around the house 

Siting .•. a cooperative exercise 

People who live in a place know a lot more about the climate throughout the year and also 
during the day. Siting houses and other buildings successfully for climate has got to be a 
cooperative exercise. 

People themselves are dealing with complex issues of relationships and culture that come 
into housing and siting and so on. I've often just felt that it's too hard forme to understand 
those issues comprehensively enough for me to make decisions about siting and relationships 
and that the only way really is for someone just to tell me. But then, there's always the issue 
too of who is telling me and whether its the right person to be telling you. It's very hard to 
know. With siting too there's siting in regard to relationships but there's also siting in relation 
to climate which I can offer some advice on. 

Sue Dugdale, Architect, Tangentyere Design, Alice Springs 

Mesh fences, trees and shrubs help to reduce the travel of dust from roads into your community. 

From Our Place 96 vol I (2), p9 

Community planning 

One of the most neglected aspects of environmental health is the area of settlement planning, 
that is, how communities are 'set out'. "Environmental health programs have justifiably focussed 
on direct human contact with disease, such as transmission routes relating to housing, water 
supply, and sanitation. They have largely neglected the social, cultural and environmental health 
dimensions to Aboriginal settlement" (Moran 1999:2) 
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I've seen new roads put in for existing housing and the new road's bitumen comes up to 
within 2 metres of people's verandahs. There are many stories like that. Very little town 
planning. 

Andy Kenyon, Coordinator of the Landcare & 
Environmental Health Unit, Tangentyere Council 

Today, there are two main models for remote Aboriginal communities: 

• community townships, and 

• outstations 

Community townships 
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Aboriginal Community townships have usually been developed along the lines of any small 
rural Australian town, ie rows of three bedroom houses, built on quarter acre blocks, on 
straight streets, radiating out from centralised community facilities. This traditional solution is 
based on: 

• a nuclear family residential model 

• the need for separation and privacy from neighbours 

• economy of service provision, ie: water, power, roads and drainage 

• spacing houses quite close together 

• houses face the street and away from neighbours (Moran 1999:3) 

Before colonisation settlements were transitory and moved constantly. Movement was 
motivated by such things as the season, water supplies, food supplies and ceremonies. 

Traditional settlements provided an informality of space and fluidity of architectural 
boundaries which people used to mediate social interactions. People were also free 
to improve their living conditions with respect to shade, breeze, warmth of sun, fire 
location, sanitation, storage and general comfort. The informal and fluid arrangement 
gave people many options to control their life. 

This is far removed from the fixed and controlled environments of sub-division 
allotments in community townships. 

Moran 1999:6 



• Outstations 

• 

Environmental Health 

The outstation or homeland movement is now well established in the NT. People usually move 
to outstations to return to and care for their traditional land. They also may want to remove 
themselves from the pressure of township life and become more independent. 

Outstations are generally supported by a resource centre that is located in the nearest major 
community. Some outstations now have permanent or semi-permanent housing. Some are 
designed and built by the people themselves. 

Outstations are characterised by: 

• a camp layout with a cluster of single function dwellings. Sleeping quarters, kitchens, 
toilets, and bathrooms are all separated. 

• dwellings are often self built from bush and second hand materials. 
• extensive use is made of the greater living area, outside, around and between 

structures. 
• there are no clear spatial boundaries around each dwelling. People make use of the 

total living environment provided by the outstation. 
• there is no clear spatial boundary between the outstation development and the 

surrounding landscape. 
• development occurs informally and spontaneously with time and changing 

population. 
Moran 1999:3 

Many outstations are abandoned or remain unlived in for much of the year for cultural 
or other reasons (such as sorry business). Outstation life can improve the quality of life 
in some ways, but in other ways outstation life is difficult because: 

• service provision is expensive and logistically challenging. For example, the 
government (and the major community) finds it difficult to provide and maintain 
education, health, and power and water services 

• reliable, appropriate vehicles are expensive to buy and maintain 

• maintaining access routes is expensive (sometimes outstations may become 
inaccessible) 

• goods may be damaged during transit due to the rough condition of the roads (Moran 
1999:4) 
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Responsibility for housing 

The Indigenous Housing Authority of the Northern Territory (IHANT) 

The main source of funding for Indigenous housing in the NT is through the IHANT. The 
Authority can be contacted through regional ATS IC offices and through the Department of 
Housing. 

ATSIC Environmental Health Programs 

Funds for environmental health programs available throughATSIC include: 

• N ationalAboriginal Health Strategy-Environmental Health Program (NAHS-EHP) and 

• Community Housing Infrastructure Program ( CHJP) 

For details of the type of projects they will fund, refer to CHJP guidelines. These Guidelines 
are available fromATSIC Regional offices. Funding approval is at the discretion of the Regional 
Council. 

The Department of Housing 
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The Departm.ent ofHousing is responsible for managing housing construction programs funded 
by government grants, administering of construction projects, engaging of consultants, monitoring 
of contractor performance and monitoring of overall housing standards. 
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Health hardware 

The importance of health hardware 

There is a lot of evidence to support the point of view that the major health improvements in 
the 20th Century (particularly for children) have come about as a result of improvements in 
health engineering and health infrastructure. 

People's ability to put into practice healthy living practices (like washing themselves, their 
bedding and their children) relates either directly or indirectly to having health hardware or 
health infrastructure that works. 

When health hardware and waste systems fail in and around the house, there is an increased 
risk of poor health. For example, waste water from the toilet, shower, basin, laundry and 
kitchen sink contains germs that are harmful to health. It is important that houses are well 
constructed and that the systems can be easily inspected and maintained. 

Domestic control 

There's a myth about poor Mrs Daisy in her house with 20 people and 12 visitors from 
Kintore who lob in for a week. [The myth is] that she has domestic control of the situation 
- that she can maintain adequate standards ofhygiene. Naive and shallow thinking. A white 
fellow preconception. 

Stephan Rainow, Nganampa Health, Alice Springs 

Report of Uwankara Palyanyku Kanyintjaku (The UPK Report) 

The UPK Report (South Australian Committee ofReview on Environmental and Public Health 
within the.Anangu Pitjantjatjara Lands in South Australia 1987), showed that breakdowns 
occurred :frequently in all housing stock in the Pitjantjatjara Lands. There was almost a complete 
lack of formalised maintenance systems. In most communities there were ongoing issues and 
problems to do with washing facilities, sewage and waste-water disposal. In many parts of 
the Northern Territory this situation still exists today. 

The book, Housing/or Health: Towards a Healthy Living Environment For Aboriginal 
Australia, looked carefully at the commonly held view that Aboriginal people will not 
use health hardware facilities and that people are not very interested in washing 
themselves and their clothes. The study showed that Aboriginal people in the 
Pitjantjatjara lands, enthusiastically used facilities when they were maintained and 
working well. 
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That's a lot of washing 

Some people think that people won't use showers even if they work. This has been proven 
false. In clothes washing studies by NTRC (National Technology Resource Centre, Alice 
Springs), people are using the machines for 3-5 hours per day. That's a lot of washing. 
People are interested and they do care. A situation has grown up around them and they 
haven't had the capacity to contain it and interact with it in a more positive way. 

Stephan Rainow, Nganampa Health Council, Alice Springs 

Why health hardware is a problem 

The difficulties listed in the 'Housing' section also apply to health hardware. Other issues 
include: 

• the systems or equipment that were installed were often inappropriate, of poor quality, or 
there may not been enough of them 

• lack of education about proper use, maintenance and cleaning 

• improper use or lack of ongoing care of the item 

Who is working with health hardware and health infrastructure 
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• the Power and Water Coporation is responsible for the operation and maintenance of 
existing water-borne sewerage systems (acceptance of new systems requires Power and 
Water Corporation approval) 

• Community Councils are responsible for house maintenance including maintenance of 
individual septic tanks 

• Environmental Health Officers and Environmental Health Workers 

• Community based or visiting plumbers and contractors 

• Non-government organisations may design or install health hardware or give advice 

• ATSIC provides funding for infrastructure and project management resources 
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Water supply 

Water has always been of extreme importance to Aboriginal people, particularly those living 
in the desert areas of Australia. There are no permanent rivers at all in the Central or Western 
Deserts. Rainfall is very important. Traditionally, if widespread rain fell, people would travel 
great distances to attend large ceremonies. If no rain fell, then people would gather around 
reliable water-holes. Water determined movement. 

In the Northern Territory exploration, including mineral exploration, livestock, and urban 
development have competed for scarce water resources, particularly in arid zones. As a 
result, natural soaks and waterholes have either become contaminated or dried up. 

If people want to return to their own country today, they are generally dependent upon 
government agencies to provide assistance with water supplies. The issue of providing 
water to communities in the NT is complex. Outstations and small communities present 
unique challenges; the provision of adequate facilities is most often costly and difficult. 

People in smaller communities exist without water and sanitation facilities that are 
taken for granted by people living in cities or towns. Problems with water supply are 
not only concerned with issues of quality and quantity, but also with access to it and the 
disposal of waste water. The quality and quantity of a community's water supply affects 
the health and well-being of all residents of that community. 

Inadequate water supplies can impose constraints on economic development, result 
in significant risk to consumers' health from water borne disease, have a significant 
impact on the standard of living in that community and raise fundamental questions 
of social equity in relation to the services provided to larger towns. 

Federal Race Discrimination Commissioner 1994: 16 

The ATSIC Survey 1992 

In 1992 ATSIC carried out a national survey. The national survey provided "for the 
first time, comprehensive quantitative data on the water supply situation for Aboriginal 
and Torres Strait Islander people throughout Australia" (Federal Race Discrimination 
Commissioner 1994:19). According to this survey of 482 communities in the NT: 

• 46% used water that does not comply with the NHMRC guidelines 

• 30% had water restrictions applied at some time in the past 12 months 

• 51 % had a water supply system that would be unable to meet the housing needs over 
the next five years (Federal Race Discrimination Commissioner 1994: 20) 

• 13% had a water supply that was not maintained 
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The difficulties of supplying potable water 
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Communities and outstations in the northern part of the NT have generally been established 
where a limited surface supply is usually available early in the dry season. The majority of 
communities and outstations in the arid zone and sub-tropical north of the Territory are 

dependent on groundwater supplies. 

Some communities face difficulties because they only have access to one source of water. 
This water may have a naturally high mineral content. Unless people want to move they must 
continue to drink and use it. 

Problems include: 

• sometimes sites where Aboriginal people choose to live do not have enough water 

• the quality of water found at the sites of smaller settlements or outstations often does not 
meet the NHMRC guidelines on water quality (for example water may have an unacceptably 
high mineral content) 

• the standard of community consultation, interaction and education that takes place during 
planning and installation of water supply systems varies considerably 

• often technical projects do not take into account the particular physical, cultural and social 
needs of communities 

• water systems are expensive to install and to maintain 

• systems in minor communities are often not reliable and maintenance is difficult and expensive 

• people receiving the services are unable to pay for the actual cost of delivering them (in the 
NT this is not only true for Aboriginal communities) 

Health problems associated with poor water supply 

• infections resulting from consuming (drinking, cooking, washing or swimming in~ 
water contaminated with pathogens (e.g. diarrhoeal illnesses); 

it infections resulting from a lack of water available for hygiene (e.g. skin and eyf 
infections); 

it health problems resulting from consuming too little water due to its poor taste, warm 
temperature, or odour (e.g. dehydration); and 
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• health problems that may result from use of water contaminated with chemicals (natural 01 

introduced e.g. blue-green algae toxins, high salt, fluoride, nitrate, heavy metals, radionucli~ 
and pesticides). 

Walker et al in Harris et al [unpublished] 

Who is responsible for water supply 

Power and Water Coporation 

The Power and Water Coporation is responsible for the supply and maintenance of water 
services to major communities, they also employ Aboriginal Liaison Officers (see Power and 
Water Coporation information table under the section 'power'). 

The level of assistance that the Power and Water Coporation can provide depends on how 
far the community is from a major town centre and the size of its population. The distance 
affects the response time to breakdowns, and the population size affects the level and priority 
of infrastructure investment. 

For 'minor communities' who need assistance with water supply, the Power and Water 
Coporation works on a case by case basis. Staff look at such things as the other infrastructure 
that exists in the community (Health Centre, School, Police). They also look at what other 
agencies are doing in that community. 

Essential Services Officers 

'Major communities' have an Essential Services Contract with the Power and Water 
Coporation that enables them to employ an Essential Services Officer (ESO). 

ESOs are selected and employed by the community council. They look after the community's 
power, water and sewerage systems. On a day to day basis the ESO looks after the pumps, 
tanks and any water treatment equipment used in the community. Although their contract says 
that they will be suitably qualified, finding and keeping ES Os with the range of skills and 
abilities required can be a problem. 

ESOs will repair leaks and broken pipes in the water supply system but are rarely responsible 
for repairs to water fittings inside houses. Those things have to be fixed by a community 
plumber or contractor and should be organised through a community maintenance system. 
The ESQ is not responsible for individual septic systems or the electrical fixtures in houses. 
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ESOs also take monthly water samples from several places in the community and send the 
samples to Datwin or Alice Springs for examination in the Department of Lands, Planning and 
Environment laboratories. These are not comprehensive water analysis tests but they indicate 
whether the water is safe to drink or not. The results are usually available within seven days 
and are monitored by Environmental Health Officers for potential public health problems. 

qr See also 'Water quality' in Section 2 
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Landcare and land management 

Our land is our life 

Since time began we have cared for our country and it has provided for us. When non
Aboriginal people came to our land they ignored Aboriginal law and imposed their own 
law. But nothing changed our attachment to our land ... 

Central Land Council and Northern Land Council 1991:1 

Living continuously in one area places a lot of stress on both people and the environment 
within and outside Aboriginal communities. There has generally been a lack of foresight, 
consideration and funding for environmental design, planning, and management. 

Erosion and land degradation 

Land degradation can happen as the result of: 

• soil erosion, poor drainage and weeds 

• overgrazing by stock and feral animals (such as rabbits, horses, donkeys) 

• poor management practices in time of drought 

• poor placement of fences, roads and tracks and other things like bores, tanks and 
watering points 

CJT> See also 'Healthy living practices' in this section and 'Controlling dust' in Section 2 

Poor land management practices can have health related effects, for example: 

• disruption of regular fresh food supply due to impassable roads 

• respiratory, skin and eye disease due to increased levels of dust 

• reduced shade areas and supplies ofbush foods and bush medicines due to overgrazing 

• reduced supplies of firewood for cooking caused by lack of replanting 
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Landcare efforts 

What often ends up happening is that landcare efforts become a series of small and 
disconnected landscaping efforts without looking at broader issues or problems. This 
happens partly because agencies in general do not seem to see the value of putting 
money into managing the environment. Many see landcare as an add on. There are 
very few agencies which treat it as their core business. 

Also, very few people see it as an environmental health issue, most people see it as 
an amenity issue. There are also complex factors at work within the community 
which make landcare issues difficult to deal with. 

Andy Kenyon, Coordinator of the Landcare & 
Environmental Health Unit, Tangentyere Council 

A model for understanding landcare and land management 

A landcare model has been developed by Tangentyere Council Landcare Section, Alice 
Springs. It divides the land into three zones: household, community and desert land (or 
rangeland). The model is often used to: 

• identify areas of landcare activity 

• assist with planning of projects 

• clarify responsibility for each area 

• facilitate discussion on landcare issues 

@" Contact Tangentyere Landcare (phone: 8953 3120) for information or to obtain a 
copy of the video 

Who is working in landcare and land management 
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• Some Community Councils via projects using CDEP labour and grants 

• ATSIC provides project funding and advice on feral animals, erosion, environmental 
health 

• Australia Trust for Conservation Volunteers can provide voluntary labour for weeding 
and erosion projects 
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• The Land Management Section of Central Land Council provides very specific information 
for people about their land resources. They work using methods to encourage maximum 
community participation and help people to make decisions about their land 

• The Department of Education, Training and Youth Affairs (DETYA) provide funding for 
training 

• The Department of Lands, Planning and Environment provide advice, training and on the 
ground assistance 

• Environment Australia can provide funding for wages and equipment for: weed control 
projects, erosion control, community based training of Aboriginal rangers, feral pest 
programs etc 

• Greening Australia works with the community to conserve, manage and replace vegetation 

• Keep Australia Beautiful runs the Tidy Towns competition and provides advice on recycling 
and general community clean up issues 

• The National Heritage Trust has funding for landcare projects 

• The Caring for Country Unit ofNorthem Land Council can help with funding and advice 

• Parks and Wildlife Commission assists landholders in conservation management by providing 
services, for example, computerised flora and fauna atlases, rock art documentation, 
conservation projects, fencing projects, oral history, and cultural advice 

• The Landcare Section ofTangentyere Council helps communities in Central Australia to 
plan, design, and do landcare projects 
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Rubbish 

Rubbish is often one of the first things that new arrivals at a community notice and comment 
on. 

Some kinds of rubbish are not an environmental health problem, they are more an 'aesthetic' 
problem. But, even this kind of rubbish can accumulate and become a safety hazard. For 
example, it can be a site for the breeding of insects, pests and rodents. Also, rubbish lying 
around the community can give people the impression that it is alright to drop more rubbish. 

Solid waste that can cause health problems includes: soiled disposable nappies, food scraps, 
soiled clothing, dog faeces, broken glass or other sharp objects, plastic bags. 

Sometimes people burn rubbish in 44 gallon drums outside their house. The dangerous and 
unpleasant fumes from burning plastics can be a real hazard, especially to asthmatics. 

In remote areas it is likely that there has been limited environmental health education about 
rubbish and related issues about risks. 

Rubbish collection and disposal system 
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Some communities do not have a rubbish tip that is well sited, fenced, organised and managed. 
They also may not have suitable vehicles or equipment for the process. 

Even if people do want to use bins, removal is often difficult. People don't have the necessary 
equipment. For example, 44 gallon drums are often available locally but they are extremely 
heavy and therefore difficult to empty. They require specialised collection equipment to empty 
them as regularly as is necessary to maintain good standards. 

Waste collection needs well organised, reliable, funded systems to: 

• get the rubbish out of the house on a certain day/s, so that it is ready for collection 

• maintain bins at many sites around the community 

• educate and encourage people to use these bins 

• protect rubbish (from dogs, vehicles etc) when bins are in public places or outside the 
house ready for collection 

• collect the rubbish regularly 
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Guidelines and legislation 

The Northern Territory Waste Management and Pollution Control Act 1998 applies to 
the whole of the NT. It deals with: 

• the approval of location, design and layout of sites 

• licensing of sites, and 

• ongoing operation of landfill sites across the NT 

The community council should always consult its local EHW and EHO when thinking 
about siting or re-siting a tip. 

r:e= See the Guidelines for the Siting, Design and Management of Solid Waste Disposal 
Sites in the Northern Territory. This is a set of guidelines on how and where to 
dispose of rubbish. It covers smell, pollution, pest control, access to the rubbish site 
and burning of ~bbish 

Who is working in 'Rubbish' 

• The Community Council has overall responsibility for removal of waste 

• The Community Health Centre is responsible for getting rid of its waste in accordance 
with DHCS policy and with special regard to the Interim Policy for Medical Waste Disposal 

• The ChiefHealth Officer for DHCS is required to give approval for disposal sites 

• The Department ofHousing, the Department ofLocal Government and ATS IC may provide 
funding for equipment purchase and maintenance, rubbish collection and safe disposal 

• Department of Lands, Planning & Environment may be involved in doing environmental 
assessments for larger sites but are not, at present, involved with smaller communities 

• Keep Australia Beautiful (KAB) works on the Tidy Towns incentive 

r:e= See Section 2 - 'Removing waste, sewage and rubbish' 
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Dogs 

Dogs are a natural part of Aboriginal community life. Most people like to have a few dogs 
around. Like the rest of the Australian population, many Aboriginal people have a close 
relationship with their dogs. This relationship needs to be acknowledged and respected. 

Dog dreaming 

There's a dog dreaming and we have to respect that as our dreaming. That's why certain 
people keep them. That's why they keep them for protection, for hunting, for company. 
With two old people by themselves with 15 dogs, them dogs will watch them, no worries. 
Before doing anything, get permission to go and do things. The important thing about dogs 
is their health. 

Environmental Health Worker . 

Sometimes dogs have no one to take care of them and feed them. At times, there will be many 
dogs in the community, causing problems such as: 

• increased chance of disease, especially if dogs are unhealthy 

• dog fights and general nuisance 

• spreading garbage around 

• dog attacks that can cause death and serious injury 

• dogs scavenging for and stealing food 

• dog faeces and urine around the place 

Dogs and human health 
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Some researchers such as Elliott and Baxter (in Williams 1992:5) have considered that dogs 
carry germs and infections that can affect humans. It has been thought that certain things such 
as giardiasis, various worms such as hook-worm, skin diseases, and diarrhoea causing 
organisms found in dogs may cross infect to humans. Currie ( 1994: 8) questions how much 
unhealthy dogs lead to increased rates ofhuman infections inAboriginal communities. Infections 
such as diarrhoea and skin disease are most often attributed to over-crowding, poverty and 
poor hygiene. 
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Work carried out by the Molecular Parasitology Unit ofMenzies School ofHealth Research 
points strongly to the conclusion that dog and human mites are different and that dog mites are 
not contributing, to any major extent, to the human disease burden. 

Many people who work and live in communities feel that improved health in dogs has led to 
other improvements in the community.For a number ofreasons, communities are often interested 
in doing a dog program. 

Pride in healthy dogs 

Many direct and indirect benefits of dog programs have been reported in Top End 
communities. It is claimed that there is a reduction in "skin infections, gastric 
complaints, anaemia and malnutrition in children in conjunction with the canine 
treatment program" (Palmer & Presson 1990:34). Also noted has been a development 
of pride in the healthy dogs and possibly improved awareness and efforts to elevate 
the level of public health in the community. 

In several communities in which the program was introduced in the Top End and 
Central Australia, it has not been sustained and it is obvious that the process is even 
more important than the outcome, so that considerable efforts must be expended on 
the "how" the program is done. 

Williams 1992:6 

Dog programs 

The aim of a dog program is to: 

• improve dog health by reducing the amount of ticks, parasites, mange and infectious 
diarrhoea 

• remove unwanted or injured dogs 
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• educate people on basic dog care and how unwell dogs can affect health 

Generally dog programs involve dosing all dogs with a measured amount of a systemic anti
parasitic drug (such as Ivermectin) which helps to eliminate parasites and cure mange. Hair 
grows back, animals gain weight and do not have as many sores. Dogs are healthier, more 
alert, have more appetite, and breed more. Dogs may also become more aggressive and bark 
a lot at night. 

A successful dog health program leads to an increase in the number of puppies so birth control 
then becomes important to prevent unwanted dogs. To control fertility: 

• female dogs are given an injection of a long acting contraceptive such as Covinan. which 
must be given every 5 months; or 

• dogs are surgically sterilised 

Who is involved in dog programs 
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• Community councils can apply for grants and manage the project with assistance 

• Vets or other suitably trained/ qualified people 

• Health Centre staff may give assistance with community education, coordination or 
organisation of a program 

• Environmental Health Workers can both assist with organisation and implementation 

c:rr See 'Improving dog health' in Section 2 
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Insects and pests 

The numbers and types of insects in Aboriginal communities vary with the season and local 
conditions. Climate and the systems that have been set up for rubbish collection and disposal, 
sewage and effiuent disposal, and other factors will affect the insect and pest population. 

To control insects in the long term you have to remove their food supply, shelter and access to 
the area. If you do not do these things then insects will continue to enter houses, breed, and 
spread diseases. 

Conditions that favour breeding of pests 

Any combination of the following factors will mean an increase in the populations of different 
kinds of pests: 

• pools of waste water lying around 

• overflowing drains and sewage ponds 

• rubbish lying about 

• unclean bathrooms, kitchens, toilets and other living areas 

• food left uncovered 

• grass growing in sewage ponds 

• exposed sewerage systems 

• exposed faeces 

• dead animals left unburied 

Common insects and pests in the Northern Territory 

The main insect pests that affect environmental health in the NT are cockroaches, flies, 
mosquitoes, fleas, mites and ants. 

Cockroaches, flies and vermin carry many diseases in and on their bodies. They live 
and breed in areas such as rubbish bins, tips, carcasses and drains. They pick up germs 
from where they live and spread disease. 

Diseases transmitted carried by cockroaches, flies and other vermin include: 

• bacterial infections such as salmonellosis and shigellosis 

• viral infections such as gastroenteritis and hepatitis A 
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Mosquitoes 

Mosquitoes can be a health hazard and a nuisance. They need water to breed. Eggs are laid 
in water by the female mosquitoes. The life cycle of a mosquito takes seven to ten days to 
complete. Wherever sheltered water stands for ten days there are opportunities for mosquitoes 
to breed. 

Mosquito bites are not only annoying, they can become infected and lead to more serious 
complications. Some species of adult biting mosquitoes can transmit several viral 
diseases including Ross River Fever and Murray Valley Encephalitis. 

Rodents and disease 
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Rats and mice live and breed in drains, rubbish tips, and all sorts of dirty places where 
they pick up disease causing germs. They can spread germs in a number of ways including 
biting people, passing germs to household pets, and spreading their urine and faeces in 
areas that people come into contact with. 
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Food hygiene 

Food hygiene is an important issue as it directly impacts on human health. Food that has not 
been stored, prepared or transported properly can cause food poisoning or suffer some 
reduction in nutritional value. 

Some foods may be contaminated before they are handled, for example, foods that grow in 
the soil or have been in contact with dirty water (water from a septic tank or grey water from 
the kitchen). 

The risk of disease from these foods can be reduced by safe methods of storage, transport 
and preparation. Some foods are more susceptible to the growth of bacteria, for example, 
meats, seafood, dairy products and most foods that require refrigeration. 

Food poisoning is very easy to prevent if: 

• the correct temperatures are maintained during storage and transport 

• food handling practices are safe 

• cross-contamination is avoided 

Some of the food hygiene issues that are of particular concern in remote communities 
are: 

• safety and hygiene in places where food is stored, prepared, handled and sold 

• the selling of out-of-date foods 

• the selling or serving of contaminated foods (weevils, discolouration, broken packets, 
mould, blown cans) 

• storage and temperature of food in freezers, chillers and refrigerators, for example, 
milk products need to be kept constantly below a temperature of 4 degrees Celsius 

• cooking temperatures high enough to kill harmful bacteria when food is being 
prepared for sale 

• control of disease carrying pests 

• transportation of food 

rJr See the 'Food and Nutrition' chapter 
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Time and temperature control 

Time and temperature are critical when it comes to the transport of food, and storage between 
purchase and preparation. 

Bacteria require time to multiply to dangerous levels that may cause illness. The temperatures 
between 5°C to 60°C are known as the temperature danger zone. Food should never be 
allowed to stand or be stored within the temperature danger zone. 

(fr Contact your local Environmental Health Officer for more information 

Regulation of food hygiene 

It is a part of the Environmental Health Officers' role to ensure that food is manufactured, 
stored, prepared and sold in a safe and hygienic manner. There are a number of standards 
and legislation that guide their work. 

• Northern Territory Public Health (Shops, Eating Houses, Boarding Houses, Hostels 
and Hotels) Regulations 1982 cover hygiene requirements for shops and eating houses 

• Northern Territory Food Act 1986 gives EH Os power to make sure that food premises 
are clean and sanitary and that food is labelled correctly and is safe to eat 

• Northern Territory Food (Interim Provisions) Regulations 1986: this interim 
legislation has been put in place while national Model Food Hygiene Legislation is 
being developed. This legislation provides basic hygiene, structural and food handling 
requirements for food handlers and food premises 

• The Australian Food Standards Code deals with the composition and selling 
requirements of food (including microbiological and chemical standards) 

• The Australian and New Zealand Food Authority (ANZFA) is developing a series 
of food hygiene reforms aimed at national uniformity. It is expected that these will 
eventually replace existing state and Territory hygiene regulations (such as those 
above) 

• The National Code for Construction and Fitout of Food Premises provides for good 
standards of hygiene that enable easy cleaning and maintenance 

The Northern Territory Food and Nutrition Policy 
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Environmental health related actions have been included in the Northern Territory Food 
and Nutrition Policy and its implementation plan in order to improve the quantity, 
quality and affordability of the food supply in remote Aboriginal communities. 
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These actions are to: 

• develop model food policies and food supply guidelines for remote area stores 

• investigate food transport issues in remote areas 

• investigate options to develop and apply suitable standards for remote store buildings and 
food handling safety 

• promote awareness of consumer rights, refund and redress in relation to food purchases, 
especially in remote Aboriginal communities 

GT' See the 'Food and Nutrition' chapter 

Food quality on communities 

We sometimes look at food quality. If they've got freezers that go off the meat goes off. A 
few times we've had problems there. If the freezer has been off for a couple of days you 
have to get the food out and give the fridge a good clean out. You can't sell that food. We 
get called in by someone who's bought meat there. If you open the steak up and it's green 
and smells, you've got to take that back. Sometimes people complain and come and tell 
you, or you get the word from one of the health mob. They'd get the word to me and I'd go 
and have a word and check things out. 

Environmental Health Worker 
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Power 

Power (electricity) supply contributes both directly and indirectly to health. For example, 
power is necessary for food hygiene, socio-economic development, education and some 
kinds of recreation. Providing reliable, safe and affordable power to remote and rural 
areas of the NT is often a challenge because of distances, terrain and cost. 

Unreliable or irregular power supplies can affect people's health directly. For example: 

• thawing and refreezing of food (in stores and homes) 

• lack of an adequate, reliable supply of hot water 

• unsatisfactory storage of medicines, samples and vaccines 

Electrical safety 

It is important to ensure electrical safety for adults and children. Safety issues include: 

• variation in electrical installation standards (especially in older houses) 

• inappropriately installed systems and equipment. For example, power points need 
to be at least 1200mm above the floor; dust/water proof power points should be 
installed in wet areas, verandas and on outside walls 

• damage of installed systems 

• lack of maintenance 

• lack of consumer and electrical safety education 

Note: today, all new electrical appliance installations must meet Australian Standards. 

The roles and responsibilities of the Power and Water Coporation 
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The Power and Water Coporation is responsible for the delivery of power, water and sewerage 
services to major Aboriginal communities across the N orthem Territory. 

The Power and Water Coporation provides power on a self-help basis to minor communities 
and outstations; the power supply remains the outstation's responsibility. The Power and 
Water Coporation offers operational overview and technical assistance. 
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NT WIDE CONTACT NUMBER FOR PAWC 
(Remote and rural service difficulties and faults) 

PHONE : 1800 245 090 (24 hours) 
This number will put you in touch with the nearest service centre. 

If you are using a mobile, then your call will go through to Darwin first. 

Proble~ and service failures that 
should be reported to PAWC 

or the ESO 

PAWC must also be contacted about 
issues relating to: 

Power interruptions 

Water supply failure 

Dirty water 

Sewerage blockages or reticulated 
town systems 

Any safety issues relating to PAWC 
facilities, for example holes 

in sewage pond fences 

Vandalism'damage to equipment 

Trees growing close to power lines 

New community developments which will 
. . 

reqwre services 

Increases to existing services. 

Information provided by the Power and Water Coporation , Alice Springs 
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Healthy living practices 
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In 1987 Nganampa Health Council published an environmental health report called the 'UPK 
Report'. The report came to the conclusion that nine healthy living practices are necessary for 
improved health in the Anangu Pitjantjatjara Lands. DHCS agrees and believes that these 
healthy living practices are important to the health of all people living in the N orthem Territory. 

These healthy living practices can be used to plan and prioritise environmental health projects. 

The nine healthy living practices were listed according to their likely importance to improving 
people's health status: 

• washing people 

• washing clothes/bedding 

• removing waste 

• improving nutrition 

• reducing crowding 

• separating of dogs and children 

• controlling dust 

• temperature control 

• reducing trauma (UPKReport 1987) 

Work done since the UPKreport in Housing/or Health, by Pholeros et al (1993), suggests 
that in terms ofhousing and living area design and maintenance, life-threatening safety issues 
should be given priority over the other nine listed above. These life threatening issues include 
things like electrical safety and gas safety. 

Note: local morbidity statistics and environmental health needs vary from place to place. As a 
result, the healthy living practices that are appropriate for your area, or their order of priority, 
may be different from the above list. 

r::tr See Section 2 where the healthy living practices have been used as a framework to guide 
community and health staff action in the area of environmental health 
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Essential requirements for healthy living 

To achieve healthy living practices there are a number of essential requirements relating to 
services, programs, policies and personal behaviours. The diagram below provides a model. 

PRACTICES 

Model of essential requirements for achieving healthy living practices 

Why it is important to promote healthy living practices in the community 

The Environmental Health Officers within DHCS have adapted the nine healthy living practices 
from the UPK Report ( 1987) to meet the priorities of the Environmental Health Program and 
Departmental priorities. They have added a tenth practice. 

1. Washing people - especially children under 5 

Children need to wash or be washed every day and washing hands and faces more often 
during the day is likely to reduce the prevalence of the four most common childhood 
illnesses. These are: 

• diarrhoea and respiratory diseases 

• pneumoma 
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• skin infection 

• trachoma 

It is important to educate adults in the importance of daily washing as well. This will reduce the 
risk of skin disease and diarrhoea in adults. Also, children and adolescents model their behaviour 
on that of their elders. 

2. Washing clothes and bedding 

Washing clothes regularly is likely to reduce exposure of adults and children to faeces, secretions, 
scabies and mites. Washing clothes is therefore likely to reduce the prevalence of skin infections 
and diarrhoeal disease. 

3. Removing wastewater, sewage and rubbish 

Improved waste removal systems may help to prevent or reduce the prevalence of: 

• waterborne diseases 

• diseases carried by insects 

• parasites 

• acute and chronic diarrhoeal disease 

• skin infections 

4. Maintaining food hygiene and water quality 
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Gastro-intestinal problems are often related to issues of water quality and food hygiene. The 
nutritional problems of Aboriginal people contribute to: 

• low birth-weight 

• failure to thrive 

• increased likelihood of picking up communicable disease in early childhood 

• obesity, diabetes, hypertension and cardiovascular disease later in adult life. 

(jj=' See also the 'Food and Nutrition' chapter 
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5. Reducing crowding 

Crowding of houses contributes to the rapid and easy spread of many diseases in all age 
groups, such as: 

• respiratory diseases 

• skin infections 

• enteric diseases 

• a range of diarrhoeal diseases 

6. Improving dog health 

Reduced contact between unhealthy dogs and children may help to reduce the prevalence of: 

• skin infections 

• diarrhoeal disease 

• chronic gut parasite infections of children and adults 

r:tr See the section 'Dogs' in this chapter 

7. Controlling dust 

High levels of dust in the air cause abrasion and inflammation of soft tissues of the body. The 
soft tissues are more likely to get infected. Dust in the air contributes to respiratory, skin and 
eye diseases; for example, dust aggravates the eyes, causing inflammation of the conjunctiva. 

Dust also carries bacterial and viral infections, so levels of respiratory disease, skin infection, 
TB and asthma are also affected. 

8. Controlling temperature in living areas 

Groups such as children, especially if they are sick, older people and those with chronic 
illnesses are particularly vulnerable to extreme or sudden changes in temperature. 

9. Reducing risk situations {trauma) 

Many physical injuries result from a range of accidents that can be prevented; for 
example, bums, cuts, scalds, electric shocks and poisoning. Some of these are life 
threatening. 
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10. Controlling insects and pests 
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Control of insects and pest populations is very important. Insects and pests can transmit 
disease in a number of ways, for example through: 

• contamination of food, water and cooking and eating utensils 

• direct contact with eyes and ears 

• biting 
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The DHCS Environmental Health Program 

The DHCS Environmental Health Program has a Territory-wide commitment to reducing the 
amount of disease in the community caused by physical, chemical, radiological and biological 

factors in the environment. 

Who is in the Environmental Health Team 

• Environmental Health Officers (EHOs), who are based in each of the main NT Urban 
Centres 

• Environmental Health Workers (EHW s ), who live and work in many Aboriginal 
communities - only some are employed by DHCS 

• The Environmental Health Program Directorate, responsible for policy, who is based in 
Health House, Darwin 

Environmental Health Officers 

There are 27 Environmental Health Officers (EH Os) in the NT. Some EH Os work only in 
towns, some only work in remote settings. Others are based in urban centres such as Katherine, 
Tennant Creek, and East Arnhem, and work in both rural and urban settings. 

The workload is huge 

When I was in East Arnhem by myself there were 9 communities I was responsible for. 
Because of that, at the moment we tend to just go to communities where there are 
Environmental Health Workers. There aren't enough of us to go around. 

Phil Donohoe, EHO, Top End 

What Environmental Health Officers do 

The work ofEHOs supports Primary Health Care practice. EHOs' main responsibilities 
are: 

• to provide support and on site training for EHWs 

• to work with EHWs, public health staff, community members and others to identify, 
investigate and find appropriate solutions to environmental health problems 
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• to monitor compliance with the Public Health Act, Food Act and related legislation (see 
the section on 'Environmental health guidelines and legislation') 

• identify, monitor and control insects and pests 

• provide community education and advice 

From experience ... 

I remember when I first went to the community I spent most of my time with, I had every 
contraption known to man stuffed into the back of the work Toyota (TY, video, microscope, 
text books, camera and the machine that goes bing). This was due to my uncertainty of my 
role and lack of planning and direction in organising the program*. 

I went to the community regularly once a month for two and a half years. It was a continual 
process. I got to know some people who were interested in doing minor health hardware 
maintenance jobs and we started to work together. They taught me more than I probably 
taught them. We had a lot of fun. I tried to develop a system for the EHW s so they could 
operate independent of my involvement. Set up the kind of structure that a program could 
rely on for continuity overtime. I consciously worked to avoid the program being dependant 
on the personalities of those involved. It was a good program, people were really active 
and involved. 

When it came time for me to leave, things started to go wrong. In real terms I didn't achieve 
what we set out to organise. To keep the program going after I left things needed to happen 
well ahead of time, to allow enough time for handover. This was really necessary for the 
program to continue. 

I understand that there are lots of reasons why situations like this develop. Staff turn over is 
high and management sometimes isn't as responsive as it could be to the needs of people 
and projects out bush. But the success of programs really needs management to be very 
involved in the work so we can keep building on our gains. 

Sometimes I feel sorry for Aboriginal people who live in remote areas. They make so much 
effort. They are so affected by circumstances which seem to be, or are, out of their control. 

Environmental Health Officer 

*Another view on this is that "carrying all the gear demonstrated flexibility, willingness to fit in 
with the community agenda and confidence with the use of technology" (another EHO). 
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Environmental health legislation and guidelines 

The work of the Environmental Health Officers is guided and supported by the following: 

• current Public Health Act and Regulations 

• The Northern Territory Food Act and Regu.lations (see the section on 'Food Hygiene') 

• The Northern Territory Waste Management and Pollution Control Act 1999 

• Environmental Health Standards for Remote Communities in the Northern Territory 
1998 

• The Code of Practice for Small On-site Sewage and Sullage Treatment Systems, 
1996 

It can be a bit tricky ... 

The EH Os have a legal role in food hygiene. Like health policeman - health inspection 
stuff. We have to do this sort of statutory work a couple of times a year on communities. 
But most of our work is community development focussed. It can be a bit tricky if 
say, the private take-away is owned by a traditional owner. It makes it difficult to 
address the statutory environmental health issues and at the same time develop 
relationships in the community with various people and organisations which are 
essential for our primary health care, community development role. So you have to 
be pretty careful about how you approach that policing role. I would always work 
with one of the EHW s, not on my own. 

Phil Donohoe, EHO 
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Environmental Health Workers {EHWs) 
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EHW s are trained health professionals. Training is provided by Batchelor College. DHCS 
first started funding EHW positions in remote Aboriginal communities in 1993. Now EHW s 
are also employed by local community councils. The role of an EHW is broad. Activities they 
become involved in will vary from place to place. Their main jobs can be to: 

• survey, monitor and keep records of environmental health conditions and services in the 
community 

• report (share information) regularly with the community council, EH Os and others 

• report any possible risk situations or urgent work that is required 

• assist community councils and community members to develop local environmental health 
action plans 

• help with specific projects as requested by the community, for example, they can assist to 
organise tree planting and wind-breaks, to cut down the amount of dust in the air 

• provide education to community members on environmental health subjects, for example, 
home, food and personal hygiene 

• work with the DHCS Communicable Disease Control Program and the community health 
centre if there is an outbreak of an infectious disease in the community 
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Keen and committed 

There was another guy doing it and he left. Then Jeff came over and told me about people 
getting sick from the water because of all the mucky stuff in it. I never knew this. He told me 
about the environmental health team, and I thought I'd give it a go. I never knew what was 
involved in it. After about half a year I got serious about it - after coming into courses and 
that. After I graduated I wanted a year off. But it's hard to find people to take over the job. 
You go around trying to find people and they say, ''yeah, I'll take that job", but when the 
time comes, they're not around. You need someone who's really keen and committed. Not 
someone who's going to do it for a couple of months and then wander off. 

Environmental Health Worker 

Just get started ... go from there 

I waited for maybe 3 or 4 months before Council got the funds. I knew they were getting 
funds. I got to do the job. They wanted me to work but I waited for the funds to come. I got 
an office and a vehicle. When I first got into that work and after a couple of months of 
getting started I was looking forward to this work every day. I was enjoying it, it was really 
good. Something different. 

The more I learnt, the more I taught the people out there, just by doing things and leading 
by example. Following my lead. Without me telling that mob they see what I do and they do 
the same thing. It caught on and everyone started understanding what environmental health 
issues were all about. I knew everybody there and I was going house to house talking to 
people, asking and not telling, and being polite. There are certain areas you can't go into 
without getting into an argument, you've got to go around those things instead of going 
through. 

I used to enjoy going to work. Now I want to train some of my family to take it on. 
Environmental health is a good thing in communities. It helps and works if you've 
got the right person in the job. It's just patience, you've just got to sit back and wait 
for the right time to come, the right person, the funds, or whatever. Just get started 
and go from there. 

Environmental Health Worker, Top End 

Environmental health: men's or women's responsibility? 

Often people think that environmental health issues are the responsibility of men. This 
is not the case. It is true that most people working in Environmental Health are men, but 
environmental health must be everyone's business as it affects the whole community. 
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Men and women working together 

I started by myself and just spoke to the Council about it, about us sharing the job. It helps 
that we are working together. With women, you can't expect me to talk, I come and ask 
my wife. It's very hard to talk to a lady. You need a lady volunteer to talk with the ladies, 
say a woman in the Women's Centre. In every community it's the same. It doesn't matter 
where you are, office, health centre, it's the same. 

Environmental Health Worker 

Environmental Health Program contact numbers 

Environmental Health, Radiation and Poisons Control 
Director Information 
Mr Xavier Schobben Phone 8922 7152 
Phone 8922 7149 Fax 8922 7334 
Fax 8922 7334 Email envirohealth@nt.gov .au 

Environmental Health Officers 

Alice Springs Darwin 

Urban (Alice Springs Town Council) Urban 
Phone 8950 0500 Phone 8922 7377 
Fax 8953 0558 Fax 8922 7036 

After Hours 0401 116 033 
Rural Rural 
Phone 8951 6920 Phone 8922 7152 
Fax 8951 7859 Fax 8922 7334 

Katherine Nhulunbuy 

Phone 8973 8411 or 8973 8767 Phone 8987 0440 and 8987 0441 
Fax 8973 8592 ~ Fax 8987 0444 

Tennant Creek 

Phone 8962 4302 
Fax 8962 4420 
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Environmental Health 

Section 2 

Strategies to address 
environmental health issues 

Section 2 provides information on a range of activities and approaches to working with others 
on local environmental health issues. It contains both general and specific strategies and actions. 

If you are unused to living in Aboriginal Communities, differences in environmental health 
standards will be obvious, especially at first. As you spend more time in the community some 
situations may appear to be 'usual'. This doesn'tmean thata situation is 'acceptable'. People's 
health could very well be affected. 

It is important that you recognise 'danger' signs - signs of any environmental health crisis and 
that you report them to the Environmental Health team. You can also work together with 
others on medium and long term strategies to improve environmental health conditions in your 
community. 

At first you may lack confidence to act on your ideas. Even though you have a very busy 
workload, your actions can make a difference. It is important to start with small projects, do 
them well, and build on success over time. 

CJ!"' See the chapter 'Strategies for Health Promotion' in Volume 1 
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Working together 
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EH Os and EHW swill be more effective if they have an ongoing relationship with health centre 
staff and are part of the broader community health team. They can support your work and 
you can support theirs. 

qr Get to know your local EH Os and EHW s. Find out what they do and how you can work 
together 

qr Let people know how the environment they live in can affect their health 

qr Advocate to Council for an Environmental Health Worker ifthere isn't one in your community 

qr If you notice environmental health related problems or potential problems in your community 
which you are unable to deal with yourself inform community authorities (see the section 
'What to do in the case of an environmental health hazard') 

qr Get in touch with the EHO for your area 

Mapping the trouble spots 

Thirteen years ago there was an Indian doctor working on this community. While he was 
here he thought that it would be a good idea to put a map up on the Health Centre wall. As 
cases of diarrhoea came up he put a cross on the map to mark the house where the case 
came from. He wanted to get a better understanding of where the problem spots were. If 
there was a cluster of spots he could go out to see what was happening, follow it up. 

That's what we Environmental Health staff need from other Health staff. We need their 
support, and to let us know when there's something transmissible going around that could 
be prevented. In town, people contact the Communicable Disease Centre. Out bush we 
rely on health staff to help us trace and track down problems - even though health centres 
are busy- we need staff to keep in touch with us to let us know about any problems as they 
anse. 

EHO, TopEnd 
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I thought you worked for health 

A lot of people don't understand the link between health and their living conditions. This is 
the classic story. I was in the bathroom testing taps and one of the residents walked in and 
said "I thought you worked for health". 

EHO, East Arnhem 

Case study 

The following case study looks at how things can go wrong in a complex, crisis situation, 
and then be turned around through cooperative effort. 

An environmental health hazard 

When the new Remote Area Nurse (RAN) arrived at the community, she found a lot of 
environmental health conditions that she knew were not acceptable. She found pools of 
smelly water around the septic tank systems of some houses and saw children and dogs 
running through effluent to reach the verandah of their houses. Health Centre staff saw 
several new cases of diarrhoea every day and cases could be traced back to the houses with 
broken septic tanks. 

The RAN and the Health Workers were concerned and approached the Council Clerk who 
said that the truck used to pump out the septic systems had broken down. The Council had 
no resources to fix it. 

Over the next few days the Health Workers and the RAN became really worried about the 
cases of diarrhoea and had to arrange medical evacuations to town for two children. They 
decided to call the Director of Nursing (DON). 

When the DON heard the story about the number of cases of diarrhoea, the medivacs, the 
puddles of sewage outside the houses and the lack of Council resources to fix the problems, 
she recognised the urgency of the situation and the ~eed to draw in specific expertise. 

She approached the Environmental Health Unit for advice. Presented with the evidence, the 
Environmental Health Officer agreed that there was a serious problem. 

That day the EHO and DON organised a teleconference with the Health Centre staff to talk 
about the problem and work out a plan of what to do. Together they drafted out a list of 
things that needed to happen. 

2-55 



The Bush Book 

2-56 

'l>rovide ~ti.onto eo~ : ~~~.,e~ ttt~lth · 
prob le~ .libked tQ _pllddtes of ~ 
effluent around houses 

·· llemoval 0f effluent .tom arol.:irtll 
homes 

Repair of dangerous septic tank 
system$ 

·Co~ health staff to ·talk: 
to 0¢cupiers Of a•cted l<>llS~ 
·tllbo1it ~to'~~~ ~ett . !oti6y 
away k~m the p'llddles of water 
and .personal; Mme and fOod 
~gt~~sues 

Short term soluti()ns 

1$Er€} Wi1l titlg ~~unitY 
oontacts to seek immediate and Tod~y 
short tenn solutkms 

mo will vis:it to ptovide onsite 
advice 

Long t¢tm solutions 

EHO will work with Council to 

··ext week 

prepare submission to seek Next week 
fimdjng for repairs 

Assessment of viability of septic EHO to network with 
tank systems and futute options~ ie: rC$J>omible organi.5ations to 
comuJQn ~nt Ql' sewerage promote need lat, long tenn 
system assessment 

Armed with an action plan, the Health Workers, RAN and EHO went to work. 

Health staff treated the really sick patients that were waiting and then sat down for an hour 
to write out the hygiene messages they wanted to give to the community. Then they went to 
visit the houses with puddles of effluent. 

The EHO rang his contacts in the community. The Essential Services Officer and the Works 
Supervisor agreed that there was a major problem but nothing could be done until parts for 
the sludge pump arrived - perhaps in a week or two. During several more phone calls to the 
community the option of using the council road watering truck and pump to remove effluent 
from the damaged soil absorption drains was arranged. This would prevent effluent 
accumulating around houses and provide a temporary solution until the sludge pump was 
repaired. Pumping water from the absorption drains started that day and would continue as 
required until the septic tank systems were reconstructed. 
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When the EHO visited the community a week later he was able to bring some taps and 
fittings to replace those that were continually leaking and contributing to the effluent 
accumulation problems. By this time pumping of the drains had removed the accumulations 
of effluent and the ground around the septic tanks had started to dry. Another week of dry 
season sunshine would dry up the ground and make it safe to play on. 

The EHO and health staff also had discussions with the Council Clerk about repairing the 
broken septic tank systems. He was also under a lot of pressure from councillors to solve the 
problems. He was able to use Health Centre information about the numbers of sick children 
to access funding for housing maintenance. He organised a contractor to come in a week 
later to repair the broken septic tank systems. By this time, the number of cases of diarrhoea 
had dropped and children were returning from their short stay in hospital. 

These actions solved the immediate problems. A detailed report prepared by the EHO during 
his visit indicated that many of the existing septic tank systems had a limited life because of 
poor construction, unsuitable soil conditions for effluent absorption and severe pressure of 
use from the large number of people in each house. The problems experienced by the 
community were just waiting to happen all over again. 

The EHOs report was circulated around several Government departments and eventually 
formed part of an assessment project carried out to allocate funding under the National 
Aboriginal Health Strategy - Environmental Health Program. 

The assessment placed the recommendation for a community sewerage system about halfway 
down the priority list with a very good chance of being constructed under the next round of 
funding. 

What to do in case of an environmental health hazard 

rJT> Immediately alert the local Environmental Health Worker and council staff to the 
problem and work out a plan of action 

rJT> Talk to community members about the problem 

rJT> Brief the local environmental health office and ask for advice and support if necessary 
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Supporting long term change - where to start 
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~ Speak with your local EHW and EHO about your community. Talk about working together. 
Explore who in the community is interested, motivated and has the skills and experience to 
help 

~ Find out what has been tried before, what strategies were used, who was involved, what 
worked, what didn't work and why 

~ Check whether the health information and statistics you are collecting support environmental 
health work 

~ Talk about working on a strategic plan for improving environmental health in your community 

~ Find out whether an environmental health survey has ever been done in your area. Ask 
your EHO to explain the results to the health team. Ifno survey has been done, talk 
together about doing one. Become familiar with the SLAP (Service LandAvailability Plans) 
for your community when next in town 

~ Present regular reports on environmental health issues to Council, the Health Committee 
(or Board) and the Environmental Health Program 

Health Centre and EHOs working together 

You know some people say that we won't see changes in Aboriginal Health for 20 years 
and I know what they mean in terms of morbidity and mortality data. But, the thing is that if 
you fix people's houses (their intimate living environment) and you follow up on other 
environmental problems, then health does improve. To measure this improvement we need 
health staff to keep good health records. How can you know what you've achieved if you 
don't have figures? I can't stress this point enough. It's another way that health staff can 
help out. Keeping good records, and working together with us on the basics. 

Bill Hardy, EHO, East Arnhem 

Knowing the front end of the problem 

Health Centre staff see the end of a problem. Somehow they need to become more aware 
of the beginning of the problem otherwise they get frustrated and bail out after a year, 
thinking that a system is not changeable. But you can change it, it is do-able and affordable. 
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Staff need to think about what they are saying to the people (like go and wash your clothes, 
cook good food for your kids etc), whether people can actually do it when they go home. 
They need to map the health territory in which they are working. Know if what they're 
advocating is feasible. So they could ask the mother or grandmother of kids who are 
presenting all the time with skin problems. Can you wash the child at home? Does the 
shower work? Is there a lack of privacy, is the door broken? Can you wash bedding? 

Look at possible range of problems which may exist. Look at whether there is something 
that's stopping them from being able to do what's being suggested. So - on a daily basis 
keep asking the questions. It doesn't have to be detailed. 

Stephan Rainow, Nganampa Health Council, Alice Springs 

Supporting environmental health action 

To be able to talk with people about improvements and share information you need to understand 
their living situation and their ways. Observe relevant behaviours and practices. 

r::ir Always make sure that health education messages and advice about healthy living practices 
match the reality of a family's living situation 

r::ir Support any environmental health projects that are being carried out in your community 

r::ir When planning environmental health projects: 
• help people to think through different options and solutions 
• look at what the benefits and disadvantages are likely to be 
• think together about whether the technology is appropriate and culturally 

acceptable 

r::ir Set a good example within the health centre, the grounds and around your own home 

r::ir When you work on environmental health projects document your successes and 
your failures 
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Finding out what has and has not happened in the past 

Every time someone new comes to a community they get ideas about what needs to be 
done (usually to do with dogs and rubbish) but they first need to get an understanding of 
what has led to success and failure in the past. I think new staff need to be aware that t ey 
aren't the first person to go into a community and try to make things better. But it's usually 
not that simple, so they need to ask around, do some research. Find out what has and 
hasn't worked in the past. Not only in the NT, but also nationally. 

We have to make sure that we aren'tjust re-inventing the wheel, and a square wheel at 
that! What I mean is that it's so often the case that projects or whatever that weren't 
successful don't get documented. People leave and there's no record, no chance for 
others who come later to learn about what went wrong. The same mistakes happen 
again. Sure, it's really important to write about successes, but it's also really important 
to write about failures and partial failures. 

Jeff Standen, EHO, Operations North 

Funding for environmental health projects 

Health staff can assist the community by: 
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• exploring possible funding sources 

• providing health data to support funding applications 

• helping with the preparation of funding submissions 

Some possible sources of environmental health funding are: 

• DHCS funding for 12 community based Environmental Health Worker positions 

• ATSIC environmental health funding includes funds for: 

- Community Housing Infrastructure Program (CHIP) 

- 'Home Living Skills Assistance' previously known as the 'Homemakers Service'. This 
funding is to be used to provide community training in such things as: use ofhousehold 
appliances; minor repairs and maintenance to houses; hygiene and health matters (such 
as water and sewerage issues); household budgeting; and, how to maintain a clean 
neighbourhood environment by removing and properly disposing of waste and rubbish 
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- Dog Health Programs: this includes supplementuy funding assistance for the establishment 
and maintenance of dog programs 

Approval for all of the above funding is at the discretion of individual Regional Councils. 

@"' ContactATSIC for further details or for a copy of the CHIP guidelines 

• Health Promotion Incentive Funding, available through local Health Promotion Units within 
DHCS 

• The Department of Housing has a 'Remote Area Management Program' that provides 
training for elected members of Aboriginal Community Councils. This includes 
training in housing stock management, including collection of rent and house 
maintenance 

@"' Contact the Department of Housing for more details 
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Strategies for getting to know your environment 

Supporting environmental health surveys 

Environmental Health surveys are being carried out in some communities. They provide a 
detailed 'snapshot' of environmental health conditions in a community and they identify what 
needs to be done to provide healthy living conditions. 

There are two types of surveys: 

• environmental health housing surveys: these are formal surveys being carried out by EH Os 
and Department ofHousing and Department ofLocal Government Community Development 
Officers to support the IBANT Housing Maintenance Program that allocates up to $1 
700 per house per year for maintenance of Aboriginal dwellings 

• surveys carried out by EH Os at the request of the community to look at housing, power, 
water supply, effluent and rubbish disposal, litter and the community store 

DHCS has been developing environmental health surveys as part of the process of putting 
together a set of Environmental Health Standards for the Northern Territory. The design 
of the surveys has been extensively field tested. 

Why do the surveys 

Surveys have been developed: 
• because of the need to measure and improve environmental health conditions in 

Aboriginal communities 

• to understand the extent and types of problems that exist, and 

• to plan improvements and then carry out the work 

EHOs may approach you to support the survey process and will keep you informed of 
progress. 

How the surveys are done 
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Approaches may vary from area to area. The survey gives a detailed assessment of the 
community's living conditions. If the community is willing and interested then the 
same survey is repeated after a period of time. 

Housing surveys can be intrusive. Surveys need to be approached with sensitivity, only 
be done with the community's and householders' informed consent. 
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What survey results are used for 

Results can be used for a number of things: 

• to obtain and target funding 

• to assess and prioritise needs 

• to direct repair work and 

• to measure change 

What health centre staff can do 

r:£r Contact your local EH 0 for more details 

r:£r Check to see whether an Environmental Health Survey has been done in your community 
and when 

r:£r If a survey has been done: look at the results; discuss them with the EHW and the EHO for 
your area; they can help you to interpret results 

r:£r If no survey has been done, start talking about why doing a survey may be a good idea 

r:£r If a survey is under way, support the process in any way you can 

Case study : no survey without service 

Before we did the environmental health survey the community received permission from the 
Indigenous Housing Authority of the N orthem Territory (IHANT) to use their normal housing 
grant of $100,000 - (which was not enough to build a house) for maintenance. We didn't want 
to just go in and survey and give nothing back. We try to follow the principle espoused by Fred 
Hollows of "no survey without service". 

We were very pleased when the Council voted to use the funding for housing repairs. After 
the first year IHANT said they would give us an additional $1000 per house to do further 
repairs. 

People need to be able to wash their clothes and bedding to reduce many common infections. 
ATSIC has now provided $60,000 to build a laundromat to address the 70% ofhouses without 
washing machines found in the survey. These will be coin operated, commercial size and 
quality and pay their way. 
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We've been working in the community for about a year now. Nearly all the money has been 
spent. We've done a lot, moving through houses and doing maintenance work. We had a 
priority list. We started working first on electrical safety, then we worked on taps and showers, 
then on hot water and so on. 

The money for the project is controlled by the community, who make decisions about how it 
will be spent. The survey results have helped them to make decisions. The survey results 
have also been used by the National Aboriginal Health Strategy - Environmental Health 
Program (NAHS - EHP). They have used the results to help them make decisions about the 
$2.2 million that has been allocated to the community for new houses and renovations. 

Bill Hardy, EHO, East Arnhem 

Drawing up a 'Roles and Responsibilities' chart 
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There are many people and agencies involved in environmental health. Drawing up a 
chart of 'roles and responsibilities' can help clarify who is responsible for what. A step 
by step process is outlined below. 

C'ff' Talk about the idea with other health staff 

r:ff' Talk with your local EHW and the EHO. Explain that you want to find out more 
about who is involved in environmental heal~h and what they do. Ask if they are 
willing to help 

r:ff' Talk about the idea with other stakeholders and people who can provide advice. For 
example: 

• local community leaders, the EHW and the store manager 

• EH Os and staff from other DHCS programs, for example, Health Promotion and CDC 

• Project Officers from non-government service providers like the Power and Water 
Coporation, ATS IC, landcare sections of Land Councils 

• Officers from the Departments of Housing and Local Government 

• the local Essential Services Officer (ESO) 
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(jj"' Write some headings on butcher's paper. Use either: 

• the different areas of environmental health listed at the beginning of Section 1, such as 
'Housing', 'Water supply', 'Pest control', 'Health hardware', 'Dust control'; or 

• the 'Healthylivingpractices' 

(jj"' Talk together about each of the headings. For example, in relation to health hardware, you 
could ask: 

• what is health hardware? 

• who funds hardware maintenance? 

• who installs health hardware? 

• who is doing maintenance checks? 

• who is doing the repair work? 

• who takes responsibility for making sure that health hardware supplies are available 
locally? 

• is anyone else involved? 

As people talk, list under headings names, titles, roles or responsibilities and any other 
useful information. 

This exercise will help you to identify key contact people, possible gaps in services, 
and could give you additional insight into attitudes, experience and skills of people and 
agencies involved in environmental health 

Doing a participatory mapping exercise 

In some communities there are no EHWs and EHOs may not visit often. As a result, 
getting an overview of environmental health in your area may be more of a challenge. 
Working with a map is a fast way of gaining more information about local environmental 
health issues. 

Working on a map can help you to find out such things as: 

• the location of environmental health infrastructure 
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• site of any 'trouble spots' (for example, a tip without a fence, septic systems overflowing, 
uncared for community toilets etc) 

• where people have ideas for making improvements 

Here is an outline of a step by step process for doing a participatory mapping exercise. 

w Tell people that you would like to get a better understanding of environmental health by 
working on a map of the community 

w Ask if they would be willing to help. Explain to people what you will do with the information. 
You may need to explain to people exactly what is meant by 'Environmental Health' (see 
Section 1 ). Always take care not to build up expectations 

w Ask people to assist you to draw a map by hand or use SLAP plans. You can purchase 
these plans from the Department of Housing and Local Government. They are 
available for many communities 

w Walk together around the community before drawing the map, noticing and discussing 
things as you walk 

w As the map is drawn, or as SLAP plan is filled in, discuss issues as they arise. Talk 
about associated history, ideas and reasons 

w If the map is drawn on the ground don't forget to take a photograph so that the 
information is not lost 

\ 
\ 

\ 

---~ 
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Strategies for promoting healthy living practices 

The Environmental Health Officers within DHCS have adapted the UPK Report nine healthy 
living practices to meet the priorities of the Environmental Health Program and Departmental 
priorities, and have added a tenth practice. 

The healthy living practices can be used to plan and prioritise environmental health projects. 
In the following section the 10 healthy living practices provide a framework for action. 

1. Washing people - especially children under 5 

2. Washing clothes and bedding 

3. Removing wastewater, sewage and rubbish 

4. Maintaining food hygiene and water quality 

5. Reducing crowding 

6. Improving dog health 

7. Controlling dust 

8. Controlling temperature in living areas 

9. Reducing risk situations (trauma) 

10. Controlling insects and pests 

1. Washing people - especially children under 5 

CH" Find out about the community's water supply. Is there enough water to meet the needs of 
the community (quantity)? 

CH" Work with the community store to ensure that basic health hardware maintenance products 
are available. This includes such things as: septic-safe cleaning products, tap washers, 
plugs, lime, buckets, brooms, mops, buckets, rubber gloves etc. 

CH" Encourage stores to stock and subsidise items needed for personal hygiene, such as: toilet 
paper, soap and shampoo (regular and anti-lice), face washers, towels etc. 

CH" Talk with the Aboriginal Health Workers about the best way to give messages about washing 
to people (children, carers, men and women) 
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(fr Make use of any opportunity to raise awareness of the importance of washing children's 
bodies, faces and hands often. Opportunities may be found during antenatal classes, at the 
Women's Centre, etc. 

(fr Carty out one to one hygiene and correct water-use education with carers of children and 
school children 

(fr Make sure that local Aboriginal Health Worker training emphasises the importance of 
washing children's faces and hands 

(fr Support the community to set up a system for monitoring the condition ofhealth hardware 
in houses 

2. Washing clothes and bedding 
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If the community does not employ 'home-maker carers' , explore the possibility. 

(fr Inquire whether there are people in the community who are qualified to provide hands on 
training in homes, for example, on how to use equipment such as washing machines. If not, 
talk about the possibility of applying for funding to train some local people. 

(fr Offer advice to people on washing machine purchase, installation and maintenance. For 
example machines: 

• must have low water use 

• should be able to work on a cold cycle only 

• should not empty into a bath that is used to wash children 

• should be resistant to rust and to high salt content water if that is an issue in the area 

• should be simple to operate 

Research done on which washing machines are the best for Aboriginal communities found that 
heavy duty commercial machines were the best. 

(fr Contact the Centre for Appropriate Technology (CAT), Alice Springs, for more advice 

(fr Find out who can maintain machines once they are installed 

(fr Help to organise skills development at the Women's Centre to cover correct use of washing 
machines, use of the right amount of soap, proper disposal of soap packets. See 'Hands 
On', the NT Public Health Education and Training database for available training (in the 
Public Health section of the DHCS Intranet or at http://www.nt.gov.au/nths/publichealth/ 
hands/hands.shtml) 
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3. Removing wastewater, sewage and rubbish 

Septic systems and waste water 

rJ'J"' Speak with your local council, EHW and EHO if rubbish, water or sewage are collecting 
on the ground in the community and causing a health risk. Explain how the situation can 
affect health (see the section on an environmental health hazard) 

rJ'J"' If the community has a waste disposal problem contact your EHW and EHO, assist the 
Council to write a submission, and supply local health statistics to support council submission 
to remedy the problem 

rJ'J"' Encourage people to use protective gloves, boots and clothing when maintaining septic 
tanks. Septic tanks contain liquids and sludge that can cause infections 

rJ'J"' Obtain a copy and read the Code of Practice for Small On-Site Sewage and Sul/age 
Treatment Systems and the disposal or Reuse of Sewage Effluent, Territory Health 
Services ( 1996). Copies can be purchased from the Territory Construction Association 
in Darwin and Alice Springs (phone: 8981 9666) 

Removing rubbish and solid waste, "sharps" etc 

rJ'J"' Set a good example. Find ways to ensure that the Health Centre building and yard is 
always clean and welcoming 

rJ'J"' Put lidded rubbish bins outside the Health Centre and arrange a system for rubbish 
removal. Remember that any changes you make have to continue when you're no 
longer there 

rJ'J"' Speak with the EHW/EHO. Find out what the issues are and what improvements 
can be made to the rubbish collection and disposal systems and find out how you can 
help 

rJ'J"' Encourage recycling of waste whenever possible 

rJ'J"' Support a campaign to reduce the use of disposable nappies. Explore ways to ensure 
that they are disposed of properly 

rJ'J"' Encourage screening and fencing the tip site so that dumped rubbish, especially 
plastic bags, do not scatter in the wind 

rJ'J"' Help to arrange for the collection of abandoned car bodies and other hard rubbish 

rJ'J"' Contact 'Keep Australia Beautiful' about Territory Tidy Town and other Awards. If 
the community is not already involved then talk about what KAB has to offer 

rJ'J"' Suggest a litter-a-thon to raise funds for local clubs. Local sponsors could contribute 
according to the volume of litter collected 
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r::tr Obtain a copy and read Infection control in the health care setting: Guidelines for the 
Prevention of Transmission of Infectious Diseases, NHMRC ( 1996). This has to do 
with the disposal of'sharps' etc. 

r::tr Obtain a copy and read the Guidelines for the Siting, Design and Management of 
Solid Waste Disposal Sites in the Northern Territory, Department of Lands, Planning 
and Environment, and Territory Health Services (1995) 

Rubbish disposal in Wallace Rockhole 

Wallace Rockhole has strong leadership by the elders and respect and pride within 
the town. The Community is managed by one Council, the Community Government 
Council, this prevents a split in the town. (Where in some other places you can have 
the Council Inc., Store Inc, Housing Inc). This can cause a breakdown in leadership 
and management. The Council has a responsibility to its residents (as they are rent 
and rate payers) and is responsible for environmental health and landcare within the 
town. 

The Council has set up routine work plans to maintain the town and collect rubbish. 
We collect rubbish three times a week and see that the town and its living areas are 
kept safe and healthy for good living. We have purchased 60 wheelie bins to help cut 
the litter and the fly and smell problems from the open 44 gallon drums currently 
used as house hold garbage bins. 

In the early days a tractor and trailer were used to collect rubbish. This was okay but 
lots used to blow off the trailer and it was also hard work lifting drums up into the 
trailer. Without much equipment it was hard to maintain the tip. Today we get funding 
from the Office of Local Government for town management and public utilities 
(TMPU). We also get a Special Project Grant to help dispose of rubbish. We have a 
small garbage compactor truck with a drum lifter and each week the tip is back filled 
to stop the birds, dogs and cats from dragging the rubbish from the tip. The Council 
carries out its' duties on a routine basis. 

All the residents help to keep the town in good condition and from time to time we 
run a house block competition. The winning awards in these competitions help to 
boost pride in the town. 

Ken Porter, Wallace Rockhole 
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Clean up days 

Health staff at Julanimawu Health Centre wanted to be involved in the environmental health 
issues in the community. Regular clean up days were organised. The dates were advertised 
through the newsletter and with the distribution of posters. Garbage bags were donated by 
Council and some brooms, rakes and mops and buckets also donated. Each household 
was given these items by health staff who actually walked around and explained what was 
going on. On the designated days, judges went around the community and 'picked winners.' 
Prizes were food vouchers, tee shirts, and gold and silver Tiwi Health Board badges. These 
were presented to winners at public council meetings. Council also scheduled an extra 
garbage collection for that day. 

The strength of the project was that all of the members of the community were involved. 
There were no refusals, an awareness of the environment has been raised. People are 
starting to take pride in their yards and houses in anticipation forthe next Tidy YardAward. 

Julanimawu/Nguiu Health Centre 

4. Maintaining food hygiene and water quality 

r::jJ"' Contact your local EHO for information on food hygiene or if you suspect that there is a 
problem with food hygiene in the stores or takeaway in your area 

Maintaining food hygiene 

r::jJ"' Share the following important information about safe food preparation with the community: 

• keep outside and inside cooking areas clean; keep down the dust by sweeping and 
mopping inside; dispose of rubbish regularly, compost food scraps or give them to 
dogs 

• refrigerate all foods that are likely to go off 

• clean food preparation surfaces before you start preparing food. After finishing one 
task clean the bench or preparation surface before starting the next task. 

Note: if food is prepared outside the house or away from the kitchen, the inside of 
a box from the store can be used to provide a clean, disposable cutting surface for 
foods such as meat 

• ensure cooking and eating equipment is cleaned after use and safely stored; for 
example, store cups and pans upside down and out of reach of dogs 

• control pests and rodents (contact the Environmental Health Program for advice) 
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• wash hands with soap and dry them, before preparing food and after going to the toilet 

• cook meat within half a day of killing the animal and make sure that the meat is properly 
cooked 

• prepare food for one meal at a time 

• keep flies out of the kitchen and keep food covered 

• use hot water where possible and detergent for washing dishes 

• do not cough or sneeze over food 

• do not smoke while preparing or cooking food 

• keep children away from the food preparation area 

~ Prevent cross-contamination by: 

• keeping raw food separate from cooked food 

• keeping raw vegetables separate from meat 

• using separate cutting boards, knives etc. for each type of food e.g. meat, fish, vegetables, 
cooked and uncooked foods 

Maintaining water quality 
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~ Check with your local EHW /EHO about whether monthly water testing for health risk 
assessment is taking place. The Essential Services Officer does this in major communities 

~ If you think that there are problems with the water quality in the community, contact the 
Community Council, the Essential Service Officer and the Environmental Health Officer. 
EH Os can arrange for additional or special samples. EH Os can also contact the Aboriginal 
Essential Services Branch of the Power and Water Coporation about any particular works 
that may be required 

~ Assist local people if they need support to approach the Essential Service Officer with 
problems (remember do things with people, do not do things for people) 

~ Find out from the water testing laboratory and the Community Council whether a 
comprehensive water analysis has ever been done for your community 
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5. Reducing crowding 

qr Collect statistics on diseases that are related to crowding. For example: 

• respiratory diseases (by droplet infection) such as influenza, pneumococcal disease 
and TB 

• skin infections 

• other diseases such as hepatitis A and a range of diarrhoeal diseases 

It is possible to use this information to: 

• inform the community about the size of a problem 

• feed into data for the housing survey 

• inform the Environmental Health Program, CDC and others 

• support the community to advocate for improved access to appropriate, new housing 

• apply for funding for house maintenance 

• upgrade health infrastructure 

qr Encourage well designed outside living areas around houses in order to reduce the 
problem of overcrowding 

qr Talk to people about how overcrowding is linked to their health 

6. Improving dog health 

qr Ask people about their dogs and observe the situation when you are out and about in 
the community - notice dog health, where and what they eat, where they sleep, 
defecate, etc. 

qr Talk about dog issues with others in the health team to identify whether there is a 
problem, and if so, to determine the extent of the dog health problem in the community 

qr If members of the community have expressed interest and are motivated to organise 
a program then you can help to prepare a submission to get funding, and you can 
help to organise things, for example, by helping to clarify roles and responsibilities 

Note: experience has shown that total community support is essential for a dog 
program to be successful 

qr Contact the Environmental Health Program for more information and assistance 

qr Keep relevant health statistics and information and present it to the Community 
Council in order to support moves to do a dog program 
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c:£r If you have a dog, keep it as healthy and clean as possible 

c:£r Raise community awareness of the connection between sores on dogs and skin infections 
and diarrhoea in humans. This can be done, for example, through a school health education 
program 

c:£r Visit the houses of sick children to discuss the possible connection between the number of 
sick dogs, dog faeces, and the health of the child. This can strengthen the health education 
message 

7. Controlling dust 
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c:£r Support the development of a Community Environment Strategy (or Community 
Environmental Health Plan) that includes activities to reduce levels of dust in the 
community 

c:£r Maintain dust free outdoor areas around the Health Centre 

c:£r Demonstrate the link between growing plants, the reduction of dust and improved 
environmental health 

c:£r Educate about the health problems associated with dust 

c:£r Support and encourage projects that protect plants from children, livestock, dogs, 
motor vehicles and heavy equipment 

c:£r Support the development of community reserves and parks 

c:£r Contact Greening Australia, Tangentyere Council, or Julalikari Council for assistance 
and advice 

Dust control: a Wallace Rockhole community project 

We have done quite a lot of work to cut down dust in our community. The main town 
roads were sealed in the town centre and around the residential blocks. We've also 
done a lot of tree planting. We also fenced off the town to keep out the animals to 
allow the regrowth of trees and bushes. 

Within the town centre a block of land has been fenced in as a Flora Park. This is part 
of our plan to attract tourism. The park also acts as a sound buffer between the power 
house and the school and town. The development of this park was a community 
effort. Residents, the school, the Council and CDEP. We all worked together. 
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All of the above has improved the environmental health ofWallace Rockhole. It has cut the 
dust and noise down within the town and reduced health problems (skin sores and eye 
problems). 

Ken Porter, Wallace Rockhole 
Note: Wallace Rockhole was overall winner of the NT Tidy Towns Award in 1995 

8. Controlling temperature in living areas 

rJfl" Encourage the Community Council and others to choose housing that is appropriate to 
their climatic and cultural needs 

rJfl" Talk to people about ways to make their houses more comfortable to live in 

rJfl" Encourage planting of shrubs, trees etc to serve as windbreaks and shaded areas 

9. Reducing risk situations (trauma) 

rJfl" Promote, organise or conduct safety education in the school, the Women's Centre and at 
other sites 

rJfl" Encourage and/ or organise First Aid Training courses 

rJfl" Help to organise fire safety drills 

rJfl" Give accident awareness talks to women's groups and work groups 

rJfl" Suggest to the Council that trainers in safe-driving visit the community to conduct lessons 
for adults and youths 

rJfl" Help to organise voluntary groups to report on and fix minor household problems that put 
people at risk 

rJfl" Encourage residents to fence their yards in order to keep out wandering dogs 

rJfl" Make sure that everybody knows that broken electrical fittings and exposed wiring must 
be reported to the housing mob straight away 

10. Controlling insects and pests 

In any community or household it is essential to cut down on the number of places where 
insects may breed. This is the safest and most important approach to controlling insects and is 
always preferable to the use of insecticides. 
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Flies, cockroaches and mosquitoes 

Insecticides 
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Reducing the numbers of flies and cockroaches in the community or outstation will impact on 
a wide range of community health and hygiene issues. 

(jj"' Talk with people about the diseases carried by flies and cockroaches and how they can be 
prevented. Key information to share includes advice about: 

• the importance of wiping children's noses and keeping their faces clean 

• brushing flies away from the mouth, eyes and ears 

• washing every day and wearing clean clothes. This makes people less attractive to flies 

• stopping flies feeding on cuts and sores. Either use dressings from the store or visit your 
Health Centre 

• collecting and disposing of rubbish regularly. Rubbish should be buried if possible 

• covering raw and cooked food to prevent flies or cockroaches walking on it to feed 

• keeping food preparation surfaces clean 

Mosquito breeding sites will continue to produce hundreds of mosquitoes until the sites are 
removed. Where water accumulates or stands in a container for more than ten days, thousands 
of mosquitoes will breed. 

(jj"' Contact EH Os and DHCS' Entomology Branch (phone 8922 8502) for information 
regarding insects and pests 

Share this important health and safety information about insecticides: 

• insecticides are poisonous to humans as well as to insects. If they are used to kill insects 
always tell everyone in the house that insecticide is being used and advise on relevant 
precautions to take 

• insecticides should not be used on people, directly on food, on benches where food is 
prepared or on food preparation utensils 

• people need to understand the directions on the labels of insecticides 

• containers of insecticide should be stored out of the reach of young children 
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About this chapter 

This chapter will give you a broader understanding of food and nutrition issues in remote 
Northern Territory. 

The nutritional problems of Aboriginal people contribute to low birthweight, failure to 
thrive and increased likelihood of infections in early childhood. Nutritional problems 
also contribute to obesity, diabetes, hypertension and cardiovascular and renal disease 
later in adult life (Kuh & Ben-Schlomo 1997). 

A good diet is essential for good health. For people to be able to choose a good diet, 
they need to have access to nutritious food and knowledge about good food choices. 
For all these reasons, the Department ofHealth and Community Services (DHCS) is committed 

to: 

• promoting access to enough healthy food for Aboriginal people in remote areas 

• promoting skills and knowledge to enable Aboriginal people to make healthy food choices 

• reducing the amount of illness which is either caused or made worse by poor diet 

Section 1: 

• contains background information on the nutritional status of Aboriginal people in remote 
areas 

• discusses food and dietary issues 

• outlines current DHCS strategies to improve the supply and distribution of food to remote 
areas 

Section2: 

• provides information on a range of activities and strategies to be used when working with 
individuals, groups and the community to address local food and nutrition issues 

Where to get help 

All strategies contained in this chapter are recommended and supported by the DHCS Nutrition 
Team. The Team is willing and able to offer advice and assistance with all matters related to 
nutrition. 

Contact phone and fax numbers for DHCS Nutrition Team can be found at the end of Section 2. 
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Section 1 

Historical overview of Aboriginal diet 

This section looks briefly at Aboriginal diet and meal patterns before and after European 
settlement of Australia. A lot of Aboriginal people's ill health today is a result of the 
dietary and lifestyle changes which have taken place since first European contact. 

This section has been drawn largely from an article by Dr A J Lee (1995), 'The Transition 
of Australian Aboriginal Diet and Meal Patterns' (see the original document for details 

of all references). 

The diet of Aboriginal people before European contact 

Hunter-gatherer lifestyle 

Before European settlement Aboriginal people led a nomadic hunter-gatherer lifestyle. 
Traditional Aboriginal groups had deep knowledge of their land, sources of water, and 
the affects of seasonal cycles on plant foods and game. Early explorers observed that 
people were lean and healthy. 

Dietary diversity 

The Aboriginal diet was varied and rich in nutrients. The diversity of food supply was 
affected by geographical landform, climate and season. Most early observers described 
a variety and abundance of both animal and plant foods, even in the arid zone. 

Division of labour 
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Foraging parties gathered enough food for their immediate needs and food was not 
often stored. Both men and women played an important role. Women hunted and gathered 
in groups (with the children) and provided highly reliable foods such as: small marsupials, 
shellfish, reptiles, insects, honey, eggs and plant foods. Men mainly hunted alone or in 
pairs for larger animals such as mammals, birds, reptiles and fish. 
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Meat in the diet 

Plant foods 

There is increasing evidence that in tropical, savanna, coastal and desert areas diets were 
meat orientated. Besides those foods mentioned above, other important animal sources such 
as eggs, frogs, honey ants and some grubs have also been recorded. 

Vegetable foods provided an important supplement rather than an alternative to animal foods. 
Proportions changed throughout the seasons. 

A few plant staples were eaten often. These included yams, bush tomatoes, fig and quandong 
fruits, corms of bush onion, wild orange truffles, gall nuts of the mulga apple or bloodwood 
apple and the seeds from some grasses. 

Bush vegetables, seeds and fruits are very rich in vitamins and minerals. The green plum, for 
instance, has the highest concentration of ascorbic acid (vitamin C) of any known plant ( 1 
000-5 300mg/1 OOg). Seeds of acacia species are high in the essential oils, linoleic and oleic 
acids. 

Meal Patterns 

The quality and quantity of food consumed varied greatly from day to day. People generally 
subsisted and the diet was supplemented when larger animals were killed. Larger animals 
were shared among group members. During times when a lot of meat was available people 
ate large quantities at one time. It has been argued that these 'feasts' provided excess energy 
which was stored as fatty tissue to cover periods of relative shortage of food. 

Children were breast fed until approximately three years of age. The age of weaning depended 
on the birth of the next child. Solids were introduced when the baby had teeth. 

Food Preparation 

There was minimal processing and storage of food, no overcoolcing, and no leaching of vitamins 
and minerals in cooking water. Many plant foods were eaten raw. Fruits, bulbs, nectar and 
gums were often eaten straight after picking. Some vegetables were cooked to make them 
taste better. Tree, grass and waterlily seeds were often made into a damper which was baked 
in hot sand and ashes. 

Traditional law often influenced the way that animals were cooked. Meat was eaten rare, 
usually at one sitting and there was little wastage. Smaller animals were baked in hot sand and 
ashes, either directly or wrapped in bark and leaves. Large bones were broken and marrow 
extracted. Smaller bones were chewed or even pounded and eaten. 
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Food distribution 

Fat 

Delicacies 

Foods were proportioned and distributed according to traditional law. Strict cultural practices 
were determined by kin obligations. Sharing food had a social purpose and was important to 
the strengthening of relationships. Distribution was also associated with ceremonies or 'righting 
a wrong'. In some areas older men received the choice cuts of meat and the remainder of an 
animal was distributed according to age and status. 

The prime time for hunting or collecting was when animals were 'fat'. Although some animals 
such as witchetty grubs and green ants have a relatively high fat content, most land animals are 
very lean. Native animals have a much lower fat content than domesticated animals. The 
small, fatty deposits that were found in some parts of an animal were shared between many 
people. 

Traditional diet was low in sugars. Honey ants, sugar-bag, other nectars and honey were 
considered delicacies and were highly prized. 

After European settlement: the transitional diet 

Rations 
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Early government policy resulted in Aboriginal people being removed from their traditional 
lands. As a result, it was difficult for people to hunt, gather food, perform ceremonies, or take 
care of watering holes on their land. 

Introduced resources, especially food, also drew people to cattle stations, government 
settlements and missions. It was in these places that Aboriginal people were exposed to 
diseases such as measles, influenza, whooping cough, diphtheria, leprosy and 
tuberculosis. 

When people were employed, they were paid for their labour with rations. People's 
eating habits changed dramatically. Rations were not necessarily nutritiously adequate 
in either quality or quantity. 
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Flour, sugar and rice and some tinned or salted meats were the staple ration foods at settlements 
and missions. These were supplemented irregularly by fruit and vegetables from local gardens. 
Beef and lamb were available in pastoral areas. Seafoods were harvested at the coastal 
settlements. Sugar was eaten in large quantities. 

At most missions and settlements, rations were distributed three times per day before meal 
times. At cattle stations, rations were generally distributed daily. 

Most people were encouraged to rely on traditional food at the weekends, although rations 
were sometimes available to those who attended church services. Flour replaced the traditional 
staple grains which had been used in making damper. 

Assimilationist Policy 

When the government policy of 'assimilation' was adopted officially in 1961,Aboriginal people 
were further encouraged to settle on reserves and missions. People became dependent on 
welfare handouts and allowances which were well below award wages. 

Communal feeding 

Key events 

During the 'assimilationist years', communal feeding was established in order to improve 
Aboriginal people's nutrition. Compared with other Australian diets at the time, the 
Aboriginal diet included more flour, bread and meat and less fruit, vegetables and dairy 
products. 

Many settlements and missions lacked the equipment, staff and regular transport to 
provide a comprehensive, nutritious and hygienic communal feeding program. Only 
certain groups (employees, school children, infants and mothers) tended to receive 
cooked meals; others received dry rations to prepare back in camp. 

During July 1965 to March 1966, the Arbitration Commission granted equal wages to 
Aboriginal pastoral workers. The cattle industry responded by phasing out Aboriginal 
labour and driving Aboriginal communities progressively off the properties which were 
their traditional lands. 

In 1972 the Whitlam Government brought in the policy of 'self-determination'. 
Community councils were established to administer settlements. The opportunity was 
also provided for community ownership or management of settlement retail stores. 
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The first community stores 

To sum up 
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Many Aboriginal people preferred not to take up the communal feeding option. They spent 
'training allowances' at stores that grew out of former ration depots at this time. 

Stores became more common. Aboriginal people had little experience of the range of western 
foods available in major towns. Community stores stocked a very limited range of items. 
Popular foods were tinned meat, tinned fruit, biscuits, confectionary and jam as a supplement 
to tea, flour, sugar, and tobacco. Perishable foods were only available a few days per week. 

Early stores were established in small, unsuitable premises. They had inadequate facilities for 
the storage of bulk food supplies, particularly perishable items. Today, although facilities have 
improved, there is still a limited variety of food and perishable items such as dairy foods in 
many stores. Fruit and vegetables are often in short supply. 

Since colonisation Aboriginal people have experienced deep loss on many levels. Part of that 
loss has been control over their food supply and diet. Many people now find themselves in a 
system which is difficult to understand and influence. 

Improving nutritional status 

It is clear that transition from traditional diet and meal patterns to 'westernised' food habits 
has heralded major nutritional problems for Aboriginal Australians .... Contemporary 
Aborigines are not generally in a position to, and may not wish to resume traditional hunter
gatherer lifestyle. However, Aboriginal people are demonstrating that the beneficial qualities 
ofhunter-gather diet and meal patterns can be incorporated with increased physical activity 
into contemporary 'western' lifestyle. The resultant improvements in nutritional status and 
in some risk factors for non-communicable disorders have important implications for public 
health. 

Lee 1995:43 in Background Papers 
to the Northern Territory Food and Nutrition Policy, Volume IV 
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Food supply and eating habits in Aboriginal communities 

Aboriginal diet today 

It is very difficult to measure dietary intake because of a range of cultural, social and ethical 
factors. Past studies have tended to look at people's likes and dislikes rather than at what they 
actually eat. In remote areas, the community store now provides approximately 95 per cent of 
all food that is eaten in the community (Lee et al 1995:212). 

In 1994 the apparent dietary intake of six Aboriginal communities was measured using 'store 
turnover' as a research tool (see Lee, O'Dea & Mathews 1994: 190-197). A number of other 
communities in both the Top End and Central Australia also had their store turnover studied. 
This research has provided the best information yet about what people actually eat (see also 
Northern Territory Department of Health and Community Services 1995). 

r::e= Read more about 'Measuring store turnover' in Section 2 

Research has found that people in remote communities: 

• eat too little traditional foods, dietary fibre and micronutrients including folate, B-carotene 
and vitamin C 

• eat too much energy food such as saturated fat and sugar 
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Fat intake 

Sugar intake 

Salt intake 

Fibre intake 

Store turnover studies have also shown that most people still choose a very limited selection 
of foods. Compared with national Australian apparent consumption data, intakes of sugar 
and sweetened carbonated beverages are much higher in NT Aboriginal communities. Intakes 
of fruit and vegetables are much lower. 

"White sugar, meat, white flour and bread provided over 50 percent of energy in the northern 
costal communities, and white sugar, flour and meat alone provided over 60 percent of 
energy in the central desert communities" (Lee, 0 'Dea & Mathews 1994: 192-193 ). 

The following information also comes from Lee, 0 'Dea and Matthews ( 1994: 190-197) 
store turnover studies. 

In each community studied, of the apparent fat intake, fatty meats contributed nearly 40 
per cent of total energy intake in the northern coastal communities and over 60 per cent in 
central desert communities. Take-away foods also contributed a lot of fat to the diet. 

People eat large amounts of sugar. Sugar in the diet comes mostly from refined sugar 
added to tea and from soft drink. The mean intake of refined sugars is around 25 8 
grams (approximately 50 teaspoons) per person, per day. 

Salt is used heavily - around five times more than the maximum recommended. 

Fibre intake is less than half that recommended. 

Fruit and vegetable intake 
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Intakes of fruit and vegetable are much lower in Aboriginal communities than in the 
rest of Australia. The amount of fruit and vegetables consumed are below the amounts 
which are currently recommended. Remote stores on the whole are selling half the 
fruit and one quarter of the vegetable intake per capita compared to the overall 
Australian community. 
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Vitamin and mineral intake 

Vitamin and mineral intakes are often inadequate. Nutrients which have been found to be 
inadequate include iron, Vitamin A, riboflavin, Vitamin B6, niacin, folate, magnesium, zinc 
and copper. 

Bush Foods ('Bush Tucker') 

The preference that people express for traditional foods does not necessarily match what they 
actually eat. Bush foods contribute only a small proportion of nutrients to people's diet in 
many areas. However they are still very important from a cultural point of view. 

~ For more information see Section 2 of this chapter 

Poster by Sheila Purnntatameri 
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Nutrition and income 

Aboriginal people living in remote areas face hardship because oflow incomes. There are 
high rates of Aboriginal and Torres Straitlslanderunemployment. People live below the 'poverty 
line'. The incomes of20 per cent of the population living in remote communities cannot meet 
the cost of their food requirements (Hughes 1995 :24). Low incomes combined with high food 
costs result in Aboriginal and Torres Strait islander people spending a large percentage of 
their income on food. 

There is also competition for the food dollar, for example for the purchase of such items as 
cigarettes, tobacco and alcohol. Twenty nine per cent of Aboriginal adults worry at least 
occasionallyaboutgoingwithoutfood(ABS 1995:13). 

Most regular income comes from fortnightly unemployment and welfare benefits or from wages 
paid through Community DevelopmentEmploymentProject(CDEP) (ABS 1995:48).As a 
result, food intake varies over this two-weekly period and there is a close relationship between 
the quality of people's diet and pay day (Rowse et al 1994 :66). The quantity of the diet may 
also be affected. 

Often for three days after pay day, there is a greater intake of a variety of foods and increased 
intake of fruit, vegetables and meat. During the 'off pay week', bread or damper plays a large 
role in the diet. 

r:ff" See 'Doing market basket surveys' in Section 2 of this chapter 

Purchasing patterns 

If people have few or no literacy and mathematics skills, it is difficult to compare prices and 
make economical choices. Due to lack of money or storage space or for other reasons, 
people make frequent purchases of items which are packaged in small quantities. Food is 
more expensive when purchased in small quantities. 

Because of low levels of literacy, people tend to buy products that are recognised by the 
appearance of their labels. They are reluctant to change to alternate brands that may be 
cheaper and just as nutritious. This 'brand loyalty' means that generic brand foods 
which are popular in urban areas do not sell well in remote areas and contributes to 
overall higher food prices. 

Family obligations 
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Traditionally, cultural systems and family dynamics impacted on food practices and 
habits (see the section on 'traditional diet'). This is still true today. It can be difficult for 
individuals to change their diet when there are family obligations and relationships to 
maintain. 
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Often small amounts of food need to be shared among a lot of people, who may not have paid 
for it. This obligation can lead to an increased burden on members of a family who choose to 
spend their money on food (often women). Also, family and visitors come and go all the time. 
It can be difficult for the main care givers to buy enough food to plan meals for, say, a week. 
Budgeting for food can become a real problem. 

One of the appeals of take-away food is that it can be bought and eaten straight away, by the 
person who paid for it. 

Cooking and storage facilities in the home 

The kinds of food that people buy and how they prepare it is limited by the type of cooking 
and storage facilities that people have at home. A lot of people will only have access to a fire, 
billy can, and one frying pan or saucepan. Many people do not have refrigeration in their 
home. Adequate storage facilities are also a problem. Buying and maintaining refrigerators, 
freezers, stoves and the cost of electricity put more burden on the family income. 

Food supply issues 

The cost of food 

Food costs in major cities in the NT are the highest in Australia (Hughes 1995:23). The 
following figures are derived from market basket surveys conducted in the NT during 
1998. Comparison of the proportional cost of different food groups relative to the average 
cost in the state capital cities shows: 

• the average cost of fruit and vegetables is between 62 per cent and 64 per cent more 
in remote communities than in southern cities. Even in the main regional centres 
fruit and vegetables are between 23 per cent and 24 per cent more expensive than in 
the south 

• the cost of meat, diary products, margarine and sugar is more than 58 per cent higher 
on average in remote communities than in the capital cities. These products are 
generally around 19 per cent more expensive in the regional centres 

• breads and cereal products cost 45 per cent more on average in remote communities 
than in the capital cities. In regional centres these products appear to be about five 
per cent more expensive on average than in the capital cities 

Transporting food 

Having to transport food over long distances by truck, barge or air is likely to cause 
problems with food quality. Problem areas include bumpy roads, extra handling, length 
of delivery time, refrigeration and high costs of air freight. 
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Some communities in the Top End can be cut offby road during the wet season. Food supply 
becomes even more limited and emergency food supplies have to be air-lifted in. This problem 
can also occur in Central Australia when rivers rise after periods of heavy rain. 

The community store 

For many Aboriginal people who live in remote areas the community store is their main source 
of food. Stores, therefore, have a major role to play in promoting the physical well being of 
the community (Lee et al 1996). Stores can either be thought of as an essential service or a 
commercial enterprise. 

Cash flows to communities have increased since stores were first established, 'self-service' 
has been introduced, and store facilities have generally improved. Many stores also provide 
banking and financial services and provide employment opportunities independent of the 
government sector. Having a well managed store is of vital importance. 

Store staffing and management 
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Ownership, employment and management of stores vary across the NT. The NT Store 
Survey (1998) found that out of the 45 stores surveyed, three had no Aboriginal 
employees. Of the other 42 communities surveyed, 32 per cent of employees were 
Aboriginal in Central Australia and 54 per cent in the Top End. Store managers in 
community stores are mostly non-Aboriginal people (Mc Comb et al 1998; Price et al 
1998). 

Increasing the number of local store staff 

.. .it is likely that with appropriate training more employment of residents could be 
achieved. A bigger pool of trained staff could make operation of community stores 
beneficial to both the store and the community by increasing understanding about 
store operations and circulating earnings back into the community. 

Mc Comb et al 1998: 11 
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It is likely that the personal beliefs and attitudes of store managers and what they think will be 
acceptable, plays a significant role in what kind of foods are provided by community stores. 
Also, stocking of perishable items carry the risk ofhigh overheads that some store managers 
may not be willing to bear. 

A study confirmed that retail store managers in remote Aboriginal communities have 
considerable power over the food supply. "It also suggests that store managers can be 
important allies in efforts to improve Aboriginal dietary intake and nutritional status 
(Lee et al 1996: 14)." 

Good food and good management does make money! 
A story about store managers and their impact on diet 

Although many communities now own the store and local people are employed in it, 
much of the day to day management is still done by "outsiders". One study was done 
which showed just how big an impact store management can have on food supply, 
and therefore nutritional status of community people. 

In the study there were two communities and three different managers. Both of the 
communities employed each of the three managers (one after the other) over the 
period from April 1986 to April 1993. Each of the managers were quite experienced 
in managing remote community stores. 

The store turnover method was used to determine dietary intake at both communities. 
(This is done by looking at store invoices to check how much of what sorts of foods 
get bought.) Comparisons were then made to see the difference that each store manager 
had on dietary intake. 

The results showed two things. Firstly they showed that nutrient intake varied with 
each manager, and secondly that when communities were compared the results were 
similar under each of the managers. For both communities, nutrient intake was low 
with manager 1, better with manager 2, and best with manager 3. 

It is very unlikely that consumer demand changed over the period, or that the food 
supply system changed or that food storage capacity of the store changed. The results 
show that dietary intake of nutrients can vary, depending on the stock management 
practices of the store manager. It also showed that the store managers often order 
food supplies without any input from the community. 

The study showed that store manager 3 was more interested in nutrition than the others. 
While he was managing there was a greater turnover of fiuit and vegetables in both community 
stores. He made sure that the fruit and vegetables were kept in cold storage and that there 
was a large variety on display all the time. He also got food delivered more frequently, and 
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used air-freight, rather than the slower barge service. He also demanded high quality goods 
and would return poor quality goods to the wholesaler. This store manager stocked wholemeal 
bread and offered healthy sandwiches as an alternative to fatty take-away foods. 

All of these things meant that the community had a constant and varied supply of good 
quality fruit and vegetables, and take-away food. Store profits also went up in both 
communities under his management 

This same store manager is now employed in a community in Central Australia and since he 
started there the turnover of fresh fruit and veg has increased from approximately 280 kg 
per fortnight to 1000 kg per fortnight. 

Developed with permission from Amanda Lee 
from her paper "The effect of retail store managers 

on Aboriginal diet in remote communities" by Lee et al 1996 

Store committees and store policies 

Store committees can work together with the store manager to guide the operation of the 
store. Together, they can apply policies which can benefit the community in a variety of ways, 
including the use of effective nutrition policies (McComb et al 1998: 11 ). If the community 
does not have a store committee, then the manager has control over the range, volume and 
price of foods and may not respond to consumer demand. 

Research in the Top End (McComb et al 1998: 11) suggests that, in general, stores which 
have a store committee provide better quality food at a cheaper price to residents. Committees 
can also give community people more say in how their store will be run, what it will stock and 
who works there (see 'Supporting store committees' in Section2 of this chapter). 

Book-up system 
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Book-up (or bookdown) is a system of consumer credit, usually not attracting any fixed 
interest. However, some traders may deduct a fee. Many communities depend on this 
system because of the absence of an alternative such as banking facilities. Some members 
of communities may use the system to full advantage to ensure access to food for the 
family and to limit opportunities for family money to be spent on alcohol or gambling. 

Although the theoretical application of the book-up system is both advantageous and 
necessary in most Aboriginal communities, concerns have been expressed about 
situations where families are locked into the 'system'. Many community stores run 
book-up without any restrictions on the credit limit given and without any documentation 
provided to the customer. 
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Operating a book-up also costs a store money and can contribute to the higher prices of 
products. EFTPOS has been introduced successfully in some stores and offers similar 
advantages to book-up by making it possible for people to budget. 

Food quality and quantity issues 

Food quality and quantity can be compromised due to: 

• lack of sufficient cool storage space which may limit both the quantity, variety and 
availability of perishable foods, particularly of fruit and vegetables 

• limited amount of freezer space in many community stores 

• lack of back-up systems in case of power failure. If fridges or freezers break down, 
large amounts of fresh and frozen foods can go bad very quickly 

Environmental Health Officers (EH Os) inspect community stores and respond to food 
quality problems in order to ensure food safety (see the Environmental Health chapter 
for more information). 

Local food production 

The Territory is dependent on imported foods and about 90 per cent of the fruit and 
vegetables consumed in the NT are imported from interstate (Cann [ nd]: 1) 

There is a small but viable agricultural and pastoral industry in the NT. Most of these 
foods are exported overseas or to other states where the markets are bigger and more 
money is received for produce. 

Remote Community Gardens 

Fruit and vegetable gardens were established over 150 years ago on the first stations 
in the Territory to supplement a very limited food supply. Pigs, poultry and house 
cows were also a part of early station life. Gardens were also established by 
missionaries in Aboriginal settlements. Aboriginal labour was used but supervision 
was provided by non-Aboriginal people. 

There are very few remote community gardens in the Territory today. Most were 
abandoned when the missionaries left. However, a few still remain and are cared for 
by Aboriginal people. Others are supervised by non-Aboriginal people although the 
purpose of the gardens has changed from a supplementary food source to commercial 
ventures .... 
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Regardless of the difficulties, many Aboriginal people have expressed the desire to start 
their own community gardens. There have been many failures, possibly because of the 
intention to make a profit instead of using the community garden as a supplement to their 
store-food supply and lack of community knowledge about horticulture and the benefits of 
having a local supply of fresh fruit and vegetables. 

Extracts from Hughes 1995:11 

Local food production is a worthwhile project if well set up and managed because it can: 

• increase quality and variety of food available in the community and in the store (due to 
competition) 

• increase local employment and healthy activity 

• increase community control and confidence 

• reduce the cost of food 

(jj=' Watch the 'Market Garden' video 

(jj=' See the 'Resources' in Section 2 of this chapter 
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Nutrition related health issues 

Maternal nutrition 

The nutrition and health of the mother before and during pregnancy affect the baby's birthweight, 
how well the baby grows and the baby's chances of survival. A healthy, well-nourished woman 
has a good chance of having a healthy pregnancy, which increases her chances of having a 
healthy baby. A healthy baby has a better chance of growing into a healthy child and then 
growing into a healthy adult. 

Maternal nutrition and birthweight 

Infant mortality rates and birth weight are both internationally accepted indicators of the 
nutritional status of a population. The nutrition and health of the mother prior to and during 
pregnancy has an impact on the birthweight and infant growth and survival ofher baby. 

Low birthweight may be due to: 

• Inter-Uterine Growth Retardation (IUGR) 

• being born before 3 7 weeks of gestation (preterm birth) or 

• a combination ofIUGR and preterm birth 

Low birthweight babies may be long and thin (asymmetrically small) which suggests normal 
nutrition early in pregnancy but the diet has been inadequate in the final trimester. Alternatively, 
it suggests that the infant is preterm. Symmetrically small babies tend to reflect more generalised 
undemutrition of the mother throughout pregnancy. 

Lower birthweight- long term consequences 

Infants with lower birthweight are more likely to die or have problems early in life than 
infants with birth weights of around 3 .5kg. At the other end of the spectrum, very heavy 
infants are also likely to suffer problems, especially if their mothers had diabetes during 
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pregnancy. More recently, Barker and colleagues have proposed that, in addition to the 
well known short-term influences in early life, lower birthweight has long-term influences on 
the development of chronic diseases in adulthood, including diabetes. 

Mackerras 1998: 1 

Low birthweight (weighing less than 2 500 grams at birth) and premature delivery are both 
more common in the Aboriginal population than in the non-Aboriginal population. A report 
'Mothers and Babies 1995' showed that 12.9 percent of Aboriginal live births were in the 
low birthweight category compared with 5.6 per cent of non-Aboriginal live births. It was 
also reported that 12.4 per cent of Aboriginal mothers reportedly delivered a premature infant 
compared with 6.2 per cent of non-Aboriginal mothers ( d'Espaignet et al 1997 :vii, 7). 

A study on maternal nutritional status and its impact on birthweight carried out in the Top End 
(Rae 1989) showed that the following maternal risk factors were strongly associated with low 
birthweight and IUGR: 

• low maternal pre-pregnancy weight 

• poor weight gain during pregnancy 

• short maternal height 

Rae's study was used as the basis forthe development of the Strong Women, Strong Babies, 
Strong Culture (SWSBSC) project which was implemented initially in three communities (see 
the description of the program in this chapter). Results of an evaluation after four years showed 
there had been a decline in the prevalence oflow birthweight. There was also an increase in 
mean birthweight over time in the three communities. An increase in maternal weight gain and 
a reduction in preterm births were found to account for about half of the increase in birthweight 
(Mackerras 1998 :61 ). 

~----
~ng Women, Strong Babies, Strong Culture Program 

2 OUT OF 1 0 PREGNANT ABORIGINAL WOMEN 

H~~~~~~~~ 
HAVE SMALL BABIES 

~ng Women, Strong Babies, Strong Culture Program 

1 OUT OF 10 PREGNANT ABORIGINAL WOMEN 

' Iruht\ ~ 'Ki1 ~ ~~i~ 1!\'tir11 ~ ~ ~i ~ f~{~ ~ 
HAVE SMALL BABIES 
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Breast feeding in NT rural Aboriginal women 

Most Aboriginal women breast feed their babies. About 96 per cent of Aboriginal mothers 
breast feed their babies from birth. About 93 per cent of Aboriginal mothers are still 
breast feeding their six month old babies (Rae 1994:40). 

BREAST FEEDING RATES FOR RURAL ABORIGINAL COMMUNITIES IN 
THE NORTHERN TERRITORY 

100% 

90% 

80% 
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Birth 

RURAL ABORIGINAL 
COMMUNITIES IN THE NORTHERN TERRITORY 

Three months 

I 11 FULL y BREAST FED li:'3 PARTIALL y BREAST FED !;JARTIFICIALL y FED I 

Breast feeding and maternal nutrition 

Six Months 

A woman's nutritional needs are increased while she is breast feeding. 

Maternal nutrition 

Unsupplemented human milk is all that is required to sustain growth and good nutrition 
for the first six months of life in the babies of well-nourished mothers, who have 
produced foetuses with optimal stores, who have themselves laid down adequate 
nutritional reserves, including subcutaneous fat, in pregnancy, and who are well fed 
during lactation. 

Jelliffe and Jelliffe 1978: 79-80 
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Currently in the Northern Territory, many young Aboriginal mothers: 

• are generally not well nourished 

• have not necessarily laid down subcutaneous fat and adequate nutritional reserves during 
pregnancy 

• are not necessarily well fed while they are breast feeding 

r::ir See Rae (1989) and Mackerras (1998) for more information 

At this time, it is safer to assume that breast milk may not sustain the healthy growth of a baby 
after four months of age. It is recommended that other foods be given, in addition to breast 
milk, from four months of age. However, poor maternal nutrition and/or growth faltering in the 
infant are not reasons for switching from breast feeding to artificial feeding. 

r::ir Encourage and support mothers to improve their nutrition and to ensure that their babies 
get some food as well as breast milk 

r::ir Refer to the 'Growth Assessment and Action' in this chapter 
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Growth monitoring 

Reviews of international studies (for example, Pelletier et al 1993) suggest that any malnutrition 
or growth faltering is important. There is an increased risk of death and illness with decreasing 
weight-for-age and/ or height-for-age. 

The Road to Health Chart was developed to assist with the growth monitoring of infants 0-3 
years of age. The Chart emphasises the relationship between the direction of growth and that 
risk or danger is associated with no weight gain or any weight loss. 

The Chart is based on the National Centre for Health Statistics (NCHS) growth reference 
data for children. By using international growth reference data, we can compare how 
different groups of children are growing. For example, we can compare the growth of 
children in one region of the NT to another region or the growth of Aboriginal children 
with non-Aboriginal children. 

rJT> See 'Improving the growth and development of young children' in Section 2 

The New 
Road to 
Health 

Chart 
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Malnutrition and growth patterns 
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Over the years there have been many surveys done in communities. Still, we do not have an 
overall picture of childhood malnutrition on a N orthem Territory-wide basis. 

In remote areas, the commonly observed growth pattern of Aboriginal infants and young 
children is: 

First 4-6 months satisfactory growth in both boys and girls 

slower overall gains in weight and length, periods of 
6-18 months weight loss, associated with illness periods of no 

apparent weight gain 

18-24 months growth resurres 

Based on Thurley 1993:1-11 
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Example of a common growth pattern in remote Aboriginal infants 
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In the Top End, studies show that there is a high level of malnutrition among Aboriginal children. 
Doctors have estimated that the minimum prevalence of malnutrition (defined as either a weight
for-age or length-for-age below the 3rd centile) is 20 per cent in children below two years of 
age (Ruben & Walker 1995a:401). These doctors have also observed that "up to 90% of 
young Aboriginal children in many remote communities are below average weight" (Ruben 
and Walker 1995b:445). Community based growth data from the Katherine area supports 
the finding that malnutrition is a serious problem in Aboriginal communities (Muller et al 
1995:445). 

Poor growth 

Poor growth can be associated with : 

• not being given any foods in addition to breast milk at 4-6 months 

• not getting the right kinds of food from 4-6 months 

• not getting enough food from 4-6 months 

• lack of energy (calorie) rich foods and low iron intake 

• exposure to poor living conditions 

• exposure to contaminated foods in the home 

• increased rate of infections leading to reduced appetite 

• repeated infections that can lead to physiological changes (worsened if it is associated with 
diarrhoea) 

The following cycle often leads to poor growth during childhood: 

( 

rNrEC.TION 
pCOI" ~rowtt-t I 
weigh~ loss 

by Heat her Grieve 

3-27 



The Bush Book 

While a child is recovering from illness, there is a catch-up growth period. To regain lost 
weight, the child requires a much higher intake of energy (calories) and protein. 

rJtr Ask a nutritionist to advise you about which foods to recommend to the child's carers. 
Foods should be energy rich and high in protein and available in most community stores 

Nutrition related problems in adults 

Chronic diseases 

The chronic diseases of type II, non-insulin dependent diabetes, heart disease and renal disease 
share underlying causative factors including poor nutrition. These diseases (along with 
hypertension and chronic airways disease) are major causes of the high rates of morbidity and 
mortality in Aboriginal people (Plant et al 1995). 

The origins of these chronic diseases are believed to be set or 'biologically programmed' in 
utero and early childhood through low birthweight, malnutrition and repeated childhood 
infections. It may also be the case ''that throughout the life course exposures and insults gradually 
accumulate through _episodes of illness, adverse environmental conditions and behaviours 
increasing the risk of chronic disease and mortality" (Kuh & Ben-Shlomo 1997 :6). Such 
behaviours include poor nutritional intake, lack of physical activity and substance misuse. 

A recent study of renal disease among Aboriginal populations in the Top End of the Northern 
Territory (Hoy et al 1997) has shown that increased body weight, hypertension and lack of 
physical activity can add to pre-existing risk and increase the chances of serious adult disease. 
These chronic diseases and their underlying factors are potentially preventable (Territory Health 
Services 1998b ). 

Overweight and obesity 
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Over the last century and particularly the last 20 to 30 years, there have been major changes 
to the living and cultural practices of Aboriginal people. The dietary changes have already 
been described. Many people now live in a semi-urban environment that gives less chance for 
the level of activity which was part of traditional living. Lack of physical activity and dietary 
changes, accompanied by social disruption and increased levels of stress, mean that more 
people are overweight or obese and suffer from the chronic conditions described above 
(Scrimgeour et al 1997: 1 ). 

In the first National Aboriginal and Torres Strait Islander Survey, 36 per cent of Aboriginal 
males and 29 per cent of Aboriginal females were found to be overweight (Body Mass Index 
25.00 to 29.99) compared with the combined all-Australian figure for males and females of 
37 per cent (Cunningham & Mackerras 1998:21; Australian Bureau of Statistics & 
Commonwealth Department ofHealth and Family Services 1997). 
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Twenty-five per cent of Aboriginal males and 29 per cent of Aboriginal females were found 
to be.obese (Body Mass Index greater 30.00 and greater). The combined all-Australians 
figure for males and females was 18 per cent (Cunningham & Mackerras 1998:22; Australian 
Bureau of Statistics & Commonwealth Department ofHealth and Family Services 1997). 

Several studies throughout the Northern Territory (for example, Knight 1992 and Urapuntja 
Health Service Aboriginal Corporation 1990) have identified a high prevalence of abdominal 
obesity (body fat around the waist or an 'apple shape' as opposed to body fat mainly around 
the hips or a 'pear shape'). Abdominal obesity is particularly associated with diabetes, heart 
disease and high blood pressure. 

Controlling obesity through improving nutrition and increasing physical activity is important 
for preventing chronic diseases. However, it is extremely important to note that many 
Aboriginal women under 20 years of age are underweight when they have children and 
need to gain some weight. 

(if" See Section 2 for strategies that work for improving people's nutritional status 

(if" See Alcohol and Other Drugs chapter for ways to reduce smoking and alcohol misuse 
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DHCS food and nutrition program 

The Nutrition Team includes the Food and Nutrition Unit in Health House, Darwin, and 
operational staff in the five major centres and in some remote communities. The Nutrition 
Team coordinates and works closely with other health service providers, communities, non
government agencies and the food industry. 

The Team has a strong mix of staff including Community Nutritionists, Hospital Dietitians, 
Aboriginal Community Nutrition Workers, andAboriginal NutritionAdvisers (Aboriginal Health 
Workers who specialise in nutrition and hold designated positions in nutrition). 

One of the priorities for the Nutrition Team is the implementation of the Northern Territory 
Food and Nutrition Policy. 

The Northern Territory Food and Nutrition Policy 
and Strategic Plan 1995-2000 
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The overall goal of the Policy is to encourage action and co-operation throughout the 
food and nutrition system to ensure that all Territorians have access to enough good 
quality food and information to improve their nutritional status and health. 

The strength of the Policy lies in the 12 month consultation process that took place 
during its development. It involved an Aboriginal Advisory Committee, NT Nutritionists, 
an Intersectoral Advisory Committee and four project staff who travelled and consulted 
within most communities across the Territory. 

The Policy represents the collective thoughts and work of many people and sets a forward 
direction for nutrition until the year 2000. The Policy is easy to read. 

rJr Obtain a copy of the Policy from the local Nutrition Team 
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The Territory Food Project 

The focus of this project is to implement the NT Food and Nutrition Policy. The Food and 
Nutrition Unit is responsible for The Territory Food Project. It is based in Health House, 
Darwin. 

The Unit's main activities involve: 

• developing educational resources around healthy eating, lifestyle disease, consumer rights 
and market gardens 

• developing guidelines and resources to assist communities to develop healthy store policies 

• in conjunction with the NT Department ofEducation, implementing the 'Hands on Food' 
nutrition education unit in schools and developing school canteen guidelines 

• identifying and developing training programs for community based nutrition workers 

• developing training programs (in nutrition) for store workers 

• developing tools to monitor food supply in remote communities 

• investigating and working on issues which affect food supply in remote communities such 
as store management, transport, food storage and store infrastructure 

(jJ" For more information about the project, contact the Food and Nutrition Unit on 8999 2534 

Community nutritionists 

Community Nutritionists are based in town but work with remote communities. The main role~ 

of Community Nutritionists is to implement the NT Food and Nutrition Policy and to provide 
support and training to Aboriginal people in the area of nutrition. 

Community Nutritionists are only able to work with a couple of communities at any one time. 
Some of their other tasks include: 

• analysing and feeding back information about food, nutrition and related health problems 
to communities 

• conducting, or assisting with, related needs assessments 

• advocating for, and contributing to, the development of policies which support good nutrition, 
for example community store policies, healthy school canteens 
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• assisting communities and nutrition workers to develop local food and nutrition plans 

• providing nutrition training, advice and support to health service providers and food service 
staff 

• coordinating and supporting community education and awareness activities in the food and 
nutrition area 

vrr See the 'Contact list' in Section 2 of this chapter 

Aboriginal Community Nutrition Workers 
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There is a small but growing number of Aboriginal Community Nutrition Workers (CNW s) in 
the N orthem Territory. CNW s are based in their own community and are supported in their 
work by the Community Nutritionists. They work with their community and other members of 
the health team on priority areas of the NT Food and Nutrition Policy. They promote good 
food and nutrition in the community and facilitate community initiated action. 

Some of their main activities are: 

• talking to individuals and families and school children about healthy tucker 

• preparing training resources 

• working with food service providers to make swe healthy food choices are available 
(women's centre, Meals on Wheels, school canteens, the community store, takeaway) 

• organising bush tucker trips with different groups 

• working with people who have special needs, for example pregnant women, diabetics 

• acting as representatives on the store committee 

• supporting the nutrition training of other community based workers, for example 
aged care workers, childcare workers 

• assisting with health promotion activities or theme days, for example in the 
community store, at the school 

• helping at the health centre, for example doing growth monitoring and promotion 

• organising or doing cooking demonstrations 

• taking people shopping - 'healthy store food hunting' 
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A Nutrition Worker's Story 

We have done lots of things in Yuendumu community this year. We started a cooking 
program for the skinny kids and their families. We cooked outside the Health Centre 
on the BBQ and involved some of the grandmothers. When winter came, we had to 
stop the program because it was too cold. We asked the school council if we could use the 
school kitchen. Over 20 kids and their families came to the program. Families gave us $20 
a week. The social club donated some pots and pans and some money. When the multi 
purpose building was built we cooked in there. The post primary girls helped us out during 
the school break. 

Next year we hope to have our own office and building to cook in and also to have training 
and education sessions for the young mothers. This will be like a dream come true for us. 
We have been waiting a long time. The Social Club and the Council support our program. 
We do scattergrams of all the kids in the community every three months with Heather. This 
shows us how well they and we are doing. 

When Heather comes out we all work together. We teach the post primary girls about 
good nutrition and the three food groups. We had a Three Food Groups Damper Day. 
All the post primary girls cooked different dampers with vegetables, nuts and fruit in 
them. They really enjoyed doing the cooking and also learning about nutrition. They 
asked us to come back. We will. 

Lottie Nabangardi Robertson, 
Community Nutrition Worker, Yuendumu, November 1995 

Aboriginal Community Nutrition Worker Training Program 

Until recently there has been no formal training in the NT for CNW s. Community 
Nutritionists provided support and worked in partnership with CNW s. Now there is a 
nationally accredited 'Certificate 1 in Health: Aboriginal Communities' which has a 
heavy focus on nutrition. This certificate course is delivered by Community Nutritionists 
in the community. 

Growth Assessment and Action 

One of the Food and Nutrition Program's main areas of work is Growth Assessment 
and Action (GAA). A growing child is a healthy child. Weight loss or slow growth in 
children is a sign that something is wrong with the child's general health. Regular 
growth assessment or monitoring is one of the best ways to assess the general health of 
a child. It also provides a worthwhile opportunity to find problems early and share 
information. 
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A priority of the Nutrition Team is to train and support new and existing health staff in the 
implementation of regular growth assessment and advise on appropriate action for children 
who are not growing well. 

The 'Growth Assessment and Action Guidelines' have been developed by a group of health 
professionals from DHCS. Responsibility for implementation varies across the NT. 

The Growth Assessment and Action Guidelines aim to: 

• ensure that growth promotion and assessment occurs in a more coordinated way across 
theNT 

• ensure that appropriate intervention is taken at an individual level in children who are failing 
to grow 

• provide a mechanism for feeding back community level information to communities and 
the Department of Health and Community Services to assist with planning, decision making 
and resource allocation (THS 1998) 

To meet the goals of the Guidelines: 

• health centres will be provided with well maintained, standard equipment 

• new and existing staff will be trained and supported to implement regular growth monitoring 
and growth promotion in communities 

• an information system will be developed. This system will assist with monitoring individual 
children. Information will also be collated and fed back at the community, district, and 
regional level 

Growth monitoring is an essential part of caring for an infant. It is important for the prevention 
oflong term chronic disabilities such as renal disease and diabetes. 

r::f1=' See 'Improving the growth and development of young children from 0-3' in Section 2 of 
this chapter 

r::f1=' Contact the local GAA Team or Paediatric Liaison Nurses for copies of the Growth 
Assessment and Action Guidelines 

r::f1=' Also refer to 'Growth promotion in children' in the CARPA Standard Treatment 
Manual (3rd Edition) 
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The Strong Women, Strong Babies, Strong Culture Project 

The Strong Women, Strong Babies, Strong Culture project was set up in 1992. It first began 
operating in three communities in the Top End. It came about as a result of many years of 
sharing information between dietitians, remote area nurses, Aboriginal Health Workers and 
other Aboriginal women in remote communities. 

With strong direction and guidance from Aboriginal women both in remote communities and 
Darwin, the coordinator produced a Strong Women's Story. The Story interested and excited 
Aboriginal women and influenced them to: 

• reinstate traditional ceremonies related to pregnancy and young infants 

• create their own form of pictorial presentation of the project to share with other Aboriginal 
women 

• access antenatal care much earlier than they did previously 

• encourage women to eat healthy food in order to increase pregnancy weight gains 

The Strong Women's Story reflects how Aboriginal women see their situation. The whole 
idea of antenatal care was woven into a holistic picture of women as nurturers of their culture. 
The Strong Women story validates and encourages women's cultural practices. 

The Strong Women project is based on partnership, culture and cultural renewal. Aboriginal 
women have been the teachers of traditional knowledge to their non Aboriginal partners to the 
extent that they felt appropriate. 

The success of the project lies with the Aboriginal women in remote communities who not 
only identified with the subject matter, but have also committed themselves to participating in, 
and ultimately controlling the process. (Fejo & Rae 1996) 

Participation of Aboriginal women came about for a number of reasons: 

• the development of a shared vision 

• the opportunity to plan together and set an agenda 

• the project focus was on community based rather than community oriented programs 
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New developments 
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The goals of the Strong Women, Strong Babies, Strong Culture Program have been expanded 
to include improving the health of children in the 0-3 year age group. 

The project is now extending from the three original communities to a number of other 
communities in the NT. Basically the same approach will be used across the NT, but 
local differences will mean that not all projects will be the same, in either their design 
or the way they are carried out. 

(j}" For more information about the project, contact the regional SWSBSC Coordinators 

About the Strong Women, Strong Babies, Strong Culture Project 

It got started because there was a need and concern by the community women. The 
women were concerned about the small babies being born, and I mean really small 
babies being born. They wanted to know why this was happening and what could be 
done about it. They had this concern and they wanted to improve the health of the 
little ones, because if they were born very small they would always be sick. 

Cheryl Rae and Dr Christine Connors put in a submission for a RESET grant for 18 
months. They got that grant and the structure was that they have a nurse developing 
the program. But when they formed the committee of Aboriginal people, the committee 
said "no", we must have an elderly Aboriginal person to do it. So I was chosen for 
the job. Maybe I was chosen because I've got relationships and contact all throughout 
the Northern Territory with different tribal groups, I've got a skin name, an Aboriginal 
name, I can relate to their cultural way oflife. What gives me the authority is that I'm 
an elder myself. Sure I didn't know too much about education white-man's way, but 
I survived. I learnt a lot. I learnt because I was determined. 

The Strong Women Program started with health information. There were six pictures 
to show the women the information on reasons why babies were small. Talk about 
health reasons and community's cultural reasons. When it's a new community, first 
start by presenting the story. We work with the nutritionist. They think about it. We 
also utilise health information from the community health centre. We give messages 
our way to people, then they give the information back to the community in their 
way. Give messages on health, on being strong. We talk about the fact that everything 
begins with the foetus, talk about smoking [tobacco], exercise, alcohol and diet. Give 
a plain message. We use the kit to help give the message. 

Strong Women Workers are not Health Workers. There is a need for jobs on 
communities so we get community based workers who are selected by the elders on 
the community. And they work in partnership with Health [DHCS]. Once a week they 
report to the Health Workers or to DMOs that go to communities, or nursing staff on 
what they've achieved during that time frame. They always work in partnership with 
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the elders, Health Workers, the school, the council, and the women's resource centre. 
They always work together. The program has been successful and sure we have a 
hard time in communities, but the Strong Women Workers have really come out on 
top as decision makers for the communities. 

I'm only a figurehead there. I give the women free reign to make their own decisions. 
If they've got problems I don't sort it out for them, but I'm there to sit down and talk 
about it with them. They've got answers when they really sit down and think about it. 
They know how to solve their own problems. That is working in partnership. Who 
am I to tell them what to do? That's their community, that's their people. They speak 
the language and they can relay the message back to their own people in their own 
language, so there'll be no misunderstanding of messages being passed to them. 

Lorna Fejo, Coordinator, Strong Women, Strong Babies, Strong Culture,1996 

3-37 



The Bush Book 

Oral health 

An overview of oral health 

Good oral health and strong teeth are essential for being able to consume and digest nutritious 
foods. Digestion of food begins in the mouth when food is chewed and mixed with saliva. 

Traditional times 

Nowadays 
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Aboriginal people had almost no dental decay or gum disease when eating a traditional diet 
which had a very low sugar content. Food was natural and unrefined and required lengthy and 
vigorous chewing. The chewing stimulated health promoting saliva and helped keep teeth 
clean. 

People still got dental abscesses and toothache because teeth were worn right down to the 
gum level by coarse bush food and grit in food that had been processed. Aboriginal people 
used their teeth as 'tools' and a third hand, causing added wear to their teeth. Tooth loss also 
resulted from injury and extraction for ceremonial purposes. 

Many Aboriginal children and adults have poor dental health as a consequence of: 

• eating highly processed foods which are often high in sugar that causes tooth decay 

• little or no oral hygiene practices 

• low fluoride intake in some areas of the NT 

• an inability or unwillingness to access dental care 

• diabetes induced, severe periodontal disease 

Good oral health is important for good health in general. .. Dental caries (decay) and periodontal 
(gum) disease can cause pain and tooth loss. "The economic cost of dental decay in Australia 
is of the same order as heart disease and diabetes (Dooland 1998 :4 ). "Poor oral health can 
contribute to a number of medical conditions and make them worse. 
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ORAL HEALTH - AN INTEGRAL PART 
OF GENERAL HEALTH 

Links with many 
medical conditions 

Decreased productivity, 
lost work and school 

days 

society - disease repair is 
expensive, prevention is cheaper 

Links with smoking 

Links with anxiety 

Links with premature 
birth & low birth weight 

Oral health status in remote communities 

Poor self esteem, 
poor appearance 

Decreased quality of 
life, poor mastication, 

poor nutrition and poor 
growth 

Links with oral 
carcinoma 

Links with xerostomia 
& radiation therapy 

D John Hirst, February 1999 

In 1996, Aboriginal children had three to four times the decay rate in deciduous teeth 
and a higher mean number of decayed permanent teeth compared to non-Aboriginal 
children (Australian Institute of Health and Welfare, Dental Statistics and Research 
Unit 1999:4). Levels of tooth decay vary from individual to individual, family to family, 
and to an extent, community to community. Variations are influenced by: 

• level of fluoride in the water supply 

• the amount of cool drinks, sweet foods and 'junk' food consumed 

• tooth-brushing habits 

• regularity of oral health checks 

• lifestyle and level of morbidity in communities 
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Decay 

Gingivitis 

Bacteria in the mouth produce acid after a person eats food or drinks fluid containing sugar. 
Unless removed, this acid can destroy the protective enamel covering teeth, thus causing 
decay. Decay causes severe pain which impacts upon the ability of people to enjoy life and be 
productive. Decay can cause loss of teeth which impacts upon ability to eat, nutrition in general 
and speech. 

If teeth are not brushed and plaque is left around the gum margins, gingivitis results. Gum 
margins look red, swollen and bleed when pressed or when teeth are brushed.Amajority of 
adults and children from eight or nine years of age onwards have some degree of gingivitis. 

Gingivitis is generally painless and almost harmless, though it can be a worry to children or 
adults who have just started brushing their teeth and find blood on their brushes or in their spit. 
Swollen gums and plaque build-up may create a niche for decay to occur and may predispose 
to more severe disease. It may also cause bad breath. 

Prevention includes removal of plaque by properly brushing the teeth and gums with a soft 
toothbrush for two to three minutes once or preferably twice each day. Staff may need to give 
people special encouragement and support so they carry on brushing effectively when their 
gums are inflamed. 

Periodontal disease 
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Periodontal disease is a separate disease from gingivitis, caused by different bacteria. It is a 
progressive disease which causes loss ofbone around the teeth and the destruction of the 
ligaments that attach the roots of the teeth to the underlying bone. 

The rate and severity of periodontal disease can vary greatly. Some young adults, especially 
those with diabetes, may have severe bone loss, tooth mobility and pain when eating. Many 
middle aged people may have only limited bone loss, gum recession and no pain. Most older 
Aboriginal people suffer quite badly from periodontal disease. Very often they have almost no 
bone left around the roots of teeth and may have to attend the dentist for extraction of one or 
more painful teeth. 

Prevention of periodontal distase includes: 

• a healthy diet 

• management of diabetes 

• cessation of smoking 
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• plaque control using a toothbrush 

• regular check up visits with a dentist for advice and treatment 

(fr' See also 'Key messages about teeth' in Section 2 of this chapter 

Requirements for strong teeth 

Fluoride 

Fluoride is incorporated into the enamel of growing teeth and makes them resistant to decay. 
Fluoride toothpastes are an additional source of fluoride which toughens the surface of teeth, 
making them much more resistant to acid produced by bacteria in plaque. 

Fluoride occurs naturally in the soil, in many foodstuffs and in water. The fluoride levels in 
bore water vary greatly in the NT. Some communities in the Top End rely on water from rivers 
and reservoirs which have low fluoride concentrations. Because the NT has a predominantly 
warm to very hot climate, the recommended fluoride concentration in drinking water is 0.4 to 
0.6 mg/L (ppm). Where there is inadequate fluoride in the water supply, DHCS encourages 
community residents to consider ways to incorporate adequate fluoride in their diets and to 
discuss the issue with their local oral health team. 

If there is too much fluoride when teeth are developing, 'fluorosis' or mottling of the teeth 
occurs. In mild cases, there is white flecking of the teeth. In more severe cases, teeth are 
'rusty' brown coloured, pitted and soft. Tea is very rich in fluoride and can cause fluorosis if 
drunk regularly by small children. 

Healthy food and drinks 

A good diet ofhealthy food is essential for developing and maintaining strong teeth and healthy 
gums. It is important to drink six to eight glasses of water a day. 

Tooth-brushing 

Tooth-brushing is not yet generally practised in remote communities. As a rule, tooth decay 
and gum disease are more likely to occur if teeth are not brushed regularly. All teeth surfaces 
and gum margins should be brushed with a soft toothbrush for two to three minutes at least 
once a day to remove as much soft food and debris (plaque) as possible. Fluoride toothpaste 
should be used unless people live in Tennant Creek andAlekarenge where there is excessive 
natural fluoride in the water. 
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DHCS Oral Health Program 

DHCS provides free oral health services to all people who live in remote communities who do 
not have access to a private service. 

The Oral Health Program supports the philosophy of Primary Health Care. Key elements are: 

• encouraging responsibility for oral health at the individual, family and community level -
community 'ownership' of oral health issues 

• providing oral health information in a culturally relevant way 

• working with community health councils, community leaders, health staff and teachers 

• integrating oral health information into related programs such as child health, food and 
nutrition, school health/screening programs and prevention of chronic diseases programs 

• encouraging regular oral health check-ups. At present, many people only attend the dentist 
when they have a serious problem 

In the Top End, many health centres have oral health facilities and dentists and dental therapists 
visit regularly. In Central Australia, health centres do not have these facilities. Oral Health 
teams visit communities in trucks especially adapted as a mobile clinics. The team stays for 
three to four days at a time to enable people to access care. 

Priority Groups 

Antenatal women 

The following groups have particular oral health needs: 

Although calcium cannot be removed from the mother's teeth by the foetus, the woman's 
diet should be adequate to protect her own health. Hormonal changes during pregnancy 
can cause gums to become swollen and bleed readily. Good brushing every day can 
reduce the severity of this pregnancy gingivitis. 

0-4 year old children 
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Deciduous or first teeth are important. Tooth decay can affect growth and development 
of children. If teeth are lost early, speech development can be affected and space for 
permanent teeth can be lost. Prevention of tooth decay and early intervention are 
important. 

Preventive measures include: 

• breastfeeding 
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• providing information to the mother and significant other family members in a culturally 
relevant way 

• introducing healthy foods and drinks 

• gentle cleaning of teeth when they appear with a small soft toothbrush 

• introducing a tiny amount (less than the size of a pea) of junior fluoride toothpaste after 12 
months of age 

• encouraging infants to spit or rinse their mouth out, rather than swallowing the paste 

• taking the infant for a check-up by the oral health team after 12 months of age or as soon 
as they are able to obey simple instructions 

Prevention and early intervention are priorities because infants with significant decay require 
evacuation to hospital for treatment under general anaesthetic with its associated risks. The 
number of children requiring a general anaesthetic for dental treatment is increasing: 1997=5 8; 
1998=85; 1999=67 and another 20 on the waiting list. 

5-12 year old children 

13-18 year olds 

Prevention of decay through: 

• providing information and education about oral health care 

• promoting healthy foods and drinks 

• encouraging tooth-brushing twice a day to establish good oral health habits 

• encouraging regular checkups with the oral health team visiting the school 

• providing advice, additional prevention and early intervention if required 

With their new permanent teeth, it is important for young people to practice and establish 
preventive measures for oral health (diet, tooth-brushing, non-smoking). Regular check
ups to ensure any problems are identified and treated early are also important. 
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People at higher risk for oral health problems: 

• people who smoke 

• people with diabetes and renal failure. Oral health care is an important part of the disease 
management to prevent complications 

• people who have had rheumatic fever or have other cardiac problems may require antibiotic 
coverage for dental work. It is important the oral health team is aware of these clients 

• people with dry mouth conditions, HIV, alcohol problems and other conditions that are 
likely to affect their oral health. The oral health team needs to be kept informed about these 
clients' state of general health, and what medicines or prescription drugs they are taking 

r:Jr See the contact numbers at the end of Section 2 of this chapter 



What is in Section 2? 

Food and Nutrition 

Section 2 

Actions and strategies 
to address food and nutrition issues 

Section 2 will help you to get started on a range of strategies and actions to address food and 
nutrition issues in remote Aboriginal communities. All strategies contained in this chapter are 
recommended by the DHCS Nutrition team and are consistentwithFoodandNutrition policy. 

If you are planning any strategies which specifically deal with food or nutrition then Section 1 
will give you a broader understanding of food and nutrition issues in remote areas of the NT. 

It is important that Aboriginal people develop and deliver community based strategies 
themselves. Non-Aboriginal staff can provide support and back-up if, and when, it is 
needed. The relationship required is a partnership. 

r::tl"' See 'Working with communities' in the chapter 'Strategies for Health Promotion' in 
Volume 1 

Where to get help 

It is expected that all the strategies will be carried out with support and guidance from 
the DHCS Nutrition Team. 

The Nutrition team can provide advice, training and support for projects, for example, developing 
a store policy or doing a market basket survey. 

r::tl"' See the contact list at the end of the chapter 
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Food and nutrition guidelines 

Dietary guidelines provide direction for your work in food and nutrition education and 
promotion. 

(jj=' Borrow copies through the DHCS library system 

(jj=' Get 'The Australian Guide to Healthy Eating' from the local Nutrition Team 

Dietary guidelines for Australians 
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"The Dietary guidelines for Australians provide advice to the general population about healthy 
food choices, so that their usual diet contributes to a healthy lifestyle and is consistent with 
minimal risk for the development of diet-related diseases .... The guidelines are based upon 
current scientific knowledge about the relationships between diet and disease, nutrients available 
in the Australian food supply, and the profile of morbidity and mortality in Australia. (National 
Health and Medical Research Council 1992:ix)" 

The Dietary Guidelines 
for Australians 

........................................ _ ....... ............. --....,_ ........ ~ ..... 

The guidelines for Australians 

• Enjoy a wide variety of nutritious foods. 
• Eat plenty of bread and cereals, (preferably wholegrain), vegetables (including 

legumes) and fruits. 
• Eat a diet low in fat and, in particular, low in saturated fat. 
• Maintain a healthy body weight by balancing physical activity and food intake. 
• If you drink alcohol, limit your intake. 
• Eat only a moderate amount of sugars and foods containing added sugars. 
• Choose low salt foods and use salt sparingly. 
• Encourage and support breastfeeding. 
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Guidelines on specific nutrients 

• Eat foods containing calcium. This is particularly important for girls and women. 
• Eat foods containing iron. This applies particularly to girls, vegetarians and athletes. 

National Health and Medical Research Council 1992:xiv 

Dietary guidelines for children and adolescents 

The Guidelines for Children and Adolescents discuss how the 'Dietary Guidelines for 
Australians' apply to children from birth to 18 years of age. 

The guidelines apply to the total diet. It is not appropriate to use them to assess the 
'healthiness' of individual food items. Also, the guidelines are designed as a complete 
set of advice or information; individual guidelines cannot be considered in isolation. 
They are arranged in order of priority to reflect the relative importance of each guideline 
to the population. 

The guidelines for children and adolescents 

• Encourage and support breastfeeding. 
• Children need appropriate food and physical activity to grow and develop normally. 

Growth should be checked regularly. 
• Enjoy a wide variety of nutritious foods. 
• Eat plenty of breads, cereals, vegetables (including legumes) and fruits. 
• Low fat diets are not suitable for young children. For older children, a diet low in 

fat and in particular, low in saturated fat, is appropriate. 
• Encourage water as a drink. Alcohol is not recommended for children. 
• Eat only a moderate amount of sugars and foods containing added sugars; and 
• Choose low salt foods. 

Guidelines on specific nutrients 

• Eat foods containing calcium; and 
• Eat foods containing iron. 

National Health and Medical Research Council 1995: 1 
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Australian Guide to Healthy Eating 
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The Australian Guide to Healthy Eating is a newly developed national and contemporary 
food guide for Australia which reflects the multicultural nature of the population and 
which is relevant for all sectors of the food system to use as a nutrition education and 
information tool. 

The Guide is based on widely accepted scientific principles and has been informed by 
the Dietary Guidelines for Australians and the recommended dietary intakes for use in 

Australia. 

The DHCS Nutrition Team has been consulting with people to develop a new guide more 
appropriate for Aboriginal people which includes traditional foods. 

A Guide To Healthy Eating 

Drink plenty 
of Water Meat Fish, Poultry, 

Eggs, Legumes 
lttJloonodclplcnlaAbodgOi<lf-CIN...__.,._,,._ 
'ltil~kllO be ue9d for edUoolcnol 

Fruit 

Eotttiese ln 
small amounts and 

only sometimes. 
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Food guidelines for remote stores 

These guidelines are based on the Australian Dietary Guidelines. They have been adapted 
to apply to food supply issues in remote areas of the Northern Territory. 

The Guidelines are used to guide the range and quality of food which should be 
consistently available in the store. They include: 

• stock plenty of breads and cereals (preferably wholegrain or multigrain) 

• increase the amounts of fresh, canned, frozen, or dried vegetables (including legumes) 

• stock a range of fresh, canned, dried or frozen fruits 

• stock foods which are low in fat - especially leaner cuts of meat 

• stock foods which contain moderate amounts of sugar or no added sugar 

• make available foods which are low in salt or have no added salt 

• provide support to sporting and cultural events by funding or providing healthy foods 

• encourage physical activity 

• support increased water intake by installing a water cooler at the store and stocking 
spring, mineral and soda waters 

Based on The Store Book by Stronach et al 1998 

rF The Guidelines are set out in 'The Store Book'. See 'Useful Resources' at the end of 
this chapter 
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Strategies to improve food supply 

Improving the supply of food in communities is a high priority. Health staff can contribute to 
improved food supply in their community by participating in the strategies outlined in this 
section. 

The community store 

The local store plays a central role in the nutritional status of an Aboriginal community. People 
buy most of their food from the store. Stores are also a place for social interaction. It is 
important for health staff to be involved in the store. Stores have a major role to play in 
educating about food and nutrition issues and promoting general physical well-being (McMillan 
1991; Lee et al 1996 ). 

Poster by Theda Puruntatameri 

Encouraging discussion about the role of the store 
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The benefits gained from encouraging discussion about the role of the store can flow both 
ways - to the community and to health staff 

(jJ"' Get to know the store manager. Consider the store manager as a partner in improving and 
maintaining the community's health. Management and staff may be keen to work with you 
and the community on store issues 

(jJ"' Let people know about the Guidelines in 'The Store Book'. Find out how their store or 
their community already supports the Guidelines 

(jJ"' Talk to others in the health team. Find out what kind ofnutrition activities happened previously 
in the store; what people thought of the activities; what worked; what did not work and 
why 



Food and Nutrition 

(jj= Read the chapter 'Sharing Health Information' in Volume 1 for more details about feeding 
back information 

Supporting store committees 

Store committees have enormous potential for providing direction and support to store 
managers. 

The role of a store committee varies with each community. Some store committees will 
be a sub-committee of the Community Council. Other store committees will be 
independent and have members representing the wider community. The amount of work 
involved in being on a committee will depend on the extent of the committee's role. A 
store committee will be more effective in its role if it has a store policy that it has 
developed itself. 

What health staff can do: 

(jj= if people want help or advice with food policy or implementing the store food 
guidelines, contact the DHCS Nutrition team 

(jj= make sure that the information you give the community is consistent and suited to local 
conditions. Use the resources of the DHCS Community Nutritionists 

(jj= provide any support you can without affecting the independence of the committee 

Store policy development 

Having a well thought out, community supported, store policy can give a community more 
control over all aspects of the store. Community residents decide what the policy will contain. 
A process oflocal policy development, as outlined in 'The Store Book', will support : 

• improved quality and availability of nutritious food in the store 

• people gaining more of an idea about their role as consumers 

The policy may include: 

• what the store will stock (see the Store Food Guidelines) 

• how the store will operate (for example, opening times) 

• services the store will provide (for example, hookup/credit facilities, banking services, 
weekly accounts) 

• who will own and manage the store 
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• how the store will be organised (for example, displays to promote healthy foods, subsidising 
healthy foods, access to healthier items) 

• who will work in the store 

• what will happen with the profits and so forth 

Organising a store policy 

In order to develop a local store policy people will need to explore a range of issues such as: 

• ownership of the store 

• the role of the store manager 

• the role of the store in the community (current and potential) 

• what the store can do for the community 

• the likely benefits ofhaving a store policy 

The Nutrition Team can provide training for people who want to help their community to 
develop a store food policy. They use 'The Store Book' as a facilitator's guide. 

r:Jr See 'Useful resources' at the end of Section 2 

Reducing the cost of goods sold through the store 

The store committee could consider different ways of reducing the cost of goods sold through 
the store, for example: 

• bulk buying with other stores in the region 

• writing a 'markup policy' for healthy items, that is, putting a lower markup on essential 
food items and a higher markup on other items which the community decides are not 
as healthy for adults and children. 

• subsidising by putting a markup on undesirable items such as tobacco 

Monitoring food supply in stores 

Community market basket surveys 
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If health staff have the consent of community leaders to help improve community 

nutrition, then it will be useful to first do some kind of assessment of the store. 
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A community market basket survey (CMBS) is a way of getting an idea of the price, variety 
and quality of the food which is available at the community store. This local information is then 
compared with information about the same foods in the nearest regional centre. This survey 
can be done a number of times to provide a picture over time. 

This type of survey can also be used to find out what it costs a 'typical' family of six people to 
purchase a healthy diet (foods within the basket) over a fortnightly pay period. 

Market basket surveys can be used to: 

• serve as a baseline measurement for planning and evaluating store nutrition policies 

• make comparisons (this year/last year; old/new management) 

• guide the stocking and promoting ofhealthy foods 

• improve information sharing (store manager, workers, community members and nutritionists) 

• point out the economic disadvantage ofliving in remote areas 

• lobby government and other organisations to take action 

• stimulate community action 

A story about the power of a Market Basket Survey 

When working in the Barkly, I used to do store surveys every year. I'd go back to a 
community and tell people what this meant - prices in their community compared to 
Tennant Creek. It generates a lot of interest. In one community the people were 
already working on making changes with alcohol - how many take away cans people 
could buy. People were saying "the prices in the store had been put up to make more 
money as they are selling less alcohol", but they couldn't prove it so they couldn't do 
anything about it. They also felt the store keepers were treating them unfairly. I was 
able to say "Look, I've got the prices before the changes were made and I can check 
them again now". One of the stores used to be 10% higher than town and now it's 
30% higher. The other one used to be 30% higher and now it's 55% higher. The 
evidence of the change in prices was able to be used as part of the evaluation of 
liquor licensing changes in that community. 

Having information about the stores has also meant that we were able to talk more about 
what was happening in the store and what people wanted from the store. That lead on to 
people saying "what can we do about the unfair things that are happening?" and "can 
someone help us?" We got Consumer Affairs involved and community members came 
forward with stories to write down and take back to Consumer Affairs. The stories were 
about unfair things that were happening in the store like people getting ripped off with the 
hookup system and not being able to spend their own money on what they wanted. 
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Increased awareness in the store about prices and consumer rights meant that people knew 
that if they wanted some unfair things to stop they could do something about it. Another 
good store opened up in that community shortly after and people used their feet to show 
how they wanted to be treated and that they wouldn't keep paying the very high prices. 

Monica Kelly, former Community Nutritionist, Tennant Creek 

How to do a community market basket survey 

Nutritionists have standard forms which you should use to do an CMBS. The form has two 
parts - a price section and a choice section. 

r::tr Contact your nearest Community Nutritionist about getting forms, information and assistance 
with the survey 

r::tr Meet with the store manager. Let him or her know you intend to do a survey and explain 
the reasons why. Gain his or her cooperation. Arrange for a time that is convenient. Allow 
about an hour for each survey 

r::tr Note: Consumer Affairs advise that the store manager does not have the legal right to 
refuse anyone from conducting a store survey 

Analysing the results 

The Community Nutritionists in town have a computer software package which can easily 
analyse the results. They can provide you with a range of feedback reports including easy to 
read graphics. 

Feeding back the results 
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Here are some examples of a community report which has been prepared by Nutritionists. 
Names of specific places are not mentioned. To promote discussion about the results of 
a survey you can enlarge the reports or use them to prepare colourful posters with 
photographs of the store, foods and people. 
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Figure 1 shows how much money a family of 6 (2 adults, 2 children, a 14 year old male and 
a grandmother) needs to buy enough healthy food for 14 days from the community store 
compared to buying the same foods in town. 

Results oF Community Market Basket Survey 

$300 

ti10J 

Cost of foods for 11 family of 6 for a fortnight 

Breact€1"'d 
cerealS 

Frun v eat:taljes Meat aid 
aternatlves 

Date 1-Apl"-97 

o Supermarket X 

•C:Orrrrunnv EX 

$!199 

Darv raoos Al fOMS 

Figure 1 

Figure 2 below reports on the cost differences of items between the community store 
and town. The question might be asked, "Why is tobacco the same price as it is in town 
when healthy foods and 'healthware' is more expensive?" 

Marg, Sugar, 
Tea 

Cost of other items 

Tobacco 

o Supermarket X 

• Community Ex 

HealthWare 

Figure 2 
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Figure 3 shows the percentage of a fortnightly paycheck that the same family would need to 
spend on healthy foods in the community store versus a store in town. 

O~tc: 2-Apr-97 

F ~mily income $1 ,309 
Co<t of f>mily food $363 

M oncv for other thin9::: $946 

O~t<: 1-Apr-9 

F;llmily lncom<: $1,309 
Co:::t of hmily food $499 

Money for oth<:r thin9::: $809 

Cost of food co•pllrotd to iaco•ot 
-Tow• :S:tort: 

Monell 
for other 

things 
72/. 

Figure 3: relationship between cost of family basket 
and income in Darwin and NT Aboriginal Community 

Figure 4 shows how many $20 notes are required to buy enough healthy foods from the 
community store compared to buying the same foods from the town store. 

~· ).!1)00 
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I 4000 
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Figure 4 
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Measuring store turnover 

Instead of assessing individual dietary intake you can use the turnover of the store as a 
method to work out what people eat from the store. 

The store turnover method has been validated against blood test results. From these 
results, we know that an increase in fruit and vegetable consumption does lead to an 
increase in nutrient levels in the blood. Therefore, this method can be used to replace 
more invasive methods such as testing an individuals blood for nutrient levels. 

Results of a store turnover study can be expressed in three ways: 

• the amount of food available per person per day 

• the amount of nutrients available per person per day, and 

• the nutrient density (which is the amount of a nutrient available per 1 OOOKJ) 

The store turnover method is complex and requires specialist computer programs and 
specially trained nutritionists. 

rJr If the health team and/or community is interested in doing a store turnover study, 
contact your Community Nutritionist for information and support 

A story of change: the Minjilang Store 

The Min j ilang store is making money out of offering the community a high quality, 
health promoting diet! 

Minjilang is a small remote island community off the coast of Arnhem Land. The 
Community Health Centre is run by local Aboriginal Health Workers who became 
concerned about diabetes and heart disease in their community. They asked 
Nutritionist, Amanda Lee, to examine the adults' blood to find out the extent of the 
problem. 

What they discovered was: 
41 % were overweight and 34% were underweight; 
64% had low folic acid levels (one of the B vitamins). Blood levels are a good indicator 
of fresh food intake, particularly of fruit and vegetables; 
14% had diabetes. 

At the same time stock turnover in Minjilang store was studied. 

3-57 



The Bush Book 

3-58 

People were eating: 

30 teaspoons of sugar in tea and 14 teaspoons of sugar in cool drinks per person per 
day; 
too much fat in fatty meat, pies and cooking oil; 
83 g per person per day of fruit and vegetables; 
very little wholemeal bread. 

At Minjilang's request the Aboriginal Health Workers, Mandy and Annie Bonson, 
an Aboriginal Nutrition Worker worked for a year in the store and with family groups, 
talking about good store foods and checking weight, blood levels and store turnover 
every three months for signs of improvement. 

After twelve months this was the picture at Minjilang: 
overweight dropped to 34% and underweight to 25%; 
many people achieved normal cholesterol levels - 52% of the community compared 
to only 36% before; 
most people (90%) achieved normal folate levels; 
fruit and vegetable intakes more than doubled; 
sugar sales decreased by 13%; 
saturated fat intake dropped by about 25%; 
wholemeal bread sales more than doubled; 
to reduce cholesterol, people changed to mono unsaturated oil (like canola) for 
cooking. 

It is interesting that at one point in the year, fruit and vegetable sales dropped back to 
their old low level and that coincided with the appointment of a new manager in the 
store. He believed that Aboriginal people didn't like fruit and vegetables and didn't 
want to over order for fear of wastage. The community solved that problem by 
chartering a plane from the mainland to transport weekly fruit and vegetable supplies, 
independently of the store! After a little while the manager bowed to consumer demand 
and greatly increased the fruit/vegetable order. 

Another point of great interest to the business-minded is that whilst all these positive 
health and nutrition changes were taking place, profits actually increased! 

Northern Territory Department of Health and 
Community Services, Food for Thought in Rural Aboriginal Communities: 

An Information Booklet for Remote Northern Territory Store Managers 1995:27-28 
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Using local foods 

Bush tucker 

Bush foods, like any fresh foods, are preferable to foods that have been processed, 
stored for long periods or transported long distances. 

r:ir See the section on "Bush and wild foods" in Section 1 of this chapter 

Traditional Aboriginal foods, when they were available, provided the range of nutrients 
which are necessary for growth and survival. For example, there are many nutrient 
similarities between the varieties of local yams (which grow under the ground), and 
root vegetables which grow elsewhere in the world. All are starchy and have varying 
amounts of vitamin C and carotene. 

Bush Tueker Is beSt for the whole family. 
It Is good If we eat lots of different kinds of bush tucker. 
Bush Tucker helps keep us strong. and healthy. 

From Healthy Eating, Training Manual for Strong Women Workers 

Native leaves and fruits are often juicy, enjoyable foods to consume. They have varying 
levels of vitamins and minerals. A notable exception is the 'kakadu plum' (Terminalia 
ferdinandiana) or 'Billy Goat Plum' which has the highest recorded levels of vitamin C 
at between 1 000-5 300mg of vitamin C per 100 grams (Brand Miller et al 1993: 186-
188) 

The meats from native animals, like other wild game meats are strong in flavour and 
generally low in fat content when compared to other meat sources. 

The nutritional worth of bush foods is not their most important feature in contemporary 
Aboriginal society in the Northern Territory. Bush foods are recognised as part of the 
healing and spiritual practices. of many Aboriginal people. 
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Hunting and collecting bush foods also provide a means of getting enjoyable exerci.se. 

Ways to support the use of local foods: 

CF support the collection of bush tucker 

CF talk to the old people about traditional ways, about what they used to eat and what 
they used to feed their babies and children 

CF include bush foods in any nutrition activities or projects you may be involved with 

CF include bush foods in any training resources you may be preparing 

CF combine hunting/ gathering days with education and information sharing about health 
issues, for example, have a 'day out' for people with diabetes 

CF include bush tucker in health education in schools by working with the elders and 
school staff. Involve the elders in teaching about bush tucker 

CF talk with relevant people about the possibility of including some types of bush tucker 
in the store 

CF develop an understanding of what is stopping people from being able to collect bush 
tucker 

Getting bush tucker into Royal Darwin Hospital 

The bush tucker program started because many sick Aborigines are sad during hospital 
stays because they wish to be with their family and eat familiar food. Many leave 
early because they wouldn't eat western food. A lot of the benefit of serving bush 
tucker to Aboriginal patients in the hospital is in the minds as well as nutritional. 
Usually people are a long way from home with no family, and bush tucker is something 
familiar, a natural salty taste they're used to. 

I had the idea to get bush food to help reduce conflict between staff and patients over 
hospital food. I work full-time. I talk to patients about the hospital menu, talk nutrition 
two-ways - old ways and new ways, healing prayers with patients, adults and children, 
translating for patients in 8 languages, teaching hospital and community health staff 
about bush tucker and culture. I also talk to people about diabetes, kidney problems, 
talk to pregnant mums, post natal, and mothers with malnourished children; and 
adults, male and female. 

I collect bush tucker like mud crabs, periwinkles, mud mussel, mangrove worms, 
long bums, bush berries, plums, yams, inland and salt water foods, with staff. I check 
with the doctors, sisters who can eat bush tucker check about any allergies. After 
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ward rounds I go to catering to prepare and serve the bush tucker for up to 60 patients -
adults and children. 

Lots of people have been involved in the program. The military gave us access to 
hunting areas. Kitchen staff at hospital gave us access to do cooking. Hospital aclmin 
staff - including security for firewood. Bagot was supportive. Northern Land Council 
for permits. 

My story about Bush Tucker teacher has been recorded on radio, television, video 
and newspaper. I have talked to students at Batchelor College, BBC, at conferences 
in Alice Springs, Katherine, Broome, Darwin and Maningrida. 

Bamal Pat Gamanangga, Nutrition Worker, 
Aboriginal Nutrition Bush Tucker Teacher, Royal Darwin Hospital 

The most common kinds of local food production are: 

• bakeries which produce bread for the community 

• take-aways 

• school canteens 

• food provided through women's resource centres, and 

• special programs such as the 'Meals on Wheels' for the aged or for supporting mothers 
with small children 

These initiatives can provide: 

• meaningful employment for Aboriginal people 

• a service within the community for the community 

• a food source when home cooking facilities are inadequate 

• improved nutrition in some cases 

• an important opportunity for people to try new foods 

For these local food production initiatives to work there needs to be: 

• good planning to provide the best quality foods 

• good financial management to make sure that the initiatives are viable 

• planning to ensure that laws regarding food safety and hygiene are observed to prevent 
food poisoning 
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(ir Before any new food initiatives are set up you need to contact your local Environmental 
Health Officer to get advice on any laws that apply and the training required 

(ir See the contact list in the 'Environmental Health' chapter in Volume 1 

(ir Contact the NT Department ofBusiness, Industry and Resource Development (DBIRD) 
and the Aboriginal and Torres Strait Islander Commission (ATS IC) for advice about setting 
up a small business 

Case study: the store's role in the bigger picture 
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'Mai Palya' : A story about the Titjikala Healthy Food Project 

Mai Palya is our project to keep children in Titjikala strong and healthy and help prevent 
sickness. We see this as a way to strengthen our culture by strengthening the family, keeping 
people at home caring for the family so that the community is closer together with all of us 
keeping an eye on the health of our children. Mai Palya is the name of the food program 
because it is about keeping families strong and healthy, about bush foods and about store 
foods. 

The painting of 'Mai Pal ya' ... shows three 'outsiders' (the health promotion officer, the 
nutritionist from town and the Women's Centre Coordinator) sitting down with women 
from Tijikala all of us sharing our knowledge of health, families and food. 

Mai Playa has developed slowly fitting into the changing needs of the Titjikala community. 
The women who come to the Women's Centre working with Mai Palya do not see food 
business as something by itself, as a separate 'nutrition program', but as part of the whole 
picture of daily living and healthy families. Food business is part of the Women's Centre 
which is itself part of the pattern of daily living at Titjikala. 

Mai Palya has been making healthy sandwiches for the kids in school with the ASP A 
[Aboriginal Students And Parents Association] program. The school teacher did not have 
time to always make the sandwiches so she asked Mai Palya to help with the work. Now the 
kids have a fruit juice, a piece of fruit and sandwiches with meat, cheese, salad or baked 
beans everyday. They really enjoy them. 

Mai Palya cooks for the old people. Some women do the cooking and two women take the 
meals to the old people in the Women's Centre vehicle. This way the women can see if the 
old people are cared for. The old people say "palya", they are happy with the food. 

With Mai Palya the women have learnt different ways of cooking like using less fat and salt 
and more vegetables as well as using less sugar. The women are trying these new ways at 
home but sometimes this is hard to do when some houses do not have electric stoves. To 
learn new ways we need to be able to buy the foods in our community store and use the 
equipment we have at home to cook the food. 



.. 
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The Titjikala Store 

The community store has also seen some changes ..... We looked at the store orders for fresh 
fruit and vegetables for September 1993 and September 1994 to see if there had been any 
changes. We saw that while there was more variety of fruit and vegetables being ordered in 
1994 the quantity was about the same. 

The store in Titjikala has had many temporary managers over the past two years. By looking 
at the store invoices we could see that what was ordered depended on the manager. If the 
manager liked fresh fruit and vegetables they ordered more variety and more in quantity. So 
what was available to the community to buy from the community store depended on the 
store manager. 

One idea was for the community to make a list of fruit and vegetables, and other foods we 
need to keep healthy, foods that the store manager needs to order every week. That way the 
community decides what kind of food is in the store, not the manager. 

People in Titjikala are happy with the store now. It sells fresh fruit and vegetables, wholemeal 
bread, diet cool drinks and spring water, fruit juice, low fat milk, artificial sweeteners like 
'Equal', fresh meat that is not too fatty, frozen fish and not too many sweet things for the 
young kids. 

The store always tries to make healthy sandwiches to sell as take-aways. These sell very 
quickly, better than the pies and pasties. Hard boiled eggs and cheese sticks are sold as 
snacks as well. But more people are needed to work in the store so we can keep doing this 
work. 

Extracts from Mai Palya:Titjikala Healthy Food Project Report, October 1994 

Strong Food Poster by Donna Burak, Worry Food Poster by Maryann Tungatalum 
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Strategies to encourage better food choices 

The strategies in this section are aimed at supporting people to make healthier food choices. 
They are relevant for people who are healthy and to others who may have a chronic illness 
such as diabetes, high blood pressure, heart disease and lung disease. 

Some of the strategies are appropriate for individuals, but can be applied to groups. 
There are additional benefits to be gained through working with groups and with 
families. 

Key nutritional messages for promoting better food choices 

• Eat more fruits and vegetables 

• Eat meat with less fat 

• Choose non-fried take-aways and avoid pastries 

• Drink plenty of water rather than soft drinks 

• Introduce solid foods between 4 and 6 months of age 

• Make sure that small children eat 3 to 5 times each day 

r:u' See the 'Australian Dietary Guidelines' and the 'Australian Guidelines for Children' 
at the beginning of this section 

Key messages about oral health 
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• Reduce the amount and frequency of sugary foods and drinks to lower the risk of 
tooth decay and gum disease 

• Eat natural, unprocessed foods that require a lot of chewing, for example meat, 
nuts and grains, to produce saliva which is good for teeth 

• Drink water, not sugary drinks such as soft drinks ('cool drinks') or cordial 

• Limit the amount of diet drinks as they are very acidic and soften tooth enamel. 
Over time enamel wears away and teeth can become very sensitive and prone to 
decay. 'Sports' drinks can also be very acidic 

• Brush away the plaque on teeth twice a day with fluoride toothpaste and soft brush 
(unless you live in an area with excess fluoride in the water. It is very important for 
people with diabetes to brush every day 

• Quit smoking as smoking increases the risk of gum disease 
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Store tours 
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• Recommend sugar free chewing gum, if children want to suck or chew on something. 
Sugar free chewing gum stimulates saliva which helps to neutralise food and plaque acids 

"Drinking water, it's so important" 

It seems to me that most people here in Central Australia don't drink enough water. 
It amazes me that the little ones can go all day without drinking water and it is so 
important. In summer I have a bottle of water beside me all the time. I think that 
people, especially older people, are still in the habit of not drinking enough because 
in the old days water was so scarce. 

Here at Congress we always stress the importance of drinking water, especially during 
the hotter months. We also tell people who are taking tablets, playing sport, or who 
have diabetes - we always tell the children. For adults we say they must drink at least 
two litres of water each day. With the children, we tell them to drink a lot. 

We've got a water cooler here at Congress. The kids go backwards and forwards 
drinking and playing, playing and drinking but that's okay because at least they're 
drinking water. My little girl, she's six, says to me "The doctor says I've got to drink 
a lot of water." She listens. Drinking water is a really important health message. We 
are always telling people to drink more water. 

Aboriginal Health Worker Manager, Independent Health Service 

Store tours involve: 

• walking with people around the store 

• pointing out important and nutritious foods 

• sharing information about why some foods are better than others 
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• showing people the best value for money 

• asking questions about what people currently buy and their reasons 

• listening to what people say 

A store tour can be used to: 

• promote low sugar, low fat and low salt alternatives 

• promote high fibre cereal foods such as wholemeal bread, weetbix, muesli or porridge 

• help with literacy and numeracy 

• help people recognise important information on labels, for example, where sugar, 
salt or fat appear on the list of ingredients. The higher the ingredient appears on the 
list the higher the proportion contained in the food) 

Organising store tours: 

qr target store tours at specific groups, such as people with diabetes, people who are 
overweight, children, mothers, grandmothers, men 

qr get permission and support from the store manager. Explain why you are conducting 
the tour. Find out the best time to offer the tour 

qr decide who will conduct the tour. (Who can communicate best with the group and 
who is well informed about foods) 

qr check with a nutritionist to make sure that your information is correct or to discuss 
suitable resources 

qr publicise the tour ahead of time so that people have a chance to attend 
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Food displays and promotions 

Taste testings 

Food displays and promotions can be an enjoyable way to share information about 
healthy food choices. Taste testing is a good way to promote foods that people may be 
hesitant to buy because they haven't tried them before. 

~ Contact your nutritionist to see what kind of resources are available 

~ Include ideas about food safety and food hygiene in the information being shared 

~ Only include foods that people have access to in the store 

~ Only include foods that most people will be able to prepare with the facilities and 
cooking utensils that they have in their home, women's centre or other community 
facility 

~ Do an evaluation, for example, check to see if there is a difference in how much of 
that product is being sold 

Promoting new foods and techniques 

You can't make assumptions about how much people know about buying, preparing 
and cooking contemporary foods. Of course most people know how to prepare 
traditional food and they are highly skilled at making soups and stews go a long way. 
The fast food generation however is outbush as well as in town. In many cultures 
cooking skills are often further developed in school or by visiting friends, restaurants, 
trying new recipes and asking questions. Aboriginal people who live out bush haven't 
necessarily had the opportunity to do this. 

To promote new foods, or to encourage people to cook familiar foods differently, 
then you may consider cooking demonstrations or food promotion events. The store 
may be best placed to capture people's attention with promotions on pay-day. Store 
staff can be supported to develop the skills required to manage the promotion. 
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The demonstrations would include all the usual elements: give aways, taste testing, step by 
step instructions on food preparation and so on. When doing demonstrations it is best to 
use cooking implements which people are familiar with and which are locally available. If 
you are introducing a new tool, like a non-stick frypan for example then you always need to 
spend as much time demonstrating the new implement as you do on the food preparation. 

Sabina Knight, Remote Health Education Program, Central Australia 

Looking at the fat and sugar content of foods 
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It is very difficult to tell just by looking at food how much fat, sugar and salt is in the 
food. One way to raise awareness about the amount of fat and sugar is to show people 
how many teaspoons of fat or sugar there are in the food. 

What you will need: 

• a packet of plastic teaspoons 

• a tub of 'fat' (margarine) and/or a bag of sugar 

• plates for displaying the foods 

• a calculator if you are not confident in your mathematics 

What to do: 

r:Jr select the foods that will be displayed and put each one on a separate plate 

r:Jr From the nutritional label calculate how many teaspoons of fat or sugar there are in 
the food 

Note: 5 grams sugar = 1 rounded teaspoon 

4 grams fat = 1 teaspoon 

r:Jr Or use the following table to set up the display 
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Food 
Sugar 

Teaspoons 
Food 

Fat 
Teaspoons 

1 cream filled biscuit 2 1 bucket of hot chips 8 
600ml plain milk 0 1 meat pie 6 

600ml iced coffee 5 1 packet potato chips 3 
1 ice-cream 3 3 pieces fresh fruit 0 

1 can soft drink 9 120g meat 5 
1 Mars bar-(60g) 9 1 Mars bar-(60g) 2 
Bowl of porridge, Large hamburger 6 

Weetbix or Cornflakes 112 2 slices of pizza 5 
Bowl of Fruit Loops 1 slice of bread 0 

or Honey Snacks 4 2 Weetbix 0 
5 dry biscuits 0 1 potato 0 

qr Measure out and display the amount of fat or sugar in front of the food 

qr Variation: turn it into a guessing game. Ask people to guess how much sugar and fat 
were in store foods by spooning out the number of teaspoons of sugar and margarine 
they think are in each food item 

Examples of foods displaying fat/sugar content: 

9 teaspoons sugar in regular coke. No sugar in diet coke 

No fat in a potato. No sugar in a potato. 
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Where to get help 

Shelf talkers 

If you are unable to make your own models, the Nutrition Team has a range of food 
models and illustrations that can be borrowed or copied. 

They also have a longer list of information about the amount of fat and sugar in a wide 
range of foods. 

Shelf talkers are promotional tags that are placed on the shelf in front of foods in the 
store. The idea is that they attract people's attention to specific items. The tags can have 
key messages on them, such as 'good healthy food', 'no sugar added', 'good strong 
food', 'low in fat'. The message will be conveyed more effectively if local language is 
used on the shelf talkers. 

How to use shelf talkers in the store 

qr Discuss the use of shelf talkers with store management. It is important to have store 
management interested, involved and informed 

qr Decide together with the Community Nutrition Worker or AHW s what kind of logo 
and colour/swill be used for the shelf talker 

qr Create interest and raise awareness about the project and food and nutrition issues, 
for example, with a poster competition 

qr Check regularly to see that shelf talkers are in the appropriate places 

qr Give a 'healthy shopping list' to store management so that they can make sure that 
the 'talkers' stay in the right places 

qr Remember, continuity and participation are keys to success 

Tips for making shelf talkers 
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• Keep the message simple and visually pleasing 

• Make larger sized shelf talkers for promoting 

• Use local language for maximum effectiveness 

• Use different colours for different messages; for example, yellow for 'low fat', red 
for 'low sugar' 
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Evaluating a shelf-talker project 

(ff' Check to see if there has been an increase in turnover of some or any of the recommended 
foods 

(ff' Conduct a small survey to ask some local people if they recognise the symbol and 
know what it means and if it has influenced their shopping 

(ff' See 'Surveys' in the chapter 'Planning and Evaluating a Health Promotion Project' 
in Volume 1 

An example of paper/card tags, or 'shelf talkers', which highlight foods in the store. 

This section has been adapted from the "Good Healthy Food" project carried out at 
Milner Road Supermarket, Alice Springs during 1997. The project was organised jointly 
by Tangentyere Council, DHCS and Diabetes Australia. 

Case study: a local approach to healthy food displays and promotions 

The Yuendumu Healthy Store Story 

We received $2500 from Health Promotion incentive funds to do a store project. We designed 
2 different stickers with our own Aboriginal good food design on them and This is Healthy 
Tucker written in Walpiri on them. We had 5000 stickers printed. We made some of the 
stickers into shelf talkers and laminated them. Other stickers were kept to place on foods in 
the stores and the takeaway. 

Lottie did an Aboriginal painting on canvas which showed lots of good foods including bush 
tucker. The Yuendumu Printery printed it onto posters. The posters have been laminated and 
placed around community organisations including the store. The school kids made some 
healthy food posters. We had a poster competition and fruit packs were given out as prizes. 
The posters have been put up in the school and store. 

The social club donated 50 Tshirts. We had them printed with Lottie's canvas design and had 
This is Healthy Tucker printed in English and Walpiri on the back. All the store workers wear 
the T shirts and we are selling others to print some more. The Healthy Families team all wore 
them at Yuendumu sports weekend. At the sports weekend we sold lots of healthy foods ... 
we also sold some of the T shirts. We made $1000. With this money we have bought a cool 
water fountain for the community. This will be installed at the clinic for everyone to use. 
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The Launch 

On the I st and 2nd of October 1997 we launched the project at the Social Club Store. We put 
up the shel£ talkers under all the healthy foods in the store and takeaway. This will make it 
easy for people to choose better foods to eat. 

We put all the school kid posters up in the store and gave out free samples of healthy foods. 
We showed the store video which was recently filmed at Yuendumu. Lots of community 
people came along and enjoyed it. 

National dairies donated some free samples of low fat, low sugar Feel Good flavoured milks. 
We gave out free samples and people liked it.. 

The Community Nutrition Worker Lenny Davis is now going to work from the store. He is 
going to continue the project by promoting the healthy foods and new lines of foods, making 
sure that the shelf talkers are in the correct places and telling people what the shelf talkers 
mean and which foods to choose. He is also going to work with takeaway and help them 
develop healthier takeaway foods. Lottie is going to promote the project in the community 
and with the Strong Women Workers and the Healthy Families Team .... 

Lottie Napangardi Robertson (Community Nutrition Worker) 
Lenny Davis (Community Nutrition Worker) 

Heather Napangardi Grieve (Nutritionist), 1998 

Cooking contemporary foods 
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There may be foods in the store that people don't know how to use. Cooking sessions 
are a way of getting people involved and learning by doing. 

(ff" Organise a cooking event to follow up a store tour 

(ff" Find a good venue for cooking, such as the women's centre, school, adult education 
centre, camps or the store 
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qr Ask the Nutrition team for help with healthy variations of popular recipes 

qr Find out whether the store manager is willing to donate food items (this could lead 
to increased sales later) or give a discount 

Doing brief interventions on nutrition 

A 'brief intervention' is a short interaction with a client. It may only take a minute or so 
to give appropriate, well-timed advice or information on diet, nutrition or food. Brief 
interventions can take place at any time - either when people visit the health centre or 
when you are working out in the community. 

Brief interventions involve making the most of any opportunity to raise a person's 
awareness, share knowledge and get the person thinking about making changes to 
improve their health. Information can get a person thinking about why it is important to 
eat healthy foods and which foods are healthy. 

Brief interventions can be used: 

• when a person is well and where the intervention is part of a preventive strategy. For 
example, you could talk to the person about the health benefits of increasing fruit 
and vegetable consumption, reducing sugar intake and increasing physical activity 

• when a person has an illness in its early stages. For example, you could discuss: 

- weight reduction with someone who has high blood pressure 

- reduction in fat with someone who has cardiovascular disease 

- the importance of eating high iron content foods with someone who has anaemia 

- the benefits of increased physical activity with an overweight person 

• when a person is suffering from a chronic, long-term condition, dietary management 
is very important. For example, a person with diabetes will need a range of information 
about low sugar and low fat foods 

qr For more information about brief interventions and how to do them see 'Working 
with individuals' in the chapter 'Strategies for Health Promotion' in Volume 1 
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Strategies to improve maternal and child health 

Improving the growth and development of young children 

To find a solution to inadequate nutrition of young children, strategies must focus on 
long term solutions and also address immediate needs. It is essential to work with 
community members to determine the best strategies for their situation. For example, 
intensive health education with family members about infant feeding is one strategy. 
Having a feeding program is another. 

(jj= Discuss a range of options with the community and with family members 

Growth Assessment and Action 

The health status of children in the NT continues to be of concern. 

(jj= See 'Chronic diseases' in Section 1 of the chapter 

Growth is one of the best ways of assessing the general health of a child ... Loss of 
weight, or slowing of growth is a sign that something is wrong ... Regular growth 
assessment provides an early opportunity to identify growth faltering and initiate 
action immediately. 

THS 1998:1 

The aim of growth monitoring is: · 

• to ensure that every child has the opportunity to have his or her growth assessed 

• to ensure that mothers and carers are given appropriate feedback about the child's 
growth 

It is the responsibility of staff to familiarise themselves with the 'Growth Assessment 
and Action Guidelines' and to treat growth monitoring as an essential core activity of 
the health centre. 

Growth Action Plans 
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Every child who is not growing well should have an individual Growth Action Plan 
developed through consultation between the health and the child's extended family or 
carer. 
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or Contact the Nutrition team for more information and a copy of the Growth Assessment 
and Action Guidelines 1998 

or See the CARP A Standard Treatment Manual 

or See 'Maternal and Child Health' in Section 1 of this chapter 

The Road to Health Chart 

Every baby and small child should have a Road to Health (RTH) chart on their file. 
When babies are weighed and measured their results are plotted on the chart. Over time 
health teams and carers can see if the baby is growing properly. Illnesses can also be 
recorded on the chart. 

The RTH chart gives a standard for weight-for-age and height-for-age. Haemoglobin 
levels are also measured at specific times. 

The growth monitoring regime is more than just a regular weight check. It also involves 
length/height and head circumference at designated intervals, and constant reassessment 
of the child's health status. 

The RTH chart is probably one of the most useful tools for health staff working with 
individuals, families and communities on infant and child health. It shows what is 
'normal' growth for healthy kids. It is a very good education and assessment tool. 

or Use the chart when talking with parents and carers about how a baby is growing and 
any problems. The chart provides an opportunity to offer support and explore solutions 
to problems together 

or See the booklet and video "The New Road To Health Chart". Contact the Nutrition 
team for copies 

THE .$ 1 
NEW 
ROAD 
TO 
HEALTH 
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(fr Consider teaching the mums and other carers in the community to weigh their own babies 
and check their growth on the RTH chart 

Tips for improving growth assessment and follow-up 

• "They [health staff] need to take direction from Aboriginal people (health workers, 
grandmothers, parents and others) about what they think are the problems and 
solutions (CARPA 1997:113)" 

• Children are raised differently. "Health staff must understand that the people they 
work with may have different beliefs and practices from their own (CARP A 
1997:113)." 

• People may be threatened by the request for frequent growth monitoring. Explain to 
carers and families that all babies in Australia get weighed and checked regularly 

• If a child is not growing properly any intervention or follow up action should involve 
the extended family. (This will help strengthen the role of the family and share the 
responsibility for the raising of the child) 

• Child health has, in many instances, been improved through community action. 
Communities can often help in situations where family problems make it difficult 
for individual carers to improve the situation of the child. Focusing on more than 
one child in an intervention means that there is less chance of carers and families 
feeling ashamed about the condition of their child 

Tips for feeding back information to the community 

(fr Contact the Nutrition team for help in compiling community information for your 
area and providing training and support for doing growth assessments and follow
up activities 

Enhancing antenatal care 

The Strong Women, Strong Babies, Strong Culture Program 
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The Strong Women, Strong Babies, Strong Culture Program (SWSBSC) and how it 
started are discussed in Section 1 of this chapter. It is a good example of a comprehensive 
program covering clinical management, health promotion, social support and cultural 
revival. Community elders have a crucial role to play in passing on information. 

Some of the things we have learned from the program: 

• timing of antenatal care clinics is important, especially in a small community. For 
example, if antenatal care clinics are held at a set time each week then it will be 
obvious to everyone that women who attend the clinic are pregnant. This can violate 
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a woman's privacy. It is a woman's right to let people know that she is pregnant, at a time 
which she considers appropriate 

• early antenatal care needs to be available on request 

• it is important to involve older women to help with the implementation of change. 
Young, pregnant women are likely to be those with the least decision making power 
in the family. They are often not in a position to ask for special or extra foods, or 
care. This can restrict a woman's ability to act on the advice given by AHW s, nurses 
or doctors. Older women can advocate for younger women 

• it is important to involve older, related women in antenatal care consultations. Their 
presence and support can help to ensure that someone in the family understands the 
younger woman's needs 

Throughout the NT maternal malnutrition is common. Weight gain within the normal 
range during pregnancy is directly related to better birth outcomes. Prevention of low 
birth weight is also an important primary prevention strategy for adult diseases such as 
diabetes, cardiovascular and renal disease. 

Remember, the most underweight women need to gain the most weight during their 
pregnancies. 

(ff' Make sure you always weigh pregnant women when they come for antenatal care 

(ff' Monitor pre-pregnant weight for women of child-bearing age in the community 
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Useful resources 

@=' Contact your local Nutrition team or the DHCS library service for more information or 
copies of the resources contained in this section 

NT Food and Nutrition Policy and Strategic Plan 1995-2000 

Background Papers to the NT Food and Nutrition Policy are also available: 

Volume I : Food supply 

Volume II : Educational Issues 

Volume III: Nutrition and the Health System 

Volume IV: Food and Nutrients in Remote Aboriginal Communities 

Breast Feeding Policy and Strategic Plan 1994-2000 (THS) 

The Store Book 
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This flip chart was developed by the DHCS Nutrition team. It can be used to guide the 
development of a local store food and nutrition policy using a community development 
process. The flip chart contains useful information about the operation and management 
of community stores and includes a set of food and nutrition guidelines. It also gives 
contact details for people who can help with store issues. 

The flip chart is a resource to be used by facilitators who have had training in its use. It 
is not available for general distribution. 
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The Store Video 

Food and Nutrition 

The store video presents ideas, information and options for management of community 
stores. Food and nutrition, store ownership and profit distribution are some of the issues 
explored in the video, which has been produced to complement The Store Book. 

About Healthy Eating: A Guide for Aboriginal Health Workers 

Vivienne Hobson and Eleanor Wilshire 
This book is a resource for Aboriginal Health Workers, Aboriginal Nutrition Workers 
and others involved in food and nutrition education, particularly in remote communities. 
The book contains information and suggestions about how the information can be shared 
with groups and individuals. Many of the stories and examples of successful programs 
in the book are from Aboriginal people. 

Food for Thought 

This booklet provides information for store managers on healthy diet alternatives, food 
and nutrition in remote areas, and food handling. It contains a lot of information of use 
to the health team. 

FOOD FOR THOUGHT 
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Sharing Good Tucker Stories: A Guide for Aboriginal and Torres Strait Islander Communities, 

Bear-Wingfield 1996 
Developed mostly for Aboriginal and Torres Strait Islander Health and community 
workers. 

Diabetes - A Resource Book for Aboriginal Health Workers 

The booklet covers most of the important information that Health Workers need to 
know when they are teaching people and running programs for prevention and control 
of diabetes in their community. 

Tables of Composition of Australian Aboriginal Foods 

(1993, Brand Miller et al, Aboriginal Studies Press, Canberra.) It provides a 
comprehensive listing of the nutrient content of many Australian bush foods. 

The Long Run video 
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Well known AFL player Michael Long demonstrates the contribution that healthy eating 
habits and regular exercise have made towards his success. The video has footage of 
Michael at home and with various groups in the NT. It is a powerful nutrition and 
exercise guide especially suited for Aboriginal children and youth. 
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Healthy Choices and Consumer Rights video 

This video aims to equip Aboriginal people with the knowledge and skills to make healthy 
choices when shopping for food. Examples are given on how to be a wise and informed 
consumer and to make the most of the family budget. 

Community Market Gardens video 

This video conveys the message that small home and community gardens can work with very 
little capital and without a lot of technical knowledge. The video shows market gardens in a 
number ofNT communities. 

Community Market G:irden 

Staying Strong video 

Available from Cancer Council of the NT, phone 8927 4888 
This video aims to encourage young Aboriginal people to make healthy lifestyle choices. 
Topics covered include nutrition, smoking, drinking alcohol and physical activity. It 
was produced by NT students at Kormilda College and includes music and images 
designed to appeal to this age group. 

'Fat, the Videos' 

Fat - Ekerte - Ketyewe (Watch out for Fat) 

(Anmatyerre language, English subtitles) The video is intended for communities of the 
Sandover River region. Senior AHW s and the local health service present information 
on: 

• the effects of saturated fats on blood 
• possibility of excessive weight gain 
• ways of cooking beef to reduce fat intake 
• sources of invisible fat, for example, ice cream, chips, take-away foods currently 

sold at the local shop 

3-81 



The Bush Book 

Antere: an Aboriginal view of animal fats 

The video is intended mainly for non-Aboriginal health professionals. 

Aboriginal people in the San.dover River region highly value animal fats as part of their diet for 
medicinal and other reasons. Using animal fats as an example of food, the video demonstrates 
that: 

• Aboriginal people do have ideas about foods 
• Aboriginal people relate food intake to bodily health 
• health education directed at Aboriginal people needs to take Aboriginal ideas into 

account 

Good Tucker for All Who Care: Cook Book and Video 

Available from Kimberley Aged Care Services, ph. 08 9192 1012. This resource was 
developed for home and community care, 'Meals on Wheels' and hostel workers. It 
includes simple recipes and helpful hints, with food quantities for 5, 10 or 20 people. 

The Aboriginal Health Education Resources Database 
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The Aboriginal Health Education Resources Database provides information about useful 
health education resources which have either been designed specifically for Aboriginal 
people, or could easily be adapted to use with Aboriginal people. The database can be 
found on the DHCS intranet in the Public Health section. 

Print copies of the database are available from your local Health Promotion Unit, where a 
collection of the resources is also held. The collection is available for viewing. 
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Contact lists 

NT Nutrition Team 

Darwin 

Administrative Assistant, Food and Manager Food and Nutrition Unit 
Nutrition Unit Health House 
Health House Ph (08) 8999 2953 
Ph (08) 8999 2534 Fax (08) 8999 2955 
Fax (08) 8999 2955 

Public Health Nutrition Manager District Nutritionist 
Operations North Darwin Remote 
Ph (08) 8922 8318 Ph (08) 8922 8236 
Fax (08) 8922 8279 Fax (08) 8922 7756 

District Nutritionist 
Aboriginal Nutrition Worker 

Darwin Urban 
Darwin Urban District Block 4, 

Ph (08) 8922 7764 
Royal Darwin Hospital 

Fax (08) 8922 7756 
Ph (08) 8922 7763 
Fax (08) 8922 7084 

Dietitian Diabetes Australia 
Strong Women, Strong Babies, Strong 

Tiwi 
Culture Coordinator Block 4 

Ph (08) 8927 8488 
Royal Darwin Hospital 

Fax (08) 8927 8515 
Ph (08) 8922 7766 
Fax (08) 8922 7756 

Senior Clinical Dietitian GAA Coordinator 
Royal Darwin Hospital Operations North 
Ph (08) 8922 8727 Ph (08) 8922 7753 
Fax (08) 8922 8286 Fax (08) 8922 8286 

Katherine East Arnhem 

District Nutritionist District Nutritionist 
Katherine District East Arnhem District (Nhulunbuy) 
Ph (08) 8973 8628 Ph (08) 8987 0446 
Fax (08) 8973 8592 Fax (08) 8987 0411 
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NT Nutrition Team 

Alice Springs/Barkly 

District Nutritionist 
Barkly District (Tennant Creek) 
Ph (08) 8962 4269 
Fax (08) 8962 4207 

Senior Public Health Nutritionist 
Operations Central Alice Springs 
Ph (08) 8951 6902 
Fax (08) 8951 7900 

District Nutritionist 
Alice Springs Urban 
Ph (08) 8951 6731 
Fax (08) 8951 6772 

Clinical Dietitian 
Alice Springs Hospital 
Ph (08) 8951 086 
Fax (08)8951 7988 

District Nutritionist 
Alice Springs Remote District 
Ph (08) 8951 7086 
Fax (08) 8951 7811 

Strong Worren, Strong Babies, Strong 
Culture Coordinator 
Ph (08) 8951 7834 
Fax (08) 8951 7832 

GAA Coordinator Alice Springs Remote 
Ph (08)8951 7086 
Fax (08) 8951 7811 

THS Oral Health Program - Contact List 

Area Phone number Fax number 

Darwin 8924 4440 8941 2835 

Darwin Dental Clinic 8924 4470 8941 2835 

Katherine 8973 8577 8973 8775 

Gove 8987 0425 8987 0427 

Alice Springs 8951 6713 8951 6768 

Tennant Creek 8962 2438 8962 4207 

Policy (Heahh House) 8999 2751 8999 2407 
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The Public Health Bush Book 

Evaluation 

What do you think? 

Volume 2: Fact & Approaches 
to 3 Key Public Health issues 

For questions 1 to 6, put a X in the box that best corresponds with your view. 

1. Relevance to your work 
Low ..................................... o 
Medium ·······························D 
High ..................................... Q 

Comments: ................................................................................................................... . 

2. Amount of content 

Too little ······························D 
About right .......................... 0 
Too much ····························D 

Comments: ................................................................................................................... . 

3. Depth of content 
Superficial ........................... 0 
About right .......................... 0 
Too detailed ......................... 0 

Comments: ................................................................................................................... . 

4. Usefulness of worksheets 
Didn't help at all .................. O 
Helped somewhat ················O 
Helped a great deal .............. O 

Comments: ................................................................................................................... . 
....................................................................................................................................... 
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5. Relevance of case studies/examples 
Low ...................................... o 
Medium ................................ 0 
High ...................................... o 
6. Finding what you wanted to know 
Low ...................................... o 
Medium ................................ 0 
High ...................................... 0 

Comments: ................................................................................................................... . 

For questions 7 to 9, please write your answer in the space provided. 

7. What have you used from Volume 2? Please give examples. 

What have you done differently as a result of using Volume 2? 

8. How can Volume 2 be improved? 

9. Any other comments? 

Thank you for your feedback! Please send to: 
Public Health Bush Book Evaluation 
Health Promotion Strategy Unit 
PO Box 40596 
CASUARINA NT0811 

Phone: 
Fax: 

8999 2804 
8999 2521 

Please write or call us if there is anything else you would like to say. 
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