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DEPARTMENT OF HEALTH AND COMMUNITY SERVICES

Chief Executive Officer
Phone: (08) 8999 2761

Email: robert.griew@nt.gov.au
Facsimile: (08) 8999 2800

The Honourable Dr Chris Burns MLA The Honourable Delia Lawrie MLA
Minister for Health Minister for Family and Community Services
Parliament House Parliament House
DARWIN NT 0801 DARWIN NT 0801

Dear Ministers,

In accordance with the provision of Section 28 of the Public Sector Employment and
Management Act and Section 12 of the Financial Management Act, | am pleased to provide you
with the Department of Health and Community Services (DHCS) Annual Report for 2005-06.

The report summarises activities and outcomes during the year against the government’s
framework for action, particularly Building Healthier Communities, to inform our stakeholders of
progress, and future challenges, in improving the health of Territorians.

| advise that, in respect of my duties as an Accountable Officer, and to the best of my
knowledge and belief:

a)

g)

records of all transactions affecting the agency were kept and employees under my control
observed the provisions of the Financial Management Act, the Financial Management
Regulations and Treasurer’s Directions. Proper records were kept of transactions
undertaken by the department of Corporate and Information Services (DCIS) on behalf of
DHCS;

procedures within DHCS afforded internal control, and a current description of these
procedures can be found in the accounting and property manual which is being continuously
updated in accordance with the Financial Management Act;

controls existed to detect and prosecute potential cases of fraud, malpractice, major breach
of legislation or delegation, major error in or omission from the accounts and records. A
major breach was discovered which involved the acceptance of gifts resulting in the
dismissal of an employee;

in accordance with the requirements of Section 15 of the Financial Management Act, the
internal audit capacity available to the agency was adequate, and the results of internal
audits were reported to the Chief Executive Officer and Audit Committee;

financial statements included in the annual report were prepared from accounts and records
and were in accordance with Part 2 Section 5 of the Treasurer's Directions where
appropriate. All financial reports prepared by DCIS on behalf of DHCS were prepared from
proper accounts and records;

Employment Instructions issued by the Commissioner for Public Employment were complied
with; and

procedures within DHCS afforded proper internal control and complied with the /nformation
Act.

In conclusion, | believe the department achieved a successful balance for Territorians between
available resources supply and community demands for service.

Yours sincerely

o

Robert Griew
September 2006

PO Box 40596
CASUARINA NT 0811 $ Northern Territory Government

www.nt.gov.au/health ABN: 84 085 734 992 Bapartment of Health and Community Services



Department of Health and
Community Services at a glance

A week in the life of DHCS
Average operating expense of $13.5m

Hospital separations 1776
Specialist clinic consultations 2770
Emergency Department attendances 2120
Dental treatments 990
Crisis accommodation support for individuals 60
Children participating in

Growth and Assessment (GAA) Program 55
Child harm notifications 55
Child harm naotifications investigated 25
Children admitted to care 10
Provision of professional support services for

frail aged people and people with a disability 110
Community support services for

frail aged people and people with a disability 80
Community based mental health services 90
Environmental health activities 210
Mosquito traps analysed 42
People admitted to sobering up shelters 360

Our vision

Ensuring that all Territorians enjoy long and healthy lives, and have a health and
community services system that is responsive, accountable and effective.

Our mission

To improve the health status and wellbeing of all people in the Northern Territory.
This is achieved through:

e providing health and community services for the improvement of individual health
and wellbeing of all Territorians, particularly in regional communities

e working with the community in the planning, development, delivery and evaluation
of health services

e changing attitudes and behaviours harmful to health and wellbeing
e promoting independence and self sufficiency

e enabling families, children and individuals to obtain support services which improve
their quality of life.
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Purpose of the report

The Department of Health and Community Services provides and funds health and
community services in the Northern Territory. Our work is guided by the priorities of
the Northern Territory Government’s framework for health and community services for
2004-2009, Building Healthier Communities and Aboriginal Health and Families, five
year framework for Action.

This annual report has been produced in accordance with Section 28 of the Public
Sector Employment and Management Act and Section 12 of the Financial Management
Act.

The report highlights the financial situation of our organisation, and the achievements
of our services and people. The annual report provides information for each of the ten
parts of Building Healthier Communities as well as for each program. The report is
designed to inform the Legislative Assembly, people who use the department’s
services, the general public and stakeholders as well as government and non
government agencies about our service outputs and outcomes for 2005-2006.

V| DHCS Annual Report 2005-2006



Chief Executive Officer’s Foreword

This Foreword is an opportunity to reflect, at the end of a big year for the Department of
Health and Community Services, at the mid point of the Government’s Building Healthier
Communities framework and toward the endpoint of my own tenure as CEO.

Nearly four years ago Alan Bansemer submitted his comprehensive Review of the
Department. It was a difficult report for the Department, hard on us in many ways. It
acknowledged the quality of our professional staff and many of our services but criticised
the organisation’s structure, its decision-making, its corporate management and its financial
systems. It also pointed to major holes in our core services, including in quality and safety
systems.

We spent the next six months in a major redesign of the Department, while also continuing
to deliver our wide range of services and responding to a new Government’s ambitious
agenda for service expansion. Management and staff responded magnificently. A new
structure was in place by July 2003. Corporate systems were comprehensively reviewed,
financial controls revised and management jobs re-scoped and filled.

The Government responded with strong support and has maintained a record funding
expansion for health and community services. Funding has now grown by 64% since the
Government came to power. Nurse, doctor and welfare staff numbers have all grown
substantially and a range of new services have been put on the ground. Despite some
commentary to the contrary, a much smaller proportion of staff growth has gone into
corporate support roles than existed before this expansion. It has been a period of growth,
concentrated on service delivery to Territorians.

The Government’s promises have been met by adding extra hospital beds, increasing
nursing and medical staff, opening the new Emergency Department and hospice at Royal
Darwin Hospital, overhauling Intensive Care at Alice Springs Hospital, and launching major
initiatives in child and maternal health.

All of our five hospitals and several other services, including mental health,

community health centres, Breastscreen NT and oral health, have been fully accredited for
the first time, and there has been significant growth and reform to Child Protection and
Mental Health services and to our renal, rehabilitation and palliative care services. The first
Australian legislative response to petrol sniffing is another example.

These are just some of the achievements. They are, in fact, too numerous to mention in full
here. The BHC Report Card tabled in Parliament in August 2006 provides the list in full.

When | reflect on the achievements listed in the Report Card there are two other points to
make. First | sincerely believe we would not have delivered the service expansion agenda
without the reform process that Bansemer’s Report set us on. This in fact set us up with the
organisational strength and focus to drive such an ambitious agenda.

Second it needs to be understood how important was the release, at the beginning of 2004,
of Building Healthier Communities. Toward the end of 2003 we had put in place the new
structure and improved our corporate management. New projects and service expansion
was continuing to roll out. Staff feedback was consistent, however, that we needed an
overarching policy direction, to articulate clearly our priorities, our values and our direction.
We worked with the Government and together fashioned Building Healthier Communities.

Building Healthier Communities unified a statement of vision and direction with a myriad of
specific Government commitments. The vision articulated was based on the clear evidence
that achieving an integrated and focussed response to the needs of children and families
had to be the cornerstone of health development in a jurisdiction with the health and
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community service challenges of the Northern Territory. These priorities will remain crucial
for the future, as Building Healthier Communities is refined by Government to set new goals
and guide further development of our services.

Through all of the restructure, the service growth and Building Healthier Communities we
have been blessed with an enormously talented staff. Professionals who work in the
Territory are the peers of any in Australia but work in the most demanding environment and
bring a high level of commitment to their clients and communities. Building Healthier
Communities worked because it related to the knowledge and priorities of professionals,
and to their values.

These are the strengths we took into 2005-06. It was a challenging and productive year.

One of the consequences of improving service reach in health and community services is
that we uncover needs not previously seen. Demand growth for all our services has been
substantial. This has put huge pressure on our hospital emergency departments, on
medical and surgical units, on our community services (especially Family and Children’s
Services) and across our other services. This is good for the community and is producing
health gains but it puts pressure on our systems and our staff.

During 2005-06 demand pressure threatened to overwhelm our budget and managers had
to exercise an enormous level of discipline to manage within their budget allocations. This
involved difficult decisions by managers at all levels, who responded and produced a
budget outcome exactly in line with budgeted expenditure.

All the while new services continued to roll out, service levels increased and our work on
quality systems saw an unprecedented number of Territory services accredited. And
Building Healthier Communities continued to guide this development.

In his Chief Health Officer’s report, Tarun Weeramanthri cites exciting evidence that we are
starting to achieve results in the Territory’s greatest health challenge, the appalling cost of
premature Aboriginal mortality. The July 2006 issue of the Medical Journal of Australia
reported that NT programs are starting to show evidence of making inroads into the
mortality rates from the main adult diseases among Aboriginal people. Our Health Gains
Unit reports that life expectancy of Aboriginal women is increasing and infant mortality rates
are falling.

This is a great tribute to NT health professionals and to the developmental work over years,
going well back before my time and to the commitment of management and staff to follow
through on that work.

The department's focus on disaster planning and response was also a feature of the year
and two major events - the Katherine floods and Cyclone Monica - impacted on resources.

Both events stretched environmental health, welfare staff and local service providers such
as the Katherine Hospital and health clinics over a sustained period. However, as usual,
staff and management worked above and beyond.

Also, 2005/06 saw the department lead whole-of-government preparations and planning for
the possibility of a pandemic influenza outbreak and | am happy to say these plans prepare
the Territory as well as is possible.

However, all of that said, 2005/06 also saw some points of real tension and challenge for
some of our services. Like any health and welfare organisation, we do occasionally get it
wrong. And when we do, there can be dire human consequences. This year we have had a
small number of incidents where this has been very evident.
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The most recent was the death of a 78-year-old man in Kalkaringi, following his discharge
from one of our hospitals and transport back to his community. This man’s death will be
examined both by an Inquiry jointly established by me and the CEO of the Katherine West
Health Board and by the Coroner, so | will not comment further, other than to acknowledge
the appalling grief felt by his family and the distress of all health staff involved.

This department is comprised of people who care deeply about and are highly motivated by
client outcomes. It is the greatest challenge faced by any health and community services
organisation to deal with the human consequence when things go wrong. We need to deal
with people’s feelings, to sincerely apologise to those affected and then to be able to step
back, be analytical and learn the system lessons to make sure these incidents do not
happen again.

Again, | think the work done since the Bansemer Report in 2003 sets us up to be able to
deal better with these issues. These are outcomes that we all wish would never happen
and are never OK but in health and welfare systems do arise. When they do they confront
us with a test of our professionalism and responsibility.

Media coverage and comment on child protection issues has also increased during 2005-
06. As with other areas of the Department, the staff who work in Child Protection are very
skilled and committed individuals who have seen both their program improve and client
demand increase year on year. It is opportune for me to reject any notion that our Territory
Family and Community Services (FACS) staff are morally or professionally timid in the work
that they do, as has been implied in some media commentary over the last several months.

Child Protection work is difficult in any jurisdiction, in any community. It involves some of
the most difficult judgements professionals have to make. In the Territory FACS staff,
together with their Police colleagues, have long been confronting issues in child protection
that are now receiving wide public discussion.

It is my hope that this public coverage will lead to a stronger sense across the community
and all government programs that we all have a roll to play in protecting children. It also
gives us a chance to re-examine Child Protection reform in the Northern Territory, including
the substantial Caring for our Children reform program begun in 2003. One process that
should help in this is the Inquiry into Sexual Abuse of Aboriginal Children called by the
Government, which will report early next year.

In short, the work of this organisation is challenging. We must do difficult work, make
difficult decisions and think strategically in the knowledge that problems will continue to
emerge. However, | know the Department is well placed with strong managers and
capable, effective and professional staff to meet these challenges and continue to respond
to the community’s needs.

Former Health Minister Peter Toyne, who retired from Parliament just after the close of
2005-06, said in his final speech in Parliament that, “In public life, to serve is to lead and to
lead is to serve.” | will have led this organisation for four years when | leave at the end of
2006. It has been a huge privilege both to lead and serve such an extraordinary
organisation, staffed by such outstanding people.

bor

Robert Griew
Chief Executive Officer
September 2006
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Department of Health and Community Services

| Structure, September 2006
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Chief Health Officer’s Report

The case for reform—finding new ways to
address old problems

Background

There is a truism that | find helpful: all systems are perfectly designed to produce
exactly the results that they do. In other words, if you want to change outcomes in
health or any other business, redesign the system. Training individuals may be part of
that system change, but blaming individuals will rarely lead to long-term improvements.

The need to reform complex health systems is evident everywhere. All health care is a
combination of human interactions and the application of technology. Rising consumer
expectations, unaddressed needs, and new technologies are in tension with
established services, rising costs (including staff) and necessary limitations to health
spending within government (which would otherwise have to raise taxes and/or limit
spending in other portfolios). We may be doing better, but we often feel worse!
Effective partnerships between clinicians, consumers and managers are a necessary
ingredient for negotiating such tensions.

Reform in the public sector is based on getting the best value (in terms of patient
outcomes) for every dollar spent, whereas private sector reform is more based on profit
and maximising returns to shareholders. In the health sector, public—private
partnerships must be designed to benefit both sides, and avoid costly duplication.

A reform process always has winners and losers—those benefiting the most from
existing systems feel they have the most to lose. Organisational theorists tell us that
some individuals and organisations will be readily persuaded that change is warranted
and will adopt change quickly. Another more sceptical group will wait and see what
happens to those that adopt the changes first, while a final group will resist change until
they are sure it has become established practice.

To be persuasive, a reform agenda should be based on evidence of what is and what
is not working. For example, overall life expectancy within Australia is rising year by
year, but particular sections of the population are falling further behind. Such
information should be used to rethink and re-target our efforts.
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Chief Health Officer’s Report continued

As information changes, a different response is needed

Health Gains Planning has recently updated key mortality information for the Northern
Territory.

Years NT Aboriginal NT non-Aboriginal Australia
1981-1985 57.9 70.4 72.3
1986-1990 56.2 71.8 73.8
1991-1995 58.6 72.7 75.6
1996-2000 59.4 76.1 77.3
2001-2003 59.4 78.6 79.2

Table 1> Life expectancy at birth, males Northern Territory, five year periods

Source: Health Gains Mortality Fact Sheet

Years NT Aboriginal NT non-Aboriginal Australia
1981-1985 63.5 80.2 79.7
1986-1990 63.2 84.4 80.9
1991-1995 64.4 81.8 82.3
1996-2000 65.0 84.0 83.5
2001-2003 67.9 84.3 84.8

Table 2 > Life expectancy at birth, females Northern Territory, five year periods

Source: Health Gains Mortality Fact Sheet

Significantly, life expectancy for NT Aboriginal females has increased from 65.0 years
for the period 1996—2000 up to 67.9 years for the period 2001-2003. By contrast, life
expectancy for Aboriginal males was static at 59.4 years over those two time periods.
As a result, the gap between Aboriginal and non-Aboriginal people in the NT narrowed
from 19.0 years to 16.4 years for females, but widened from 16.7 years to 19.2 years
for males.

An article in the Medical Journal of Australia (15 May 2006) showed that chronic
disease was replacing infectious diseases as the main reason for the gap in life
expectancy between Aboriginal and non-Aboriginal Territorians. The contribution rose
from 58% of the gap for males in the period 1981-1985 up to 77% in the period
1996-2000. The corresponding contribution to the female gap rose from 60% to 77%.

Putting these two studies together means that we should be optimistic about further
closing the gap in life expectancy for Aboriginal people, renew our efforts to prevent
and manage chronic disease, and find more effective ways to engage Aboriginal men.

There has also been a substantial improvement in infant mortality in the NT Aboriginal
population, with the rate falling from 25.0/1000 live births during 1996-2000 to 16.0
during 2001-2003.

6 DHCS Annual Report 2005-2006



Indigenous

No. de.aths. per —— Non-Indigenous
1000 livebirth A— Australia
50
40
30
20
Oty atl-ag gy -
A \.,H
0+ T T T T T T T T T T T T T T T T !
O A DO O N D DN HL PR RO NAD
\q% \q% \q% \%‘b \%% \%% \%% \q% \q% \g% \g% \%% \%% \%% (196 q,QQ q,QQ q,QQ
Year
Figure 1 > Infant Mortality, Aboriginal vs Non-Aboriginal, 1986-2003

Source: Mortality Fact Sheet

The improvement has occurred in both neonatal mortality (which is often viewed as an
indicator of the quality of pregnancy related services) and post-neonatal mortality
(which is determined largely by the living conditions of infants). Such data supports the
effectiveness of dedicated maternal and child health staff across the NT, as well as the
efforts of community members and a broad range of community health staff. Such
positive feedback is vital to closing the gap that remains between Aboriginal and non-
Aboriginal rates (NT non-Aboriginal infant mortality is 6.5/1000 live births).

The place of legislative reform in addressing complex social
issues

When we think ‘reform’, we often think first of legislation. For example, with respect to
petrol sniffing, the Volatile Substance Abuse Prevention Act (2005) will give police or
other authorised persons the powers they need to search for and seize inhalants and to
take people into protective custody, allow courts to make treatment orders and give
communities the support they need to protect children and help their young people get
back on track. However, the Act is only part of a package of measures for the
prevention, early intervention and treatment of volatile substance abuse in the NT. The
legislation will support existing programs of individual and community education and
funnel clients to treatment and rehabilitation programs. It will also act in concert with
the roll out of unleaded Opal fuel in Central Australia.

Changing the law is only one of many options open to government. The recent debate
on violence and abuse in Aboriginal communities illustrates the importance of
designing multi-layered intervention strategies for complex problems. Simple single-
shot solutions to complex problems are often attractive but most often ineffective.
Along with a detailed understanding of the ‘problems’ is needed a detailed
understanding of the strengths within communities and organisations. Otherwise we
risk inadvertently destroying the very basis of a sustained and effective intervention
strategy.
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Chief Health Officer’s Report continued

The Northern Territory Department of Health and Community Services has consistently
put the confronting figures on family violence into the public domain, most recently in
The Health and Well Being of Northern Territory Women: from the Desert to the Sea
published in November 2005. Apart from data on child protection reports and children
in care, the report highlights that women represent 67% of all victims of manslaughter,
60% of victims of assault and 95% of sexual assault victims. The report also highlights
the barriers to reporting, particularly for Aboriginal women.

With respect to child sexual abuse and its underlying causes, one might expect to see
similar multi-level strategies. Proposed changes to the Liquor Act and a new Antisocial
Behaviour Act will decrease the supply of alcohol by regulating its sale, provision,
promotion, and availability, while new dry areas, alcohol management plans and
Alcohol Courts are designed for harm minimisation and reduction in demand. Reporting
of child sexual abuse is already mandatory under the Community Welfare Act, and the
Wild/Anderson Inquiry into the Protection of Aboriginal Children from Sexual Abuse will
canvass other legislative, educational and remedial options. But such a complex issue
will undoubtedly require a complex reform agenda.

Reforming healthcare systems—the example of the Rapid
Admission and Planning Unit

Many of the systems we have inherited are struggling to cope with modern-day
demands. In many ways, hospital systems are as much a reflection of nineteenth
century as twenty first century work practices. It is a continual challenge to redesign
hospital processes around the needs of the patient, to take into account alternative
care options and new technologies (e.g. home nursing, same day surgery), while
maintaining quality.

Access block, or the phenomenon of patients waiting in emergency departments before
they are admitted to inpatient beds, is prevalent right across Australia. A whole-of-
systems approach is needed that identifies ways to keep people healthier in the
community, provides alternative treatment options prior to hospital, streamlines hospital
processes and identifies discharge options in the community. Many problems are
issues between teams, between shifts, between departments and between
professions—in other words, at the interfaces. Eliminating bottlenecks ensures
effective patient flows at any point within the hospital system and provides more timely,
effective and cost-efficient care.

A new Rapid Admission and Planning Unit (RAPU) at Royal Darwin Hospital is the
most visible sign of such reform. The RAPU will be designed for patients requiring
admission to the hospital for medical and surgical episodes and will provide an
intensive assessment of their treatment needs and multidisciplinary care planning.
Within a Rapid Admission and Planning Unit, patients, staff and resources are
concentrated in a single area to facilitate faster service times. Diagnostics (pathology
and radiology) are fast tracked to avoid process delays. Patient flow pathways (i.e.
home, outpatients, Hospital in the Home, admission to ward) are identified early. This
prompt and comprehensive assessment is aimed at minimising length of stay and
maximising the efficiency of care delivery. It is based on similar successful units in
Auckland, Perth and Brisbane.
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The RAPU will be established in two stages. A 9-bed surgical RAPU opened in August
2006 and will be extended to a 24-bed combined medical and surgical RAPU within a
purpose built area by mid-2007. A number of important initiatives will be attached to the
unit including a link to community service and Hospital in the Home in the preliminary
phase, and the development of a service to case manage patients with frequent
presentations for chronic disease. The RAPU is a good example of a reform process,
initiated and led by clinicians, and actively supported by managers, with resources and
political leadership provided by government. Improving patient flow every day of the
year also means that RDH will have sufficient ‘surge capacity’ to respond to a disaster,
in line with its role as a National Critical Care and Trauma Response Centre.

Top-down health reform: the role of the Australian Health
Ministers’ Conference and the Council of Australian
Governments

Given the shared responsibility for health between the Australian Government and the
states and territories, any significant reform agenda requires a high level of political
leadership and significant negotiation. Health ministers meet regularly at the Australian
Health Ministers’ Conference (AHMC) to progress items of national interest. The Prime
Minister, Premiers and Chief Ministers attend Council of Australian Governments
(COAG) meetings and, over the last year, have also progressed a number of key
health reform agenda items. These include: initiatives to decrease the incidence of
chronic disease; mental health; enhancing health systems; and health workforce
reforms.

COAG has established the Australian Better Health Initiative (ABHI), which is a $500m
4-year national program that provides a major plank for the implementation of the
National Chronic Disease Strategy (endorsed by Australian Health Ministers in
December 2005). ABHI aims to:

e raise population awareness with consistent health messages about healthy lifestyle
and behaviour

e support healthy lifestyle choices in schools and in the community
e introduce a one-off Medicare health check for 45-year-olds

e build the capacity of the health sector to respond to referrals for lifestyle
modification

e promote chronic disease self-management training for clients and health
professionals

e promote integration between various parts of the health system, with better
coordinated cancer care a key focus.

COAG has recognised the importance of good management of diabetes as part of its
Human Capital agenda, which aims to increase the nation’s productivity and workforce
participation. COAG has also demonstrated willingness to progress mental health
reform through the National Mental Health Action Plan. However, the Australian
Government’s emphasis on funding service reform through the Medicare system
means that the NT will be disadvantaged due to our relative shortage of psychologists,
psychiatrists and general practitioners.
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Chief Health Officer’s Report continued

There is also significant reform in how we use technology to support health
development. Firstly, a National Health Call Centre Network is to be established, which
for us will build on the successful NT Health Direct service. Secondly, the National
E-Health Transition Authority (NEHTA) was established by AHMC in 2005 to work on a
national electronic health records system, common clinical terminology and standards
development to ensure that different systems can ‘talk to each other’, while maintaining
privacy and security. Key local developments include the roll out of NT HealthConnect
in the Katherine Region with its Shared Electronic Health Record, the implementation
of Point to Point (P2P) to securely transfer information between 200 sites in the Top
End, and the implementation of electronic prescribing and dispensing at Royal Darwin
Hospital and Katherine Hospital. The new Australian Commission on Safety and
Quality in Health Care has identified working with NEHTA on its agenda as a priority.
There is obvious potential to minimise misidentification in health care (e.g patients
being seen with another person’s health record because both have similar names),
improve transmission of critical patient information, reduce duplication in test ordering,
and minimise medication errors.

Workforce reform—the principle of task transfer is now
accepted

In response to a COAG request, the Productivity Commission released a Report on
Australia’s Health Workforce in December 2005. Coming from outside the health
sector, the Report has been influential in forcing a change of attitude within the sector.
Its main findings are summarised below. Though it maps out a broad reform agenda,
much of the initial professional reaction focused on its recommendation that ‘services
are delivered by staff with the most cost-effective training and qualifications to provide
safe, quality care’.

In July 2006, COAG responded to the Productivity Commission Report by agreeing to
establish a national health workforce task force, examine expanded settings for clinical
training, establish a single national accreditation scheme for health education and
training, and progress uniform national registration standards. The new task force will
undertake project-based work and advise on workforce innovation and reform.

While the NT welcomes the COAG outcomes in terms of enhancing the health
workforce, it is disappointing that the opportunity for more significant reform was not
taken up. This issue of health workforce reform is one that has captured the attention of
practitioners and administrators alike. The answer to the crucial health workforce
question ‘Do we have the right people in the right numbers with the right skills to do the
right jobs?’ should not be artificially constrained by historical professional role
boundaries.

The 3 July 2006 edition of the Medical Journal of Australia may well go down as a
landmark. Focused on task transfer (the assignment of tasks on the basis of
competence rather than historical professional roles), and containing international
reviews of nurse practitioners and physician assistants, it also contained statements
from the professional colleges and Australian Medical Association of support for task
transfer within the context of team care, with provisos related to safety and quality,
continuity of care, monitoring of outcomes and legal liability.
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In the Northern Territory, we have confidence in a team-based approach and are well
used to remote area nurses and Aboriginal Health Workers performing many tasks that
general practitioners perform in urban areas. Indeed, Menzies School of Health
Research staff have recently published data that shows a positive relationship between
the number of Aboriginal Health Workers in a community and improved diabetes care.
It should be acknowledged that any further shift of tasks between professional groups
will take time to plan and implement. It will require thorough re-engineering of our
education and training courses, service processes and pathways, and legislation, but it
is a challenge worth taking on. The key consideration is not to save money, but to
reduce the level of unmet need; task transfer should also offer significant opportunities
to increase Aboriginal participation in the health workforce.
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Workforce Reform - the Productivity Commission Report
Key points

o Australia is experiencing workforce shortages across a number of health
professions despite a significant and growing reliance on overseas trained health
workers. The shortages are even more acute in rural and remote areas and in
certain special needs sectors.

o With developing technology, growing community expectations and population
ageing, the demand of health workforce services will increase while the labour
market will tighten. New models of care will also be required.

e Expenditure on health care is already 9.7 percent of GDP and is increasing. Even
so, there will be a need to train more health workers. There will also be benefits
in improving the retention and re-entry to the workforce of qualified health
workers.

e ltis critical to increase the efficiency and effectiveness of the available health
workforce, and to improve its distribution.

e The Commission’s objectives are, therefore, to develop, a more sustainable and
responsive health workforce, while maintaining a commitment to high quality and
safe health outcomes. It has proposed a set of national workforce structures
designed to:

= Support local innovations, and objectively evaluate, facilitate and drive those
of national significance through an advisory health workforce improvement
agency;

= Promote more responsive health education and training arrangements
through: the creation of an independent advisory council; and a high level
task force to achieve greater transparency (and appropriate contestability) of
funding for clinical training;

= |Integrate the current profession-based accreditation of health education and
training through an over-arching national accreditation board that could,
initially at least, delegate functions to appropriate existing entities, based on
their capacity to contribute to the objectives of the new accreditation regime;

= Provide for national registration standards for health professionals and for the
creation of a national registration board with supporting professional panels;
and

= Improve funding-related incentives for workforce change through: the
transparent assessment by an independent committee of proposals to extend
MBS coverage beyond the medical profession: the introduction of
(discounted) MBS rebates for a wider range of delegated services; and
addressing distortions in rebate relativities.

e Those living in outer metropolitan, rural and remote areas and in Indigenous
communities, and others with special needs would benefit from these system-
wide initiatives.

= Integration of these groups into mainstream health workforce frameworks will
further improve outcomes, but targeted initiatives will also be required.

= There is a need for better evaluation of various approaches to service
delivery in these areas and across the health system more generally

Source: Australia’s Health Workforce, Productivity Commission Research Report, December 2005,
page xiv.
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Reform of financing

We have already mentioned problems with access to Medicare funding in the NT.
Because of the limited number of general practitioners and pharmacists in rural and
remote areas, the NT has a much lower per capita access to the mainstream Medicare
program and Pharmaceutical Benefits Scheme. The NT needs a model of funding that
supports comprehensive primary health care via a multidisciplinary service model.
Indeed, all modern health care is delivered by a team, variously constituted. Historical
Medicare funding rewards only the efforts of a medical practitioner, whereas the new
direction is to extend funding to other practitioners operating within best practice
protocols, and to reward the completion of cycles of care for chronic disease
management.

In chronic disease management, continuation of therapy, whether for depression or
hypertension, is more important for the patient than the initial treatment choice. Hence
the importance of funding cycles of care. No one individual can do all of the following
tasks necessary for holistic management: establish a good therapeutic relationship with
a client; understand family and cultural issues; counsel patients; negotiate a
management plan including self-management; organise referrals; alter therapy as
needed; deal with crises; and monitor and watch for factors that protect and factors that
predict relapse. A team is needed, and a systems approach. Identifying the skills and
competencies required for this approach is part of the workforce reform challenge
outlined above. In this age of increasing technology, any financial incentives should
allow not just for more tests, but for more time to listen to and talk with patients.

Changing the direction of reform

If we continue to invest in hospitals as a first resort rather than as a last resort—even if
we maximise reform processes within hospitals—we will simply run out of time and
money to lever the gains possible from a public health or population health approach.
And if we focus exclusively on health systems as a means, we may lose sight of the
desired ends—the creation of health itself in the everyday settings where people live,
work and play. In the 2003-04 Annual Report, | talked about the integral links between
clinical and public health practice in the NT. ABHI and the National Chronic Disease
Strategy described above are examples of such integration at a national level.

Innovation drives reform. If that reform is to be sustained, it needs to be adapted to
local circumstances and institutionalised (e.g. through financing and workforce
strategies). Most importantly, reform remains a human endeavour—people champion
ideas, spread them through their social and professional networks, build lasting
relationships, and debate change to systems. Part of leadership is to ensure that
everyone has a voice at the table of reform—consumers, clinicians and public health
practitioners in particular.
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Chief Health Officer’s Report continued

Reform that could save your life (or someone else’s)

Finally, a word about reform at its most practical level. New Australian guidelines for
cardiopulmonary resuscitation were released in March 2006. Fewer than half of all
people who have a cardiac arrest outside hospital receive any resuscitation. The new
guidelines are simpler to remember, particularly for basic life support. Give two breaths
first, then compress the chest at 100 compressions/minute, with a chest compression
to ventilation ratio of 30:2 for adults, children and infants. Better still, do a CPR course
and perhaps save a life!

Health Gains Publications referred to in this report are available from the following
website <www.nt.gov.au/health/publications.shtml> and Resuscitation guidelines can
be found at <www.resus.org.au>.

Tarun Weeramanthri
Chief Health Officer
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Building Healthier Communities
—the second year

The Northern Territory Government endorsed a plan to build healthier communities and
improve the service systems to deliver better outcomes. The plan recognises that
improvements to the health and wellbeing of Territorians relies on coordination of
services not only within the Department of Health and Community Services but also
across governments.

In launching the Building Healthier Communities framework, the then Minister for
Family and Community Services and Minister for Health stated: ‘This framework is not
a list of everything we have done or are going to do ... instead it outlines our broad
agenda for change and key areas in which we can act.’

The framework consists of six core areas for action:

¢ Giving kids a good start in life e Creating better pathways to health

e Strengthening families and community services

e Getting serious about Aboriginal health * Filling service gaps

e Tackling substance abuse.

Achieving better health and community service outcomes will depend on:

e Building quality services e Valuing and supporting our workforce
e Creating better ways of working e Building a health information network.
together

This annual report marks the midway point of working to the Building Healthier
Communities five-year framework. This section reports against the framework’s ten
action areas describing:

e What has been achieved during the e Performance measures used to gauge
year our progress.

e \What needs to be done next

In moving forward into the second stage of Building Healthier Communities, there will
be a refocus of effort to effectively address the health and wellbeing challenges in the
Northern Territory.

Reform will continue throughout the department to improve services and to ensure that
the effort invested in treatment services is mirrored appropriately by investment and
effort in the prevention of iliness.

Alcohol abuse and family violence has a devastating effect on entire communities. The
disruption to safe families, homes, and services will be addressed in a coordinated way
across the whole of government.

Addressing these challenges requires new ways of doing things and working together
better across the whole service system. Reform within the workforce will equip teams
with the skills for new approaches to the most critical needs in the community.

Through the Building Healthier Communities framework, the focus has been on critical
life stages particularly the early childhood years and the adult years affected by
substance abuse and chronic disease. The department will continue on this path,
building on the gains achieved and drawing in families and the community to participate
in making the next generations healthier, stronger and safer.
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Giving

kids a good start in life



Giving kids a good start in life

Better support for mums, babies and kids

Northern Territory children are getting the best possible start to their lives with a range
of initiatives covering pregnancy, birthing and the early years. Over the last year, new
services have been introduced and existing services have been expanded.

The influences that shape a child’s life start before birth. A healthy pregnancy and
optimum birth outcome are the best foundation for a good life. In early childhood, good
health, nutrition, nurturing families and attention to development and learning are
paramount.

The department contributes to giving kids a good start in life by working with families
and delivering high quality, integrated programs. Success also depends on working
with other government agencies, particularly education, and the non-government
sector.

Service improvements include the introduction of a home birthing service in Darwin, the
employment of four midwives in remote areas, continued improvements to the
children’s dental service, three new childhood immunisation programs, and the
expansion of the school breakfast program. A joint task force was established with the
Northern Territory Police to strengthen cooperation in preventing the physical and
sexual abuse of children.

The Northern Territory has provided national leadership in child health and wellbeing
reform in four key projects relevant to the NT involving the development of:

e national guidelines for antenatal care

e national core competencies for people who work to improve children’s health and
wellbeing

e national measures of child health, development and wellbeing
e a consistent cross-sector national approach.

Our priorities

e Investing in children’s health and well being in the early years.
e Supporting families to keep children safe.

¢ Working with schools, familles and communities to ensure children are healthy and
able to learn.
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What we have done in 2005—06

e Introduced a Darwin home birth service.
¢ Included two additional communities in the school breakfast program.

e Established a new service in Alice Springs to provide family based care for children
with disabilities who are unable to live with their families.

e Collaborated with Palmerston City Council in a project to assist community based
child care centres.

e Implemented a campaign to promote healthy eating in schools, childcare centres
and remote communities.

o Reviewed and updated the practical paediatrics module of the Pathways to
Professional Practice Programs for remote area staff.

e Established a joint task force with the Northern Territory Police to coordinate
responses to the sexual abuse of children.

o Trialed the Seven Steps to Safety kit and established a child safety working group
in Palmerston.

e Completed upgrades to five school dental clinics.

e Maintained high immunisation rates with 91% of children fully immunised at one
year of age and 94% at two years.

e Provided advice to concerned parents who contacted NT Health Direct.
Approximately 41% of calls were about children.

Where we are going in 2006—07

e Open a new birthing centre at Royal Darwin Hospital, with a key focus on women
with low risk pregnancies and also supporting women with high social risk. Work
will continue on maternity models of care at RDH for women with high obstetric risk
factors.

¢ Expand Top End services for children with disabilities who are unable to live with
their families.

¢ Introduce the Care and Protection of Children Bill.
¢ Finalise antenatal and child health Medicare items providing increased resources.

¢ Work towards achieving Baby Friendly accreditation status for the Royal Darwin
Hospital.

¢ Implement neonatal hearing screening for all Northern Territory children.

e Further improve the links to key stakeholders, especially the Department of
Employment, Education and Training.
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Strengthening families and communities

Making progress where it counts

The focus for this year has been to consolidate new services targeted at vulnerable
families. With the passing of the Volatile Substance Abuse Prevention Act, additional
resources were allocated to provide appropriate response and support for children
affected by petrol sniffing.

A new child adolescent psychiatric visiting service, and additional disability and
respite care packages, provided greater support for care closer to home.

The provision of $2.5m through the Natural Disaster Relief Arrangements (NDRA) to
assist families and communities in the aftermath of the Katherine Floods and Cyclone
Monica helped ease the financial burden in the recovery phase for both disasters.

Families are where individuals and communities obtain much of their ability to deal with
the challenges they face. Caring families, in all their forms, are the basis of most
people’s ability to take responsibility for themselves and care for others.

The department is building on the good work families do and supporting families to help
and encourage the individuals within them. This includes working in support of whole-
of-government strategies that help families, including the Domestic and Aboriginal
Family Violence Strategy, the Community Harmony Strategy, and Building Safer
Communities.

Our priorities

¢ Working with families and communities to provide services at critical transition
times in life such as early childhood, family years and later life.

¢ Keeping children safe and improving child protection through better prevention and
early intervention.

¢ Complementing the Northern Territory Government's Community Harmony Strategy
by boosting health and community care for people with complex health and social
needs.

¢ Reducing the vulnerability of young people to substance abuse and mental health
problems.

e Supporting older people to participate in their communities.

22 DHCS Annual Report 2005-2006



What we have done in 2005-06

o Implemented the Intensive Family Preservation Program, Homestrength, to assist
families with children at risk of abuse or neglect in the Darwin region.

¢ Provided a range of training and development opportunities in child protection, co-
occurring mental health and substance misuse disorders to staff in Family and
Community Services (FACS), non-government organisations and/or carers.

o Developed and implemented a protocol for children with disabilities and care and
protection issues within the FACS and Aged and Disability Programs. A new $1m
alternative family care service is being implemented and is jointly funded by both
programs to provide care options for children with disabilities.

e Funded Mission Australia to establish Katherine Youth Services, which commenced
in September 2005. The service gives young people in the region access to
information, advice and opportunities for health activities and socialising.

¢ Jidan Gudbalawei or Peace at Home has been established in the
Katherine/Borroloola region, with Police, child protection and community services to
improve responses to family violence, including child abuse.

e Completed a mapping and capacity audit of the Supported Accommodation
Assistance Program service system with realignment of services to meet service

gaps.

¢ Signed a new agreement for the Supported Accommodation Assistance Program
(SAAP V) and allocated $436 000 for four innovation and investment projects in the
coming year.

e Under the Caring for our Children reform agenda:

= expanded parenting support and information services with a focus on assisting
Indigenous and young parents through the implementation of the Families
website and commencement of Parentline.

= supported a number of community events such as Children’s and Families’
Weeks and NAIDOC week.

= facilitated an increase of 100 child care places across the Territory through the
licensing of NT childcare centres.

e Improved services to children with high needs by:

= completing an Out of Home Care Strategic Plan for the next five years with
work underway on standards, training and service development

= reviewing home placement services, with Placement Support Darwin
commencing support to Indigenous carers during the year

= implementing shared protocols where staff of several programs are working
with the same children.

DHCS Annual Report 2005-2006 23



Strengthening
families and communities continued

e Improved child protection services by:
= working collaboratively with non-government family support services

= meeting the increasing needs of children in care and remunerating their foster
and relative carers

= responding to phone notifications of child protection matters

= employing a youth team in Central Australia to work with young people using
volatile substances

= strengthening the Safe Families Project in Alice Springs

= employing four Aboriginal Community Resource Workers to develop local
responses to family violence and child protection.

e Improved child and adolescent mental health services by:
= expanding visiting psychiatrist services to rural and remote areas

= funding three clinical positions with a focus on child and adolescent mental
health in rural and remote areas

= allocating funds to support the Top End Division of General Practice Aboriginal
Mental Health Worker Program and the Tiwi Mental Health Program

= appointing a Suicide Prevention Coordinator and allocating an additional
$250 000 for suicide prevention initiatives.

o Reviewed Family and Children’s Services priorities including the Office of Children
and Families, child protection reform and Out of Home Care service delivery.

e Undertook reviews within the Aged and Disability Program including:

= letting a tender and commencing consultations for a Territory-wide review of
disability services

= reviews of the NT Taxi Subsidy Scheme and Adult Guardianship arrangements.

e Developed a draft Mental Health and Related Services Amendment Bill and a draft
Bill for the Care and Protection of Children, and facilitated amendments to the
Adoption of Children Act.

e Established seven new youth programs in remote areas.

¢ In Darwin and Alice Springs, established new rehabilitation services for people who
abuse inhalants.

e Worked to improve regional services by:
= funding a new family support service in Tennant Creek

= extending community-based allied health services in remote areas including
integrated services across the Katherine region

= implementing a multidisciplinary service model in the Barkly Region, with a
significant increase in clients receiving aged and disability services in their
home communities

= supporting the disability program re-established under the Ltyente Apurte
(Santa Teresa) Council to support youth with disabilities and their families
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working with the Ngaanyatjarra Pitjantjatjara Yankunytjatjara Women’s Council
to support young people with challenging behaviours living in the tristate region

funding the after-hours youth drop in centre for another year in Alice Springs
with an agreement to focus on the care and protection of children and new
substance abuse initiatives

in three communities, commencing implementation of a new agreement with the
Northern Territory Police and the Department of Employment, Education and
Training to guide the joint investigation and response to complex cases of child
abuse

implementing regional early intervention and prevention strategies such as the
Alice Springs Child and Youth Safety Strategy and the Barkly Regional
Community Safety and Action Plan

developing protocols, training and service delivery models to improve services
for clients with co-occurring mental health and substance misuse disorders in
the Top End and Central Australia

developing appropriate models of service for outstations.

Participated in a range of collaborative approaches including:

the interdepartmental committee for the whole-of-government Family and
Domestic Violence Strategy

coordination of seven bilateral projects under the Indigenous Family Violence
Partnership Program with the Commonwealth

development of consistent service delivery models for child and youth mental
health services in Central Australia and the Top End

strengthening of mental health networks within the youth sector

cross-government discussions on a new Youth Justice Strategy incorporating
youth diversion and integrated responses to youth at risk.

Established the Family and Children Services (FACS) Specialist Care Program to
facilitate educational, social and developmental outcomes for young people.
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Strengthening
families and communities continued

Where we are going in 2006-07

e Review placement support services and conduct a survey of foster carers.

¢ Provide placement support to Indigenous carers following de-funding of the non-
government organisation previously providing the service. The department will work
with the community to develop an appropriate model for the service.

e Commence the NT Carer Concession Scheme.

¢ Facilitate introduction of the Carers Recognition Bill, Mental Health and Related
Services Amendment Act and the Care and Protection of Children’s Act into the
Legislative Assembly.

e Support the new family support service in the Barkly region to be managed by the
Community Support Agency.

e Continue participation in the joint Family and Children’s Services and Northern
Territory Police Child Abuse Taskforce with co-location of the task force occurring
early in the coming year.

o Evaluate the Intensive Family Preservation Program, Homestrength, early in the
new financial year. The evaluation is being jointly undertaken by Centacare, FACS
and James Cook University.

¢ Implement the recommendations of the Review of Disability Services.

¢ Renegotiate the Home and Community Care (HACC) agreement.
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Getting serious about Aboriginal health

A bold plan—now it’s time for action

After decades of appalling health statistics for Aboriginal Territorians with occasional
gains, improving the situation was never going to be easy. Only a bold approach, not
more of the same, would have any chance of making an impact.

That’s why the department developed Aboriginal Health and Families: A Five-Year
Framework for Action. The framework is a progressive and significant agenda for
reform. Its development involved seeking agreement, for the first time, on core health
and community services that must be delivered as an absolute minimum.

In a national first, the framework encapsulates the ‘life course’ approach to the health
of Aboriginal people, recognising the importance of the early years, adolescence and
transition from school, the family years and the granny years.

The framework promotes a clear focus on use of evidence—in other words,
assessing outcomes and focusing on what is proven to be effective—and looking at
the way systems work.

It enshrines the concept of cultural security, recognising and incorporating Aboriginal
culture into the design and delivery of services. For example, a person may base his
or her decision to undergo a particular treatment (or not) on cultural factors rather
than on health considerations alone.

Aboriginal people are by far the greatest users of health services in the Territory,
because Aboriginal people have the greatest need for these services. All of the
department’s policies and services therefore have a strong focus on Aboriginal people.
This section covers specific actions aimed at closing the health gap between Aboriginal
and other Territorians.

Our priorities

e Implementing Aboriginal Health and Families: A Five-Year Framework for Action
with strong departmental commitment, adequate data collection, appropriate
benchmarks and time frames, better coordination and full participation by Aboriginal
organisations and communities.

e Introducing a minimum set of evidence-based core services in all Northern Territory
Government clinics, organised around the life course of Aboriginal families.

e Improving Aboriginal employment in the department and in the health sector
generally.

e Forming partnerships and engaging with Aboriginal communities and the
Commonwealth.

e Promoting accountability by measuring action and demonstrating outcomes.
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What we have done in 2005-06

e Developed key performance indicators that have been agreed to by the Northern
Territory Aboriginal Health Forum (NTAHF).

e Developed and negotiated implementation of reform priorities arising from
Aboriginal Health and Families: A Five Year Framework for Action, including
workforce reform, introduction of core services, the integration of services and
welfare reform, and inclusion of key priorities in divisional business plans.

e Worked with Aboriginal Medical Services Alliance of the Northern Territory
(AMSANT) to develop a Pathway to Community Control strategy that provides a
integrated, flexible and innovative approach to partnerships in Aboriginal health.

e Convened a Territory-wide workshop of employers, staff, unions and AHWs to
share information, examine the role of AHWs to 2010 including the main drivers
and challenges, and identify milestones for change.

e Successfully developed the Aboriginal Health Worker initiative to increase and
retain Aboriginal Health Workers (AHWS) in order to:

= arrest the decline in the number of AHWSs in the community and public sectors
in the medium term

= provide a rapid boost to AHW numbers in the short term

= position AHWs as competent members of multidisciplinary teams working
across health and community services at a local level

= |ift the profile of Aboriginal health work in the community as a professional
career choice and in the industry as an independent professional practice

= contribute to improved delivery of health and community services to Aboriginal
people.

o Identified key projects under the Welfare Reform Agenda. These projects interlink
and provide an integrated framework for providing culturally responsive family and
community services in the NT for Aboriginal children, families and communities.
They form part of a welfare policy and services reform program for Aboriginal
children, families and communities.

o Developed and identified the core health and community services that should be
available in all health centres.

e (Gained national support to further develop and promote core services in all
jurisdictions including:

= modelling a suite of evidence based core services that support effective
Aboriginal and Torres Strait Islander health gains across the life course

= developing workplace and workforce structures that provide greater efficiency
and effectiveness at the primary care level

= describing service standards for the provision of core interventions for health
and community services.
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Getting
serious about Aboriginal health continued

e Worked with Tiwi people to establish a culturally based strategy to deal with suicide
and its causes and effects.

o Participated in the development of an innovative research agenda in Aboriginal
health through the Co-operative Research Centre for Aboriginal Health.

e Worked on health justice issues and the services that are delivered to people within
the prison system.

Where we are going in 2006-07

¢ Implement the Aboriginal Health Worker initiative, with a focus on the role of AHW
as an integrated ‘specialist generalist’ in the workforce. This initiative will involve
some 50 Aboriginal Health Workers in a variety of training and professional
development initiatives.

e Develop and model improvement to the structure and functioning of regional and
central secondary and tertiary health and community services especially to remote
Aboriginal communities.

e Further advance the department’s understanding and response to the health and
wellbeing needs of Aboriginal Territorians by making more explicit policy and
programme requirements that serve the Government’s commitment to Aboriginal
health and community services as departmental core business..

¢ Implement in partnership with community sector and Australian Government
partners the Pathways to Community Control strategy.

e Conduct a trial of brief interventions aimed at reducing the number of Aboriginal
women who smoke and drink during pregnancy.

e Develop the role of the System Performance and Aboriginal Policy Division as
monitor, supporter, consultant and evaluator of departmental performance
particularly around Aboriginal health.

e Undertake further work with department and external key stakeholders nationally
and in the Territory, including involvement with research organisations and
academic institutions.
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Creating
better pathways to health services

Smoother pathways

Historically, the organisation of health services has concentrated professional expertise
in certain sites such as hospitals or health centres. Patients are expected to go to the
sites and locate the relevant personnel. This can be a confusing experience. Referrals
between sites and service providers can easily lead to miscommunication and missed
appointments. Traditionally, the general practitioner coordinates the process. In the
Territory, this is often done by other members of the multidisciplinary team.

A key part of improving access to health services is to examine the journey through the
system from the patient’s viewpoint, looking at how to simplify pathways, eliminate
bottlenecks and improve communication.

In the last 12 months, the department has been examining the way patients move
through the health system and its various institutional structures. This has involved
working across departmental divisions and with the Commonwealth. Two key areas are
patient movement into, through and out of our major hospitals, and links between
chronic disease management, chronic renal insufficiency and patients going on to
dialysis.

Providing high quality health services is a significant challenge in the Northern
Territory, especially in regional and remote areas. But access to better health services
is about more than physical location. Services must also meet people’s needs and take
account of their lifestyles.

Improving access involves developing ways to deliver health services close to where
people live, so people have less need to travel to get treatment. It also means
integrating the various elements of the health system to make the pathways more
efficient.

Our priorities

e Improving patient flows across the whole of the health system from community
health services, through ambulance and emergency services, to hospital and
alternative care such as community nursing services, to transitional care
arrangements, and to accommodation such as home care, hostels and nursing
homes.

¢ Reducing the incidence and impact of chronic disease, particularly renal disease,
through: attention to lifestyle risk factors; evidence-based practices; improved
planning for the provision of dialysis services; and providing more options for
dialysis and transplantation, including provision of care closer to home.

e Improving the integration of health and welfare services, especially for vulnerable
high risk families.
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What we have done in 2005-06

o Completed a review of Northern Territory Cardiac Services.

o Established transit lounges to ease patient discharges at Alice Springs Hospital and
Royal Darwin Hospital.

e Expanded service hours for Hospital in the Home at Royal Darwin Hospital.

¢ Finalised agreement for Royal Darwin Hospital to be appointed as the National
Critical Care and Trauma Response Centre from 2005—-06 to 2008-09.

e Progressed outcomes of the 2005 Trauma Review including training, surgical
capacity and Chair in Trauma Medicine.

o Progressed an MOU with an interstate centre of excellence in palliative care.

¢ Progressed a pharmacy reform agenda to align processes and procedures across
NT Hospital pharmacies.

o Established self-care haemodialysis in Umbakumba, Angurugu, Galiwin’ku, Gove,
Maningrida and Warruwi

o Expanded the renal facility under construction at Alice Springs Hospital.

¢ Provided a telephone service—NT Health Direct—to give free health information
and advice, with 15 727 calls received this year.

¢ Significantly increased the use of electronic discharge summaries, allowing for
timely and clear communication between hospitals and primary care.

o Created a new staff position to coordinate the NT-wide Patient Assisted Travel
Scheme.

¢ Trained remote health staff in chronic disease health checks and care plans.

o Assisted in the development of a national evaluation framework for the Healthy for
Life Program, which draws extensively on NT chronic disease work.

e Recruited a suicide prevention coordinator and provided additional funding for
suicide prevention work in Tennant Creek.

¢ Improved mental health training and support for correctional services in Alice
Springs and Darwin.

e Completed substantial work on the NT Human Pandemic Influenza Special Counter
Disaster Plan, and related national plans and exercises.

o Completed an initial Aedes mosquito eradication program in Tennant Creek and
continued mosquito surveillance in all urban areas.

e Conducted public health nutrition programs in three Central Australian PHCAP
(Primary Health Care Access Program) zones.
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Creating
better pathways to health services continued

Where we are going in 2006-07

o Establish a Rapid Admission and Planning Unit at Royal Darwin Hospital to
improve patient flows and reduce congestion in the Emergency Department.

¢ Introduce a digital electronic radiography system in all hospitals.

o Further improve transitional care between hospital and home, alleviating demand
for hospital beds.

e Expand Hospital in the Home services to Alice Springs.

e Evaluate the Intensive Family Preservation Service and new services funded under
the Family Violence Program.

e Trial a syndromic surveillance system for communicable diseases to enable earlier
identification of new communicable diseases through reporting of symptom
clusters.

o Participate in Exercise Cumpston, a national exercise to test response capacity for
an influenza pandemic.

e Appoint a public health physician for the East Arnhem region.

e In partnership with local providers, further integrate health services in Tennant
Creek to increase utilisation of the hospital and bring together general practitioner
and other primary health care services.

e Further reform specialist outreach services to address areas of highest demand

e Implement 5-year regional plan for Palmerston.
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Filling service gaps

Closing existing gaps and anticipating new ones

The department has made significant progress filling gaps in a number of areas
including: services to people with high support needs; renal services closer to where
people live; palliative and support care; mainstream services to people with mental
health problems; and injury prevention strategies.

The department works in partnership with individuals, communities and Aboriginal
health organisations to provide renal services across the Territory. Most services for
Central Australia are delivered from Alice Springs while services for the Top End are
mainly delivered from Darwin.

Several reviews were conducted to identify service gaps that can lead to serious
health or social problems. These included sexual health services, cardiac services
across the Territory and patient travel and outreach services.

The needs of patients and the ability of services to meet those needs are constantly
evolving. This, combined with the many challenges of providing health and community
services to a diverse and far-flung population, sometimes results in gaps in services.

To build healthier Territory communities, it is crucial that we focus on areas where
service gaps have been identified or may emerge in future. In the areas already
identified there has been substantial service improvement, but the department must
keep working to address new service gaps as they emerge.

Our priorities

Priority areas are: child wellbeing, renal health, mental health services, injury
prevention, oral health, sexually transmitted infection and blood borne viruses
(including hepatitis C and HIV), people with a disability, and managing patient
movement through hospitals back to the community.

What we have done in 2005-06

e Continued to identify service gaps by analysing:

= population data focusing on specific groups with high burden of disease and
hence greater capacity to benefit

= disease data, particularly major contributors to the overall burden of disease

= service data that define outputs and information on the cost efficiency and
effectiveness of services to improve health outcomes

= published research looking for proof of effectiveness of interventions, including
two significant research studies published in collaboration with the Menzies
School of Health Research: Long Term Trends in Indigenous Deaths from
Chronic Disease in the Northern Territory and Causes of Inequity in Life
Expectancy between Indigenous and Non Indigenous People in the Northern
Territory. Both are discussed in the Chief Medical Officer’s report.
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Integrated research findings in service models that deliver the ‘best buys’ for health
gain e.g. planning for a Rapid Admission Unit at Royal Darwin Hospital (RDH) to
provide intensive assessment of patient treatment, allocate clinical resources and
plan pathways home with the aim of minimising length of stay and maximising the
efficiency of care.

Continued listening to community and professional views on what services are
valued and what is needed. The reviews listed above were conducted with the
assistance of clinicians, professional and community feedback.

Extended renal dialysis services including:

= establishing services in Maningrida and Goulbourn Island and a renal treatment
room at Gove Hospital

= starting construction of a renal medical ward at Alice Springs Hospital

= planning for extensions to the Flynn Drive renal dialysis unit facility in Alice
Springs, to be completed in the coming year.

Developed palliative care services including:
= opening a new 12-bed hospice at RDH
= establishing the Territory Palliative Care Network

= implementing a service model across the department, non government
organisations, general practitioners and residential aged care providers

= facilitating adoption of Indigenous Palliative Care Principles by service
providers.

Increased Hospital in the Home services in Darwin.
Commenced implementation of the Rehabilitation Strategy 2006—10.

Improved physiotherapy, occupational therapy and speech therapy services in
remote and urban centres.

Progressed negotiations with the Commonwealth on the establishment of a multi-
purpose aged and disability services centre in Gove and an oncology unit for the
Northern Territory.

Commenced the operation of the National Trauma Centre at RDH which was
activated when Timor Leste experienced an outbreak of lawlessness.

Opened new remote health clinic facilities at Yuendumu, Milikapiti, Minjilang and
Nauiyu Nambiyu.

Restructured the Oral Health Service and increased the number of dental therapist
teams in remote locations, resulting in increased service levels and increased
access to oral health services for chronic disease clients.
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Filling service gaps continued

¢ Connected 34 remote clinics to the computer network.

¢ Completed the following service reviews:
= Sexual Health Review
= Retrieval services including patient travel services and outreach services
= Territory-wide cardiac services.

o Formed the Out of Home Care Partners Reference Group, which developed a
strategic plan for reform in the out of home care system.

e Developed the Intensive Family Preservation Service to work with high risk families
to prevent children entering the statutory care and protection system.

Where we are going in 2006-07

e Build a 24-bed Rapid Admission Unit at RDH.
o Establish Hospital in the Home services in Alice Springs.
¢ Open the Birthing Centre at RDH.

¢ Commence a universal neonatal hearing service at RDH as a first step in extending
the service to all hospitals.

o Develop a 10-year plan for cardiac services in the Northern Territory.

e Continue the development of the National Trauma Centre at RDH by appointing
Chairs of Trauma Medicine, refurbishing facilities and establishing alliances with
trauma facilities in other capital cities.

¢ Continue to develop models of service that represent best buys for health gains.

¢ Complete planning and financing arrangements for the multi-purpose aged and
disability services centre in Gove.

¢ Connect the remaining 26 remote clinics to the computer network.
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Tackling substance abuse

Legislation is the basis for effective action

Tackling substance abuse in the NT requires a whole-of-government response. Two
important pieces of legislation were introduced and passed during the year—the
Alcohol Court Act and the Volatile Substance Abuse Prevention Act. The latter is the
first of its kind in Australia.

The associated funding enabled a wide range of innovative interventions and
services to be established across the NT.

To date, ten communities have made requests to develop community management
plans—an encouraging result.

Territorians consume alcohol and tobacco at a higher rate than any other Australians.
The Northern Territory has high levels of related harm as a result.

This affects every facet of life in the Northern Territory. It has a direct impact on the
health and safety of individuals and the way families and communities function. It
imposes significant costs on the community and government in the form of antisocial
behaviour, accidents, illness and crime.

The Northern Territory also has disproportionate problems with people sniffing petrol,
particularly in remote communities, using kava and abusing prescribed medications.

Our priorities

Promoting healthy approaches to alcohol and other drugs.
e Assisting people with problems associated with substance misuse.
e Addressing petrol sniffing and other inhalant abuse.

e Developing a skilled workforce to respond to substance abuse.

What we have done in 2005-06

e Worked to facilitate the passing of major legislation and related measures to
address substance abuse, including:

= the Alcohol Court Act and the Antisocial Behaviour (Miscellaneous Amendment)
Act, with $560 000 for additional rehabilitation services and a service model and
administrative arrangements to support the Alcohol Court and conduct of
treatment agency forums in Alice Springs and Darwin

= the Volatile Substance Abuse Prevention Act and regulations, with a
commitment of $10m over five years to support the Act and expenditure of
$2.93m to develop new and expanded services.

e Held a workshop with government and non-government agencies to develop
strategies as part of the Northern Territory Tobacco Strategy to be released next
year.
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Allocated funds to assist remote communities and outstations in the Top End and
Central Australia develop their skills to implement the Volatile Substance Abuse
Prevention Act locally.

Developed Policy and Practice Guidelines and a training program for authorised
persons under the Volatile Substance Abuse Prevention Act.

The Profile of Services and Interventions report was finalised, identifying both
regional service gaps and potential service enhancements. A forum involving all
alcohol and other drug treatment services identified key reforms for the next three
years.

Improved the effectiveness of the QUITline telephone tobacco counselling service

with:

= the introduction of QUITIine referral forms to assist health professionals in
hospitals, dental and general practice

= atotal of 1892 calls to QUITline since May 2004, including 9.4% of callers
identifying as Indigenous, with 38.5% of respondents reporting success in
quitting smoking after 3 months

= a media campaign Not Quitting is Harder leading to nearly six times the
average number of calls to QUITline.

Facilitated training to:

= department staff to support QUIT groups in communities and workplaces
(seven workplace QUIT programs were attended by a total of 59 people)

= Aboriginal Health Workers and midwives.

Worked with the department’s training arm to facilitate training to combat substance
misuse. As a result:

= 107 participants from health organisations completed accredited training in brief
interventions

= 65 people completed mental health and alcohol and other drugs accredited
training
= 28 people completed needle and syringe accredited training

= 16 people completed a Diploma in Counselling and another 4 continued in the
program, which is delivered by Relationships Australia

= 30 staff from Sobering Up Shelters enrolled in accredited alcohol and other drug
training

= as part of a national pilot program, Indigenous alcohol and other drugs workers
from across the NT undertook accredited alcohol and other drugs training.

Published the NT lllicit Drug Reporting System Report and the Party Drug Initiative.
The report findings provide early warning information about illicit drug trends in
Darwin.

Committed $965 000 for treatment, community patrol and sobering up shelter
services provided by the non-government sector across the Northern Territory.

Following the Chief Minister's announcement that there were no immediate plans to
amend the Tobacco Control Act, collaborated with NT WorkSafe and Racing
Gaming and Licensing (RGL) in education and compliance activities for licensed
premises.
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Tackling substance abuse continued

e Collaborated with government and non-government agencies in a range of
initiatives including:

preliminary work for the development of Alcohol Management Plans under the
NT Alcohol Framework

multilateral negotiations with the South Australian, Western Australian and
Australian Governments to develop a petrol sniffing plan for the cross-border
region of Central Australia

commencement of a residential rehabilitation service for adults with petrol
sniffing problems operated by the Drug and Alcohol Services Association

allocation of $370 000 to the Council of Aboriginal Alcohol Programs Services
(CAAPS) for a residential facility for young people and adults with volatile
substance abuse problems

contracting of Alice Springs service Bushmob to provide case management,
counselling and family mediation for young people with volatile substance
abuse problems

participation in the Katherine Health and Substance Misuse (KHASM) Network,
the Katherine Region Harmony Group Executive and the local alcohol
management steering committee.

o Worked to improve regional services by:

42

releasing a public tender for the operation of the Nhulunbuy Special Care
Centre to be let in the coming year

conducting extensive smoking awareness activities in the Katherine region
including Borroloola, Ngukurr, Yarralin and Pigeon Hole

facilitating community action to combat petrol sniffing at Rockhole, Jilkminggan,
Beswick and Ngukurr

commencing the development of alcohol management plans for Katherine,
Timber Creek and Borroloola

participating in a whole-of-government approach to develop an Alice Springs
Alcohol Management Plan.
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Where we are going in 2006-07

e Develop kava monitoring processes in East Arnhem communities in conjunction
with local licence holders and Racing Gaming and Licensing.

e Implement the lllicit Drug Reporting System in Alice Springs.
e Release the NT Tobacco Strategy.

e In collaboration with RGL and NT WorkSafe, support Tobacco Control Act licensed
premises compliance awareness programs to be delivered by the Australian Hotels
Association.

e Commence treatment support activities as part of the NT Alcohol Court.

e Improve options for client withdrawal from substance misuse in Darwin through
clinical support and services review.

e Continue to monitor volatile substance abuse in remote communities, complete the
upgrade of Aranda House to provide additional treatment capacity in Alice Springs,
and develop new treatment options in the Top End.

e Continue to develop alcohol and other drug specific service standards in
consultation with treatment services.

e Review guidelines for the operation of sobering up shelters.
o Participate in dedicated tobacco cessation programs in Groote Eylandt.

e Implement a hard-hitting tobacco media campaign to support the introduction of
new mandatory health warnings and images on tobacco products.
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Building quality health and
community services

Working towards quality across the board

A strong commitment to high standards of accountability, safety and quality has
resulted in improved clinical and corporate services across the department.
Increasingly, the department is undertaking external accreditation reviews and
assessments to measure services against Australian standards. This process is
building a culture of continuous improvement as well as showing how our services
compare nationally. The purpose of the effort to become accredited is so we can
provide reassurance to consumers of our services that they are comparable to
those services available interstate.

Top End Oral Health, Top End and Central Mental Health and all five public
hospitals are accredited with the Australian Council on Healthcare Standards
(ACHS). Some of our remote health centres have been reviewed against the Royal
Australian College of General Practice (RACGP) standards and accredited by
Australian General Practice Accreditation Limited (AGPAL) for the first time.
BreastScreen NT has provisional accreditation with the National Quality
Management Committee and Community Health remains accredited with the Quality
Improvement Council.

Following the introduction of tougher ACHS standards in 2005, a survey of Top End
Mental Health, Central Australia Mental Health and the Tennant Creek, Katherine
and Alice Springs Hospitals has resulted in a need for urgent action to continue to
meet accreditation requirements. This action is a priority for the coming year.

Safety and quality must be ingrained in everything the department does across the
Territory. This involves improving all our systems — not just the actual delivery of health
services, but also the way we allocate resources, manage our finances and make sure
we are accountable.

We aim for the highest possible standards of service delivery and corporate
governance. Only by building and maintaining effective systems will we be able to
deliver sustainable, safe and quality health and community services.

Our priorities

e Improving services so that Territorians who use our services, along with
accreditation bodies, recognise them as being high quality, effective, accountable
and sustainable.

¢ Changing systems to achieve:
= improved hospitals and community health services.
= good management, accountability and openness.

¢ Ensuring that the highest quality and safety are integral to system changes.
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What we have done in 2005-06

Improved processes for asset management, contract and procurement systems,
inventory management in hospitals and standardised ordering and distributing
remote health emergency equipment to all hospitals.

Completed the master planning exercise for all hospitals to guide capital works into
the future.

Responded to and met tighter national hospital accreditation standards.

Maintained accreditation for the Territory’s five public hospitals, hospital pathology
services, Top End Oral Health, community health services and four remote clinics.
Improved hospital patient safety by:

= developing and implementing a patient safety and quality risk management
system in all hospitals, together with electronic witnessing of pathology results
by the requesting physician, and a new policy on patients who leave hospital
without official discharge

= introducing new policies for patient medication charts and correct patient
surgical site marking

= involving Alice Springs Hospital in the national Safer Systems Saving Lives
program

= commencing fire safety upgrades at Alice Springs Hospital and Tennant Creek
Hospital.

Implemented the Katherine Hospital emergency plan during the April 2006 floods,

with successful evacuation of inpatients to Tindal Air Force Base and subsequent

re-establishment of services with minimal disruption to patients and staff.

Flood / Counter Disaster Recovery System is a quality approach.

Successfully actioned DHCS Counter Disaster response and recovery for Katherine

Flood, Cyclone Monica in East Arnhem for medical, public health and welfare

responsibilities.

Implemented an education program and improved reporting on sentinel events

(unexpected events with major negative consequences).

Provided clinicians with training and access to Clinical Resources on Call (CROC),

an online medical and health information service to enhance research and decision

making regarding service development and client care.

Where we are going in 2006-07

Maintain and increase the number of accredited facilities across the department
including successful completion of accreditation surveys for the Royal Darwin,
Tennant Creek and Gove Hospitals.

Continue to work with the Department of Planning and Infrastructure to further
progress the Alice Springs Hospital building rectification program.

Develop strategies with Darwin Private Hospital and Community Health for
improved patient flow and management of service demand.

Facilitate legislative change to extend blood donor eligibility to young people under
the age of 16, helping to increase the supply of a precious resource.

Revise the Public Patient Hospital Charter, identifying the rights and responsibilities
of all parties.

Development of the new ACHS EQuIP guidelines, commencing January 2007.
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Creating
better ways of working together

Still striving to meet the challenge

Relationships probably play a more important role in the delivery of health and
community services in the Northern Territory than in other parts of Australia.

For example, we have negotiated and introduced innovative funding models to improve
the primary health care available to Aboriginal people. The department supported
Bagot Health Centre so it can now access the General Practitioner accredited parts of
the Medicare schedule, and patients can claim the Medicare rebate for services.

The new ministerial advisory councils for Health, Family and Children’s Services, and
Disabilities were further developed during the year. The councils strengthen the links
between the community, policy makers and service providers.

As we have said in the past, no department or government can tackle complex health
issues alone and the Northern Territory is no different. We rely on the input and effort
of a range of agencies at all levels of government, non-government organisations,
communities and individuals.

This year we have continued to work on building effective, practical relationships in
which partners take responsibility together for solving problems.

Our priorities

e Continuing to support and encourage consistent and appropriate delivery of
approved health and community services through non-government organisations.

o Wherever possible, engaging the community and offering opportunities for
involvement through high-level partnerships.

e Working closely across governments, both intra and interstate for whole-of-
government approaches to service delivery.

e Consulting with the community on key issues that affect them and the services
delivered to them.

What we have done in 2005-06

o Boosted the amount of grants and subsidies1 the department pays to non-
government organisations following the government’s budget announcement of
more generous indexation arrangements.

e Worked closely with the Family and Children’s Services Advisory Council to
investigate men’s issues, child protection, language and cross-cultural issues, and
to complete the council’s report on Territory families.

1 Refer to Regional Coordination for Funding to External Service Providers (p. 129)
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Through the partnership agreement between the Northern Territory Government
and Charles Darwin University, established and launched the Graduate School for
Health Practice to increase our access to training and education programs that
meet skills gaps and workforce needs.

Continued to maintain strong links with the Cooperative Research Centre for
Aboriginal Health.

Continued to work closely with the Australian Government, particularly in the
provision of remote primary health care.

Worked with other primary care providers in the review of Palmerston Health
Precinct.

Improved our coordination of capital works in remote areas.

Further developed the Health Connect Shared Electronic Health Record trial in
Katherine.

Commenced Enterprise Bargaining Agreement negotiations with the Australian
Nurses Federation and the Australian Salaried Medical Officers’ Federation.

Established an advisory group of external stakeholders to develop the NT Primary
Health Care Framework.

Renegotiated a new agreement with Central Australian Remote Health
Development Services (CARHDS) for the provision of Aboriginal Health Worker
training and development in Central Australia.

Funded the Northern Territory Council of Social Services (NTCOSS) to conduct
forums to identify workforce development capacity in the non-government sector.

Hosted a visit from the Ministry of Health, Timor Leste, and provided information
and support on human resources and development.

Provided training to non-government organisations.

Expanded Home and Community Care services in remote communities, to provide
local support for frail aged and young people with disabilities.

Consulted in all major centers and 15 remote communities about future directions
for disability services in the Territory.

Worked with the Out of Home Care Partners Reference Group to develop a
strategic plan to improve out of home care services for children in care in the NT,
and made significant progress towards implementation of the year 1 priorities.

Formed a Child Protection Strategic Management Group with the NT Police and
DEET to drive more collaborative responses to child abuse.

Further developed our partnerships with other government departments, non-
government organisations and private practitioners to:

= improve mental health service delivery in rural and remote areas
= increase specialist services to people in the justice system

= increase rehabilitation, recovery and support services available to people
with a mental illness, their families and carers.

Reviewed the FACS CPSU Human Resources Working Group and committed to
continue to work together to address workforce issues within the Family and
Children’s Services program.
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Creating better ways of working together

Where we are going in 2006-07

Work with the disability sector on future directions for the disability services system.

e Release the Family And Children’s Services Advisory Council Report on Territory
families.

e Implement a joint FACS Police Child Abuse Task Force to receive and assess all
reports of child abuse and ensure the most serious and complex of those matters
are thoroughly investigated by a team of specially trained police and child
protection workers.

e Work with Aboriginal communities to improve the health and wellbeing of children
and strengthen the capacity of families.

e Continue reforming the out of home care system in the NT in partnership with
carers, non-government organisations, child protection workers and representatives
of children in care.

e Work with non-government agencies in regional areas to ensure government and
non-government services work together to best meet the needs of children, young
people and their families.
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Valuing and supporting our workforce

Our most important resource

The Building Healthier Communities framework outlines the Northern Territory
Government's vision and priorities for health and community services, including the
workforce that strives to achieve them. Key action areas include workforce skills,
recruitment and retention, supporting the workforce and Aboriginal staff.

The government’s Aboriginal Health and Families: A Five Year Framework for Action is
based on a multidisciplinary team approach making core and targeted services
available in all Territory health clinics. To achieve success, this approach must be
supported by a properly trained workforce.

During the year, the department participated in the Productivity Commission report on
Australia's health workforce. Commissioned by the Council of Australian Governments
(COAGQG), the report’'s recommendations cover health workforce planning and advisory
arrangements, innovation, responsive and flexible education and training, accreditation
of health education programs, incentives for workplace change, more streamlined
workforce planning, and improved outcomes in rural and remote areas. COAG
subsequently agreed to a package of reforms to ensure that the workforce can better
meet the health needs of the Australian community.

Against this background, the department needs to build an appropriately skilled
workforce able to deliver health services in urban, rural and remote locations. This will
mean new models of care and culturally appropriate services supported by innovative
education and training practice and career pathways.

We have a long way to go in our workforce reform agenda. We intend to build a more
generic workforce, to change our skills mix and models of care, and to recruit and
retain people who can meet the health and community services needs of Territorians.

Our workforce is the key to delivering effective, safe and quality health and community
services across the Northern Territory.

The department has undertaken a number of initiatives aimed at recruiting and
retaining a workforce that will enable it to sustain health and community services to
Territorians. The department aims to provide a workplace where staff are valued,
respected, feel safe and are able to work to their full potential.

Our priorities

¢ Commence reshaping and equipping our workforce to develop a more generic
workforce that can deliver services using a multidisciplinary approach.

e Ensuring that we maintain a skilled workforce.

o Taking a systematic approach to recruitment and retention, understanding the
challenges and competing to obtain the best workforce possible.

e Supporting the workforce and providing a safe working environment.

e Growing the number of Aboriginal people at all levels of the workforce by promoting
opportunities and creating a respectful workplace.
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What we have done in 2005-06

e Improved human resource management by implementing a performance
management framework aligning work activities to corporate outcomes and
meeting individual training needs.

e Helped new employees to feel more a part of the department by continuing to
deliver effective orientation and induction programs.

o Developed and delivered a financial management training program to 320
departmental middle managers.

e Completed a clinical learning needs assessment and developed a training
framework.

e Provided two submissions to the Productivity Commission Health Workforce Study
and participated in national Ministerial Councils, subcommittees and working
groups.

e Recruited eight apprentices in Aboriginal Liaison and Business Administration and
five cadets under the National Indigenous Cadetship Program.

e Supported the Alice Springs Mental Health Unit to achieve accreditation.
e Increased our numbers of Aboriginal employees by 118% since 2002.
e Spent $2.38m on training and development including:

= $31 202 in General Studies Assistance Grants to 35 applicants, based on
industry skills gaps

= Nursing and Midwifery Studies Assistance Grants to 96 nursing students at a
cost of $91 252

= support for two employees to participate in the Nationally Accredited Public
Sector Management Program

= facilitation of the Graduate Nurse Program for 88 new graduates
= approval of Exemplary Practice Allowance for 51 nurses at a cost of $84 340

= award of 29 Remote Workforce Development Scholarships to the value of
$105 005

= support for 16 scholarships for the Lookrukin Women’s Indigenous Leadership
Program) and the Kigaruk Men’s Indigenous Leadership Program.

e Launched an aggression zero tolerance policy (No Excuse for Abuse) in
conjunction with the Australian Nursing Federation.

o Established an Industrial Relations Unit to coordinate the new Collective
Agreements for nurses, dentists and doctors and to maintain good working
relationships with the relevant unions and management.

e Provided parenting skills training for 60 professionals working in disability and
children’s services.
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Valuing and supporting our workforce continued

Organised a Northern Territory Aboriginal Health Worker Conference ‘Getting it
right—the role of AHW in 2010’ with representation from Aboriginal organisations
and government departments

Organised the successful Nursing and Midwifery Awards, attracting
155 nominations from across the Territory, an increase of 72 from the previous
year.

Placed high priority on completion of a short and long term strategic workforce plan
in the coming year—a goal that was not achieved this year.

Where we are going in 2006-07

Commence reshaping and equipping our workforce by developing an achievable
and realistic Strategic Workforce Reform Strategy in conjunction with unions,
professional bodies, non-government organisations, Aboriginal medical services
and department staff. The aim is to develop a more generic workforce that can
deliver services using a multidisciplinary approach.

Strengthen our capacity to provide quality clinical education and training through
collaborative partnerships with other education and training providers.

Implement a second stage of financial management training for departmental cost
centre managers.

Complete and implement the Strategic Learning and Development Framework
identifying development points and competencies for departmental management
positions.

Continue to recruit Aboriginal people into the Cadetship and Apprenticeship
Programs to meet the 2006 apprenticeship target of 28.

Implement an Aboriginal Health Worker project to create 24 AHW apprenticeship
positions, provide 12 AHWSs with professional development opportunities in
management or specialised disciplines, offer refresher training and 19 positions for
trained AHWs not currently working, and advertise extensively to attract trained
AHWSs back to the workforce.

Negotiate collective agreements that ensure remuneration and conditions for our
doctors, dentists and nurses are competitive in the Australian marketplace.

Participate at the national level in the health workforce reform agenda.
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Creating a health information network

Making the connections is the key

This year, substantial improvements in telecommunications network capacity and
software made the department’s systems easier to use. Work continued to build
better information networks for clinics in remote areas. Closer working arrangements
between data experts and senior clinicians are driving improvements in data quality.

The department made a strong contribution to national discussions on the privacy of
health records, identified risks in protecting medical records, and cleared a backlog of
hospital records filing. Five specialist libraries continued to support staff and
clinicians, and online clinical resources were made available more widely. High
quality interpretive and analytical reports were produced to meet the needs of senior
department professionals.

New providers were contracted to provide telecommunications, desktop and help
desk services and a successful transition was completed. The department’s Business
Applications Server and Data Storage environment was upgraded, including Active
Directory migration and the implementation of ePASS.

The department made substantial progress in the completion of Business Objects
Universes for the Personnel Information and Payroll System (PIPS), Government
Accounting System (GAS) finance data extracted from the Data Warehouse and the
subsequent development of new Business Objects Budget Management and Full
Time Equivalents (FTE) reporting capabilities.

Sharing information creates a network between people seeking good health, their
health service providers, managers and community services.

For clinicians and caseworkers, accurate information about patients is vital to record
what work is done and the care given. For patients, easily accessible information about
health lifestyles and personal health management is empowering. Providers and
patients benefit from improved ways of communicating with each other through
information systems such as telephone, libraries, computer networks and
videoconferencing.

Service managers use reliable information about community and population health
status, public health risks, disease control, funding and performance of the health and
community services system to provide the best services for Territorians.

Our priorities

e Supporting the workforce with a fully developed health information network
wherever staff are based, thereby providing information and tools to improve quality
and risk management.

¢ Delivering publicly accessible health information.

¢ Increasing access to research and knowledge to inform policy and practice.
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What we have done in 2005-06

e Provided computer terminals, network connections and basic computing
infrastructure in 34 of 54 remote clinics, with the remaining clinics to be connected
in the coming year.

¢ Helped acute care professionals by:

commencing a major upgrade of the Caresys Operating Theatre System to
provide real-time patient tracking through operating theatre processes

commencing a major upgrade of the Jadecare Clinicals System, so that
clinicians can more easily access patient data from bedside clinical
workstations

completing a pilot project and commencing planning for implementation of
the Medchart Electronic Advanced Medications Management System
across designated acute care areas in Royal Darwin and Katherine
Hospitals, including access to drug databases to support medication
management

commencing specification identification for a digital radiology picture and
communication system to replace the existing film system

integrating acute care systems to facilitate access to the Health Connect
Shared Electronic Health Records Service and secure point-to-point
messaging (P2P) between hospitals and community based service
providers

upgrading to a new version of the Labtrak pathology system software

planning for the introduction of a new, web-based version of the Ascribe
pharmacy system.

e Supported the health services sector by:

trialing a new release of the Primary Care Information System (PCIS) with
significant usability enhancements, and planning implementation in remote
health clinics in the coming year

implementing Northern Territory Government network connections and
basic computing infrastructure in 34 of 54 remote clinics, with the remaining
clinics to be connected in the coming year.

e Supported the community services sector by:

implementing major changes to notifiable disease contact tracing functions
to track cases of tuberculosis and to facilitate large-scale population
screenings of TB contacts

significantly improving the performance of the Community Care Information
System (CCIS) across all program areas

enhancing CCIS to facilitate the export of growth data for young children to
MS Excel and implementing an inbox function to facilitate secure provider-
to-provider communication

changing childhood immunisation schedules for all NT children under seven
years of age to match national immunisation protocols.
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Creating a health information network continued

Supported all sectors and corporate support divisions by:

= providing consistently improved response times for online business systems
through a significant increase in bandwidth on the Northern Territory
Government network to all sites

= completing the Active Directory Migration project, with staff now able to sign
on to computers in any networked department location and access their files
and E-mail

= completing implementation of ePASS across the department, providing a
secure identity access management system and enabling staff to process
basic information and communications technology (ICT) service requests
online

= adding significant capacity to the department’s application infrastructure and
availability of contemporary software, providing improved response times
and greater reliability

= making the library catalogue available via the Internet.
Improved public access to health information by:

= collaborating with the Top End Division of General Practice to implement
secure point-to-point messaging (P2P) between health service providers for
results, test requests, bookings and referrals

= supporting the operations of the Health Direct telephone triage service

= implementing a number of projects using the Marvin software platform to
develop culturally appropriate health, education and community multimedia
resources for remote communities and Indigenous organizations.

Supported research and knowledge development for Health Gains Planning with
recent publications on injury and Medicare utilisation and the major report The
Health and Wellbeing of Northern Territory Women: From the Desert to the Sea.

Where we are going in 2006-07

Commence major rollout of newly enhanced PCIS clinical information system into
remote health clinics as part of a progressive three-year implementation program.

Continue to roll out ICT infrastructure to remote clinics.

Commence planning for the implementation of Active Directory in selected
business application infrastructure, allowing managers to better control access to
servers and information sources across the network.

Through Health Gains Planning, produce the first of a series of reports on
children—Growing Up The Territory: Parent Survey.

Expand service coverage of the Health Connect Shared Electronic Health Record
Service already implemented in the Katherine Region and the Top End P2P
messaging service across the NT and across borders into South Australia and
Western Australia.
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e« Complete a number of major acute care clinical systems upgrades and commence
progressive implementation of electronic advanced medications management and
bedside computing in NT hospitals.

e Continue to play a substantial role in the development of new national e-Health
Standards and Infrastructure through the National E-Health Transition Authority
(NEHTA).
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