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EXECUTIVE SUMMARY

In 2016, the KAHPF Environmental Health SubCommaittiecided to assess the baseline use
of Environmental Health referrals between primagglth care (PHC) clinics and the local
Environmental Health Service (EHS). Given referfabm PHC to EHS have occurred
patchily over previous years across the Kimbettley, SubCommittee finalised a template for
an EH referral form to promote this important parghip. There are now two EH referral
forms loaded onto clinical information systemstise in PHC clinics: one designed by
Nindilingarri Cultural Health Services (NCHS) foseiby PHC in the Fitzroy Valley and the
other other parts of the Kimberley (both WACHS &#&MS member PHC clinics). Having

a baseline of the extent to which referrals wemremway between PHC and EH services
before further distribution and promotion would lelgaan assessment over time of trends in
uptake.

The five organisations providing these environmiemealth services in Aboriginal
communities across the Kimberley EH services are:

Nirrumbuk

NCHS

Halls Creek Shire

Shire of Derby/West Kimberley
WACHS KPHU EHS
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With the input of the Chair of the KAHPF EH SubCoitiee, a standard set of questions was
produced to help reflections and structure discussill five people invited to participate

did so. The first interview was conducted in A@@16 and the last in October 2016. This
reports presents de-identified responses in flllcomments have assisted the KAHPF EH
SubCommittee. Some highlights include:

= “Awareness is limited. In all fairness, PHC staffme and go. They change all the
time”.

» “They should get orientation when they enter thenbérley and a package of
information. This should also happen for visitsgecialists too not only the clinic
staff”

During 2017, KAHPF EH SubCommittee will developackage of orientation materials
including an orientation guide and reminders inicB to standardise orientation to
environmental determinants across the region, aggaonsistent practice that means
everyone will benefit.

» “As a EH practitioner, | think there needs to beareness raising with PHC staff on
the ground PLUS a communicated expectation fromagement perspectives of
partnership processes and expectations of collatimra

KAHPF EH SubCommittee acknowledges that PHC siaff aeed to learn about what the
Aboriginal EH Workers in their community do andreabout the scope of their work.
Everyone needs to understand more about the raledbepartment of Housing and various
subcontractors for repairs, utilities and mainteeanSuch an understanding will mean that
EH referrals are informed and partnerships atdballlevel based on an accurate appreciation
of what services can offer.

= “Publicise the roll-out of the form. Get us invell. Have face-to-face staff in-
service on clinic sites with everyone — FIFO dosf@®MOs, nurses on rotation,
everyone needs to be orientated”.

»  “One gap for SubCommittee is facilitating stakeleskito work together.”
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Each EHS in the Kimberley should confidently take kead in getting their message across
especially to local PHC clinic staff and to formostg local relationships with PHC teams.
These interviews confirmed the ability of EHS totHis. In 2017, KAHPF EH
SubCommittee will also progress resources to Helians identify when to consider EH
referral (‘clinical triggers’).

In conclusion, this feedback provided part of tietyse of what was happening in 2016
before wide rollout of the EH referral form is umnidéen in 2017. The SubCommittee will
also conduct a survey of PHC staff (doctors, nuesesas another source of data.

We thank all those who participated in interviewsheir input has provided rich ideas and
suggestions to strengthen implementation and suppor

KAHPF Environmental Health SubCommittee
April 2017



WHY DID WE DO THIS PROJECT?

The Kimberley Aboriginal Health Planning Forum (KRH) decided to establish an
Environmental Health SubCommittee in December 2014.

The overarching goal of the Environmental HealtbGammittee ido deepen

understanding across the Kimberley of the link betwen environmental conditions and
health. The Sub-Committee recognises ‘environmentaltheas a specific field of expert
knowledge including the environmental determinariisealth, the link with specific human
diseases (including disease transmission) ancegtestto address these determinants. This
SubCommittee has membership drawn from the KAPHmbees, including WACHS,
KPHU, KAMS, Nindilingarri and Nirrumbuk.

One of the projects the Sub-Committee had beeningidn in 2015 and 2016 is establishing
a standard EH Referral that is easily accessiblee#ith service providers across the
Kimberley. This form is now a standard form avdiato all AMS MMEX users. Two
versions of the form are available on Communicare#ACHS Kimberley sites: one, for
referral to Nindilingarri CHS and the other, tharstard form for outside the Fitzroy Valley.

In 2016, the KAHPF Environmental Health SubComrithgreed to obtain a better
understanding of the baseline use of Environméthéalth referrals across the Kimberley.
Knowing the extent to which any referral was undgrwetween PHC and EH services
would enable an assessment over time of the tiengstake. One way to do this would be
to interview people working in EHSs in the Kimbegrfer their perceptions and insights of
what is currently happening.

WHAT DID WE DO?

Dr Jeanette Ward was asked to interview a seniomBHager or co-ordinator from each of
the five EHS providers in the Kimberley (see Appgridfor questions):

O Nirrumbuk

O NCHS

O Shire of Halls Creek

O Shire of Derby/West Kimberley
O WACHS KPHU EHS

To support the uptake of EH referrals and encoufagker partnership between
public/primary health services and environmentalthe the Sub-Committee also wanted to
learn how to best support the relationship needshRvas asked to provide their perspective
on how primary health care clinic staff perceivesiEonmental Health Services. These
interviews were undertaken to help establish a€liae’ for the SubCommittee’s work

WHAT HAPPENED?

As shown below, all five people invited to partigip did so (100%). The first interview was
conducted in April 2016 and the last in October@01

Nirrumbuk

NCHS

Halls Creek
Derby/West Kimberley
WACHS KPHU EHS
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WHAT DID WE FIND OUT?

The state-of-play of EH referrals in 2016 represenbaseline. Input from interviewees is
presented below as noted by the interviewer aspotds without audio-taping or
transcription. All comments have been de-iderdifi€ach of the five has been depicted with
a specific font and colour.

Views and perceptions of local primary health carestaff about environmental
determinants of health and their workload in clinic

= Awareness is limited. In all fairness, PHC stafine and go. They change all the
time.

= |t depends on the messages PHC staff get fromdhgirorganisation. Sometimes
clinic staff are all over it. They get us involyeéadve referring to EH but others can
be told not to refer to EH. Once the form is oa ¢hectronic medical record, please
use it!

= How we sell this message is the question. Peaad o be reassured that EHS are
not here to judge you but walking alongside youamg better health.

=  WAPHA has been asking about EH referrals.

= | think people are connecting the dots more. Thenmgformation and staff in KPHU
are changing what people understand the role ofSEHEH is now capacity building.

= PHC staff do recognise the relationship betweemdstals of living and health. They
recognise this in Aboriginal populations.

= In general, the extent of knowledge of environmieinéalth is | think predominantly
that it's personal hygiene and personal behavidat.the context of the home.

Understanding of PHC

= New staff are not always made aware of the EH sesvand how to connect
including our role in linking to Department of Hang.

= They should get orientation when they enter theliértey and a package of
information. This should also happen for visitspgecialists too not only the clinic
staff.

= New people have zero understanding

= How clinic staff are varies. Sometimes peoplerildesm social connections. Try to
drop in and say hello to PHC.

= They do understand that it's more than what's qrepa That we are about no shame,
not patronising people. That EH has developedetkkals.

= There can be a different understanding of heathrtieans ‘medical services’. PHC
is providing ‘medical services’. People don’t loakPHC and think public health,
environmental health, health promotion. Everybsdguld have skills in disease
prevention and health promotion in all of theirgiiees eg dentists



PHC thinks EH Services play a very minimal rolehey don’t really understand what
AEHWSs do. They may understand what local governrdess such as food
inspections but they don’t necessarily know evenglihat makes a community
environment.

Examples of the partnership between clinic(s) and Il#S working well

EVERY time we work together, it works well. We juseed the referral.

Success is when say the CH nurse doing a clinicesoAPSGN or scabies and lets
us know. There hasn’t been an official form before.

KPHU / OVAHS kicked off the EH referral form. KPHEH staff were stable in
KNX but OVAHS had huge turnover so now we shouklreect this. It would be
good to have a pigeon hole in the PHC office forrgférrals if we can’t rely on
MMEX. We need to move with the times to develop systems.

Forums about health at the local level can comegandThere needs to be a
commitment from organisations to these forums etlsr no continuity.

Public health is well-positioned to come up withyatem once or twice a year we sit
around the table and get to know each other, detitm each others’ work, look at
ourselves as a team sharing the same objectivew®are not yet functioning as a
team at the local level or at the regional level.

We need to emphasise work at the local level. @han be inspections from Broome
or visits but the work is in the community. Heghttomotion happens in the
community. Maybe we could have a “public healtirkeo”’ or have public health in
everybody’s job description. We should look at $iles that mean people say “I've
got nothing to do with anyone else”.

There should also be some local protocol. If teopfeefrom the same area have
diarrhoea, this should be ringing alarm bells. Whahe cause? Who pulls together
all the local services to tackle this?

One example is when the EHO was living in the comityu This meant more local
discussion and interaction but partnership can tame be inhibited by sense of
‘ownership’ say of ‘health’ by primary health caegher than by the community.
Health promotion may not be able to go as far asutd.

Estimates of the current rate of referral to enviroamental health services from PHC

Over ten months, no referrals.
No formal use of the form.

Once a month but this was linked to a specific comity and an APSGN program.
There were 44 referrals to EH.

Referrals currently depend on the individual arertimterests. There needs to be
more. No use of the EH referral form at all.

Yes. The EH referral form needs to be given a ggmdWe need to develop
information for PHC about when to consider a refleeg clinical triggers.



Five over the past 12 months. My sense is thaketheere people that the clinic
referred because they didn’t have anything elsdéfer. They didn’t know what to

do. We will need to address this in engagementogiethtation because this habit can
be self-defeating. We need this to be all aborly @tervention not the referral of
last resort.

Awareness of environmental health referral form deeloped through the KAHPF
Environmental Health SubC

Stable staff in PHC who acknowledge that we hayegise and we know this
community and this work are aware.

There is some challenge with ‘preferred servicesvigers in some communities.
Yes | am aware of the EH referral form developedheySubCommittee.

Right now, a couple of families with scabies anel tlospital called but didn’t use the
form. Medical officers and EH workers got togeth&here does need to be more
communication.

At this baseline, maybe 40% of PHC staff are awéitbe form. They may be aware
but it's not at the forefront of their minds. Thalgo may not know enough about
what EH Service does. They need complementary letyd as well as knowing
how to find the form.

Ideas to boost the local partnership between clinfs) and EH Services

One gap for SubCommittee is facilitating stakehdde work together

It needs a ‘regional round table’ with all the @ayrespecting services autonomy and
expertise.

Can we (EH) get more in front by having weekly nveg with PHC on site with
scenarios, examples, eg a scabies case referidd &amd what happened.

Might need greater clarity about who does what. &ones nurses think they have to
do the assessment but actually EH does the assassiiey need to remember that
we are here.

When it works well (1) referrals are prioritisedve jump onto it as quick as possible
(2) ‘in tune’ clinicians who know what conditionseam EH should get involved. EH
has huge buy-in in the community — more than 20s}€ehe thing is to be non-
judgemental.

Publicise the roll-out of the form. Get us invalveHave face-to-face staff in-service
on clinic sites with everyone — FIFO doctors, DM@sises on rotation, everyone
needs to be orientated.

Increase the number of EHWSs in community. Increaks.

There might be something with the new EH contraste/ell.

We need to follow-through all the way now and jdistit. Blow-out in costs and
Aboriginal people admitted to hospitals is an argleake. Most people don’t know

about this. We need to look at local inductiongeisses. Information needs to be in
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= Think about the Pilbara / Kimberley AEHW forum aslinas professional meetings
to get the messages out region-wide.

= As a EH practitioner, | think there needs to beraweass raising with PHC staff on
the ground PLUS a communicated expectation fromagement perspectives of
partnership processes and expectations of collébora

WHAT DID WE LEARN?

We learned thagenior managemenin all health services in the Kimberley have a kag

to play. Their support and reinforcement of the am@nce of environmental determinants and
monitoring of key initiatives in raising awarenessl prompting action on the ground is vital.
EH referral ‘needs to be pushed from the top”. bgi2017, the KAHPF EH SubCommittee
will support any manager who needs advice abousjpleeific technical content of any
communication to their staff about environmentdkdainants of health and the strategies
that should be used in response.

We also learned that thecal relationship between an EHS and the PHC clinic can be
strengthened. Suggestions were made to improseahging from better orientation through
to local communications, meetings and introductionse KAHPF EH SubCommittee will
support EHS in their efforts to lead this relatimipsand build an extremely strong partnership
on the ground for the benefit of Aboriginal patenDuring 2017, ways to further strengthen
these relationships will be developed. One way triighto commit to explore the partnership
in one or two locations first to see how the dyramorks and how to build it up and what
support is needed. Another suggestion is thaseher PHC clinic manager could
automatically notify their local EHS of any new PKtaff member so the introductions can
be made as soon as possible and referral can beaywoBetter familiarisation of PHC staff
about the role of AEHWSs and the EHS in which theykis needed.

Roll-out of the EH referral forms must be a top priority2@17. Other partners can assist.
For example, how can KAHPF Health Promotion SubCdtescontribute to the roll-out

and build strong local relationships for effectheslth promotion and referral that bring
benefit to the patient and their family? In 201 AHPF EH SubCommittee will also progress
the development of clinical resources to help clams identify when to consider EH referral.
There is as yet no consensus on clinical indicatf@finical triggers’) for EH referral: for
example, should a child returning to community rafteliagnosis of initial ARF be routinely
offered EH referral? Should a child with three emndive presentations for impetigo in the
previous six months? Should a household with miweila bne member with scabies? How to
make a referral? What to expect once you do? @wer; a target should be set and reached:
for example, by 2018 is it possible to commit t&®86f PHC staff knowing the EH referral
form exists, know where to find it and use it whesrerequired?

Orientation of all clinicians — whether experienced senior doctors moving toegesn,
locums providing short cover, junior doctors, régiss, remote area nurses, community
health generalist nurses, child health nurses,addtealth nurses, Aboriginal Health Workers,
Aboriginal Health Practitioners, Nurse Practitianetc - is also going to be very important.
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EH referral should not rely on the individual irdst of the attending clinician: it should be
offered to every person who will benefit from itlifey consent. Resources were made
available to the RHD Register to produce a 10-namidleo for orientation. Should a similar
approach be taken by the KAHPF EH SubCommitteeet@lop a video? There is strong
support for an orientation ‘round table’ during ZGh which all organisations share how they
currently deliver orientation, identify best praetiand collaborate in co-development of
resources everyone can use. Strengthening a coneonoiculum’ for public health

orientation in the Kimberley including the microHikneeded for a culturally respectful EH
referral could be beneficial for all services.

These interviews also highlight thentext for PHC staff in the Kimberley. They are busy,
juggling demands from acute care and emergencigsetprogrammed health surveillance
and vaccination programs. Roll-out of the EH nefleform needs to acknowledge case load
in PHC especially when communities expand aroumgtsgompetitions, cultural events and
extra visitors to communities with limited housifog sorry business.
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APPENDIX 1

Questions distributed to each interviewee before thinterview

What do you believe are the views and perceptidiecal primary health care staff
about environmental determinants of health and thefkload in clinic?

What do you consider they currently understandhefrole your service can play?

When has the partnership between clinic(s) and getvice worked well? Can you
think about the reasons why?

Over the last year, what would you estimate ig#te of referral to environmental
health services from clinic(s)? Think of numbersoate (say one a month, none etc)

Are you aware of the environmental health refdioah developed through the
KAHPF Environmental Health SubC?

How aware are clinic staff?

What would really boost the local partnership betwelinic(s) and your service?
How might the SubCommittee assist?
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APPENDIX 2

WHAT ELSE IS GOING ON?

1. Kimberley clinician survey

In 2017, the KAHPF EH SubCommittee is completifgaaeline survey of clinicians across
all services in the Kimberley. Results in a sefgareport will be available by contacting the
Chair, Martin Cutter.

2. KPHU quality improvement project: Public Health Orientation for clinicians

Findings from Dr Batterby’s evaluation of DMO and§e public health orientation in
WACHS (November 2016) showed:

Primordial prevention — Environmental Health referrals.

While all nursing staff reported being aware of, and having made, Environmental Health
referrals, only 17% of medical respondents (n=4) were aware of Environmental health, and
only | of those doctors had ever made a referral to the service.

Medical Nursing
Heard of Made Heard of Made
Environmental Environmental | Environmental Environmental
Health referrals Health referral | Health referrals Health referral
Yes 4 1 3 (100%) 3 (100%)
No 11 (73%) 3 (75%) 0 0
Skipped question 1 0
Total eligible 15 4 3 3
responses

Table 10: Environmental Health referrals — awareness and use, according to discipline

3. WA Trachoma Reference Group (TRG) Squeaky CleaKids Project

Note the Steering Group includes WACHS Kimberlegi@eal Lead and thaboriginal
Health Council of WA (ACHWA) Lead. This project utilises the distribution odd
recycled soap to consenting communities and indadglto bring focus to skin health and
environmental health issues with targeted educaimhresources. An Aboriginal Health
Promotion Officer will be appointed to oversee pingject. Contact Ashley Eastwood (CNM
Disease Control) or Sarah Macnee (A/g Public Hediimager).

4. WA Children’s Environmental Health Policy Framework

Matt Lester, Rob Mullane and Peter Franklin wilbyide further information about a contract
awarded to TKI to develop the WA Children’s Envineental Health Policy Framework.

5. TKI Systematic review of the evidence for clinial and public health action in
impetigo, scabies and fungal infections

The KAHPF EH SubCommittee had input into the samipilis systematic review. The
protocol for the review has been published wittoaginal completion date. Findings from
the systematic review will inform future work.

6. TKI service mapping

On 9 February 2016, the Minister of Health origipmainnounced that more than $1 million in
State Government funding will help research waytsdat skin conditions and improve the
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health of children in Western Australia's Kimbertegion. Health Minister Kim Hames said
this partnership between the Kimberley Aboriginaliaith Planning Forum and researchers
from the Telethon Kids Institute was funded forethyears with $1.05 million provided
through the FutureHealth WA progratithis project will combine the research expertie o
the Telethon Kids Institute with on-the-ground kAmw of local Aboriginal services to
reduce skin infections in this regior)t Hames said. This study will look into the etiee
treatment and prevention of the spread of theseiioins, including:

. mapping of available resources, strengths and igajpe delivery of skin
disease control

. comprehensive training for health workers to beteognise and treat skin
infections

. investigation into oral treatments versus topicatlimation used to treat
scabies.

In December 2016, Dr Asha advised that WACHS andAWEC approval for a Situational
Analysis (Mapping) of skin practices in the Kimlsrihad been received. The desktop
review of public information is underway and Dr Ashnticipates the project
guestionnaires/interviews will commence early 26he all ethics and governance
approvals received. The situational analysis regfosuld be complete by May-June 2017.

7. TKI NHMRC project grant

In December 2016, Dr Asha Bowen & Professor Jome@erapetis announced they had
received a grant commencing 2017 from NHMRC forifSRisease Control in remote
Aboriginal children: translating evidence into giee with a cluster randomised, stepped
wedge trial”.NHMRC announcements include $1,818,581 Projectt@@h7-2021 to Dr
Bowen and her team. The project team sa&tsany one time, almost one in two children
living in remote Indigenous Australian communitiase skin sores and one in three have
scabies. Despite this high burden, skin infectamesunder-recognised. Increasing
community and health care provider knowledge aretsas to the best available treatments
will be evaluated with the goal of halving the bemdf skin infection over five years and
implementing the strategies, resources and knowlédgustain this.

On 14 December 2016, Dr Asha advised the first STirgdt Cl meeting late Feb/early March
2017, then 4 monthly throughout 2017. The ParhpiSteering Group had its first meeting
in November and will continue to meet quarterhpt@rsight this and other skin projects in
the Kimberley. Timelines are:

Feb-May 2017:Community consultation for SToP trial.
May 2017: Submit SToP Trial ethics.
November 2017:Start SToP Trial (baseline data collection).

Dr Bowen presented to KAHPF on 9 February 2017.
8. Hot North research network

TKI's Professor Jonathan Carapetis is Chief Ingasgtir B on a grant from the NHMRC -
Northern Australia Tropical Disease CollaborativesBarch Programme: Improving Health
Outcomes in the Tropical North: A Multidisciplinagollaboration (HOT NORTH) (Lead
Investigator, Professor Bart Currie, Menzies Scloddlealth Research) over 2016-2019 for a
total of $5,997,916. Plain summary published byMRC statesimproving Health

Outcomes in the Tropical North will strengthen parships with research institutions in the
NT, Qld, WA, NSW, Vic and SA, by undertaking aarebeagenda that will help close the

gap in Indigenous health disadvantage, protectibith from emerging infectious threats
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and engage regional neighbours. We will establistodhern Australian network that
incorporates Indigenous engagement, mentoring awdviedge translation, and facilitates
collaboration with southern partners.

Prof Jeanette Ward is a member of the Researclsl@tam, Policy and Practice Advisory
Board for this Hot North research network.

9. Next EHNS survey
In Campfiremagazine (Winter 2016 page 3), Robert Mullane wrote

The last “Environmental Health Needs of Aborigi@@mmunities in Western Australia”
survey was conducted in 2008. Copies of “The 20686y and its Findings” document were
posted recently to all contracted organisationstfoem to use and keep as a record to
compare results with a new survey which will be mamced later this year or early in 2017.

The new survey will be a little different from thst one. We will be using a slightly
different version of the Healthy Community Assessiheol (HCAT) developed by the
Menzies School of Health Research which is bas&aiwin in the NT (we are still making
some final edits). You may be familiar with thisltas | have been talking about if for well
over a year now. It and its use are also refer@ihtthe recently finalised Service
Agreements. Other Australian States and Territogies at some stage, also intending to use
the same survey document. There is a high degiie¢eoést in this project from other
Government Departments and research organisatiank as the Telethon Kids Institute. It is
expected that the results of the survey will helpamly with analyzing the different needs,
and progress over time of each surveyed communityalso with comparing communities
and regions within WA and between each State anitdrg.

As in previous surveys, the Environmental Healitledorate will be asking
Environmental Health Practitioners to assist theithwonducting the new survey and
training in how to use it will be made available tbose involved. We are looking forward to
working with everyone on this project and to thallgmge of us also travelling to
communities to conduct the survey. There will beerabout this project in coming weeks
and will be a point for discussion at the regioAddoriginal Environmental Health forums.

http://www.public.health.wa.gov.au/cproot/6335/2iqHire%20Winter%20addition%20201
6%20version%204.pdf

10. ABC invitation re Kimberley Environmental Attri butable Fractions (KEAFs)
In 2015, the ABC Health Report expressed interestliroadcast about KEAFs.
11. Roll-out of WA Public Health Act

Stage 4 is expected to occur 6 months following&4uary 2017 in approximately July 2017.
This may be subject to change. Further commumicatwill be provided in the lead up to
stage 4 and 5 regarding the key changes and thefrehforcement agencies. The
Environmental Health Directorate will also be noiout the Environmental Health
Regulation Review Program over the coming monthzrépare for stage 5.

12. Kalumburu Environmental Health Community event
Participation by EH staff from KPHU, Shire of Defliyest Kimberley, Shire of Halls Creek
and Nirrumbuk in a short Environmental Health Préormocourse facilitated by PHAIWA in

2016 has resulted in a week-long community evebetbeld in June 2017. Key themes will
include skin health, environmental health, sexaeath, well-being and resilience. Numerous
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stakeholders will join Kalumburu community membangl organisations to facilitate the
week’s activities. Activities will include art, iatactive education sessions with young people
and in school, skin health checks and treatmeotanaunity activities and a whole of
community celebration dinner at the end of the weBkntact Pippa Broughton (Co-
ordinator HO, KPHU) and Sarah Macnee (A/g PubliaiteManager).
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