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Acronyms and abbreviations 

Abbreviation Definition  

ACCHO Aboriginal Community Controlled Health Organisation 

ACSQHC Australian Commission on Safety and Quality in Health Care 

AHP Aboriginal Health Practitioner 

AHW Aboriginal Health Worker 

AMR antimicrobial resistance 

APSGN acute post-streptococcal glomerulonephritis 

AURA Antimicrobial Use and Resistance in Australia 

CARPA Central Australian Rural Practitioners Association 

COPD chronic obstructive pulmonary disease 

CSOM chronic suppurative otitis media 

GAS group A streptococcus 

GP general practitioner 

Hib Haemophilus influenzae type b 

MRSA methicillin-resistant Staphylococcus aureus 

NAPS National Antimicrobial Prescribing Survey 

NPS National Prescribing Service 

NSQHS National Safety and Quality Health Service 

PBS Pharmaceutical Benefits Scheme 

PCV pneumococcal conjugate vaccine 

PHN Primary Health Network 

QI-NAPS Quality Improvement National Prescribing Service 

RAAHS Remote Area Aboriginal Health Services 

RPBS Repatriation Pharmaceutical Benefits Scheme 
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Key points 

 The burden of infections experienced by 
Aboriginal and Torres Strait Islander peoples 
contributes to higher overall rates of 
antimicrobial use compared with non-Indigenous 
populations.  

 Antimicrobials are under-used in some 
Aboriginal and Torres Strait Islander populations. 
This increases the risk of serious complications 
from infectious diseases.  

 Rates of antimicrobial resistance are increasing 
in some Aboriginal and Torres Strait Islander 
populations. 

 Antimicrobial stewardship is important to reduce 
antimicrobial resistance (AMR) and improve 
infectious disease outcomes. 

 Effective antimicrobial stewardship initiatives are 
community driven, culturally safe and address 
social determinants of health that contribute to 
the infectious diseases burden. 

 Aboriginal and Torres Strait Islander Community 
Controlled Health Organisations (ACCHOs) have 
a crucial role in reducing AMR in Aboriginal and 
Torres Strait Islander communities.  

 

 

 ACCHOs and other health services may draw 
upon a range of antimicrobial stewardship 
initiatives include developing and implementing 
localised prescribing guidelines, establishing 
and maintaining a corresponding antimicrobial 
formulary, monitoring antimicrobial use and 
resistance patterns, providing feedback and 
education to staff and delivering community and 
patient education in an accessible and targeted 
way.  

 Antimicrobial guidelines may need to be adapted 
to local circumstances, depending on the local 
microbiology of infectious diseases and 
availability of health services.  

 Most Aboriginal and Torres Strait Islander 
peoples live in urban and regional areas, 
however most published studies on antimicrobial 
stewardship and AMR have been conducted in 
rural and remote communities. Further research 
is needed on antimicrobial stewardship, 
especially in urban and regional settings. 
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15.1 Introduction 

Australia’s National Antimicrobial Resistance 
Strategy describes national priority actions to 
address the growing public health threat of 
antimicrobial resistance (AMR), a global public 
health problem.1 Antimicrobial stewardship is a 
key component of the national strategy.  

The Antimicrobial Stewardship in Australian 
Health Care book (the Antimicrobial Stewardship 
Book) was published in 2018 to provide an 
overarching resource for antimicrobial 
stewardship programs in Australia. The 
Antimicrobial Stewardship Book is available at 
www.safetyandquality.gov.au/our-
work/healthcare-associated- 
infection/antimicrobial-stewardship/book/. 

Additional chapters of the Antimicrobial 
Stewardship Book are being developed on 
specific topics to further support antimicrobial 
stewardship in Australia; as these are completed, 
they will be published to supplement the 
Antimicrobial Stewardship Book. 

Antimicrobial Stewardship in the Aboriginal and 
Torres Strait Islander Population is the latest 
addition to the Antimicrobial Stewardship Book. 
This chapter: 

 describes antimicrobial use and resistance in 
Aboriginal and Torres Strait Islander 
populations; 

 identifies resources to support appropriate 
prescribing of antimicrobials; 

 provides practical strategies that can be 
implemented to improve antimicrobial 
stewardship in Aboriginal and Torres Strait 
Islander communities; and 

 discusses the critical role of Aboriginal 
Community Controlled Health Organisations 
(ACCHOs) in antimicrobial stewardship. 

15.1.1 Aboriginal and Torres Strait 
Islander demographic characteristics 

In 2016 there were an estimated 798,365 
Aboriginal and Torres Strait Islander peoples in 
Australia, representing 3.3% of the total Australian 
population.2 The Aboriginal and Torres Strait 
Islander population is projected to reach about 1.1 
million people by 2031.3  

This population has a relatively young age 
structure with a median age of 23 years compared 
with 37.8 years for non-Indigenous Australians.3 

Although 81% of Aboriginal and Torres Strait 
Islander peoples live in major cities, inner regional 

and outer regional areas, in remote Australia 18% 
of the population is Aboriginal or Torres Strait 
Islander and in very remote Australia 47% of the 
population is Aboriginal and Torres Strait 
Islander.3,4 

Aboriginal and Torres Strait Islander peoples 
speak about 150 languages and belong to many 
cultural groups. Aboriginal and Torres Strait 
Islander languages play an important role in 
maintaining and passing on cultural knowledge 
and practices and contributing to a stronger sense 
of identity and belonging.5 

15.1.2 Infectious diseases and 
Aboriginal and Torres Strait Islander 
peoples 

Aboriginal and Torres Strait Islander peoples 
experience a greater infectious disease burden 
than non-Indigenous Australians, regardless of 
where they live. Aboriginal and Torres Strait 
Islander peoples who live in rural and remote 
areas experience disproportionately higher rates 
of some infectious diseases than their urban 
counterparts. Antimicrobial stewardship is 
therefore important to ensure antimicrobials are 
used appropriately in Aboriginal and Torres Strait 
Islander peoples and contribute to improved 
health outcomes. 

In Australia, children of Aboriginal and Torres 
Strait Islander background have higher rates of 
infectious diseases including skin, ear, respiratory 
and gastrointestinal infections, invasive infections, 
including bloodstream infections, pneumonia and 
bronchiectasis, and are more likely to be 
hospitalised for infectious diseases than non-
Indigenous children.6,7 Acute and chronic otitis 
media and associated conductive hearing loss are 
more prevalent in remote communities compared 
with urban communities.8  

Group A streptococcal (GAS) infections cause 
skin, soft tissue and throat infections, invasive 
disease and the autoimmune sequelae of acute 
rheumatic fever and acute post-streptococcal 
glomerulonephritis (APSGN).9 APSGN can lead to 
chronic renal failure and a requirement for renal 
dialysis. Mortality from rheumatic heart disease in 
Aboriginal and Torres Strait Islander Australians is 
the highest reported in the world.10  

Skin infections are a major contributor to the 
burden of GAS. In remote communities, impetigo 
is predominantly caused by GAS and affects 45% 
of Aboriginal and Torres Strait Islander children at 
any one time. A high burden of scabies, affecting 
50% of Aboriginal and Torres Strait Islander 
children, increases rates of impetigo.9 Adults in 
some remote communities also experience high 

http://www.safetyandquality.gov.au/our-work/healthcare-associated-infection/antimicrobial-stewardship/book/
http://www.safetyandquality.gov.au/our-work/healthcare-associated-infection/antimicrobial-stewardship/book/
http://www.safetyandquality.gov.au/our-work/healthcare-associated-infection/antimicrobial-stewardship/book/
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rates of skin and soft tissue infections, up to 75% 
each year.11 

Notifications of sexually transmissible infections, 
including chlamydia, gonorrhoea and syphilis are 
higher in some Aboriginal and Torres Strait 
Islander teenage and adult populations.12  

Some chronic diseases increase risk of severe 
infections. Rates of type 2 diabetes are high in 
some remote communities. Diabetes contributes 
to respiratory tract infections, urinary tract 
infections, skin and soft tissue infections, ear 
infections and cholecystitis.13 Bronchiectasis and 
chronic obstructive pulmonary disease (COPD) 
are also common in some adult Aboriginal and 
Torres Strait Islander populations and contribute 
to increased hospitalisations and mortality.7 

Serious infections resulting in sepsis are more 
common in some Aboriginal and Torres Strait 
Islander populations; rates of sepsis resulting in 
hospitalisation and intensive care admission are 
four-fold higher in Aboriginal and Torres Strait 
Islander than in non-Indigenous Australians.14 

15.2 Antimicrobial use 

Although most of Australia’s Aboriginal and Torres 
Strait Islander population live in urban and 
regional areas15, studies of antimicrobial 
prescribing in Aboriginal and Torres Strait Islander 
populations have largely been conducted in rural 
and remote areas, leaving gaps in our 
understanding about antimicrobial stewardship in 
urban populations. 

Available evidence suggests rates of antimicrobial 
use are appropriately higher in urban, rural and 
remote Aboriginal and Torres Strait Islander 
patients because infectious disease burden is 
greater.16 However, other factors contribute to 
high rates of antimicrobial use, including:16 

 a lack of diagnostic capability in some care 
settings especially the remote health care 
sector and 

 a lack of availability of treatment which may 
precipitate increased prescribing by the health 
care provider to mitigate the risk of worsening 
infection for which the patient cannot later 
access timely health care. 

High workforce turnover and a lack of availability 
of senior clinical staff may also contribute to 
higher rates of antimicrobial prescribing due to 
lack of familiarity with some of the infections that 
are rarely seen elsewhere in Australia.16 

Prescribing practices differ between remote 
Aboriginal and Torres Strait Islander communities 
and non-remote communities, largely due to 
differences in infectious disease burden. 17,18 The 
s100 Remote Area Aboriginal Health Services 
program measure (RAAHS) accounts for 1% of 

antimicrobials supplied through the 
Pharmaceutical Benefits Scheme (PBS). 
Amoxicillin is the most common antimicrobial 
supplied; azithromycin is the second most 
common. Azithromycin is used for the treatment of 
trachoma and uncomplicated urethritis which have 
higher rates in rural and remote Aboriginal and 
Torres Strait Islander  communities.19 In 
comparison, the most commonly supplied 
antimicrobials through the PBS / RPBS are 
amoxicillin, cefalexin and amoxicillin-clavulanic 
acid. 

Rural and remote Aboriginal and Torres Strait 
Islander children are prescribed antimicrobials 
more frequently than non-Indigenous children. 
According to the results of one study, by their first 
birthday an estimated 95% of Aboriginal and 
Torres Strait Islander children in some rural 
communities receive at least one antimicrobial 
prescription and 47% receive at least six 
antimicrobial prescriptions.20 In another study of 
Aboriginal and Torres Strait Islander children aged 
less than two years in remote communities, the 
children received a median of five antimicrobial 
prescriptions in both their first and second years 
of life.21 

Medical practitioners treat acute otitis media in 
Aboriginal children more frequently with 
antimicrobials and for longer periods than in non-
Aboriginal children.22 Prescribing practices are 
generally consistent with clinical practice 
guidelines, with an estimated 8% of prescriptions 
for treatment of infections not aligned with 
relevant otitis media treatment guidelines.20 

Topical antimicrobials are prescribed in Aboriginal 
and Torres Strait Islander populations for the 
treatment of ear infections. 21 Treatment with oral 
antimicrobials is not recommended and is usually 
less effective than topical antimicrobial treatment 
for chronic suppurative otitis media (CSOM). 
However, up to 75% of children with CSOM are 
prescribed oral amoxicillin.23 

Harm from acute rheumatic fever is reduced 
through secondary prophylaxis with 
antimicrobials, whereby people at risk of recurrent 
acute rheumatic fever (i.e. those who have 
previously been diagnosed with acute rheumatic 
fever or rheumatic heart disease) receive regular 
intramuscular injections of benzathine penicillin.24 
This strategy is important in reducing the burden 
of rheumatic heart disease. However, it only 
prevents the worsening of rheumatic heart 
disease in established cases. To prevent acute 
rheumatic fever, evidence supports providing 
prompt assessment and antimicrobial treatment of 
skin sores and sore throats as well as reducing 
crowding and socio‐economic disadvantage.24 
Unfortunately, population efforts to rationalise the 
use of antimicrobials for sore throat may 
inadvertently be contributing to the inability to 
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prevent acute rheumatic fever through early 
treatment of sore throats.24 

Antimicrobials may be under-utilised for treatment 
of sore throat in some Aboriginal and Torres Strait 
Islander patient groups. Antimicrobials are 
indicated for the treatment of Aboriginal and 
Torres Strait Islander paediatric patients with 
upper respiratory tract infections (URTIs) due to a 
higher risk of developing non-suppurative (i.e. 
non-pus producing) complications. In remote 
Aboriginal and Torres Strait Islander populations 
higher rates of antimicrobial prescribing for URTIs 
are observed.20 However, available data from 
urban general practice shows no significant 
difference in antimicrobial prescribing for 
Aboriginal and Torres Strait Islander and non-
Indigenous patients with URTIs.25,26 Further, data 
from MedicineInsight (a large general practice 
dataset managed by NPS MedicineWise) show 
that in 2017, 29.2 per 100 Aboriginal and Torres 
Strait Islander patients were prescribed an 
antimicrobial in general practice compared with 
27.7 per 100 non-Indigenous patients.27 Aboriginal 
and Torres Strait Islander patients are under-
identified in primary care data which may 
influence the reported rates of prescribing in 
general practice.28 

Appropriate use of antimicrobials is of the utmost 
importance in the management of skin and soft 
tissue infections in Aboriginal and Torres Strait 
Islander patients. Some studies show high 
antimicrobial prescribing rates for skin infections.29 
Available data from remote Aboriginal and Torres 
Strait Islander communities suggests that, by their 
first birthday, 51% of Aboriginal and Torres Strait 
Islander children had received one antimicrobial 
prescription where skin sores were the sole 
presenting condition.20 Another study of children 
in their first two years of life found 63% of children 
with scabies infections are prescribed 
antimicrobials.21 

The treatment of intestinal worm infection in some 
Aboriginal and Torres Strait Islander populations 
requires administration of, commonly, oral 
ivermectin. Mass drug administration of ivermectin 
for scabies has been trialled in remote, tropical 
Aboriginal communities where Strongyloides 
stercoralis is hyper-endemic. This resulted in a 
sustained and significant reduction in 
Strongyloides seroprevalence over 18 months.30 
Annual ivermectin prescription volume correlates 
negatively with Strongyloides seropositivity.31 

15.2.1 Impact of vaccination on 
antimicrobial use 

Vaccination is an important public health 
intervention to reduce the burden of infectious 
diseases in the Australian community. There have 
been significant decreases in the burden of viral 
hepatitis, rotavirus, varicella, meningococcal 

disease, invasive pneumococcal disease and 
Haemophilus influenzae type b in the Australian 
population as a result of immunisation programs.32 
Vaccination against Streptococcus pneumoniae 
and Haemophilus influenzae type b has been 
associated with changes in rates of infection and 
in antimicrobial use.33,34  

Pneumococcal conjugate vaccination (PCV) of 
infants at two, four and six months of age has 
been associated with an 80% vaccine 
effectiveness for all-cause invasive pneumococcal 
disease in Australian children and a 61% 
reduction in all-cause invasive pneumococcal 
disease in unvaccinated children, mainly due to 
strong herd immunity.34 Paediatric hospitalisations 
for pneumonia have also decreased. Both 
bacterial and viral pneumonia hospitalisation rates 
declined in the general population, suggesting 
pneumococcus may also play a role in viral 
pneumonia.35 

Since the introduction of the Haemophilus 
influenzae type b (Hib) vaccine, invasive Hib 
disease notification rates have decreased by more 
than 99% in both Aboriginal and Torres Strait 
Islander and other Australian children aged <5 
years.32 Rates of infection with non-B-
encapsulated serotypes have not increased 
significantly since widespread immunisation 
against Hib. However, invasive Hib disease rates 
in Aboriginal and Torres Strait Islander children 
aged <5 years remain around 10 times higher 
than in non-Indigenous children, partly due to 
lower vaccination coverage rates.32 This highlights 
the continuing importance of ensuring adequate 
vaccine coverage in the paediatric population.36 

Both S. pneumoniae and H. influenzae are 
pathogens associated with otitis media infection. 
They may densely co-colonise the nasopharynx 
and infect the middle ear of Aboriginal and Torres 

Strait Islander infants from very early in life.37 

Early and dense colonisation of the nasopharynx 
increases the risk of acute otitis media 
substantially.38 

The administration of PCV may reduce or 
eliminate nasopharyngeal colonisation by S. 
pneumoniae, and subsequently reduce incidence 
of acute otitis media. In turn, PCV may also 
disrupt the progression from pneumococcal-
associated otitis media to chronic, recurrent otitis 
media and thereby reduce subsequent and more 
complex disease caused by non-vaccine 
serotypes of S. pneumoniae and non-typeable 
Haemophilus influenzae.33 

Although there has been a reduced prevalence of 
severe otitis media attributed to introduction of 
PCV, incidence has not reduced in all vaccinated 
Aboriginal and Torres Strait Islander 
populations.39 After the introduction of the first 7-
valent pneumococcal conjugate vaccine (7vPCV), 
the overall incidence of invasive pneumococcal 
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disease decreased by 74% in all Australian 
children under 2 years of age.24 However, similar 
reductions in common ear and respiratory 
diseases were not observed in Aboriginal and 
Torres Strait Islander children and invasive 
pneumococcal disease due to non-vaccine 
serotypes increased.40 Serotype replacement was 
observed. The most common serotypes colonising 
infants at 2 months (serotypes 16F and 19A) were 
not serotypes covered by 7vPCV and were more 
likely to cause otitis media and lung disease as 
the infants matured. These serotypes were also 
more likely to be associated with β-lactam 
antimicrobial resistance.41 

The later introduction of 13-valent pneumococcal 
conjugate vaccine was associated with further 
reductions in invasive pneumococcal disease in 
the general population but not in improvements in 
ear health or substantial improvement in invasive 
pneumococcal disease in vaccinated Aboriginal 
and Torres Strait Islander children.42,43 

Aboriginal and Torres Strait Islander pregnant 
women and infants less than 6 months old have a 
high baseline risk for pneumococcal disease 
compared with the general population, particularly 
in low resource settings.44 To reduce the burden 
of respiratory disease in infants, pneumococcal 
vaccination given in pregnancy has been trialled. 
Available data suggest this approach is not 
effective. Increased risk of acute otitis media in 
the first six months of life and increased risk of 
premature birth with pneumococcal vaccination 
have been observed in published studies.45,46 

15.2.2 Antimicrobial resistance 

High levels of infectious disease and resultant 
high levels of antimicrobial use contribute to 
increased rates of AMR in Aboriginal and Torres 
Strait Islander populations. AMR reduces the 
range of antimicrobials available to treat infections 
and increases morbidity and mortality associated 
with infections caused by multidrug-resistant 
organisms.27 

AMR is problematic and rising in remote 
Aboriginal and Torres Strait Islander 
communities.16 Examples include tuberculosis, 
methicillin‐resistant Staphylococcus 
aureus (MRSA) rates of around 50% in some 
communities, azithromycin resistance in S. 

pneumoniae and emerging resistance in gram‐
negative urinary tract pathogens.47,48,49  

Emerging AMR is not isolated to remote Australia. 

In the past 20 years, the virulent ST93‐MRSA 
clone has emerged from remote northern 
Australia and is now the most prominent 

community‐associated MRSA throughout 
Australia.50 

Antimicrobial use has caused changing resistance 
and carriage patterns in organisms implicated in 

high rates of ear and lung diseases, including S. 
pneumoniae, non-typeable H. influenzae and 
Moraxella catarrhalis.20,21,29,48,51  

AMR in Neisseria gonorrhoeae is recognised as a 
public health problem of importance in Australia. 
Rates of azithromycin resistance have increased 
significantly since 2015, and 9.3% of isolates were 
resistant in 2017. The total number of notifiable 
cases also continues to increase.27 However, in 
Aboriginal and Torres Strait Islander populations, 
gonorrhoea is concentrated primarily in Aboriginal 
heterosexual persons living in remote areas of 
central and northern Australia.52 The most recent 
Australian Gonococcal Surveillance Program 
Annual Report indicates gonococcal AMR in these 
regions remains low in infections acquired 
locally.53 

Scabies disease, caused by Sarcoptes scabiei, 
affects up to one in five remote living Aboriginal 
children and adults. Effective treatments that are 
tolerable without the risk of emerging resistance 
are needed.54 

AMR is therefore a priority for action in Aboriginal 
and Torres Strait Islander populations due to its 
serious and growing impact on health. 

15.3 Antimicrobial 
stewardship 

Antimicrobial stewardship is a set of coordinated 
strategies to improve antimicrobial use, enhance 
patient outcomes, reduce AMR and decrease 
unnecessary costs. 

Effective antimicrobial stewardship in Aboriginal 
and Torres Strait Islander populations is complex 
and must balance the need for timely antimicrobial 
treatments to address the substantial infectious 
disease burden with judicious use of 
antimicrobials. 

Holistic, culturally tailored approaches to reducing 
the infectious disease burden are essential. 

15.3.1 Social determinants of health 
and infectious diseases 

The conditions in which people live, work, and 
play shape people’s opportunities for health. 
These are social determinants of health and 
include factors such as housing, employment 
conditions, education, social relationships, 
income, poverty and the distribution of power and 
resources.55 

Access to health care is a significant determinant 
of health in its own right. Barriers to access relate 
to availability, affordability, acceptability and 
appropriateness. Poor access to health care is 
associated with presentations with more 
advanced infections and comorbid diseases.56 
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Aboriginal and Torres Strait Islander peoples 
living in remote areas may face distinct challenges 
that contribute to excess infectious disease 
burden such as housing conditions, environmental 
health issues and food costs. Living in an 
overcrowded household increases the likelihood 
of health problems such as skin, ear and eye 
infections.57 

There is compelling evidence that improving the 
social determinants of health, including access to 
health services, reduces the incidence of some 
infectious diseases. For example, specific 
strategies for the treatment and prevention of 
bacterial skin infections in Aboriginal and Torres 
Strait Islander children that have reduced 
infections include: management of active 
infections and lesions; improving environmental 
and personal hygiene; the installation of 
swimming pools; screening and treatment.58 

Affordability of medicines may reduce compliance 
with treatment for infectious diseases. Improving 
access to affordable medicines is an important 
strategy to improve health. The PBS Closing the 
Gap co-payment measure reduces the cost of 
PBS medicines for eligible Aboriginal and Torres 
Strait Islander peoples living with, or at risk of, 
chronic disease.59 When obtaining PBS medicines 
at their local pharmacy, eligible general patients 
who would normally pay the full PBS co-payment 
pay the concessional rate. Those who would 
normally pay the concessional price can receive 
their PBS medicines without being required to pay 
a PBS co-payment. 

The burden of infectious disease among 
Aboriginal and Torres Strait Islander peoples can 
be reduced through improved housing conditions, 
adequate and timely housing repair and 
maintenance and the ability to perform healthy 
behaviours such as showering, toileting and safe 
food preparation.60 

Poorly maintained housing and the condition of 
food preparation and storage areas are 
associated with gastrointestinal infections. Skin 
infections and viral conditions such as influenza 
are associated with crowding. The excess burden 
of gastrointestinal, skin, ear, eye, and respiratory 
illnesses, are all related in various ways to poorly 
functioning health hardware (showers, toilets, 
electrical systems, taps and stoves), removal and 
treatment of sewage, crowding, presence of pests 
and vermin and the growth of mould and mildew.60 

Box 15.1 shows examples of successful holistic 
programs to improve overall health and wellbeing, 
along with reduced incidence of infection
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Box 15.1: Holistic approaches to reduce infectious disease burden 

 

 

New South Wales Housing for Health  

The New South Wales Housing for Health program aims to assess, repair and replace health services to 
improve living conditions in Aboriginal communities. The program first ensures that houses are safe from 
life-threatening faults, then addresses the following nine healthy living practices in order of priority:61 

• washing people 

• washing clothes and bedding 

• removing waste safely 

• improving nutrition 

• reducing overcrowding 

• reducing the impact of animals, vermin and insects 

• reducing dust 

• controlling temperature 

• reducing trauma. 

The program trains and employs local Aboriginal and Torres Strait Islander peoples, and partners with 
health and environmental health teams to deliver comprehensive community-wide education campaigns. 
The program resulted in a 38% reduction in hospital separation rates for infectious diseases compared 
with the rural New South Wales Aboriginal population without Housing for Health interventions. 

Linking health and environmental health in the Kimberley 

In the Kimberley region of Western Australian, links between the health and environmental health services 
were strengthened by simple but timely referrals of infective conditions to environmental health teams. The 
changes resulted in resolution of issues in a timely manner, opportunities for Aboriginal environmental 
health workers to provide education about household maintenance and hygiene practices, and prevention 
of further infections.62 
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15.3.2 Cultural considerations in 
antimicrobial stewardship 

Connectedness to culture and caring for country 
are positive determinants of Aboriginal and Torres 
Strait Islander health.63 Initiatives to improve 
antimicrobial stewardship within Aboriginal and 
Torres Strait Islander communities need to be 
culturally appropriate, community‐developed and 

community‐driven.64 For example, housing 
programs where Aboriginal and Torres Strait 
Islander communities lead the design, 
construction and maintenance of housing have 
improved housing-related health outcomes, 
including infectious disease outcomes.65 

Culturally informed initiatives can better promote 
antimicrobial adherence, especially when 
combined with resources proven to support 
decisions by Aboriginal and Torres Strait Islander 
peoples. Some specific considerations include the 
following: 

 There is a need to improve culturally tailored 
communication developed in partnership with 
Aboriginal and Torres Strait Islander peoples 
for Aboriginal and Torres Strait Islander 
peoples about antimicrobial stewardship. 
Many Aboriginal and Torres Strait Islander 

peoples favour oral and visual 
communication.66 However, availability of 
culturally specific resources to explain 
antimicrobials or antimicrobial resistance is 
limited.67 

 Drug formulations and dosing schedules can 
be modified to be more acceptable to 
Aboriginal and Torres Strait Islander patients. 
For example, a short course of oral co-
trimoxazole for impetigo68 or more patient-
centred approaches to penicillin use and 
changes in penicillin formulations can improve 
adherence with secondary prophylaxis for 
rheumatic fever.69  

 Working with communities to understand data 
about antimicrobial resistance can facilitate 
community responses to AMR.67  

 Health services need to improve Aboriginal 
and Torres Strait islander identification of 
patients. This improves individual patient 
management and the quality of community 
data about AMR. 

 

Figure 1 below shows an example of culturally 
tailored communication about infections and 
antimicrobial use for trachoma. 

 

Figure 1: University of Melbourne SAFE Strategy to eliminate trachoma 
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Improving access to primary health care for 
Aboriginal and Torres Strait Islander peoples is 
vital to making significant gains and closing the 
gap in health outcomes. Securing access to 
primary health care services requires close 
physical proximity, and ensuring health care 
without additional barriers including discrimination, 
racism and cultural inappropriateness.4 The role of 
ACCHOs in achieving this is discussed later in 
this chapter. 

Culturally safe, responsive and flexible health care 
delivery needs to be the basis of any health 
service training and implementation. This 
encourages health professionals to effectively 
partner with Aboriginal and Torres Strait Islander 
patients, their carers and family, including 
responding to differing perceptions of health, 
wellbeing, illness, and the body.70 All health care 
providers working with Aboriginal and Torres 
Strait Islander peoples should develop cultural 
responsiveness skills to allow them to provide 
care in a manner that is respectful of a person’s 
culture and beliefs, and free from discrimination.71  

Cultural safety is about overcoming the cultural 
power imbalances of places, people and policies 
to contribute to improvements in Aboriginal and 
Torres Strait Islander health.72 Health consumers 
are safest when clinicians have considered power 
relations, cultural differences and patients’ rights. 
Part of this process requires clinicians to examine 
their own beliefs and attitudes.73  

Recognising that culture is a source of strength, 
resilience, happiness, identity and confidence for 
Aboriginal and Torres Strait Islander peoples, and 
that the protection of culture is linked to health 
and wellbeing, is essential for reducing the 
disparities in health experienced by Aboriginal and 
Torres Strait Islander peoples.72 Health care has 
been provided traditionally for millenia. 
Incorporating traditional knowledge and 
understanding into treatment of infections may 
also help in adherence to recommendations. 

The NSQHS (National Safety and Quality Health 
Service Standards) specifically require 
organisations and governing bodies to: 

 have strategies to improve the cultural 
awareness and cultural competency and 
cultural safety of the workforce to meet the 
needs of its Aboriginal and Torres Strait 
Islander patients 

 demonstrate a welcoming environment that 
recognises the importance of the cultural 
beliefs and practices of Aboriginal and Torres 
Strait Islander patients 

 ensure that the organisation’s safety and 
quality priorities address the specific health 
needs of Aboriginal and Torres Strait Islander 
patients 

 implement and monitor strategies to meet the 
organisation’s safety and quality priorities for 
Aboriginal and Torres Strait Islander patients 

 work in partnership with Aboriginal and Torres 
Strait Islander communities to meet their 
health care needs 

 use communication mechanisms that are 
tailored to the diversity of the consumers who 
use its services and, where relevant, the 
diversity of the local community 

 support clinicians to communicate with 
patients, carers, families and consumers 
about health and health care so that 
information is provided in a way that meets 
the needs of patients, carers, families and 
consumers 

 discuss available treatment options with family 
members. 74 

Antimicrobial stewardship initiatives must be 
tailored to the health literacy of the target 
population. Health literacy is ‘the cognitive ability 
to understand and interpret the meaning of health 
information in the written, spoken and digital form 
as well as the ability to navigate through the 
health system’ (see also Chapter 7).75 Health 
literate antimicrobial stewardship initiatives should 
also give consideration to the context of history, 
language and culture of Aboriginal and Torres 
Strait Islander peoples.76  

15.4 Antimicrobial 
stewardship and Aboriginal 
Community Controlled 
Health Organisations 

Government-funded ACCHOs are located across 
all Australian jurisdictions and provide primary 
health care and associated wellbeing services to 
Aboriginal and Torres Strait Islander peoples.77 
ACCHOs also provide access to a range of 
advocacy and support services in relation to the 
social determinants of health and accountability of 
mainstream services to provide culturally safe 
services and incorporate Aboriginal representation 
in health service governance.77 ACCHOs have an 
important role to play in addressing the infectious 
disease burden experienced by Aboriginal and 
Torres Strait Islander peoples. 

The evolution of Aboriginal primary health care 
services arose from mainstream health services 
being unable to adequately meet the needs of 
Aboriginal and Torres Strait Islander communities. 
Aboriginal and Torres Strait Islander peoples have 
often been excluded and marginalised from 
mainstream health services.78 In 2017–18, 6.1 
million client contacts were delivered by ACCHOs 
from 383 sites across Australia. One-third (32%) 
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provide services in very remote areas, 13% 
in remote areas, 23% in outer regional areas, 20% 
in inner regional areas and 12% in major cities.77  

ACCHOs work to improve the health of Aboriginal 
and Torres Strait Islander communities through 
comprehensive programs that incorporate 
treatment and management, prevention and 
health promotion.78 They also play a significant 
role in training the medical workforce and 
employing Aboriginal and Torres Strait peoples.79 

ACCHOs address social determinants of health. 
In particular, ACCHO staff provide advocacy and 
support for housing for individual clients and the 
community as a whole.78 When coupled with 
community-level hygiene programs, the burden of 
infectious diseases can be reduced.60 

Care delivered by ACCHOs is more likely to 
involve a range of health professionals. ACCHOs 
employ a wide variety of staff, including Aboriginal 
and Torres Strait Islander health workers, doctors, 
nurses, allied health professionals, social and 
emotional wellbeing staff, and medical specialists; 
just over half (54%) of employed staff are 
Aboriginal and Torres Strait Islander peoples.77  

There are different types of Aboriginal and Torres 
Strait islander health workers and practitioners, 
each with a different role. Broadly, Aboriginal 
Health Practitioners (AHPs) provide direct clinical 
services to the Aboriginal and Torres Strait 
Islander community and are registered with the 
Aboriginal and Torres Strait Islander Health 
Practice Board of Australia supported by the 
Australian Health Practitioner Regulation 
Agency.80 Aboriginal Health Workers (AHWs) 
have different roles and position titles across 
jurisdictions and organisations. Roles of AHWs 
may include to:81 

 facilitate better access and liaison, and 
provide health promotion and preventive 
health services;  

 provide advocacy, support and liaison within 
an acute-care health setting, such as 
hospitals and multipurpose services; 

 promote hygiene behaviours in culturally and 
socially appropriate ways; provide internal and 
external maintenance services, promote home 
maintenance skills, and provide education on 
active lifestyles, healthy nutrition, cooking and 
safe food storage. 

Aboriginal and Torres Strait Islander health 
workers and practitioners have health care 
training and facilitate effective communication. 
They perform a clear cultural brokerage role and 
should be embedded in all health care teams that 
provide services to Aboriginal and Torres Strait 
Islander peoples, particularly where other 
Aboriginal health practitioners do not identify 
themselves as Aboriginal and Torres Strait 
Islander.76 AHWs play an essential role in 

improving access to antimicrobials for Aboriginal 
and Torres Strait Islander peoples and in 
improving medication compliance.82 

Nurses and AHWs deliver the majority of care in 
regional, remote and very remote areas. Various 
state and territory laws in Australia allow certain 
health practitioners to possess, administer and 
supply certain scheduled substances and 
antimicrobials without a medical officer’s order.83 
These arrangements allow people to access care 
and treatment for some common infectious 
diseases in a timely manner or if the medical 
condition of the person requires administration of 
antimicrobials without delay. 

15.4.1 Establishing Aboriginal 
Community Controlled Health 
Organisation antimicrobial 
stewardship programs 

Although strategies for antimicrobial stewardship 
have been successfully applied in a range of 
settings (see Chapter 3 of this book), evidence is 
lacking about strategies in ACCHOs. It is 
therefore suggested that the same principles for 
implementing the key elements of antimicrobial 
stewardship discussed in other chapters be 
considered by ACCHOs, but specific factors and 
issues affecting Aboriginal and Torres Strait 
Islander peoples must be carefully considered if 
the program is to be successful. Each ACCHO will 
need to analyse the barriers and enablers for 
establishing an antimicrobial stewardship program 
based on their local environment.  

Box 15.2 provides an example of an antimicrobial 
stewardship program in the Kimberley.
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Box 15.2 An antimicrobial stewardship program in the Kimberley 

 

15.4.2 Community development 

A successful antimicrobial stewardship program 
takes a community development approach, 
providing advocacy and ensuring collaboration to 
improve the social determinants of health in the 
local community. Community development 
requires working in an environment that 
advocates the full and active participation of all 
community members, to assist the community to 
find solutions to the problems they have 
identified.62,64 

ACCHOs will have systems in place to identify the 
specific health problems and needs of the 
community they serve, and how these needs can 
be met. Needs specific to infectious disease and 
antimicrobial resistance may be considered by the 
ACCHO in identifying community priorities.  

Population-based approaches to infection 
prevention and hygiene promotion often require 
activity across and beyond the health system. 
Communities can identify solutions to promote 
hand hygiene, personal hygiene and immunisation 
and to address priority social determinants of 
health.63  

15.4.3 Governance 

The role of the governance and executive leaders 
in antimicrobial stewardship programs is 
discussed in Chapter 2. The best outcomes are 
achieved when accountability for antimicrobial use 
sits at the highest level of management, which 

takes responsibility for ensuring that an 
antimicrobial stewardship program is developed 
and implemented, and its outcomes are 
evaluated.58 

The governance body may consider whether 
antimicrobial stewardship should be integrated 
with the ACCHO’s quality and patient safety 
functions. Dedicated resources could be required 
for antimicrobial stewardship activities, education 
and measuring and monitoring antimicrobial use. 

15.4.4 Standards, policies and 
guidelines 

The inclusion of antimicrobial stewardship 
requirements in the NSQHS Standards has been 
a driver for establishing antimicrobial stewardship 
programs across health settings. Guidance for 
organisations establishing antimicrobial 
stewardship programs to meet the NSQHS 
Standards is available on the Commission’s 
website. 

ACCHOs may choose to develop an overall 
antimicrobial stewardship policy (see Chapter 2) 
or draw upon other organisations or peak body 
resources. In addition, prescribing policies, 
guidelines and clinical pathways can be 
developed and implemented that are consistent 
with evidence-based guidelines and adapted to 
the ACCHO practice setting and local 
microbiology of infectious diseases.  

Many evidence-based treatment guidelines in 
Australia have a lower threshold for antimicrobial 

Kimberley Aboriginal Medical Services (KAMS) has an evolving program of localised strategies to reduce 
antimicrobial resistance within the remote communities to whom primary health care is provided. Key 
pillars of the program include a regional formulary (the Kimberley Standard Drug List) which determines 

clinic imprest, and locally developed clinical protocols, through 
the Kimberley Aboriginal Health Planning Forum (KAHPF). 
Resources guide the management of conditions prevalent in the 
region. For example, the skin infections in children protocol 
provides treatment recommendations that address the high rates 
of MRSA in the Kimberley region.  

A new feature of the program for KAMS is the antimicrobial 
stewardship audit tool. This tool has been developed to enable 
regular feedback to be provided to clinicians regarding adherence 
of prescriptions to KAHPF and other relevant guidelines.  

Feedback is provided to each clinic at team meetings and via 
email, with an infographic poster containing three actionable key 
messages.  

Clinic level feedback, rather than individual feedback, was 
chosen to foster a team approach to stewardship. Clinicians have 
reported that the quality improvement process has raised the 
profile of antimicrobial stewardship and promoted a sense of 
responsibility and accountability in their prescribing decisions. 

https://www.safetyandquality.gov.au/standards/nsqhs-standards/resources-nsqhs-standards#workbooks,-risk-matrices-and-monitoring-tools
https://static1.squarespace.com/static/5b5fbd5b9772ae6ed988525c/t/5f6bf63c44f38b40c4b5db7a/1600910914632/KAHPF_skin_infections.pdf
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use in Aboriginal and Torres Strait Islander 
peoples. National treatment guidelines limiting the 
use of antimicrobials in certain conditions (such as 
pharyngitis and tonsillitis) may need to be 
localised to accommodate the additional risk 
factors experienced by Aboriginal and Torres 
Strait Islander peoples. 

15.4.5 The antimicrobial stewardship 
team 

The antimicrobial stewardship team provides 
clinical leadership for implementing antimicrobial 
stewardship activities within the organisation and 
monitoring success. Team membership is broad 
and can comprise medical, nursing, pharmacy, 
microbiologists and AHP/AHW members. 
Pharmacists have been essential to the success 
of antimicrobial stewardship programs in other 
settings because they have a positive effect on 
improving appropriate antimicrobial use, and 
patient care and safety.84 The antimicrobial 
stewardship team may also need access to an 
infectious diseases physician to provide specialist 
advice (see Chapters 8 and 15).  

There are 31 Primary Health Networks (PHNs) 
throughout Australia the role of which is to 
increase the efficiency and effectiveness of 
medical services for patients, particularly those at 
risk of poor health outcomes, and improve the 
coordination of care to ensure patients receive the 
right care in the right place at the right time. 
Aboriginal and Torres Strait Islander health is one 
of the seven priority areas established for PHNs 
by the Australian Government.85 PHNs and State 
and Territory Governments may provide programs 
and services that support ACCHOs to implement 
antimicrobial stewardship strategies. 

15.4.6 Antimicrobial stewardship 
program strategies 

As with all antimicrobial stewardship programs, 
ACCHOs can select the antimicrobial stewardship 
strategies that will best help them to meet their 
goals. At a minimum, these might include 
prescribing guidelines, an antimicrobial formulary, 
surveillance of antimicrobial use and resistance, 
evaluation of the antimicrobial stewardship 
program, audit and prescriber feedback and 
education of staff and consumers.  

15.4.7 Prescribing guidelines 

ACCHOs may wish to consider providing easy 
access for clinicians to diagnosis and treatment 
protocols that have been adapted to the local 
microbiology of infectious diseases. Relevant 
guidelines from which local protocols may be 
adapted include Therapeutic Guidelines: 

Antibiotic, the Queensland Primary Clinical Care 
Manual and the Central Australian Rural 
Practitioners Association (CARPA) Standard 
treatment manual.86,87,88 Guidelines differ, which is 
reflective of the target populations to which each 
guideline is relevant.  

15.4.8 Antimicrobial formulary 

ACCHOs can consider developing a standard 
imprest list of antimicrobials to be stocked for the 
management of acute infectious conditions. The 
list should be based on local susceptibility 
patterns and align with localised treatment 
protocols used by staff within the ACCHO. Staff 
may need to be made aware of the antimicrobials 
that are available. 

For the rural/remote setting, it is important to 
consider the distance to an acute care facility in 
cases of severe infection and sepsis when 
considering which antimicrobials should be 
available locally.  

15.4.9 Monitoring of antimicrobial use 
and evaluation of the antimicrobial 
stewardship program 

Approaches to monitoring the volume and quality 
of antimicrobial use and measuring the 
effectiveness of antimicrobial stewardship 
programs are outlined in Chapter 5. The 
(Antimicrobial Use and Resistance in Australia) 
AURA surveillance system coordinates data from 
a range of sources to provide a comprehensive 
picture of patterns and trends of AMR and 
antimicrobial use in human health across 
Australia.89 

ACCHOs may choose to select a range of 
measures that will help them monitor targeted 
interventions and determine whether their 
antimicrobial stewardship efforts are successful. 
This will be influenced by available resources to 
support monitoring and the feasibility of 
monitoring in the ACCHO’s practice setting. 
Organisations may need to monitor for potential 
unintended consequences of the interventions, 
such as making sure antimicrobial stewardship 
initiatives do not result in reduced appropriate 
treatment for infectious diseases. 

15.4.10 Surveillance of antimicrobial 
resistance and antibiograms  

Collection and distribution of surveillance data on 
resistant organisms and production of annual 
cumulative antibiograms to indicate susceptibility 
patterns for key pathogens can help clinicians 
make more appropriate empirical antimicrobial 
choices.84 Access to diagnostic and laboratory 
testing may be limited in some settings. Point of 



Chapter 15: Antimicrobial stewardship in the Aboriginal and Torres Strait Islander population  351 

care testing may be used, which increases 
diagnostic accuracy, but does not provide 
information about antimicrobial resistance. 

ACCHOs may need to review diagnosis and 
treatment protocols regularly to ensure guidance 
to staff regarding antimicrobial use remains 
consistent with current patterns of susceptibility 
and resistance. Collaboration with microbiologists 
can be important to ensure data are interpreted 
correctly. 

State and Territory governments and private 
pathology providers may be able to support 
ACCHOs to receive timely information regarding 
antibiograms that describe sensitivity and 
resistance patterns.1 The use of cascade reporting 
of antimicrobial susceptibility by pathology 
providers is encouraged as this has been shown 
to reduce the use of broad-spectrum 
antimicrobials (see Chapter 9). 

The AURA Surveillance System includes 
Australian Passive AMR surveillance (APAS) 
which collects, analyses and reports on de-
identified patient-level AMR data across Australia. 
AMR in isolates referred for testing from public 
and private hospitals, aged care homes and 
community settings. The Commission is working 
to expand participation in APAS in rural and 
remote settings.  

Hot North provides data from surveillance of AMR 
in northern Australia. HOTspots, which is part of 
this project aims to support healthcare 
professionals to make empirical antibiotic therapy 
choices and to provide local and timely data to 
support the activities of antimicrobial stewardship 
programs, pathology providers (in the 
development of local antibiograms) and those 
updating therapeutic guidelines. 

15.4.11 Audit and feedback  

Clinicians rely on audit and feedback to monitor 
whether their prescribing patterns are consistent 
with their peers and with evidence-based 
guidelines and protocols. Audit and feedback of 
prescribing practices have been shown to reduce 
inappropriate antimicrobial prescribing in other 
settings.90  

Personalised prescriber feedback should be 
available to doctors, nurses, AHPs and any other 
clinicians who prescribe antimicrobials. 
Depending on available resources, ACCHOs may 
wish to support their staff to participate in national 
audit and feedback programs, such as the 
National Antimicrobial Prescribing Survey (NAPS) 
available at naps.org.au. 

Audit and feedback within ACCHOs should 
compare clinician prescribing practices with 
protocols and treatment guidelines that are 
relevant to the local setting.91 The quality 

improvement NAPS (QI-NAPS) is an appropriate 
tool for ACCHOs to use should they wish to 
consider this. 

15.4.12 Staff education 

Strategies to support antimicrobial stewardship 
education are described in Chapter 6, and 
information on resources and tools are described 
throughout this Chapter. ACCHO staff should be 
aware of infectious diseases relevant to their local 
community and associated diagnosis, treatment 
and referral pathways. Public health services can 
provide information to ACCHOs about local 
communicable disease epidemiology and trends.  

ACCHOs may consider incorporating the 
recognition and management of infective 
conditions that are prevalent in the local area 
(e.g. acute streptococcal throat and skin infections 
where rheumatic heart disease is prevalent), and 
appropriate antimicrobial use for specific types of 
common infections (e.g. skin infections, otitis 
media, pneumonia, urinary tract infections, 
helminth and parasitic infections) into staff 
education and training. The potential 
complications of antimicrobial management and 
implications for care could also be included in staff 
education initiatives. PHN health pathways may 
also be used by staff to guide evidence-based 
decision making for patient assessment and 
management of infectious diseases. 

15.4.13 Community and patient 
education 

Community and patient education are essential 
elements of local antimicrobial stewardship 
programs. Educational resources and tools for 
consumer education are described in Chapter 7. 
To date, educational materials on the use and 
misuse of antimicrobials has been largely targeted 
at the general population, with only a few specific 
messages or materials for Aboriginal and Torres 
Strait Islander patients.  

ACCHOs may need to adapt and/or translate 
education resources to meet local needs and 
circumstances as community and patient 
education should be aligned with local infectious 
disease burden, health literacy and cultural needs. 
Education materials may need to include 
messages that address causes of infections, the 
role of antimicrobials and other treatments such 
as hand hygiene and environmental interventions.  

ACCHOs may wish to participate in national 
awareness campaigns for reducing the overuse of 
antimicrobials (such as Antimicrobial Awareness 
Week). However, organisations may need to 
develop materials that suit the specific needs of 
their community as local antimicrobial stewardship 
messages may differ from those in mainstream 
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materials due to differences in infectious diseases 
and their treatment. 

Box 15.33 below provides an example of 
educational resources adapted to meet local 
needs. 

Box 15.3 Consumer education about germ 
theory 

The infectious diseases program of the 
Aboriginal Resource and Development 
Service in the Northern Territory aims to 
improve health literacy and people’s 
understanding of germ theory.  

The program uses microscopes to teach 
people about bacteria and viruses and 
uses this as a platform to talk about the 
causes, symptoms and treatment of 
bacterial infections of the skin and 
respiratory tract, bloodborne viruses and 
sexually transmissible infections.  

The programs are delivered in Yolngu 
language, and a series of programs was 
also broadcast on Yolngu Radio. The 
Nyumurrku' buwayak warrakan' mala-
Small invisible animals/Germs-DVD is 
available here. 

There is also Antibiotics-puy Dhäwu - 
Antibiotics Story DVD which will benefit 
Aboriginal people particularly in northeast 
Arnhem Land 

Social marketing and mass media campaigns 
targeting the overuse of antimicrobials and 
antimicrobial resistance in the general population 
have been effective in increasing consumer 
awareness (see Chapter 7). The effectiveness of 
these campaigns in Aboriginal and Torres Strait 
Islander populations has not been specifically 
evaluated. 

15.5 Conclusions 

The recommendations for antimicrobial 
stewardship programs described in other chapters 
of this book are also relevant to antimicrobial 
stewardship in Aboriginal and Torres Strait 
Islander communities. Antimicrobial stewardship 
initiatives should identify and address social and 
cultural factors that influence infectious diseases 
burden and antimicrobial use. Aboriginal and 
Torres Strait Islander leadership at local 
community level generating solutions led by 
Aboriginal and Torres Strait Islander people, is 
required to have a longer-term effect on reducing 
the infectious disease burden and reducing AMR. 

ACCHOs play an important role in improving 
antimicrobial stewardship and reducing infectious 
diseases burden in Aboriginal and Torres Strait 
Islander communities. A range of antimicrobial 
stewardship strategies have been described that 
ACCHOs may consider in developing 
antimicrobial stewardship programs. In addition, 
ACCHOs should strongly consider adopting a 
community development approach to antimicrobial 
stewardship with strong organisational 
governance and accountability to ensure 
antimicrobial stewardship program success.  

There are many evidence gaps that limit our 
understanding of effective antimicrobial 
stewardship approaches in Aboriginal and Torres 
Strait Islander populations. Further work led by 
Aboriginal and Torres Strait Islander peoples is 
required to better understand the infectious 
diseases burden and use of antimicrobials in 
Aboriginal and Torres Strait Islander populations, 
including areas where antimicrobials are being 
overused or misused, or where practice needs 
improvement. Research to inform our 
understanding of barriers and enablers to 
antimicrobial stewardship in Aboriginal and Torres 
Strait Islander populations and evaluation of the 
success of antimicrobial stewardship strategies is 
also required. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://ards.com.au/resources/
https://ards.com.au/resources/products/nyumurrku-buwayak-warrakan-mala-small-invisible-animals/germs-dvd/
https://ards.com.au/resources/products/antibiotics-puy-dh%C3%A4wu-antibiotics-story-dvd/
https://ards.com.au/resources/products/antibiotics-puy-dh%C3%A4wu-antibiotics-story-dvd/
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This logo that has been used throughout the 
chapter is a sea urchin design developed by a 
Worimi artist from the mid-north coast of NSW for 
use by the Commission. 
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Resources 

 RACGP Cultural awareness and cultural 
safety training  
https://www.racgp.org.au/the-
racgp/faculties/atsi/education/post-
fellowship/cultural-awareness-and-
cultural-safety-training 

 National Agreement on Closing the Gap 
https://www.closingthegap.gov.au/nation
al-agreement-closing-gap-glance 

 NSQHS Standards Actions to meet the 
needs of Aboriginal and Torres Strait 
Islander peoples 
https://www.safetyandquality.gov.au/our
-work/aboriginal-and-torres-strait-
islander-peoples  

 Kimberley Aboriginal Medical Services 
https://kams.org.au/resources/health-
promotion/  

 RHD Australia ARF RHD Guideline 
https://www.rhdaustralia.org.au/arf-rhd-
guideline  

 Therapeutic Guidelines. Therapeutic 
guidelines: antibiotic, version 16. 
Melbourne: eTG; 2019. 

 Queensland Health. Primary Clinical Care 
Manual 10th edition. Cairns: Rural and 
Remote Clinical Support Unit, Torres and 
Cape Hospital and Health Service; 2019. 

 Central Australian Rural Practitioners 
Association (CARPA) Standard Treatment 
Manual, 7th edition. Alice Springs, NT: 
Centre for Remote Health; 2017. 

 Australian Technical Advisory Group on 
Immunisation (ATAGI). Australian 
Immunisation Handbook, Australian 
Government Department of Health, 
Canberra, 2018, 
immunisationhandbook.health.gov.au. 

 

  

https://www.racgp.org.au/the-racgp/faculties/atsi/education/post-fellowship/cultural-awareness-and-cultural-safety-training
https://www.racgp.org.au/the-racgp/faculties/atsi/education/post-fellowship/cultural-awareness-and-cultural-safety-training
https://www.racgp.org.au/the-racgp/faculties/atsi/education/post-fellowship/cultural-awareness-and-cultural-safety-training
https://www.racgp.org.au/the-racgp/faculties/atsi/education/post-fellowship/cultural-awareness-and-cultural-safety-training
https://www.closingthegap.gov.au/national-agreement-closing-gap-glance
https://www.closingthegap.gov.au/national-agreement-closing-gap-glance
https://www.safetyandquality.gov.au/our-work/aboriginal-and-torres-strait-islander-peoples
https://www.safetyandquality.gov.au/our-work/aboriginal-and-torres-strait-islander-peoples
https://www.safetyandquality.gov.au/our-work/aboriginal-and-torres-strait-islander-peoples
https://kams.org.au/resources/health-promotion/
https://kams.org.au/resources/health-promotion/
https://www.rhdaustralia.org.au/arf-rhd-guideline
https://www.rhdaustralia.org.au/arf-rhd-guideline
http://www.immunisationhandbook.health.gov.au/
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