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INTRODUCTION
The National Mental Health Plan 2003-2008 recognises that influences on mental health and social
and emotional wellbeing occur in the events and settings of everyday life. The complex interplay of
biological, psychological, social, environmental and economic factors at the individual, family,
community, national levels must be acknowledged and addressed if we are to effectively promote and
support population-based approaches to social emotional, cultural and spiritual wellbeing.
For Aboriginal and Torres Strait Islander people, the concept of health and wellbeing is inextricably
linked to a holistic understanding of life itself. This broader understanding of health is outlined in
Ways Forward:
Aboriginal concept of health is holistic, encompassing mental health and physical, cultural and
spiritual health...This holistic concept does not merely refer to the ‘whole body’ but is in fact
steeped in the harmonised interrelations which constitute cultural wellbeing.
The National Strategic Framework for Aboriginal and Torres Strait Islander People’s Mental Health
and Social and Emotional Wellbeing 2004-2009 reaffirms and expands upon the concept of health as
multi-dimensional and recognises the strengths, resilience and diversity of Aboriginal and Torres Strait
Islander communities. This is supported by the Cultural Respect Framework for Aboriginal and
Torres Strait Islander Health 2004-2009 which states that recognition of cultural differences is
essential if we are to deliver services to Aboriginal and Torres Strait Islander people that do not
compromise their legitimate cultural rights, practices, values and expectations.
The determinants of Aboriginal and Torres Strait Islander social, emotional, cultural and spiritual
wellbeing are complex and reflect factors acting across the developmental continuum at individual,
family community and societal levels.
This postdoctoral research study drew on existing literature and unpublished materials across the range
of fields relevant to interventions supporting mental health and wellbeing in Indigenous settings. The
intent was the development of a framework for social, emotional, cultural and spiritual wellbeing
among Aboriginal and Torres Strait Islander peoples to inform population health, policy, planning and
practice.
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EXECUTIVE SUMMARY
1. Sustaining Connection provides a life course framework that defines social, emotional, cultural
and spiritual wellbeing amongst Aboriginal and Torres Strait Islander Australians to inform
population level policy, program development and practice across the range of relevant sectors
and agencies.
2. Aboriginal and Torres Strait Islander Australians exist in a uniquely vulnerable situation as a
dispossessed and marginalised population living in a wealthy Western society.
3. Twenty eight percent (28%) of Indigenous Australians (146,400 people) live in Queensland
(3.6% of the population of the state) (ABS&AIHW, 2008); 32% living in outer regional areas,
8% in remote and 14% in very remote areas (ABS, 2007b).
4. Best available data indicate that overall mortality rates among Indigenous males and females
are almost three times higher than for non-Indigenous Australians, and there is a 17-year gap
between life expectancy at birth for Indigenous and non-Indigenous males and females (59 v.
77 years and 65 v. 82 years; respectively) (ABS&AIHW, 2008).
5. This health gap between Aboriginal and Torres Strait Islander Australians and the rest of the
Australian population measured in terms of life expectancy at birth is more than twice the gap
existent between Native and other Canadians and three times the health gap between Native
Americans and the population average of the USA.
6. Average expenditure on health for Aboriginal and Torres Strait Islander Australians is $4,718
per capita, approximately 17% higher than for other Australians ($4,019). However, this level
of expenditure is not sufficient to match the needs related to higher levels of morbidity
(ABS&AIHW, 2008), nor the cost of delivery particularly to rural and remote communities.
7. Health inequality can be shown to directly relate to social determinants of health. The causes
relate to the history of colonialism and dominance, and current racism, social marginalisation,
cultural exclusion, poverty, and resultant trauma. These lead to destructive cycles of

9
hopelessness, despair, criminality, self-harm, addiction and violence, emerging from and then
contributing to community disease.
8. Social and Emotional Wellbeing (SEWB) is a unique term emerging in health based policy and
strategy literature over the last 20 years. It represents the holistic Aboriginal and Torres Strait
Islander understanding of a physically healthy, culturally intact and spiritually connected
person.
9. Threats to Aboriginal and Torres Strait Islander Social and Emotional Wellbeing can be seen to
arise from social domination and exclusion, social disregard, denial and racism that linger in
Australian attitudes, governance and institutions. Trauma arises from cultural dispossession,
personal dislocation, humiliation, and dissolution embedded in the social, cultural, community
and family life experiences of Aboriginal and Torres Strait Islander people. The threats and the
associated trauma can be shown to exist across the life course.
10. The resulting physical, emotional, behavioural, and social problems may be seen primarily as
‘ill health’ and/or ‘poor mental health’ or as the ‘burden of disease’. This perception leads to
costly medical and service-based interventions and responses. However this view makes little
sense given the strength of the evidence presented in this Framework document for historical,
cultural and social determinants for health problems.
11. The cultural resilience of Aboriginal and Torres Strait Islander peoples is a major strength and
ameliorating presence that has historically proven value to their general health. Building on
this with targeted and fully evaluated programs to enhance all aspects Social and Emotional
Wellbeing across the life course is a better option for all Aboriginal and Torres Strait Islander
Australians.
12. From our review of relevant policies and strategies, we conclude that considerable affirmative
action is required to enable Indigenous Australians to reach equity with all other Australians.
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SOCIAL AND EMOTIONAL WELLBEING FOR ABORIGINAL AND TORRES
STRAIT AUSTRALIANS:
A FRAMEWORK FOR ACTION
Recommendations for Action
These recommendations are based on the deliberations of an Expert Working Group, a
comprehensive review of the evidence based literature as well as the ‘grey’ literature, a large
number of consultations with recognised Australian and International Experts, and extensive
consultations with Aboriginal and Torres Strait Islander Australians from a wide range of
backgrounds.
Before moving to recommendations for specific age groups, we address policy and strategy issues,
as well as general issues of practice having a bearing across the life course.

POLICY
1. In Queensland there is no whole of government approach to Aboriginal and Torres Strait
Affairs, and the Minister responsible for ‘Aboriginal and Torres Strait Islander Partnerships’ is
also the Minister for Communities, Minister for Disability Services, Minister for Multicultural
Affairs, and Minister for Seniors and Minister for Youth. The serious problems we have
discovered in our studies relate to a discrete but highly marginalised and seriously socially
excluded group of Queenslanders who do not deserve to be lost amongst a myriad of other
competing services.
RECOMMENDATION 1.1
The Queensland Government needs seriously to consider the allocation of a special portfolio for
Aboriginal and Torres Strait Islander Queenslanders, where the magnitude and importance of the
problems to be solved is recognised by a discrete bureaucracy, high level bureaucratic support at
the level of a Director General, and with strong representation to the Government, through a
Minister with few other distractions.
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2. It is noticeable that many national and state documents refer to Aboriginal and Torres Strait
Islander “peoples”. Based on the current literature review, it is our consensus belief that this
divides Aboriginal and Torres Strait Islander Australians from other Australians. On the one hand,
this may identify people at higher health risk than non-Indigenous Australians, but on the other
hand the division either creates or enhances possibilities for stigmatisation.
RECOMMENDATION 2.1
We recommend the universal adoption in Government publications of the terms ‘Indigenous
Australians’, ‘Aboriginal Australians’, ‘Torres Strait Island Australians’, ‘Aboriginal and Torres
Strait Island Australians’ (where appropriate1) to underscore the fact that the original owners of
our land are citizens of Australia2, and therefore entitled to levels of health and social and
emotional wellbeing applicable to all Australians.
RECOMMENDATION 2.2
We recommend that the governments recognise the direct correlation between cultural
dispossession and Social and Emotional Wellbeing and support the investigation, formulation and
continuance of amelioration programs based in Aboriginal and Torres Strait Islander culture.
RECOMMENDATION 2.3
We recommend that the Queensland Government provide realistic, identifiable and sustained
funding for a wide range of culturally and contextually informed targeted programs across the life
course aimed at Aboriginal and Torres Strait Islander Health and SEWB objectives.
RECOMMENDATION 2.4
We recommend that the Australian Health Ministers’ Advisory Council (AHMAC) Cultural
Respect Framework be embedded at all levels of government and Aboriginal and Torres Strait
Islander Health Services.

1

In subsequent text we use the term ‘Indigenous Australians’ interchangeably with Aboriginal and Torres Strait Islander
Australians, unless we seek to be more specific; we mean no disrespect to anyone. Simply stated, we sought to reduce the
number of words and make the text as readable as possible. Where we quote from others who have used alternative terms,
we retain their terminology.
2
Arabena (2006) has taken the debate around this issue much further in her model of a ‘Universal Citizen’.
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RECOMMENDATION 2.5
We recommend that governments provide funding that facilitates the full and sustained enactment
of the Cultural Respect Framework within Aboriginal and Torres Strait Islander Medical Services.
While we acknowledge that much of cultural grounding in health service delivery is already being
addressed effectively by Aboriginal and Torres Strait Islander Medical Services (AMS) and other
SEWB Programs. However recent research has shown that these providers suffer from inadequate
funding and restrictive governance requirements in attempting to address these needs.
RECOMMENDATION 2.6
We recommend that funding for AMS programs be enhanced to ensure their ability to meet
growing needs in the area of SEWB

3. It is important that there is broad acceptance of the Framework, and commitment in principle to
the proposed actions and areas for investment.
RECOMMENDATION 3.1
Given the history for Indigenous Australians, the disparity between what is offered to different
communities, and the general mistrust of government driven innovation, we recommend a
convention process to include:
•

All identified Indigenous Australian groups and committees within government and the
bureaucracy, with relevant Commonwealth representative committees;

•

Elders and/or broad senior representation from all recognisable communities and groupings
of Indigenous Australians. The venue or venues for this part of the convention process will
have to be carefully considered to maximise commitment from relevant parties, and there
may be a need for a second meeting to confirm agreement after all other groups have
considered the Framework. The methods by which information is shared between member
groups must also be given serious consideration;

•

Representatives of those professions relevant to development of social and emotional
wellbeing, and already involved in Indigenous Australian communities, as well as
representatives from all government and all non-government organizations managing or
developing relevant health or welfare programs (This part of the convention process may
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have to be held as reasonably simultaneous meetings in a number of relevant venues to
ensure the coming together of all relevant groups).
Proposed Outcomes:
1. Indigenous Australians commitment to the Framework for Action
2. General agreement on where investment may be targeted
3. General agreement on what constitutes Aboriginal Australian Resilience and Social and
Emotional Wellbeing
4. General agreement on the steps to be taken to achieve Social and Emotional Wellbeing across
all Indigenous communities.

PRACTICE
4. Workforce
There remain large disparities between Indigenous communities in terms of a trained mental health
workforce with the capacity to contribute locally to both building social and emotional wellbeing,
creating knowledge of mental health problems and suicide prevention, and access to care in their
own community. Attempts to build local capacity seem to be driven by a wide variety of groups in
different places, and one community often does not know what is happening elsewhere or what the
possibilities are for training. In fact many of our key informants were able to tell us of a local
program, but were unable to tell us of programs being developed elsewhere. We believe that the
Priorities of the Mental Health Strategy cannot be achieved without a critical mass of workers
steeped in, and situated in local culture, and acceptable to local communities.
RECOMMENDATION 4.1
We recommend engagement of relevant workforce planning groups to review possibilities for
training to increase numbers of Indigenous Australians at all levels of the Mental Health
workforce.
RECOMMENDATION 4.2
We recommend that, as a priority, training programs be better coordinated across the country,
while acknowledging local special needs.
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RECOMMENDATION 4.3
We recommend that increased funding be provided direct to existing training programs to allow
them to fill known gaps and enhance the capacity of all communities to sustain mental health,
whether these programs are about cultural, social and emotional wellbeing or about greater
awareness of mental health issues, and pathways to care.
RECOMMENDATION 4.4
We recommend development of funding formulae [for workforce needs] based on population
needs weighted for Aboriginal and Torres Strait Islander populations, rural and remote locations
and other relevant variables (Key Direction 30.2, Australian Mental Health Plan).
Proposed Outcomes:
•

Sufficient Indigenous professional capacity to sustain development and implementation of
programs toward Social and Emotional Wellbeing at the local level.

•

Sufficient Indigenous professional capacity relevant crisis management at the local level for
people who have become suicidal.

•

Local community awareness of mental health systems and how these may be accessed.

•

Sufficient Indigenous professional capacity to coordinate local training in such programs as
Mental Health First Aid, ASIST, Drop the Rock and other relevant programs where evaluation
shows them to be effective.

5. Mapping
A separate issue emerges from the previous comments, related to mapping. Based on our research
and discussions with key informants, there remains a need for careful mapping of Social and
Emotional Wellbeing development programs in communities to clarify who funds what for whom,
in which communities, who coordinates the programs, and where does capacity need to be
enhanced? This is a crucial exercise to prioritise values, clarify duplication (acknowledging
community differences), and identify gaps where additional funding might be appropriate and lead
to solid outcomes.
RECOMMENDATION 5.1

15
We recommend funding of a small taskforce which has the capacity to dialogue with all
Indigenous Australian communities and groupings to discover what programs exist and where,
how they are funded, how coordinated, and where there is capacity to provide apparently
successful programs in a culturally appropriate way to other communities.
Proposed Outcome:
A sufficient range of programs for each and every local community to enable development of
Social and Emotional Wellbeing.

ACROSS THE LIFE COURSE
6. INFANCY
Aboriginal and Torres Strait Islander infant mortality rates are 2-3 times that of other Australian
infants. Similarly, low birth weights (which are known to have long term implications for health)
are twice as common. Many governments have committed to addressing the COAG target of
halving infant mortality in ten years.
RECOMMENDATION 6.1
We recommend that a funded program of culturally appropriate promotion of knowledge, attitudes
and skills about nutrition, health and maintaining SEWB during pregnancy, birthing and infant
care be provided to young adolescents within the education system.
RECOMMENDATION 6.2
We recommend that a specific part of this funded program of culturally appropriate promotion
(6.1) be about generating Attachment between the infant and a parent or surrogate, particularly the
importance of Secure Attachment for life long Social and Emotional Wellbeing.
RECOMMENDATION 6.3
We recommend that cultural appropriateness is ensured through funded extension of programs
such as the Elder Coaching model, or aspects of the Birthing Team Model - one of the original
models of the Cultural Wellness Center, where an elder is employed to do the training alongside
teachers or health staff.
RECOMMENDATION 6.4
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We recommend the funding of broad dispersion of programs for pregnancy, birthing and infant
care where an elder coaches patients to interact with their health provider in a way that results in
greater cooperation and harmony. This Elder Coaching model is closely aligned with the Birthing
Team Model which is one of the original models of the Cultural Wellness Center, consisting of an
array of culturally-based strategies to prevent infant mortality and pre-term birth. In this model,
women are supported by a traditional birth attendant from their culture through pregnancy and
birth, and into the postpartum period. Adaptation to local communities, and diverse cultures would
be appropriate.

Foetal Alcohol Syndrome
As part of the commitment to improved nutrition during pregnancy, and as a corollary of the more
general need for alcohol abuse reduction we recommend programs targeting Foetal Alcohol
Syndrome. Foetal Alcohol Syndrome (FAS) is the most common preventable cause of mental
retardation and is due to alcohol use in the first trimester of pregnancy. FAS has long term
implications for education, social relationships and mental health problems, the burden on families
and communities, and rates are said to be 10 times higher in Indigenous communities compared
with Australian base rates. Heightened awareness, Education and Early Intervention have been
shown to reduce rates (Senate Select Committee on Regional and Remote Indigenous
Communities - September 20083).
RECOMMENDATION 6.5
We recommend specific funding be provided for a state-wide program of Health Education
regarding Foetal Alcohol Syndrome. In particular we recommend that within recommendation 6.1,
a specific promotion campaign to achieve an alcohol free pregnancy be part of the education for
every Indigenous young adolescent.

7. CHILDHOOD
We note that the many state governments have committed to addressing the COAG targets of:

3

http://www.aph.gov.au/senate/committee/indig_ctte/reports/2008/report1/c05.htm
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•

having all four year olds in remote communities in early childhood education within
five years, and

•

halving the gap in reading, writing and numeracy in ten years.

Clearly, both of these make a major contribution to not just formal education, but also Social and
Emotional Wellbeing in the long term. In 2006, the school enrolment rate for Aboriginal and
Torres Strait Islander children aged five to eight years was recorded as 97% although available
evidence suggests that actual school attendance rates tend to be far lower. Between 2000 and 2007
a smaller proportion of Aboriginal and Torres Strait Islander than non-indigenous students
achieved the national minimum literacy and numeracy benchmarks for Year 3 and Year 5. The
problems for Indigenous communities are to get young people to school, to maintain them in the
formal education system, and to assist them to learn. It is not just matters of control over families
to ensure that these things occur. Rather there are matters of belief in the system, engagement of
families in the school environment, and constant and unambivalent encouragement to young
people to learn for the their own futures, for future employment, for the future of Indigenous
community.
CONNECTION MATTERS
In recent large scale research programs, a perception of belonging to and being cared for in the
school environment has been associated with reduced risk taking behaviours, decreased mental
health problems in children and adolescents and a significant reduction in adverse outcomes.
While research needs to be done to confirm this relationship in young Aboriginal Australians, we
believe that connection to school is critical for the development of SEWB.
RECOMMENDATION 7.1
We recommend that funding be provided for a small task force to review methods that might be
used to assist in attaining both of these targets, but also a target of 100% involvement in education
throughout the primary school years. We suggest that incentives such as providing transport,
breakfast on arrival at school, lunch, and also rewards like being able to take place in sports or
swim in the school pool seem to have some evidence to support them. What is crucial is the
commitment of the community to the school and schooling.
RECOMMENDATION 7.2
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We recommend that funding be provided to engage local elders and senior Indigenous Australians
in the local school to assist in cultural translation of lessons, and conversely to contribute aspects
of local culture to the school environment.
CURRICULUM MATTERS
The stress of cultural compliance within an imposed knowledge framework is experienced by
Aboriginal and Torres Strait Islander peoples throughout their life, and the burden of this is
especially visible in schooling. Many Aboriginal and Torres Strait Islander pedagogical
approaches have been developed in education yet none have been fully implemented as solutions
to student absences.
RECOMMENDATION 7.3
We recommend that funding be provided for the development, implementation and review of a
culturally based Social and Emotional Wellbeing curriculum in all areas of Aboriginal and Torres
Strait Islander schooling.
Aboriginal and Torres Strait Islander achievement rates in benchmark testing remain relatively
steady 17% to 23% less than that of other Australian children. It is known that achievement in
reading is strongly correlated with the cultural and socio-economic circumstances of students
being assessed. Students whose first language is not English, would also be expected to be at a
disadvantage during assessment.
RECOMMENDATION 7.4
We recommend that sufficient funding is made available in relevant schools to ensure that
resources are available to teach English as a second language
RECOMMENDATION 7.5
We recommend that sufficient funding is made available in relevant schools to create culturally
relevant forms of assessment of literacy skills.
PHYSICAL HEALTH MATTERS
There is ample evidence to demonstrate that physical health has an impact on school performance.
On the one hand poor nutrition undermines learning, while on the other hand, obesity and lack of
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physical activity leads to depression, and social alienation in school. Specific issues like ear
infection and subsequent loss of hearing have an impact on literacy skills.

RECOMMENDATION 7.6
We recommend that funding be provided to ensure a routine physical examination is completed at
entry to primary school, and subsequently every 2 years. The purpose would be diagnose and
manage both acute and chronic minor ailments, but also provide an opportunity to discuss
development and ongoing maintenance of physical health.
RECOMMENDATION 7.7
We recommend that funding be provided to ensure that all Indigenous young Australians are
provided in school with formal education about the effects and dangers of drug abuse and alcohol.

8. YOUTH
We note in this report the COAG target of at least halving the gap for Yr 12 student (or equivalent)
attainment rates by 2020.
RECOMMENDATION 8.1
We recommend a comprehensive evaluation of international methods to improve retention of
Indigenous Australians in schools, with adaptation to ensure cultural relevance, broad
implementation, and sound evaluation.
We note that a number of national programs such as ‘CommunityMatters: Stories in Diversity’, a
national initiative of the MindMatters mental health promotion program for secondary schools,
does support Aboriginal and Torres Strait Islander SEWB. Equally we understand the uptake of
this and other similar programs is sporadic
RECOMMENDATION 8.2
We urge governments to encourage schools to adopt such programs, and also to provide the
resources to appropriately utilise the programs
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RECOMMENDATION 8.3
Similarly we urge governments to encourage schools to adopt one of a range of relevant smaller
programs trialled across Australia which show promise in developing aspects of SEWB in
Aboriginal and Torres Strait Islander students. Such programs and their evaluations are discussed
in the relevant sections of this Framework.
Lack of Role and Community Responsibility
One of the problems for young people leaving school early with limited literacy and lack of
specific life and other skills, is that they are not required to fulfil specified roles in the community.
A number of programs have been devised to recover a sense of role and meaning, as well as
provide specific responsibilities within community. In part these relate to new programs, but in
part they also call on Elders and older community members to provide Indigenous knowledge, skill
and attitudes.
RECOMMENDATION 8.4
We recommend that funding be provided individual communities to adapt well-evaluated
programs to the local culture to assist young people to find their place in their own community.

9. ADULTHOOD
We note and applaud the COAG target of halving the gap in employment outcomes in ten years. In
addition there is a need for:
•

Family programs

•

Safe mental and social places

•

Safe healing and detoxification places

10. OLDER AGE
We note and applaud the COAG target of closing the life expectancy gap within a generation

GENERAL INITIATIVES
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RECOMMENDATION
The provision of culturally active training through which health professionals can engage cultural
strengths approaches through the kinds of relationships they develop and foster in their work
within the Aboriginal and Torres Strait Islander community and more broadly in the health sector.
RECOMMENDATION
Support the development of community appropriate schemas for the restitution of connections to
culturally and historically significant places that support the crucial SEWB requirement of freedom
to continue and sustain cultural connections and obligations.
RECOMMENDATION
Engaging Aboriginal and Torres Strait Islander community life to construct and maintain enabling
social and cultural healing spaces where effectively shared resolutions concerning future
possibilities can be made.
RECOMMENDATION
Lifelong cultural education that builds on emergent strengths enhances the knowledge and skills of
Aboriginal and Torres Strait Islander people and empowers them to employ these understandings
to live well and contribute positively to their contemporary contexts.

SPIRITUALITY
Spirituality is essential to the health equity of Aboriginal and Torres Strait Islander Australians.
The Cultural Respect Framework and CRCAH Ethics Guide provide a way for effective
engagement in healing through Aboriginal and Torres Strait Islander spiritual approaches. The
contemporary spiritual life of many Aboriginal and Torres Strait Islander Australians are very
diverse and overlap with Christian and other teachings and values. However this diversity provides
an opportunity for deeper objectives to be contextually enmeshed in some program areas often
leading individuals to develop the mental, temporal and physical spaces they need where
Aboriginal and Torres Strait Islander identity can be addressed and enhanced.
The inclusion of spiritual dimensions is normally reserved for palliative care. However, the holistic
conception of health for Aboriginal and Torres Strait Islander Australians involves spiritual
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concerns at all life stages and dimensions of health service. The Cultural Respect Framework
involves the inclusion of Aboriginal and Torres Strait Islander traditional medicine such as
Ngankari healing, bush food, bush medicine, ceremonial healing programs, and respect for
Ancestors to complement Western medicine with Aboriginal Health Workers acting as mediators,
and all health workers being trained about Aboriginal spiritual needs.
Initial and localised research has demonstrated a strong connection between Aboriginal and Torres
Strait Islander traditional lifestyle, spiritual understandings, community autonomy and health and
SEWB.
RECOMMENDATION
We would urge governments to support further research in this area.

RECOMMENDATION
The design and implementation of a relational practice education program to embed local
wellbeing principles throughout all levels of the administrative, social and health services that
engage with Aboriginal and Torres Strait Islander communities.
RECOMMENDATION
Positive and locally relevant wellbeing promotions that address the needs of all age groups and
special needs groups and individuals within Aboriginal and Torres Strait Islander communities.

EVALUATION AND RESEARCH
RECOMMENDATION
Resistance culture within Aboriginal and Torres Strait Islander communities presents a challenging
proposal for collaboration across research domains. This research should be relational and directed
to identify domination schemas within the majority population and its institutions which foster
policy failure and the relationships these schemas have with the systems of passive resistance that
internally disable communities.
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RECOMMENDATION
Cultures of resistance come to penetrate and supervene over cultural relations in dominated
populations. Methods to disentangle this context must be based in appropriate methodological
developments instigated within the Aboriginal and Torres Strait Islander community that build
cultural literacy and identify and activate cultural strengths.
RECOMMENDATION
What is needed is a dynamic, context relevant, culturally and historically informed understanding
of the social determinants of SEWB based on an understanding of causal risk processes. This
should include the influence of profound and sustained trauma on successive generations, with a
focus on recovery and regeneration rather than controlling for defect.
RECOMMENDATION
Directly support the development of Aboriginal and Torres Strait Islander psychological
frameworks and the instigation of culturally cogent understandings to construct effective and
relevant models for the identification, assessment and treatment of the complex of disease,
dislocation, alienation, addiction, dysfunction and biological vulnerability that is embedded across
all life stages in Aboriginal and Torres Strait Islander populations.
RECOMMENDATION
Promote and actualise Aboriginal and Torres Strait Islander methodological development in
research to ensure that methods and findings are cogent and reinforcing to Aboriginal and Torres
Strait Islander cultures and engage effectively with the most excluded groups. Recognise that only
such research has the potential to unravel the impact of trauma, marginalisation and resistance
from the responsibility building perspective essential to SEWB.
RECOMMENDATION
Promote and support research into local and contextual frameworks that identify enabling and
disabling practices and behaviour for SEWB within Aboriginal and Torres Strait Islander
communities and across the health, community administration and education systems that engage
with these communities.
RECOMMENDATION
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The development and implementation of research methodologies that engage communities in the
identification of enabling conditions, values, individual strengths, institutions, practices and
relationships that promote their wellbeing.
RECOMMENDATION
Material redress in the form of a sustained research investment in the co-design of bottom-up
community enabling programs to improve and sustain community wellbeing.
RECOMMENDATION
We urge governments to actively support research that identifies context relevant and culturally
appropriate methods for the reinvigoration of Aboriginal and Torres Strait Islander culture.
RECOMMENDATION
We urge governments to actively support the development of research methodologies that are
founded in Aboriginal and Torres Strait Islander cultural values and community understandings.
RECOMMENDATION
We urge governments to actively support research that assists communities to identify and initiate
cultural strengths approaches relevant to community origins and directions.
RECOMMENDATION
We urge governments to actively support research that identifies successful culture based
wellbeing programs in Queensland or elsewhere in Australia, and investigates methods for the
transfer of positive cultural values across to other Aboriginal and Torres Strait Islander community
contexts. In particular support should be made available to programs that recognise and respond to
the view that the identity most significant for Aboriginal and Torres Strait Islander social and
emotional wellbeing is one that emerges from each group responsibly addressing its own health
concerns.
RECOMMENDATION
We urge governments to actively support research that seeks other sources of data presented in
narratives, historic documents, oral histories anthropological and ethnographic sources which can
be developed for examples of Aboriginal and Torres Strait Islander strengths and strength building
practices.
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RECOMMENDATION
We urge governments to actively support the provision of research training and assistance to
Aboriginal and Torres Strait Islander communities so that they can assess their population health
requirements through information collection processes that are internally and culturally valid.
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SOCIAL AND EMOTIONAL WELLBEING
THE POLICY CONTEXT
The concept of social and emotional wellbeing (SEWB) has emerged over the last 20 years from
increasingly holistic views of both general health and mental health. The World Health Organisation
(WHO) defined health in 1948 as ‘a state of complete physical, mental and social wellbeing and not
merely the absence of disease or infirmity’. This definition has remained unchanged, and was strongly
reaffirmed at the WHO International Conference on Primary Health Care (PHC) in Alma-Ata in 1978.
The Conference further declared that health ‘is a fundamental human right and that the attainment of
the highest possible level of health is a most important world-wide social goal whose realisation
requires the action of many other social and economic sectors in addition to the health sector’ (WHO
1948;1978)
The Ottawa Charter and Jakarta Declaration identified the basic pre-requisites for health as ‘peace,
education, shelter, social security, social relations, food, income, a stable eco-system, sustainable
resource use, the empowerment of women, social justice, respect for human rights, and equity – and
poverty was identified as the greatest threat to health’. Despite this holistic approach, the term ‘social
and emotional wellbeing’ has not been used in recent WHO mental health documents including an
international overview on the mental health of Indigenous Peoples (WHO 1986; 1997). The recent
WHO Commission on Social Determinants of Health (CSDH 2007:34) final report also does not refer
to SEWB, but notes:
Indigenous People worldwide are in jeopardy of irrevocable loss of land, language, culture, and
livelihood, without their consent or control – a permanent loss differing from immigrant
populations where language and culture continue to be preserved in a country of origin.
Indigenous Peoples are unique culturally, historically, ecologically, geographically, and
politically by virtue of their ancestors’ original and long-standing nationhood and their use of
and occupancy of the land. Colonisation has de-territorialised and has imposed social,
political, and economic structures upon Indigenous Peoples without their consultation, consent,
or choice. Indigenous Peoples’ lives continue to be governed by specific and particular laws
and regulations that apply to no other members of civil states. Indigenous People continue to
live on bounded or segregated lands and are often at the heart of jurisdictional divides between
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levels of government, particularly in areas concerning access to financial allocations,
programmes, and services. As such, Indigenous Peoples have distinct status and specific needs
relative to others. Indigenous Peoples’ unique status must therefore be considered separately
from generalised or more universal social exclusion discussions. (CSDH 2008:36)
A recent international overview of the social determinants of Indigenous health commissioned by the
CSDH for an International Symposium held in Adelaide in 2007 does not directly address ‘mental
health’ or SEWB, but notes:
Indigenous people have a concept of health that is eco-social and often communal, rather than
individual. This has several implications for understanding of social determinants of
Indigenous health. For example, many Indigenous peoples have a complex socio-cultural and
spiritual relationship with their lands and the eco-system – and isolation or destruction of land
is not just a question of a change of location or occupation, but a profound socio-spiritual
change with consequent health implications (Nettleton et al. 2007:4)
The report of this International Symposium notes under Indigenous cultures, world views and the
‘holistic paradigm’ that factors integral to Indigenous health include spiritual, physical, mental,
emotional, cultural, economic, social and environmental concerns. The report reflects key international
reports that also address the breadth of the issues. For instance, the Canadian Assembly of First
Nations in its First Nations Holistic Policy & Planning Model called for instruments to measure a
range of health determinants, prioritised by their importance. References to a ‘medicine wheel’ or
‘wellness wheel’ indicate that a holistic approach to health and healing had distinct appeal to
Symposium delegates. Key values were identified including policies [that] recognise the whole person,
recognising the relationship of spiritual, emotional, mental and physical health within the individual
and the importance of family and community (First Nations Wholistic Policy & Planning Model 2007;
Barney 2003; Reading et al. 2007; Redshirt 2008)

A series of 4 major articles in 2006 (Anderson et al. 2006; Montengro and Stephens 2006; Ohenjo et al
2006; Stephens et al 2006) on international Indigenous health did not refer significantly to mental
health nor SEWB issues, but the last article in the series does note, in the context of the importance of
Indigenous knowledge, that:
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Indigenous peoples are the guardians of the natural world, protecting many of the plants
that form the basis of our most important medicines. Indigenous peoples have
sophisticated ideas of health and wellbeing, notions that are closer than most western
views to the aspirational definition of the World Health Organisation. Health for many
Indigenous peoples is not merely absence of ill health, but also a state of spiritual,
communal, and ecosystem equilibrium and wellbeing (Stephens et al 2006:2025).

A later series of 6 articles in 2007 on global mental health in the Lancet did not refer to Indigenous
peoples at all, or the concept of SEWB. However, the series did refer to important mental health
issues relevant to this discussion, including public health approaches to mental health; the heavy
influence on mental health practices and research by socio-cultural factors often dependent on cultural
norms from high-income countries; community-based models of care in mental health; stigma and
discrimination in mental illness; the huge burden and associated disability and mortality attributable to
mental disorders; and the scarcity, inequity in distribution and inefficiency in allocation of global
mental-health resources (Prince et al 2007; Saxena et al 2007; Patel et al 2007; Jacob et al 2007;
Saraceno et al 2007; Lancet Global Mental Health Group 2007).

In Australia in 1988, Pat Swan, a registered psychiatric nurse working at the Redfern Aboriginal
Medical Service, wrote:
Culturally appropriate services for Aboriginal people in the mental health area are virtually
non-existent. Mental health services are designed and controlled by the dominant society for
the dominant society. The health system does not recognise or adapt programs to Aboriginal
beliefs and law, causing a huge gap between service provider and user. As a result, mental
distress in the Aboriginal community goes unnoticed, undiagnosed and untreated. Hopefully,
this will change (Swan 1988:38; National Aboriginal Health Strategy 1989:172).
This text was repeated in the National Aboriginal Health Strategy report in 1989, and while mental
health was only covered to a limited degree, a number of specific strategies for mental health were
listed, including that a cultural and historical framework needs to be developed by Aboriginal people
within which problems can be defined and understood from an Aboriginal perspective. Without this
framework, services treat only symptoms without comprehending the problem. A subsequent
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evaluation found that the National Aboriginal Health Strategy was never effectively implemented
(ATSIC 1994).
The National Mental Health Policy (NMHPAHM 1992) was the first statement by the
Commonwealth, or States and Territories, about the development of mental health services in
Australia. The policy raised the important issue of Stigma:
People with mental disorders and their carers experience substantial stigma. This discourages
people with mental health problems from seeking help early, and has led to their isolation in
the community as well as to discrimination and problems of access to services (NMHP AHM
1992).
Aboriginal and Torres Strait Islander people were not considered specifically in this policy document
except where:
Adequate resources must be made available to meet the needs of special ‘at risk’ groups, such
as older people, children and adolescents, people from non-English speaking backgrounds,
Aboriginal and Torres Strait Islanders, people living in remote and rural areas, and offenders
with a mental disorder (AHM 1992)
The National Aboriginal Community Controlled Health Organisation (NACCHO) prepared a number
of policy statements in 1993, including one on ‘Aboriginal Mental Health’ and another on a
‘Manifesto on Aboriginal Wellbeing’. These policy statements refer to wellbeing, emotional
wellbeing, and social mental health (NACCHO 1993).
Swan and Raphael in their National Consultancy Report on Aboriginal and Torres Strait Islander
Mental Health, ‘Ways Forward’ built upon Aboriginal views of health and mental health as holistic,
involving spiritual, social, emotional, cultural, physical and mental wellbeing and issues related to land
and way of life. This report supported the view that Aboriginal mental health inevitably relates to the
history of colonisation, racism and social factors (NACCHO 2008).
Following the NACCHO Policy Statements and the report of Swan and Raphael, the term emotional
and social wellbeing (or social and emotional wellbeing) has been used widely in key national mental
health policy and other documents in Australia to describe the holistic concept of mental health
recognised by Aboriginal and Torres Strait Islander people (Swan And Raphael 1995); A number of
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key reports from 1991 to 1995 highlighted important issues relevant to the mental health of Aboriginal
and Torres Strait Islander people.
An attempt was made to address some of these issues when the Australian Government released the
Future Directions in Aboriginal and Torres Strait Islander Emotional and Social Wellbeing (Mental
Health) Action Plan in October 1996 (OATSIH 1996). A centrepiece of the ‘Action Plan’ was the
establishment of a national network of Regional Centres whose main purpose was to provide the
infrastructure of a viable, trained, and supported workforce in Aboriginal and Torres Strait Islander
social and emotional wellbeing. and mental health. Fifteen Regional Centres were funded, with 4 core
business objectives:
•

Developing information systems to clarify the level of need in the region and to set the efficacy
of existing services and existing/proposed training;

•

Developing curricula and delivering training;

•

Developing models for inter-sectoral linkages and interagency cooperation; and

•

Providing clinical support to health workers.

Other areas of focus were youth suicide, trauma and grief counselling, communication, development
of culturally appropriate mental health care models, inter-sectoral activity, data collection, and
research and evaluation.
The ‘Action Plan’ was evaluated in 2001 and was demonstrated to have had a rather limited impact on
State and Territory activity and mainstream services. It was suggested, among other things, that the
‘Action Plan’ be redeveloped as a strategic framework document (UKY 2001).
A number of related policy documents were subsequently developed over several years. Of most
importance to mental health, was the National Strategic Framework for Aboriginal and Torres Strait
Islander Peoples’ Mental Health and Social and Emotional Wellbeing 2004-2009 (OATSIH 1996;
AHM 1998; CDHAC 2000; AHM 2003; NATSIHC & NMHWG 2004; Zubrick et al 2005; AGDHA
2007). This Framework was designed to complement the National Mental Health Plan 2003-2008 and
the National Strategic Framework for Aboriginal and Torres Strait Islander Health 2002-2013 (AHM
2003:5;NATSIHC 2004a,b; AHM 2003:16-30).
The National Mental Health Plan 2003-2008 (NMHP) committed to by all Australian governments in
2003, described mental health as a state of emotional and social wellbeing in which the individual can
cope with the normal stresses of life and achieve his or her potential (NATSIHC 2004b:16-18) The
NMHP went on to note ‘The strong historical association between the terms ‘mental health’ and
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‘mental illness’ has led some to prefer the term ‘emotional and social wellbeing’, which also accords
with holistic concepts of mental health held by Aboriginal peoples and Torres Strait Islanders’. The
National Mental Health Plan 2003-2008 had four priority themes:
•

Promoting mental health and preventing mental health problems and mental illness;

•

Increasing service responsiveness;

•

Strengthening quality, and

•

Fostering research, innovation and sustainability (NATSIHC&NMHWG 2004:14-53).

The National Strategic Framework for Aboriginal and Torres Strait Islander Health 2002-2013 is a
whole of health system approach, with Key Result Area 4 (of nine Key Result Areas) being Emotional
and Social Wellbeing. Objectives are:
•

Significant reduction in the incidence of family violence and child abuse in Aboriginal and
Torres Strait Islander communities;

•

Reduced impact of grief, loss, and trauma resulting from the historical impacts of past policies
and practices, social disadvantage, racism and stigma;

•

Mainstream services that are more responsive to the emotional and social wellbeing needs of
Aboriginal and Torres Strait Islander peoples, particularly those living with serious mental
illness and chronic substance misuse;

•

A health workforce that is appropriately skilled to manage emotional and social wellbeing and
substance misuse issues;

•

Promotion and prevention approaches that enhance social and cultural wellbeing for a range of
community groups including children, young people, women, males and elders;

•

Reduced uptake, incidence and impact of alcohol, drug and substance misuse on Aboriginal
and Torres Strait Islander individuals and communities;

•

Partnerships between agencies and programs that support individuals combating alcohol, drug
and substance misuse and which allow for full consideration of substance misuse issues in
planning and program development; and

•

Improved health outcomes across the life course for Aboriginal and Torres Strait Islander
males and improved access to health and health related services by Aboriginal and Torres
Strait Islander males (NATSIHC&NMHWG 2004).

The later developed National Strategic Framework for Aboriginal and Torres Strait Islander Peoples’
Mental Health and Social and Emotional Wellbeing 2004-2009 has 5 key strategic directions:
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•

Focus on children, young people, families and communities;

•

Strengthen Aboriginal Community Controlled Health Services;

•

Improved access and responsiveness of mental health care;

•

Coordination of resources, programs, initiatives and planning, and

•

Improve quality, data and research.

Each strategic direction has key outcomes related to action areas, assessing progress, and
responsibility identified. (AHMAC 2006; AIHW 2007; AHMAC 2006:11-12). Oversight of
implementation, monitoring, and reporting is taking place through the overall monitoring process for
the more general National Strategic Framework for Aboriginal and Torres Strait Islander Health.
The first report against the Aboriginal and Torres Strait Islander Health Performance Framework
(HPF, AGDHA 2007) provides information on:
•

‘Health Status and Outcomes (Tier 1)’ including social and emotional wellbeing;

•

‘Determinants of Health (Tier 2)’ including Indigenous people with access to their traditional
lands, and

•

‘Health Performance (Tier 3)’ including access to mental health services (AGDHA 2007;
confirmed by Mary Stutters at OATSIH in Canberra on 14 October 2008).

The summary report shows that:
•

82% of Aboriginal and Torres Strait Islander people experienced at least one stressor in the last
12 months, 50% higher than for non-Indigenous Australians;

•

Key stressors included physical violence, alcohol and substance abuse, mental illness, suicide,
premature death and financial stress. (At this point, there is no reliable national trend data on
most direct measures of SEWB, so it is unknown if stressors are changing);

•

Heath services have limited capacity to address underlying social and economic difficulties
that many Aboriginal and Torres Strait Islander families and communities suffer.

•

Mental health services will continue to face large and possibly increasing demand for primary
and acute care (QG 2008; QG 2008:1; QG 2008:9; COAG 2006; DHA 2004).

The key document for implementation of current Australian Government initiatives for Aboriginal and
Torres Strait Islander Social and Emotional Wellbeing is the National Strategic Framework for
Aboriginal and Torres Strait Islander Health 2003-2013; Australian Government Implementation
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Plan 2007-2013. One of 8 priority areas of focus in this Plan is SEWB (including substance use and
mental health). Key Result Area (KRA) 4 lists:
•

4 immediate priority actions (current year) (Nos. 62-65):
1. Social justice and across government approaches;
2. Population health approaches (substance use);
3. Social and Emotional Wellbeing, and
4. Mental health service delivery (including substance use).

•

There are 9 longer term priority actions (current year and beyond) (Nos. 66-74) which
include:
1. Social justice;
2. Across government approaches;
3. Population health approaches;
4. Social and Emotional Wellbeing;
5. Mental Health Service Delivery;
6. Social and Emotional Wellbeing workforce, and
7. Social and Emotional Wellbeing quality improvement.

Lead agencies and contributing agencies are listed for each action (AG 2003).
At the state and territory level, the Australian Capital Territory Government recently released A New
Way: The ACT Aboriginal and Torres Strait Islander Health and Family Wellbeing Plan 2006-2011.
This Plan was developed in response to the National Strategic Framework for Aboriginal and Torres
Strait Islander Health (NATSIHC 2004a,b), and is consistent with the holistic approach advocated in
the National Aboriginal Health Strategy (NAHSWP 1989). Priority areas in this Plan include:
•

Building family resilience, and

•

Social health, including mental health and substance abuse.

Objectives of the Plan are to:
•

Address the identified health and family wellbeing priority areas;

•

Provide an effective and responsive health and family wellbeing system for Aboriginal and
Torres Strait islander people in the ACT;

•

Influence the health and family wellbeing impacts of the health-related sector, and

•

Improve resourcing and accountability (ACTG 2006:11).
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The Queensland Government has also recently published a Queensland Plan for Mental Health 20072017 (QG 2008). The Plan recognises the ‘complex interplay of biological, psychological, social,
economic and environmental factors [influencing] mental health’, especially for ‘Aboriginal and
Torres Strait Islander people who view social and emotional wellbeing holistically’. [24] The Plan has
been influenced by the framework provided by the National Mental Health Strategy and 23 other
national and Queensland policies and plans listed, including the Queensland Government commitment
to the Council of Australian Governments (COAG 2007) National Action Plan on Mental Health
2006-2011, and the National Strategic Framework for Aboriginal and Torres Strait Islander Peoples’
Mental Health and Social and Emotional Wellbeing 2004-2009.
The Plan lists:
•

Priority 1 (Mental health promotion, prevention and early intervention) with a key action to
‘Reduce suicide risk and mortality within Queensland communities, within identified high risk
groups such as Aboriginal and Torres Strait islander populations, rural communities, and
young people’;

•

Priority 2 (Integrating and improving the care system) includes a key action of improving
mental health services to Aboriginal and Torres Strait Islander people by employing additional
Aboriginal and Torres Strait islander mental health workers and a specialist hub to support
Aboriginal and Torres Strait islander workers in the development and delivery of clinical
services. [24]

Given the commitment of states and territories to the Council of Australian Governments’ National
Action Plan on Mental Health 2006-2011, and the National Strategic Framework for Aboriginal and
Torres Strait Islander Peoples’ Mental Health and Social and Emotional Wellbeing 2004-2009,
another document from COAG is worthy of more detailed consideration given that it brings together
many of the issues which have emerged in other documents over the past 20 years. Overcoming
Indigenous Disadvantage: Key Indicators (COAG 2007) provides a useful framework from which to
consider the welfare of Aboriginal and Torres Strait Islander Australians. Overcoming Indigenous
Disadvantage also provides considerable factual data on which to base the COAG Framework. Twelve
headline indicators are proposed in this framework and Aboriginal and Torres Strait Islander
Australians experience poorer outcomes than non-indigenous people on all the indicators. These
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indicators begin to provide us with a Life course view of not only the problems experienced, but also
the timing of strategies, and the way in which strategies might be targeted.
Life expectancy at birth
Life expectancy is an indicator of the long-term health and wellbeing of a population. Life expectancy
of Aboriginal and Torres Strait Islander Australians is estimated to be around 17 years less than that
for the total Australian population. Mortality rates for Aboriginal and Torres Strait Islander babies
improved between 1997-99 and 2003-05 in most jurisdictions for which data are available. However,
Aboriginal and Torres Strait Islander infant mortality rates in New South Wales, Queensland, Western
Australia, South Australia and the Northern Territory combined are still two to three times those for all
Australian infants for the period 2003-05. In the period 2002-04, babies born to Aboriginal and Torres
Strait Islander mothers were more than twice as likely to have low birth weight (13 per 1,000) than
babies born to non-indigenous mothers (6 per 1,000). In 2004-05, Aboriginal and Torres Strait Islander
children under four are twice as likely as non-Indigenous children to be hospitalised for potentially
preventable diseases and injuries (251 per 1,000 compared to 123 per 1,000). The prevalence of
chronic ear infection was also much higher among Indigenous children aged 0-14 years (10%) than
non-Indigenous children (3%). Long-term ear infections and consequent hearing loss are a major
inhibitor of early school performance (Australian Bureau of Statistics & Australian Institute of Health
and Welfare, ABS & AIHW 2008:154).
The role of foetal programming & biological embedding that result from high levels of personal stress,
injury, poor nutrition and the consumption of toxins such as alcohol, nicotine and other drugs during
pregnancy also impact on the Aboriginal and Torres Strait Islander population. The consequences of
an unfavorable environment in the womb may be passed across many generations as an indicator for
poor life outcomes. Foetal Alcohol Syndrome (FAS) is an example of the damage that arises from
destructive social conditions that has implications for the future generations, but also provides an
example where prevention is possible (ABS & AIHW 2008; Hammill 2008).
In Queensland the rate of Aboriginal and Torres Strait Islander children who died from diseases and
morbid conditions has considerably decreased since 2006–07 from 82.3 deaths per 100,000 Aboriginal
and Torres Strait Islander children aged 0–17 years to 47.8 deaths per 100,000 in 2007–08. The rate is
fluctuating but may represent the beginnings of a downward trend. Over a quarter (28.3%) of
Aboriginal and Torres Strait Islander child deaths were due to external causes. Suicide and transport
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incidents ranked equally as the leading external causes of death for Aboriginal and Torres Strait
Islander children (ABS &AIHW 2008).
Substantiated child abuse and neglect
Many Aboriginal and Torres Strait Islander families and communities live under severe social strain,
caused by a range of social and economic factors. In 2005-06, Aboriginal and Torres Strait Islander
Australian children were nearly four times as likely as other Australian children to be the subject of a
substantiation of abuse or neglect. Parental stress, poor nutrition, overcrowded housing and alcohol
and substance misuse contribute to violence in Aboriginal and Torres Strait Islander communities and
the presence of family violence is a strong predictor of child neglect and abuse. At 30 June 2006,
around 30 out of every 1,000 Aboriginal and Torres Strait Islander children aged 0-17 years were on
Care and Protection Orders, compared with 5 per 1,000 non-indigenous children.
Years 10 and 12 retention and attainment
High school education contributes to a range of outcomes, including self-development and
employment. In 2006, Aboriginal and Torres Strait Islander students were less than half as likely as
non-indigenous students to continue to Year 12. Aboriginal and Torres Strait Islander children are
often described as exhibiting deficiencies in basic skills for life and learning in early childhood
education. Such deficiencies are described as difficult to change, and the gaps difficult to close, even
with targeted school interventions. Between 2002 and 2005, the proportion of Aboriginal and Torres
Strait Islander children aged three to five years enrolled in preschool increased slightly from 24% to
25%. In 2006, the school enrolment rate for Aboriginal and Torres Strait Islander children aged five to
eight years was 97% although available evidence suggests that actual school attendance rates tend to
be lower. Between 2000 and 2007 a smaller proportion of Aboriginal and Torres Strait Islander than
non-indigenous students achieved the national minimum literacy and numeracy benchmarks for Year 3
and Year 5.
Participation rates and literacy benchmark achievement of Aboriginal and Torres Strait Islander
students in Queensland increased in the years 2000-07. Numeracy rates also increased slightly in the
same period however overall Aboriginal and Torres Strait Islander achievement rates in benchmark
testing remain relatively steady 17% to 23% less than that of other Australian children. Aboriginal and
Torres Strait Islander children comprise the majority of those in the lowest percentile ranges for these
test results. It is known that achievement in reading is strongly correlated with the cultural and socioeconomic circumstances of students being assessed. Students who do not usually speak English or who
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have just begun to speak English, would also be expected to be at a disadvantage during assessment.
There has been no research conducted to identify the impact that the pedagogic basis of benchmark
testing has across cultural difference in Australia. Studies conducted in Africa suggest that such testing
includes an embedded labelling intent (National Schooling Report 2008).
Post-secondary education; participation and attainment
Between 1994 and 2004-05, the proportion of Aboriginal and Torres Strait Islander Australians
participating in post-secondary education increased from 5% to 11%, but non-indigenous people
remained more than twice as likely as Aboriginal and Torres Strait Islander Australians to have
completed a post-secondary qualification of Certificate Level III or above (COAG 2007).
Labour force participation and unemployment
From 1994 to 2004-05, labour force participation improved for Aboriginal and Torres Strait Islander
women (from 42% to 53%) and the Aboriginal and Torres Strait Islander unemployment rate fell from
30% to 13%. However, the labour force participation rate for Aboriginal and Torres Strait Islander
Australians was about three-quarters of that for non-indigenous people, and the unemployment rate for
Aboriginal and Torres Strait Islander Australians was about three times the rate for non-Indigenous
people. In this evaluation the large numbers of Aboriginal and Torres Strait Islander Australians
employed on CEDP work for the dole programs and deemed to be in employment should also be taken
into account. In 2004-05, 40% of Aboriginal and Torres Strait Islander Australians aged 18-24 years
were not employed and not studying, compared with 11% of non-indigenous people in the same age
group. This high rate of Aboriginal and Torres Strait Islander disengagement from employment and
study has remained constant from 2002 to 2007.
Household and individual income
The economic wellbeing of individuals is normatively determined by their income and wealth.
Between 2002 and 2004-05, after adjusting for inflation, the median gross household income for
Aboriginal and Torres Strait Islander Australian adults rose by 10% (from $308 to $340 per week).
The comparable income for non-Indigenous adults in 2004-05 was $618. Aboriginal and Torres Strait
Islander family incomes remain at approximately 50% of the national average. In remote areas
Aboriginal and Torres Strait Islander personal incomes are much less, being equivalent to the base
level social security support. The cost and availability of nutritious foods such as fresh fruit and
vegetables and basic grocery items should also be taken into consideration in estimating an adequate
household income for Aboriginal and Torres Strait Islander families living in rural and remote areas.
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Home ownership
The proportion of Aboriginal and Torres Strait Islander Australian adults living in homes owned or
being purchased by a member of the household increased from 22% in 1994 to 25% in 2004-05,
although the proportion of owner/purchaser households varied greatly by geographical remoteness.
This compares to 64% home ownership for the general population.
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Disability and chronic disease
Rates of disability and chronic disease also reflect the wellbeing of a population. Added to the burden
of disease described above is the rate of disability in the population. Aboriginal and Torres Strait
Islander adults living in non-remote areas in 2002 were twice as likely as non-Indigenous adults to
report a disability resulting in a profound or severe core activity limitation. The burden of disease on
Aboriginal and Torres Strait Islander Australians is more than two and a half times that of the general
population.
Family and community violence
In 2006 Aboriginal and Torres Strait Islander Australian females were 44 times as likely as nonindigenous females to have been hospitalised for assault. In 2002, about one quarter (24%) of
Aboriginal and Torres Strait Islander Australians aged 15 years and over reported being a victim of
physical or threatened violence in the 12 months prior to the survey (26% of males and 23% of
females), nearly double the overall rate reported in 1994 (13%). One-third (33%) of young Aboriginal
and Torres Strait Islander Australians (aged 15-24 years) were a victim of violence in 2002.
Aboriginal and Torres Strait Islander Australians who had been removed from their natural family
were almost twice as likely as those who had not been removed from their natural family to have been
a victim of violence (38% compared with 23%). Among Aboriginal and Torres Strait Islander people
who had been a victim of violence, the most commonly reported neighbourhood/community problem
was theft (51%) followed by illicit drugs (44%), alcohol (44%) and problems involving youths (43%).
Aboriginal and Torres Strait Islander Australians who reported victimisation were more likely than
those who had not reported being a victim of violence to have experienced one or more life stressors
(94% compared with 79%). After adjusting for age differences between the Aboriginal and Torres
Strait Islander and non-indigenous populations, Aboriginal and Torres Strait Islander Australians aged
18 years and over were twice as likely as non-indigenous people to have been a victim of physical or
threatened violence (COAG 2007).
Aboriginal and Torres Strait Islander Australians living in remote areas were three times as likely as
those in non-remote areas to have witnessed violence (30% compared with 10%). Almost half (45%)
of Aboriginal and Torres Strait Islander Australians who had been a witness to violence also reported
being a victim of physical or threatened violence. The high rates of violence must also be understood
in a context of alcohol consumption where many perpetrators habitually re-offend and more often than
not against the same victims. In 2004-05 14% of Aboriginal and Torres Strait Islander women living in
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non-remote areas reported long-term risky to high risk alcohol consumption which was an increase
from 2001 (9%) and 1995 (6%). There was little change in rates (23%) of long-term risky to high risk
alcohol consumption by Aboriginal and Torres Strait Islander men over the same period. In 2004-05,
28% of Aboriginal and Torres Strait Islander Australians in non-remote areas reported illicit substance
use in the preceding 12 months. The reported rate of smoking among Aboriginal and Torres Strait
Islander Australian adults is very high being more than twice the rate of non-indigenous adults. The
introduction of 'non-aromatic' fuels and the promotion of alternative activities for young people have
had a major impact on rates of petrol sniffing in remote Aboriginal and Torres Strait Islander
communities. However the incidence of “chroming” paint and glue sniffing and other illegal drug
consumption rates remain problematic in many populations (COAG 2007; Memmott et al. 2000;
Willis and Moore 2008).
Poor nutrition, living and working conditions have an impact on people's health and wellbeing. In
2004-05, diseases associated with poor environmental health such as renal disease asthma, scabies,
influenza and pneumonia were more prevalent among Aboriginal and Torres Strait Islander than nonindigenous Australians. Indigenous people also had higher hospitalisation rates than non-Indigenous
people for all diseases associated with poor environmental health. Nationally, the number of discrete
Aboriginal and Torres Strait Islander communities without an organised sewerage system decreased
from 91 in 2001, to 25 in 2006. However, 25% of Aboriginal and Torres Strait Islander Australians
aged 15 years and over were living in overcrowded housing in 2004-05 65% of this number living in
very remote areas (COAG 2007).
The standards of Aboriginal housing and community infrastructure has a direct impact on the lifestyles
of Aboriginal and Torres Strait Islander individuals who are forced to adapt to what little they have.
Aboriginal and Torres Strait Islander Australians grow up in a very poor health environment assuming
the way they are living is ‘normal’. Research into housing strongly suggests that if basic living
necessities are not available, ill health is inevitable. Aboriginal and Torres Strait Islander Australians
living in remote and rural areas suffer overcrowding but also dwellings and infrastructure that are not
designed for the climatic, environmental or socio-cultural conditions in which they are situated
(Godwin 2008).

Imprisonment and juvenile detention rates
Aboriginal and Torres Strait Islander Australians are highly over-represented in the criminal justice
system, as both young people and adults. In 2006, after adjusting for age differences between the
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Aboriginal and Torres Strait Islander and non-indigenous populations, Aboriginal and Torres Strait
Islander Australians were 13 times as likely as non-indigenous people to be imprisoned, and in 2005,
Aboriginal and Torres Strait Islander juveniles were 23 times as likely as non-Indigenous juveniles to
have been detained (COAG 2007; Willis and Moore 2008).
Suicide and self-harm
External causes of mortality, such as accidents, suicide and assaults represented 16% of all deaths
among Aboriginal and Torres Strait Islander Australians compared with 6% of deaths in the nonindigenous population. Aboriginal and Torres Strait Islander Australians self-harm and suicide at a
rate that is twice that of the Queensland population. In remote communities Aboriginal and Torres
Strait Islander males are six times more likely to suicide than the state average. The overall mortality
and suicide rates among both Aboriginal and Torres Strait Islander and non-aboriginal inmates are
high and in 1980-1998 almost half of all deaths among prisoners in Australian prison custody were
due to suicide. Suicide is reported as a leading cause of death in prisoners after release from jail,
especially among Aboriginal and Torres Strait Islander males. In Queensland in the 2007-08 reporting
period Aboriginal and Torres Strait Islander youth suicide accounted for almost a quarter (23.8%) of
all youth suicides (Queensland Government, 2002, 2003; Dalton, 1999; Steward et al., 2004; COAG 2007;
Willis & Moore 2008; CCYPCG 2008).

Deaths from homicide and hospitalisations for assault - In 2004-05 Aboriginal and Torres Strait
Islander Australians accounted for 15% of homicide victims and 16% of homicide offenders, and were
hospitalised for assault at 17 times the rate of non-indigenous people.
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SOCIAL AND EMOTIONAL WELLBEING FOR ABORIGINAL AND TORRES
STRAIT AUSTRALIANS
THE LEGACY OF HISTORY
Before we can go further, and further to the 12 Key Outcome Areas in the COAG Framework
discussed above, it is crucial that we place Social and Emotional Wellbeing in an historical
perspective. Within this a number of issues must be considered

A Population in Recovery
The commonly accepted estimate of the Aboriginal population prior to British colonisation is around
750,000 people. However it was not until the 1980s that this estimate became widely accepted. During
the Parliamentary Committee inquiries and subsequent Royal Commission into the colonies c1838 1858 the Aborigines Protection Society concluded that the total pre-contact population of Aboriginal
people in Australia was not less than 1,400,000. First contact reports with Aboriginal populations
describe a disease free population with health and vitality which often amazed explorers. The obvious
genetic health of these groups living in relative isolation for many thousands of years would suggest a
minimum group adult population of 1580. This combined with the known 700 plus distinct tribal
groups in Australia equates to a minimum pre contact population above 1.1 million adult inhabitants
(Reconciliation Australia 2008; Aborigine’s Protection Society (APS) 1838-1909; Langfield Ward 1874 in
Lindqvist 1997).

An Aborigines Protection Board (APB) census, which included an estimate of the population living
outside of European influence in remote areas, states that the Aboriginal and Torres Strait Islander
population of Australia was 58,771 in 1921. These figures indicate that the post colonisation survival
rate among the Aboriginal population was less than 4.19% to 8.39% because the census was held 20
years after the introduction of the Aborigines Protection policies and the segregation of the majority of
Aboriginal and Torres Strait Islander Australians on mission reserves (Crowther 1934).
This survival rate of Aboriginal and Torres Strait Islander Australians through colonisation compares
to the overall survival rate of 33% for European Jews during the Holocaust and the 5% survival rate
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for children in the Warsaw Ghetto. Integral to this population data is the observation that the current
Aboriginal and Torres Strait Islander population remains 30% to 66% less than the pre-contact
population. [44]
The estimated resident Aboriginal and Torres Strait Islander population of Australia in June 2006 was
517,200 people, including 33,100 Torres Strait Islanders and 20,200 people identifying as both
Aboriginal and Torres Strait Islander, altogether comprising 2.5% of the total Australian population.
Compared to the 2001 Census data, this represents a population growth of 11% compared to an
increase of 6% for the total population. Twenty eight percent (28%) of Aboriginal and Torres Strait
Islander Australians (146,400 people) live in Queensland and they comprise 3.6% of the population of
the state. Based on the Remoteness Area classification, 26% of Aboriginal and Torres Strait Islander
Australians in Queensland live in major cities, 20% in inner regional areas, 32% in outer regional
areas, 8% in remote and 14% in very remote areas (ABS 2008).

The Burden of Disease for Aboriginal and Torres Strait Islanders
Available data indicates that the mortality rates of Aboriginal and Torres Strait Islander Australians
are almost three times higher than those for non-indigenous Australians, and there is a 17-year gap
between the life expectancy at birth for Aboriginal and Torres Strait Islander and non-Indigenous
males and females (59 v. 77 years and 65 v. 82 years; respectively).
The five leading causes of death in Aboriginal and Torres Strait Islander Australians are:
(1) diseases of the circulatory system;
(2) injury;
(3) neoplasms;
(4) diabetes and other endocrine, metabolic and nutritional disorders; and
(5) respiratory diseases.
Over the period of 2001-2005, external causes of mortality, such as accidents, suicide and assaults
represented 16% of all deaths among Aboriginal and Torres Strait Islander people (compared with 6%
of deaths in the non-Indigenous population). In this period, Torres Strait Islander people were less
likely to die from external causes, including injury (10%) than Aboriginal and Torres Strait Islander
Australians overall (16%); however, they were more likely to die from cancer (21% versus 15%)
(ABS 2007; Australian Bureau of Statistics & Australian Institute of Health and Welfare, 2008:154).
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The disability adjusted life year or DALY is a globally accepted measure for the burden of disease in a
population. This burden of disease framework produces relevant and comparable evidence that
identifies fatal and non-fatal illness and injury in terms of life year lost which allows a comparison
between Aboriginal and Torres Strait Islander and the wider Australian populations. The Aboriginal
and Torres Strait Islander burden of disease is two and a half times the disease burden of the general
Australian population. In every age group Aboriginal and Torres Strait Islander Australians are sicker
and die earlier. If the entire Aboriginal and Torres Strait Islander Australian population had the same
level of disability and mortality as other Australians their burden of disease would be 59% less (Vos et
al 2007).

The mortality in young and middle aged Aboriginal and Torres Strait Islander males is very high with
the probability of death between the ages of 15 and 60 years of 30% and in females of the same age it
is 23%. This compares to a probability of 10% for males and 6% for females of the same ages in the
general population. Cardiovascular disease and renal disorders are the leading causes of disease
burden together accounting for 32%. Among the 20 disease burdens identified in the report the
greatest differentials between the general population and Aboriginal and Torres Strait Islander
Australians occur in homicide and violence, inflammatory heart disease and lower respiratory tract
infections for males and rheumatic heart disease, homicide and violence and alcohol dependence and
harmful use for females. Alcohol is by far the leading cause of injury burden for Aboriginal and Torres
Strait Islander Australians. Injuries and mental disorders are the main contributors to the burden of
disease for young Aboriginal and Torres Strait Islander adults aged 15 to 34 years and suicide explains
almost half the health gap in injuries for young males (Australian Bureau of Statistics & Australian
Institute of Health and Welfare, 2008:154; COAG 2007; Vos et al 2007).

Geographical location has an impact on the health and welfare of Aboriginal and Torres Strait Islander
Australians. The Baseline Report shows significant differences in a range of outcomes, including
health factors, disability, cultural strength, mortality, and family and community wellbeing, between
subpopulations of Aboriginal and Torres Strait Islander Queenslanders. According to the Report, there
are significant differences between the status of Aboriginal and Torres Strait Islander people living in
major cities, inner and outer regional and remote/very remote locations, and the Torres Strait Islands.
Overall, people living in Aboriginal Deed-of-Grant-in-Trust (DOGIT) communities in Queensland
face the most difficult conditions across a range of health and welfare indicators, including non-fatal
and fatal suicidal behaviour. Aboriginal and Torres Strait Islander Australians living in cities and
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towns represent 74% of the total population and contribute 65% of the overall Aboriginal and Torres
Strait Islander disease and injury burden. Aboriginal and Torres Strait Islander Australians residing in
remote areas experience a disproportionate amount of the health gap in all major disease areas except
for mental illness. Overall the Aboriginal and Torres Strait Islander populations of cities and towns
(74%) bear 83% of the disease burden for mental disorders ( QG Baseline Report 2008; Vos et al. 2007).

Aboriginal and Torres Strait Islander Population Structure and Dynamics
The Aboriginal and Torres Strait Islander population structure is significantly different from the nonaboriginal population. The Aboriginal and Torres Strait Islander population is a very young population
made up of a majority of children and young people. The Aboriginal and Torres Strait Islander
population is also growing at a rate that is more than twice the population growth of non-indigenous
Australians with a demographic profile that is comparable to emergent third world populations.
Consequently Aboriginal and Torres Strait Islander communities have fewer adults and very few
elders compared to the general Australian population.
Death, injury, disability and chronic illness are much more common events in the lives of Aboriginal
and Torres Strait Islander Australians. Because of this population structure and the burden of disease
the dynamics of community life vary greatly from the experience of the general population. In
Aboriginal and Torres Strait Islander communities care giving roles are often distributed to older
children and elders who often bear the brunt of care-giving in large extended families. Shared care
giving among kin and relations is a frequent practice because of the high proportion of children and
the frequent absences through loss, illness or incarceration of adult family members (Taylor & Bell
2004; Taylor 2003; Kinfu & Taylor 2002; ABS 2004; ABS 2003; Altman et al. 2004).

Of note, the structure and dynamics have major social implications for the young people who
themselves carry a higher burden of disease. For instance, the Western Australian Aboriginal Child
Health survey listed chronic ear disease, substance abuse, smoking, alcohol abuse, sedentary lifestyle
and high levels of sexual activity among Aboriginal youth. The risk of clinically significant emotional
or behavioural difficulties of young Aboriginal males is three times that in the general population as is
the incidence of self-harm and suicide. Factors described as related to self-harm were low self-esteem,
having friends who had attempted suicide, exposure to family violence, and exposure to racism.
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Life in these contexts has been described as a cycle of disadvantage where high levels of individual
and group stress, poor health and poor individual, family and community resources and abilities
contribute to very limited lifestyle options which then perpetuate the cycle of disadvantage (Willis &
Moore 2008; Wesley-Esquimaux & Smolewski 2004; Trudgen 2000; Totikidis & Robertson 2003;
Rose 1997; Atkinson 2002; Anderson, Baum & Bentley 2007).

An Institutionalised Population
For much of the twentieth century the entire Aboriginal and Torres Strait Islander population was
confined to missions, institutionalised as wards of the State or held within indentured employment.
Children were routinely removed from families and brought up in training institutions and families
were dispersed throughout the State as cheap labour under implacable institutional practices. The
forced removal of Aboriginal and Torres Strait Islander children from their families was official
government policy from 1909 to 1969. However the practice took place before and continues to occur
after this period. Governments, churches and welfare bodies all took part. The removal policy was
managed by the Aborigines Protection Board (APB), most commonly through police who were local
‘protectors’. The APB was a government board established in 1909 with the power to remove children
without parental consent and without a court order. The eugenic basis of this policy informed the
removal of children from Aboriginal parents so they could be brought up ‘white’ and taught to reject
their Aboriginality. Children were placed with institutions and from the 1950s they were also placed
with white families. Aboriginal children were expected to become labourers or servants, so in general
the education they were provided was very poor. Aboriginal girls in particular were sent to homes
established by the APB to be trained in domestic service (Copland 2005; BHR 1997).
In the 1990s the Human Rights and Equal Opportunity Commission started a national inquiry into the
practice of removing children. The Bringing Them Home Report (BTHR) on the national inquiry into
the separation of Aboriginal and Torres Strait Islander children from their families was tabled in
Parliament on 26 May 1997. A major finding of the BTHR was that these generations of disruption to
the foundations of individual and group identity continues to resonate through the Aboriginal and
Torres Strait Islander population as a historically transmitted trauma. One aspect of this trauma is an
inherent and often extreme distrust of governance and administrative processes.
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The Royal Commission into Aboriginal Deaths in Custody (RCIADIC 1991) addressed the critical
role that policing and incarceration play in Aboriginal and Torres Strait Islander community life. A
great proportion of the Aboriginal and Torres Strait Islander population are in prison or ex-prisoners a
group that is highly vulnerable to injury self-harm and suicide both inside jail and after release. The
proportion of Aboriginal and Torres Strait Islander people in the prison population is very high: in
2007 Aboriginal and Torres Strait Islander prisoners comprised a quarter of the prison population in
Australia (24%) and in Queensland (26%) (Willis & Moore 2008).
There are multiple reasons for the overrepresentation of Aboriginal and Torres Strait Islander
Australians in the inmate population, such as a historic conflict oriented attitude to authority, systemic
bias in policing and judicial systems, social and economic disadvantage, high rates of crime in the
communities, early contact with juvenile justice system and high rates of re-offending. The rate at
which Aboriginal and Torres Strait Islander Australians are incarcerated is 13 times greater than the
national rate of imprisonment for their non-indigenous counterparts. It also appears that the
involvement of Aboriginal and Torres Strait Islander Australians in prison is getting worse, the 6,630
Aboriginal and Torres Strait Islander inmates in Australian correctional facilities on 30 June 2007 was
an increase of 85% from 30 June 1997 (Willis & Moore 2008).
While overrepresentation is most clearly visible in the corrections system Aboriginal and Torres Strait
Islander Australians are also disproportionately represented in other forms of custody. The most recent
national police custody survey found that more than one-quarter of police custody incidents during
October 2002 involved Aboriginal and Torres Strait Islander people, meaning that Aboriginal and
Torres Strait Islander people were 17 times more likely to be placed into a police cell per head of
population than non-indigenous people. Rates of overrepresentation are even higher for young
Aboriginal and Torres Strait Islander Australians aged between 10 and 17 years who are 23 times
more likely to be in detention than non-indigenous people in the same age group. Across their life
course more than one-third (35%) of Aboriginal and Torres Strait Islander Australians aged 15 years
or older, including half (50%) of all men, had been formally charged with an offence at some time in
their life. A 2002 Australian Bureau of Statistics (ABS) survey found that approximately one in six
(16%) Indigenous people had been arrested in the preceding five years, with this figure increasing to
nearly one-quarter (24%) for men (Willis & Moore 2008).
Given the extent of Aboriginal and Torres Strait Islander imprisonment it is perhaps not surprising that
of people in prison on 30 June 2007, almost three-quarters (74%) of Aboriginal and Torres Strait
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Islander prisoners had a known history of prior adult imprisonment, compared with just over half
(51%) of non-indigenous prisoners (Willis & Moore 2008).
While there is only limited information available on levels of re-offending, it follows that Aboriginal
and Torres Strait Islander offenders may be more likely to experience repeated contact with the
criminal justice system than non-indigenous offenders. Shorter sentences due to a tendency to commit
impulsive offences also mean that Aboriginal and Torres Strait Islander offenders have greater time
out of prison to re-offend, although this may be affected by a greater frequency of return to prison
(Willis & Moore 2008).
Aboriginal and Torres Strait Islander offenders tend to be incarcerated for assault and other charges of
violence against a person, unlawful entry to property or offences against justice procedures. Research
into prisoner offending and re-offences has shown that over three-quarters of Aboriginal and Torres
Strait Islander prisoners in the release cohort had been incarcerated for assault, and nearly half of these
offenders returned to prison within a two-year period for an assault-related offence. This research
suggests that repeat violent offenders form a core group of Aboriginal and Torres Strait Islander
prisoners therefore programs and services that are aimed at anger management and violence
prevention could be well placed to assist in the reintegration of many Aboriginal and Torres Strait
Islander offenders.
Given that the Aboriginal and Torres Strait Islander burden of disease is 59% greater than the
Australian average and that a history of child removal or early incarceration increases the health
burden by 15% to 30% it may be apparent that an institutionalised minority within this marginalised
community bears a overwhelming burden of disease (Willis & Moore 2008).

Disconnection; a Destructive Intent
There is conclusive evidence that colonisation is a system of oppression which is the origin of the
devastating community health and wellbeing profiles of colonised populations. Colonisation is not
simply a personal or local prejudice it is a cultural system that has a history of employing racism and
prejudice as a rationale for the elimination, subjugation and control of other populations and the
appropriation of their lands. The construction of identities for Indigenous others through notions of
the primitive, a single chain of human development and the natural entitlement of ‘advanced’ peoples
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informed the dispossession and destruction of native societies. Colonial progress was reliant on the
problematizing social construction of difference which informed the destruction and denial of the
rights of native and cultural communities. Even though colonial times have passed the ideology of
colonialism is the origin of the institutions and understandings that comprise governance and inform
progress in settler nations thus predation lingers as a latent power that acts upon institutional,
individual and community attitudes and behaviour (Goldberg, D.T. (2002 Goldberg, D. T. (1993)
Levene 2005; Levi 2006; Powell 2003; Marcus 1998; Reynolds 2003; Finzsch 2005; Madley 2004;
Rose 1984; Copland 1999; Riggs & Augoustinos 2005; Newton 2001; Fanon 1988; O’Malley 1994;
Trudgen 2000; Bhabha 1990; Bhabha 1983; Copland 2005; Daes 2000; Kidd 1997; Said 1993; Said
1985; Spivak 2003; Battiste 2000; Smith 1996; Smith 1999).
The organised, institutionalised and systematic nature of colonialism has also been described as a
cognitive imperialism that denied native peoples their language and cultural integrity by instituting and
maintaining the legitimacy of only one language, one culture, one morality and one frame of reference.
The means for achieving this disruption involved the destruction of family connections over
generations through politically sanctioned and hence ‘lawful’ child removal and family relocation
interventions. Embedded within this systemic domination the dislocated individuals and colonized
society as a whole is regarded and made to think of itself as an ‘ancient’ remnant entirely alone in the
universe. Thus alienated colonized people learn to hide their real feelings and sincere beliefs because
through generations of institutionalisation they have been taught that their feelings and beliefs are
evidence of ignorance and barbarity. Colonised peoples are denied the positive self-images freely
available through cultural engagement, which are replaced by abject and shameful self-images. The
often enforced embodiment of shame and powerlessness through the institutions of colonialism has a
deeply negative and enduring impact on the wellbeing of dominated communities. Such totally
implacable dominance also constructs an inexpressible rage within subjugated populations (Copland
2005; Wesley-Esquimaux & Smolewski 2004; Trudgen 2000; Totikidis & Robertson 2003; Rose
1997; Atkinson 2002; Anderson, Baum & Bentley 2007). Combined with this cognitive imperialism
there is the stark reality that the enclaves described as ‘Aboriginal communities’ are essentially
residual components of colonial dominance which were formed with the intent to socially control and
culturally modify these populations. These places originate from colonial imposition, have a history of
extreme repression and have little surface relation to Aboriginal and Torres Strait Islander cultural
norms for social organisation or habitation in a landscape. The modern world dominates the landscape
so that culturally connective habitation is no longer possible in most areas so displacement,
dispossession and negative images of self, community and possible futures infiltrate and contaminate
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the everyday reality of the colonised (Copland 2005; Trudgen 2000; Totikidis & Robertson 2003;
Rose 1997; Atkinson 2002; Anderson, Baum & Bentley 2007).
Gaps in health status between groups within a population are always traceable to social defects such as
exclusion, dominance and subjugation. The racially based predation of one population upon another is
founded on a pervasive prejudice. Prejudice is defined as an irrational attribution thus in terms of
Indigenous Knowledge colonising societies are viewed as the most culturally ill. The relational basis
for community wellbeing demonstrates that the persistence of such terrible health conditions in
Aboriginal and Torres Strait Islander communities automatically signifies a pervasive and prejudicial
malaise within the wider Australian population and its institutions When approached from a human
rights and social sustainability stand point the present social defects are residual elements of outdated
social codes which must be reformed in the interest of whole community wellbeing (Virchow 1985;
Marmot & Wilkinson 2003; Rogers 1995; Goldberg 2002; Levene 2005b; Anderson 2006;Anderson et
al. 2005; Calma 2007).

Everyday Racism and Passive Resistance.
Ethnographic research has shown that populations exhibit a culturally protective response to protracted
dominance. In many circumstances these responses come to constitute much of the behaviour and
characterise individual identities within dominating and dominated populations. Indeed where conflict
between rival groups is quite old it usually becomes ritualised, cyclic, manageable and embedded in
the normative social flow of community life. In these instances both domination and resistance
become a ritual interplay which is usually unquestioned and often invisible to members of local
populations. Both the subtly dominating and the routinely excluded perform social activities that
conceal the conflict inherent in their circumstances. Alternatives to direct confrontation and reprisal
are developed on both sides so that the stress of imposing and the stress of experiencing dominance are
eased. Assumptions of entitlement and positions of acceptance lie at the basis of this dominance which
is rarely visible at a community level although it is the inherent basis for power within social
institutions. Entitlement and privilege is obvious through the relative ease in which some access
institutional support and governing processes while others struggle constantly for basic recognition
(Mann 2005:162; Scott 1990; Starratt 1993; Hogg & Carrington 2006).
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Everyday racism is apparent in the social routines performed at many levels of a settler society. It is
apparent in the ways some groups are addressed through public media and the ways some voices are
never brought into public view. The way that such Social Regard is directed when minority
populations are publicly represented constitutes the performance of social exclusion. Through these
informational rituals Aboriginal and Torres Strait Islander realities are automatically denigrated
through notions of entitlement to ignore, deny or to judge these others. Everyday racism is also evident
in a powerful and fundamental disconnection in Australian rural communities between the dominant
white rural and the highly visible rural other; Aboriginal Australians. These two rurals embody two
wholly separate social, economic and policy universes; one that embodies the trials, values and virtues
of rural Australia and the other, the highly visible Aboriginal who consistently expose themselves
through errant public acts to moral scrutiny, criminalisation and derogative judgment. In rural
Australia the Aboriginal population constitutes a highly visible minority who are not living on the
fringes of the towns but are very much part of a mixed race community which exhibits a powerfully
excluding social division (Hogg & Carrington 2006: 137-201; Sheehan 2009).
Enduring extreme dominance embeds and conceals resistance deeply in social behaviour. Hidden
resistance exists in relation to the power exercised so that the more menacing the power the thicker the
social ‘mask’ that conceals resistance. Passive resistance is apparent to those exercising control over a
population but it is not discernable as a clear and organised threat to control. This resistance involves
seemingly random acts of avoidance, self-interest or self-indulgence which play on ambiguity and are
especially potent where assumptions of superiority exist. In these instances the actions of passive
resistance are commonly misrecognised as evidence of the lesser ability of the subordinate group. In
this interplay which is normalised by the assumed superiority of the dominant the subordinate
population appears to be in need of surveillance and control because members consistently
demonstrate their deviance, criminality, aberrance, inability and untrustworthiness. Thus the
dominated resist releasing some of their anger and resentment in ways that ensure that the
psychological, social and material cost of their domination is subtly maintained at a very high level.
Because no effective response to domination is possible the compliance of the dominated is calculated
and members perform their subordination and resist through ‘the weapons of the weak”. These
weapons include:
•

random self-destructive behaviour such as addiction, intoxication, ennui and violence

•

avoidance and delaying tactics, such as following a different conception of time
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•

concealing and refusing to employ individual skills and abilities

•

inert obedience through a calculated conformity (always waiting to be told to act)

•

opportunism, theft, fraud and the routine destruction or desecration of property

•

undermining and informing on fellows, slander and rumour mongering

•

material and organisational sabotage, and

•

a prevailing and stasis promoting disunity expressed through conflict directed inwards to
internal divisions, for example between resentful uncompliant group members and members
who have an investment in some ‘progress’ instituted from outside the community (Scott
1986:7; Scott 1985 1990)

In enacting passive resistance individuals often embody images that are most confronting to those in
dominance. Frenzied, intoxicated and aggressive identities that are shockingly visible to those in
dominance are prevalent. While these identities may contribute to community trauma, disarray and
personal injury they are also understood and tolerated gaining a measure of acceptance and at times
esteem in the meagre life world of the dominated. In this constrained community life the cultural
illness/resistance of the group is exposed as a deep and often self-destructive resentment expressed by
individuals who have no normative means for achieving the rights and rewards required for social
stability or the acceptable skills from which they may construct positive self images. All of which is
hopeless in any case because every accessible psychological, social and environmental space is
occupied by the dominant (Hunter, E. 20xx; Hogg & Carrington 2006; Mellor 2003; Stratton 2006).
Everyday racism involves small local acts of meanness and exclusion that punctuate the life
experience of marginalised and excluded peoples. The resistance of the weak is a performance, a
dialectic of disguise under defeat and subsequent surveillance and control which those who reside
outside of the containment of domination cannot know. These contexts reveal a divided social life
where public narratives conceal a hidden narrative that understands and often acknowledges and
condones actions that are publicly condemned as aberrant, self-serving and self-destructive.
Meanwhile the social life of the dominated is a continuous drama involving levels of understanding
invisible to dominance and often suppressed by the dominated because they stimulate despair. These
cultures of resistance often become the Habitus - the socialised self-understanding of dominated
populations wherein for example being “Blak” equates to being dangerous, addicted and violent
(Hunter, E. 20xx; Hogg & Carrington 2006; Mellor 2003; Stratton 2006; ARG 2008).
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This reactive individual behaviour is not new and was described decades ago in terms of alcoholassociated flaunting of mainstream norms and standards as a means of asserting Aboriginal and Torres
Strait Islander agency in a repressive society. The marginalisation and disempowerment provoking
such behaviours are frequently compounded by institutional responses characterised by poor
consultation, top down imposed programs, lack of cultural understanding and unrealistic expectations,
and are often internalised as personal failure, resulting in further disempowerment. The persistence of
these barriers within the systems positioned to redress disadvantage and exclusion indicates a systemic
variety of everyday racism where institutional intelligences routinely fail and repeat failure to a degree
that destroys trust and enhances the abject isolation and helplessness of Aboriginal and Torres Strait
Islander populations (Hunter, E. 20xx; Hogg & Carrington 2006).
Popular culture often elevates and romanticises the weapons of the weak but it is also a mistake to see
them as trivial because these behaviours have a long history during which they have been the only
effective means of responding to dominance. Such passive resistance is a salient and often defended
feature of communities that have endured generations of social control. Integral to a social science
evaluation of communities under dominance is the observation that there is a public narrative and a
hidden narrative; it is the differences between these two that is most significant in understanding the
features that emerge from protracted dominance in each local context. Emerging research
methodologies such as participatory action research, grounded theory research, decolonising research
and Indigenous Knowledge Research (IKR) examine the structure of narratives through processes that
are generally consonant to social and emotional wellbeing objectives and in the instance of IKR
relevant to and reinforcing for traditional Aboriginal and Torres Strait Islander cultural approaches
(Hunter, E. et al. 20xx; Riggs & Augoustinos 2005; 2004 Fairclough et al. 2007; Freire 1998; Smith
1999; Atkinson 2002; Sheehan 2004; CRCAH 2005; Anderson et al 2006).

One proposal to arise in this regard is that it is only through cultural self-examination and the sharing
of stories that individuals may strive to understand the role that these hidden narratives play in their
community circumstances. In instances where the dominated become literate concerning the
embedded processes of their self-domination research methods that situate cultural navigation through
respect, cultural care and cultural wisdom are primary and paramount. Likewise dominating groups
have hidden narratives of prejudice and entitlement which demands the development of social equity
literacy. Human rights legislation provides the basis for equity literacy in developed nations. Cultural
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methods in Aboriginal and Torres Strait Islander contexts are founded in the most profound and
enduring traditions that build connectedness to guide each step towards disentangling a cultural
community from its divisive responses to domination. Integral to this is the cultural self-examination
of the dominant community and members of its institutions who must endeavour to make themselves
culturally well enough to enact and to forego their authority in ways that assist in healing (Marmot &
Wilkinson 2003; Nettleton 2007).

Trauma and Social and Emotional Wellbeing

Diseases in human populations do not occur randomly. In virtually all societies, the heaviest burden of
disease falls upon those who are socially marginalized, disenfranchised, or oppressed. With few
exceptions, even emerging diseases that first strike members of the majority eventually gravitate to
take hold among minorities. This social dynamic concentrates disease among disadvantaged groups,
who then become even more vulnerable as health threats reinforce one another in vicious cycles
(Marmot & Wilkinson 2003; Nettleton 2007; Wesley-Esquimaux & Smolewski 2004; Trudgen 2000).

Trauma is contagious; human beings share and distribute their pain amongst fellows, indeed traumatic
events effect whole communities because a community is a dynamic system that acts and responds as
a whole ‘body’. This is evident through cognitive social learning research which demonstrated that
agency or self-actualisation is an important mediator of individual and social stress. Barriers to selfactualisation lead to an inevitable loss of personal and cultural dignity that is manifested in self-doubt,
self-rejection, anxiety and depression. It is also clear that one of the alarming aspects of the loss of
social and cultural self-esteem and a lack of viable images to support identity is that these culminate in
group disintegration (Wesley-Esquimaux & Smolewski 2004; Trudgen 2000; Totikidis & Robertson
2003; Rose 1997; Atkinson 2002; Anderson, Baum & Bentley 2007).
Members of a population deprived of cultural security become trapped in a discourse of conflict, in
which negative expectations are the daily norm and the only negative self-statements become possible.
As traumatic events keep replicating themselves the community at large is more likely to adopt a
social illness orientation that may be reinforced and sustained by public opinion. Experiencing social
disintegration is problem enough for marginalised populations who also experience social
stigmatization because their disease is most often deemed to be deviance by those privileged enough to
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escape such harm. Aboriginal people are made visible to others through this apparent deviance which
informs subsequent impositions of control. Throughout colonial history it is indisputable that
Aboriginal deviance has been constructed, manipulated and repeatedly displayed as a justification of
social control by the dominant culture (Wesley-Esquimaux & Smolewski 2004).
The often repeated humiliation committed through negative social attributions perpetuates the original
traumas of colonised populations who not only loose cultural control through this trauma; they are also
actively deprived of cultural security because they loose control over their own self image. The
relationship between loss of cultural control and poor health is well-documented. People with
pronounced feelings of helplessness and hopelessness are more likely to develop behavioural
disorders, addictions, cancer and depressive conditions leading to self-harm and suicide. The additive
burden hypothesis explains the higher prevalence of maladaptive behaviours in socially disadvantaged
communities. These behaviours are seen as a result from a cumulative process (such as an historic
trauma) in which socially confined peoples with limited personal resources strive to deal with adverse
and stressful conditions. In such a demanding environment the constant reoccurrence of stressful
events leads to a feeling of loss of control over one’s environment, a fatalistic view of the future and a
state comparable to learned helplessness where dysfunction, inaction, addiction and violence hold
sway (Wesley-Esquimaux & Smolewski 2004; Trudgen 2000; Totikidis & Robertson 2003; Rose
1997; Atkinson 2002; Anderson, Baum & Bentley 2007).
Different terms are used to explain the transmission of traumatic memories which are viewed as
emotional contagions which infect groups and extend trauma through peripheral victims. This can lead
to the trans-generational transmission of trauma and other related conceptions of this social damage
such as secondary survivor effect and the ripple effect. Secondary traumatic stress is experienced by
significant others in relationships, families and communities. This stress results from individuals and
groups witnessing the personal effects of trauma and attempting to help their traumatized or suffering
partner, sibling or relative. In Aboriginal and Torres Strait Islander community contexts where
interconnections form the basis of being this secondary engagement with trauma can occur on a daily
and at times even an hourly basis. In many Aboriginal and Torres Strait Islander contexts trauma is a
constantly repeated experience through situations which perpetuate individual powerlessness,
uncertainty, ambiguity, tension, and fear (Wesley-Esquimaux & Smolewski 2004; Trudgen 2000;
Totikidis & Robertson 2003; Rose 1997; Atkinson 2002; Anderson, Baum & Bentley 2007).
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Another explanation of the spread of trauma in a population emphasises the interplay among different
levels of trans-generational transmission, including physical, cultural, social and psychological factors
which establish the reality that trauma is contagious. This work is grounded in recent (for some, very
controversial) genetic research, which suggests that parental traumatisation may be transmitted in the
same way as some hereditary diseases are passed on from one generation to another. In this view
children born to survivors of extreme trauma are genetically predisposed to Post Traumatic Stress
Disorder. Other research suggests that changes in brain chemistry resulting from trauma are passed on
building vulnerability to a range of clinical disorders in offspring ( Hammill 2008; Wesley-Esquimaux
& Smolewski 2004; Trudgen 2000; Rose 1997; Atkinson 2002; Anderson, Baum & Bentley 2007).
A new model of historic trauma transmission (HTT) has emerged from studies which attempt to create
a better understanding of the aetiology of the social and cultural devastation and disruption
experienced by marginalised communities. In this model historic trauma is understood as a disease
itself which causes deep breakdowns in social functioning that may linger for decades and even
generations. HTT contaminates adaptive social and cultural patterns and mutates them into
maladaptive ones, which manifest themselves into symptoms of social disarray and personal
dissolution. The primary vehicles for this dissolution are addiction, violence and self-harm which
compound the destruction and maladaptive behaviour through exposure to trauma and introduced
contaminants evident in such conditions as foetal alcohol syndrome. These factors combine in some
communities embedding layers of alienation, dysfunction and biological vulnerability across all life
stages of a population (Hammill 2008; Wesley-Esquimaux & Smolewski 2004).
Trauma is understood as contagious and damaging by all populations as evident in the immediate
denial impulse that most often accompanies disturbing news. Paradoxically the pervasive denial of the
brutality of colonial history in the Australian population is evidence of the reality of this history.
Privileged and comfortable populations protect themselves from trauma through such contestation.
Passive violence is the denial of past violence which wounds victims anew and isolates them because
their injury is deemed subordinate to the discomfort of acknowledgement and protection. Individuals
and groups who are victims of passive violence are exposed to the extreme stress of living without
protection in close proximity to a perpetrator. Individuals and communities that enact passive violence
demonstrate the most terrifying and trauma inducing power because they show their victims that they
can wound with impunity; that any of their actions can be justified and normalised while injury will be
ignored. Bystander behaviour normally accompanies such extreme demonstrations of social power
among the majority population while protracted experience of this trauma further isolates and wounds
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subordinate individuals and communities (Rose 1986; Hammill 2008; Wesley-Esquimaux &
Smolewski 2004).
The trauma in Aboriginal and Torres Strait Islander communities is not just historic or a result on
internalising, trauma spreading influences it also arises from the regular re-enactment of trauma
through the denial and disregard exhibited by members of the majority populations and their
institutions (Calma 2007; Trudgen 2000; Rose 1997; Atkinson 2002; Anderson, Baum & Bentley
2007).
Trauma and re-traumatisation construe patterns of addiction and violence which are specific to
Aboriginal and Torres Strait Islander contexts. Many cultural values transpose to the relationships
between individuals in the vicinity of addictive substances in a manner that reveals deep and
unfulfilled psychological needs that cannot be met anywhere else. These activities are described in the
restricted life world of the most excluded (the drones) as ‘the numbing’, a place where you don’t have
to feel anymore. Individuals move into and out of addictive camps to get ‘out’ in a way that is
sometimes violently and incoherently expressed yet implicitly understandable to many fellows (Kilroy
in ARG 2008; Phillips 2003).
Trauma and alienation has constructed a hidden network, economy and support system which is
loosely founded around addiction and drug use and which supports a significant proportion of the
Aboriginal and Torres Strait Islander population. These transient groups may comprise many of the
40% of Aboriginal and Torres Strait Islander youth population that is not receiving social benefits or
in education, training or employment. These groups follow routines of transience for reasons that have
never been adequately assessed; motivated by impulses that are not well understood. These groups are
often enclaves disconnected from Aboriginal and Torres Strait Islander communities which serve as
refuges for an aberrant youth who regularly follow their fellows into detention. In these groups
fellowship and leadership is defined along similar lines to the popular culture figures that feature in
International marginalised communities. These cohorts of marginalised, alienated, institutionalised and
aimless children and youth comprise the core of injury and mortality statistics (Hammill & Kilroy in
ARG 2008; Phillips 2003).

Trauma also arises from Aboriginal and Torres Strait Islander connections to the land. Land use is
primarily an economic activity amongst the majority population. Connection to Country plays a
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central role in Aboriginal and Torres Strait Islander understanding of self which is often linked to deep
spiritual obligations for senior community members. Rights to land flow down to merge with these
deep responsibilities linked to identity and spiritual conception of self for Aboriginal and Torres Strait
Islander peoples. Community cultural life is also enmeshed with the responsibility to carry out
obligations within sacred places with the culture living in these places. The depth of disruption to
being that arises from damage to or disconnection from land/culture cannot be adequately understood
using Western epistemological or psychological frameworks (Garvey 2008; Randall 2004; HREOC
2004; Anderson et al. 2007).

Indeed the vast divergence between Western and Aboriginal and Torres Strait Islander understandings
of the world constitute a knowledge gap that underpins and contributes through innumerable small and
large misunderstandings, appropriations and exclusions to health inequity. The stress of cultural
compliance within an imposed knowledge framework is experienced by Aboriginal and Torres Strait
Islander peoples throughout their life. The burden of this compliance is especially visible in schooling
and professional life. Pedagogy is variously defined as cultural reproduction which begs the question
‘where are Aboriginal and Torres Strait Islander cultures reproduced?” Many Aboriginal and Torres
Strait Islander pedagogical approaches have been developed in education yet none have been fully
implemented as solutions to student absences and the social despair and disarray often evident among
Aboriginal and Torres Strait Islander youth. Mainstream education is funded to reproduce mainstream
cultural values while the cultural values of students who are and will always be Aboriginal and Torres
Strait Islander are often absent from their own education programs. The insignificance of Aboriginal
and Torres Strait Islander culture is the primary and alienating message of this disregard (Garvey
2008; Randall 2004; HREOC 2004; Anderson et al. 2007).

The translations, compromises and enculturation inherent in pedagogic compliance engender levels of
alienation and distrust within Aboriginal and Torres Strait Islander communities in areas that are vital
to cultural continuance and SEWB. Accompanying this is the notion of methodological superiority or
epistemic violence in which the dominant communities understanding of Aboriginal and Torres Strait
Islander people has more credence and greater validity within institutions and essential services than
Aboriginal and Torres Strait Islander understandings of themselves. Through this methodological
disregard the trauma of potential cultural erasure, the stress of always explaining and the humiliation
of being deemed invalid often accompany Aboriginal and Torres Strait Islander progress within
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Australian society and its institutions (Spivak 2003; Garvey 2008; Randall 2004; HREOC 2004;
Anderson et al. 2007).
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SOCIAL DETERMINANTS OF HEALTH

Considerable research has investigated the ways in which the social determinants of health operate.
The evidence basis in this area is very strong. It is clear that there are social determinants of health
inequities because at both whole population and individual levels poor health is consistently correlated
with social and economic disadvantage. The unequal distribution of income, employment, education,
housing and social and environmental ‘goods’ produce inequities in health. Ergo, a gap evident in the
health status between two groups within a population is systematically associated with the degree of
social disadvantage and marginalization experienced (Marmot & Wilkinson 2003; MEKN 2006;
Calma 2007; Anderson et al. 2007; Solar & Irwin, 2007). While the relationship between social factors
and health status is well established, precise ways that disadvantage plays itself out on a population
vary in relation to many possible causal pathways existing within a wide range of social contexts.
Hence the policy imperatives necessary to reduce inequities in health are often entangled within and
not easily obtainable from the known data (MEKN 2006).
Regardless of these contextual issues divergent theoretical bases have emerged and inform different
courses for action in regard to social determinants of health. Apart from the obvious death, injury and
suffering caused by starvation, deprivation and despair the materialist/ structuralist approach proposes
that ill health among a dominated and marginalised population originates in poverty because the poor
lack sufficient resources to cope with the stressors of life. The psycho-social model proposes that
discrimination and racism are punitive social agents that create a social hierarchy and operate upon
those relegated to the lowest status. Such predations cause neuroendocrine responses that produce
disease through the social construction of biological vulnerability. In these approaches community
disease occurs through the imposition of a traumatic social environment and the sharing of trauma
only among the marginalised population. The eco-social model for understanding health inequality
takes this approach further and examines how individuals embody aspects of the context in which they
live and the ways in which this embodiment under social dominance negatively influences their
lifestyle choices. In all of these approaches a gap in health status equates to a corresponding
deprivation of resources, social justice and human rights (MEKN 2006; Guimon 2003; WesleyEsquimaux & Smolewski 2004; Calma 2007).
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An evaluation of the health of Indigenous peoples and the majority populations in Canada, the United
States, New Zealand and Australia shows that a health gap expressed in terms of life expectancy exists
in all these contexts. In a comparison of these health gaps the difference in life expectancy between
Aboriginal and Torres Strait Islander Australians and non-indigenous Australians is three times that
between Native Americans and the United States population and more than twice the life expectancy
gap between Indigenous the general populations of New Zealand and Canada. (Cooke, M. et al; 2007).
Most significant in this area for research is conclusive evidence from first Nations communities in
Canada which have been shown to exhibit a better than Canadian population average community
wellbeing profile when six factors relating directly to human rights, cultural continuance and social
self-determinism are present (Chandler & Lalonde 1998; Chandler 2001; Chandler & Lalonde 2000a ;
Chandler et al. 20xx (in press).
Community wellbeing is the balance between the aspirations and health-related needs of individuals,
groups and the whole population. The healing power of a caring community has often been overlooked
in psychology research which has tended to avoid positive attributes and nurturing social forces and
focus on negative individual behaviours. Each group in a diverse community has a different starting
point is assessing the components of community wellbeing. The health of a community refers to the
ability of a community to balance between various barriers to health and those things that support
health of every member. Frameworks for community health and wellbeing in the literature generally
address a wide range of issues.
The Social Materialist Framework includes:
•

income and social status;

•

social support networks;

•

education;

•

working conditions;

•

physical environments;

•

biology and genetics;

•

personal health practices and coping skills;

•

healthy child development, and

•

health services. (Hamilton and Bhatti 1996; McMurray 1999:9)

The Human Development and Ecological Framework includes:
•

sustainable ecosystems;
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•

environmental viability;

•

liveable built environments;

•

community conviviality;

•

social equity, and

•

economic adequacy. (Cowen 1994; Hancock 1993; Lomas 1998; Ryan-Nicholls & Racher
2004)

The Community Psychology Framework includes:
•

positive attachments;

•

competence development in the early years;

•

positive settings that favour wellness;

•

settings that promote empowering conditions, offer people justice, hope and opportunity, and

•

skills to effectively cope with stress (Seligman & Csikszentmihalyi 2000 Prilleltensky and Fox
1997: 9 Prilleltensky 2003; Prilleltensky & Fox 2007).

Many frameworks for community wellbeing are proposed and may have application in different
communities. It is crucial that these communities have freedom and agency to formulate and express
their own understandings of their own wellbeing, adopt a framework consistent with their community,
and guide the evaluation of any given framework from within the community. Applied frameworks for
wellbeing may have little relation to the needs of a specific community especially where cultural and
experiential divergences exist. Integral to these frameworks is the understanding that all possible
combinations of these elements may be fundamental for wellbeing. Community psychology strongly
advocates for the right of each community or culture to be judged by their own standards and to
maintain its own values and style. This approach rejects the notion of a single standard, a primary
cultural framework, a set of norms, or a supervening view of normality or wellness. A sense of social
connection through shared values and a sense of belonging are also significant in this view as is the
concept of liberation because negative influences on community wellbeing primarily arise from social
violence through the imposition of values and norms. In this approach the application of a wellbeing
framework which does not arise from the community to which it is applied constitutes a continuance
of social oppression.
Issues of social literacy and false consciousness are also significant in this approach which has a focus
on social and cultural rights and the deep impact of all forms of dominance on community wellbeing.
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This approach delves deeper into the group psychology of a community challenging among many
other things the false consciousness that dominating groups hold concerning their entitlement,
righteousness and justice. This area for research also examines the socially embedded and systemic
reproduction of marginalisation in post colonial contexts (Prilleltensky and Fox 1997; Prilleltensky
2003; Prilleltensky & Fox 2007).
The science of positive psychology proposes a focus on enabling conditions, individual strengths,
institutions, practices and relationships that promote wellbeing in an effort to identify what enabling
conditions lead to what kinds of positive outcomes for community wellbeing (Seligman &
Csikszentmihalyi 2000).
Aboriginal and Torres Strait Islander community wellbeing requires more than the continuation of
surveillance and control under a guise of a wellbeing framework. All available evidence in this area
shows that Aboriginal and Torres Strait Islander wellbeing is closely linked to social justice, human
rights and the freedom to live and express cultural understandings and values. Elements of an
Aboriginal and Torres Strait Islander framework for community wellbeing may therefore include:
•

reinvigorated cultural knowledge and appropriate opportunities to share, express and continue
cultural life;

•

positive connections to traditional landscapes;

•

reinstated kinship relationships;

•

respect for traditional law;

•

autonomy and self administration;

•

recognition of cultural rights;

•

recognition and redress for past injustices, and

•

respect for the resilience and social value of Aboriginal and Torres Strait Islander communities
(Greaves 2005; ARG 2008).

Crucial to the development of a community wellbeing framework is the observation that the Australian
community as a whole cannot consider and promote itself as well if a group of Australian citizens is
barred from health equity. This relational aspect of community wellbeing has led social theorists in
Canada to describe First Nations peoples as citizens-plus. Indigenous citizenship in a settler nation
state is fraught unless there is recognition the marginalisation encapsulated in and enacted through the
normal processes of settler development for Aboriginal and Torres Strait Islander citizens. Citizen-plus
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status recognises and attempts to construct frameworks within the policy, administrative and
operational domains of the dominant community that safeguards Indigenous community wellbeing
(Cairns 2000).
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CULTURE AND WELLBEING
Social and Emotional Wellbeing (SEWB) is a term that has come to represent the Aboriginal and
Torres Strait Islander conception of mental health. SEWB is described as having its basis in a more
holistic conception of wellbeing and mental health. This holistic description attempts to encapsulate
the Aboriginal and Torres Strait Islander conception of self. In Western societies the self is generally
brought to mind and experienced as an individually separate entity, who engages with others and the
world through various relationships. The Aboriginal and Torres Strait Islander conception of self as an
extended conception has been described as a pattern of vital interconnections with fellows in the world
(Garvey 2008; Wing Sue 1996; Sheehan 2004).
This conception as an extended self is mirrored in Aboriginal and Torres Strait Islander cultural norms
throughout the life path as persons become more closely related and responsible for knowing,
following, sharing and maintaining familial connections between human, faunal, ecological,
geographic, ancestral, cosmic and temporal fellows. Aboriginal and Torres Strait Islander spirituality
is grounded in these sometimes vitally significant patterns of interconnection with people, animals,
plants, places in the landscape and spaces in time ( Blitner et al. in Sheehan 2004).
The wellbeing of this interconnected whole is paramount and essential for the wellbeing of all
individuals enmeshed within this extended family of relationships. The extended conception of self
also embraces a pattern of spiritual bonds between people, places, fauna, ecologies, temporal spaces
and ancestral understandings. The term social and emotional wellbeing attempts to encapsulate the
Aboriginal and Torres Strait Islander understanding of a healthy complex of interconnections within a
group and its Country as a benchmark against which the impact of disruptions and disconnections to
these essential connections can be described and addressed through contemporary health services as
‘mental health’ concerns (Rose 1992; Sheehan 2004).
The Aboriginal and Torres Strait Islander self experiences life as the establishment and maintenance of
connections that flow deeply through ancestral pathways this is the greatest strength of Aboriginal and
Torres Strait Islander cultures which also includes a great vulnerability because destruction of
connections has a deep and enduring impact on the very conception of self.
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What we are describing here is Culture, but this is difficult to describe because it constitutes the lens
through which we view the world and hence determines much of our experience of it. Culture may be
viewed as a third partner to any communication, interpretation or conception but this does not mean
that we cannot learn and share cultures. Culture is also described as the common sense of a group and
as such constitutes every group sense of cohesion and identity (Wing Sue 1996; Dockery 2009;
Sheehan 2004).
Culture is also described as a way of life of a group of people, or society, that is shared and learned. It
is not a tangible or static entity, nor is it confined to what is observable, whether that includes
behaviours or belief systems. Culture informs patterns of human activity and the symbolic structures
that give such activities meaning, significance and importance. Cultures can be understood as systems
of symbols and meanings that even their creators adapt and contest; cultures lack fixed boundaries, are
creative and constantly in flux. Human history is a record of the ways cultures interact, share and
compete with one another (Wing Sue 1996; Dockery 2009; Sheehan 2004).
In approaching the complexities of cultural wellbeing it is helpful to observe that the term ‘culture’,
like that of politics or economics, is a product of a peculiarly Western compartmentalisation of life.
Aboriginal and Torres Strait Islander understandings may not separate culture from personal, spiritual,
ecological, environmental, geographic, cosmic or chronological elements of existence (Wing Sue
1996; Dockery 2009; Sheehan 2004).
Culture also operates at a deep ontological level defining the nature of reality for a cultural group and
identifying the position that human kind occupies in relation to the world. Generally for Aboriginal
and Torres Strait Islander peoples the world is a living relation and human being operates in the a
living world through familial relationships with the relatives/entities/elements of the world. This
contrasts greatly with modern Western developmental ontology in which the world is mere matter
which human kind operates on for material gain. Therefore the relationship between culture, health
and wellbeing also involves understanding the ways in which key features of Western culture
jeopardise the personal, social and spiritual relationships and certainties that are crucial to Indigenous
wellbeing. Reciprocally many environmental theorists propose that Indigenous cultures hold
information vital for the future and seek ways to mollify Western culture employing Indigenous social
and environmental understandings (Sheehan 2004).
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Regardless of all contestations concerning cultural value, relevance and significance culture matters to
Aboriginal and Torres Strait Islander health because it matters to Aboriginal and Torres Strait Islander
people. This stance is supported by evidence from Canadian First Nations research, recently completed
research in Australia and endorsed by the Geneva declaration of the health and survival of Indigenous
peoples which affirms that cultural identity and expression is essential to a people’s wellbeing
(Anderson et al 2007; Calma 2007).

A Cultural Wellness Model
Most aspects of the cultural wellness model described below exist distributed across practices at every
level of the Aboriginal and Torres Strait Islander health services and in Aboriginal and Torres Strait
Islander community health initiatives. This model is presented because it encapsulates the features of
cultural wellness that apply at individual community level and because it provides strong evidence to
support a cultural approach to wellbeing in minority communities.
The Cultural Wellness model for community well being originated in African American (cultural)
communities and operates from the position that true liberation, democracy and freedom requires a
cultural community to take responsibility. This approach recognises the disempowering agency
inherent in negative problem based programs applied from outside communities. According to this
approach such interventions omit and undermine the wisdom and knowledge that a cultural
community holds which is essential to its wellbeing. Applied approaches contribute to cultural
destruction/disruption which is the source of much sickness in minority communities (Azzahir &
Barbee 2004; Boyte 2008: 79-83; Seanhk-Ka & Axtell 2007).
The cultural wellness model focuses interventions on what builds resilience rather on what is wrong in
communities through a People’s Theory of Illness.
The People’s Theory of Illness in cultural community wellbeing has three principles:
1. People are responsible for their own recovery and healing.
2. The cultural community provides the container within which all the resources for full
participation in a healthy life exist.
3. Connection to culture and a sound identity transform the historical and reoccurring trauma of
racism which is a primary cause of community illnesses (Azzahir & Barbee 2004).
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The aim of the Cultural Wellness approach is to activate and unleash the power of citizens to heal
themselves and to build community through the power of engagement and participation in life; to
define the standards of health and healthy community for themselves and address their circumstances
from cultural as well as community and individual perspectives.
The Cultural Wellness project includes models for instigating community action for health which are
bottom up processes for community wellbeing development. The Community Systems Navigator
Model was first implemented to the reduce risk factors associated with high rates of out of home
placement for African American children. The model relies on culturally-specific approaches to help
families transition from welfare to work. In this culturally-adaptable model, community residents
whose life experiences are similar to that of families in risk are trained by elders at the Cultural
Wellness Center to become "Navigators." Navigators engage people in a process of self-awareness by
reconnecting them to their culture and heritage- both of which are necessary and rich resources for
attaining self-sufficiency and self-reliance (Azzahir & Barbee 2004; Seanhk-Ka & Axtell 2007).

The Elder Coaching Model involves partnering with health care providers to improve the health
outcomes of their patients. In the Elder Coaching Model, clinicians, physicians, health professionals
and other providers receive coaching on issues they've identified as barriers to providing optimal care
to their patients. A cultural elder provides health care staff with specific strategies to improve the
hospital or clinic experience for their patients. The elder also coaches patients to interact with their
provider in a way that results in greater cooperation and harmony. This Elder Coaching model is
closely aligned with the Birthing Team Model which is one of the original models of the Cultural
Wellness Center. It is a model that consists of an array of culturally-based strategies to prevent infant
mortality and pre-term birth. In this model, women are supported by a traditional birth attendant from
their culture through pregnancy and birth, and into the postpartum period.
The Cultural Knowledge Production Model provides cultural immersion experiences within an
Invisible College, for public health workers, clinicians and social science researchers interested in
improving their ability to work with cultural communities. Participants are engaged in a process of
cultural self-study where they undergo a facilitated dialog on issues or problems they've identified as
barriers to their practice. This has resulted in collaborations with clinicians, academics and researchers
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which led to the development of the following Knowledge Sharing Principles for partnerships between
communities and the health academies:
1. Academic, clinical and professional health knowledge does not exist apart from culture, but itself
represents a cultural perspective.
2.

There is a need for the academy to acknowledge other cultural knowledge systems and to
recognize that authority over knowledge must be shared if cultural wellness is to be achieved. It is
not enough to recognise the need for sharing intellectual authority or to have the sincere intention
to do so; clinicians, professionals and academics must learn how to share authority from the
cultural communities they serve.

3. Sharing intellectual authority requires that clinicians, professionals and academics study their own
cultural knowledge systems and become aware of their own cultural assumptions, as a part of a
community and guided by cultural elders. In order for academics and professionals to be effective
in community partnerships, they must be willing to undertake an apprenticeship in their traditional
culture. This cultural self-study is just as vital for European Americans as it is for people from all
other cultural groups. In this apprenticeship, giving authority to cultural elders creates within the
academic or professional a lived internal process of sharing intellectual authority. This internal
experience in turn forms the basis from which the transforming clinician, professional or academic
can teach / apply what he/she is practicing.
4. Clinicians, professionals and academics need to be able to live with conflict, ambiguity and
paradox. When sharing intellectual authority, there inevitably will be conflict and differences of
opinion. But when clinicians, professionals and academics are grounded because they share
authority in cultural knowledge systems, they do not feel isolated, diminished or threatened by
conflicts and are able to go forward with work (Azzahir & Barbee 2004; Seanhk-Ka & Axtell
2007).
Inherent in the cultural wellness approach is the observation that much community illness arise from
the unaddressed and unexamined forms of denigration, exclusion and prejudice that linger in
populations, institutions and social systems including those that address health issues including
community wellbeing interventions.
Cultural wellness presents a relational view in which the cultural illness of a dominating social group
is a primary cause of community disease. The culturally ill are those who communicate intolerant
attitudes or simply disregard the significance of others and their difference while they are engaged in
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interactions with them. The Cultural Wellness/Illness Scale presents a six point range of indicators
from cultural illness to cultural wellness: 1. Hatred. 2. Intolerance. 3. Indifference. 4. Tolerance. 5.
Appreciation & 6. Adoption. The Culturally Well not only tolerate the difference of others they take
this two steps further. They come to perceive and appreciate difference as a rich component of culture
and they adopt some of the various aspects of other cultures into their own lives. The highest level of
cultural wellness in this scale is to acknowledge the enriching power that the cultural differences of
others offer individuals and communities. This approach is presented as elemental and when applied
relationally across all cultural perspectives and instrumental for interventions to achieve cultural
wellbeing (Rogers 1996).

Cultural Respect
The Cultural Respect Framework for Aboriginal and Torres Strait Islander Health defines cultural
respect as the recognition, protection and continued advancement of the inherent rights, cultures and
traditions of Aboriginal and Torres Strait Islander Peoples.
Cultural Respect is about shared respect. Cultural Respect is achieved when the health
system is a safe environment for Aboriginal and Torres Strait Islander peoples and where
cultural differences are respected. It is a commitment to the principle that the construct
and provision of services offered by the Australian health care system will not wittingly
compromise the legitimate cultural rights, practices, values and expectations of
Aboriginal and Torres Strait Islander peoples. The goal of Cultural Respect is to uphold
the rights of Aboriginal and Torres Strait Islander peoples to maintain, protect and
develop their culture and achieve equitable health outcomes (AHMAC 2004).
The Cultural Respect Framework for Aboriginal and Torres Strait Islander Health recommended that:
•

The development and integration or the Cultural Respect (CR) planning process occur with the
participation all levels in the health system and include clients and communities.

•

The executive and middle management employment and authority to manage and monitor CR
through out the health sector.

•

A process for integrating the CR Plan into the overall state and/or department plan, and for
including the principles of Cultural Respect in all aspects of organisational strategic planning
and in any future planning process.
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•

A process for determining unique regionally-based needs and ecological variables within the
communities/populations served using existing agency databases, surveys, community forums,
and key informants.

•

Identification of service modalities and models which are appropriate and acceptable to the
communities served, population densities and targeted population subgroups (eg prenatal, peri
natal, infants, children, adolescents, adults, elders, sexual minorities, and individuals with cooccurring conditions);

•

Identification and involvement of community resources (eg Aboriginal and Torres Strait
Islander and community councils or governing bodies, family members, societies, spiritual
resources, community organisations) and cross-system alliances (eg corrections, juvenile
justice, education, social services, substance abuse, developmental disability, primary care
plans, public health and health agencies) for purposes of integrated consumer support and
service delivery.

•

Identification of natural supports (eg family members, religious and spiritual resources,
traditional healers, community organisations) for purposes of reintegrating the individual
within his/her natural environment, keeping in mind that for some this may also include
itinerant paths to and from a rural and remote community or from state to state.

•

Assurance of Cultural Respect at each level of care within the system (eg crisis, in-patient, outpatient, residential, home-based, health maintenance, community health liaison services);

•

Stipulation of adequate and culturally diverse staffing and minimal skill levels (including
gender, ethnicity, and language as well as licensing, certification, credentialing) for all staff,
clerical through to executive management.

•

The use of Cultural Respect indicators adapted for specific minority cultural values and beliefs
in developing, implementing, and monitoring the Cultural Respect Plan.

•

Development of rewards and incentives for Cultural Respect performance, as well as sanctions
for culturally destructive practices. Cultural Respect performance shall be an integral part of
the employee-provider performance evaluation system, and provider-organisation performance
evaluation system.

•

Development of a plan to integrate ongoing training and staff development into the overall
Cultural Respect Plan.

•

Development and ongoing monitoring of indicators to assure equal access, comparability of
benefits, and outcomes across each level of the system of care and for all services provided
through the health plan (AHMAC 2004).
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The Cultural Basis of Wellbeing
The Australian wellbeing framework is constituted of those things most desirable to the population,
representing and expressing achievement and contentment mainly through the accumulation of wealth
that supports this particular lifestyle. These things have meaning because good income, stable
employment and home ownership are key elements of Australian cultural life. The simple
transposition of the values underpinning this wellbeing framework to Aboriginal and Torres Strait
Islander populations ignores a fundamental component of any human endeavour. All human activity
must be situated through cultural meaning to have significance and thus contribute to the wellbeing of
a participant. There is a very long history of Aboriginal and Torres Strait Islander culture contributing
positively to the employment of Aboriginal and Torres Strait Islander peoples while maintaining
Aboriginal and Torres Strait Islander cultural values. For example during the generations of bondage
Aboriginal populations experienced within the cattle industry the Aboriginal rationale for enduring
these circumstances were founded on a cultural connection and cultural responsibility to the places
where they were employed. This gave meaning to their labour. Such effective and productive
Aboriginal and Torres Strait Islander cultural adaptation to imposed cultural conditions can be seen
throughout history in such diverse areas as the mission stations, public service and pearl fisheries.
Perhaps a contemporary version of this adaptation can be observed in the very high percentage of
Aboriginal employment in community service and health industries (Copland 2005; Langton 1992).
The proposal that cultural change is required to improve wellbeing in a minority population that is
already suffering from extreme social domination and marginalisation (as evident in its health status)
is absurd. What is evident in the history of policies that address Aboriginal and Torres Strait Islander
disadvantage is that to date all have been dismal failures. Another factor in this is the pressing fact that
the health status of Aboriginal and Torres Strait Islander citizens requires urgent attention (Hunter, B.
2008). At the basis of cultural wellbeing is the complex psychological loss which accompanies cultural
disruption. Culture is described as a living and vital component of life ergo when culture is ignored,
dismissed and disrupted the feelings of loss of control, loss of meaning and helplessness are
overwhelming. The degree of cultural disruption evident through the examples provided by the ‘Stolen
Generations’ directly correlates cultural loss to the health status of individuals. This factor relates
cultural wellbeing directly to Social and Emotional Wellbeing (SEWB) for Aboriginal and Torres
Strait Islander individuals and communities. The International evidence base is also strong in this area
and describe the cultural programs that successfully address SEWB in Indigenous community
contexts. Emerging Australian research shows that a strong attachment to traditional culture within
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Aboriginal and Torres Strait Islander communities can be correlated to a range of positive socioeconomic factors. The cultural basis for research in Aboriginal and Torres Strait Islander community
contexts is also emerging and providing evidence that Indigenous methodological development has the
potential to improve information depth, quality and validity while reinforcing the identity and culture
of participants (Chandler & Lalonde 1998; Chandler 2001; Chandler & Lalonde 2000a ; Chandler et
al. 20xx (in press); Kirmayer et al. 2000; LaFromboise & Medoff 2004; Mussell et al. 2004).

Cultural Resilience and Social and Emotional Wellbeing
The concept of resilience was first studied in psychology during the 1980’s and has since been the
subject of a wide body of research, and in turn a great number of practical initiatives, such as early
intervention programs, aimed at increasing resilience in children to reduce long-term effects of
traumatic or problematic life events and transitions. Resilience is also a controversial area of research,
as it can be difficult to generalise and apply findings to enhance resilience because differences exist in
the way resilience is described and operationalised in the literature. However despite different crosscultural definitions they are principally comprised of common elements. The two core factors present
in all definitions are “risk or adversity, and positive adaptation or competence”. The bulk of empirical
research on resilience has been conducted in child and adolescent populations, with very little in any
other demographic (Rutter, 1993 Grotberg, 1997; Hunter, 2001 Luther & Cushing, 1999:130 Glantz &
Sloboda, 1999; Masten, Best & Garmezy 1990).
While it is agreed to be considered resilient one must have faced adversity and positively overcome it,
it is still difficult to pinpoint a specific construct that predicts resilience. Instead, research has tended
to focus on sets of characteristics that are associated with people who do or do not demonstrate
resilience in the presence of adversity. Resilience has been utilised in research to explain three types of
phenomena: “good developmental outcomes despite high risk status, sustained competence under
stress, and recovery from trauma”.
Studies have found that there are a number of protective and risk factors that are associated with
increased or decreased resilience to environmental stressors and negative events. 1. Individual factors
such as personality, temperament, level of self-mastery, cognitive ability and the presence or absence
of neurological disorders and or psychopathology. 2. Family factors including the level of parental
conflict and criticism, and levels of warmth and support. 3. Environmental factors such as high/low
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levels of social support, the presence or absence of valued social roles in the community, and
membership to a religious church or organisation (Hauser, Vieyra, Jacobson & Wertlieb, 1985;
Werner, 1989; Robins & Rutter, 1990; Emery & Forehand, 1994; Palmer, 1997; Gilligan, 1997
Werner & Smith, 1982; Werner, 1989; Werner, 1993; Werner, 1995; Werner, 2004 Furstenberg,
Brooks-Gunn & Morgan, 1987).
The small number of longitudinal studies into resilience have emphasised that protective factors are
more important than risk factors in resilient children and adults. As with more short-term research, it
identified particular protective characteristics within the areas of the individual, the family and the
community that were commonly associated with resilient adults. These included at least one close
relationship in the family, a supportive friend or partner, and participation in community education
programmes or religious groups.
Recent research examined risk and protective factors in 212 American Indian adolescents living on or
near reservations in the US who are exposed to greater poverty and decreased employment
opportunities compared to their mainstream counterparts. The study identified a primary risk factor as
perceived discrimination, while protective factors included a warm supportive mother, perceiving
community support and higher levels of enculturation. It has also been noted that even when there are
a lack of protective factors in the family, American Indian communities and their culture can play a
significant role in contributing to youth self-worth, positive self identity and valued social roles
(LaFromboise et al. 2006)
The social advances since 1967 which led to greater freedom for Aboriginal and Torres Strait Islander
peoples have been accompanied by the retrieval and reinvigoration of Aboriginal and Torres Strait
Islander cultures and languages. This Nationwide phenomenon has resulted in the emergence of major
Aboriginal and Torres Strait Islander visual and performing arts industries which have been
internationally lauded for decades. The reality that this regeneration occurred in a matter of years is
astounding given the generations of cultural prohibition, disruption and suppression that Aboriginal
and Torres Strait Islander people endured (Calma 2007; Kleinert and Neale 2002).
The evident resilience of Aboriginal and Torres Strait Islander cultures is founded on their relational
nature. These cultures like other Indigenous cultures are relational structures which proceed through
identifying, reconnecting and sustaining relationships (Sheehan 2004; Cajete 2000; Anderson et al.
2007).
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Cultural Strengths and Wellbeing
Indigenous Knowledge (IK) is not open and definitive knowledge it is a pathway through respectful
connections to layered relational understandings. Before the first step toward any knowledge sharing
process IK shows respect for knowledge held by Elders, the Country, the people and the ancestral
connections within each Aboriginal and Torres Strait Islander community. Respect is a basic tenet of
Aboriginal and Torres Strait Islander cultures that must be actively reinforced at all levels to maintain
the authenticity and effectiveness of Aboriginal and Torres Strait Islander methodologies (Sheehan
2004).
Kevin Gilbert outlined the cultural strength of Aboriginal people when he linked the Aboriginal
cultural principles, knowing, sharing, caring and respect to Aboriginal resistance and survival. In this
analysis the survival of Aboriginal cultures was founded on the ability of Aboriginal people to
perceive very clearly the barriers they faced and to respond to these impositions by sharing freely to
ease suffering, caring for each other to minimise harm and demonstrating respect for all things to
express autonomy, power and restraint. Gilbert maintained that these principles ensured the survival of
Aboriginal people through generations of incarceration, cultural cleansing and marginalisation that
occurred in missions, training institutions and rural and urban communities. He also expressed a
profound pride in this history because Aboriginal people consistently refused to adopt the beliefs,
tactics and values of their oppressors. Aboriginal survival was described in this work as a great moral
and cultural victory because the struggle to preserve the knowledge that belongs to Aboriginal and
Torres Strait Islander people and their Country was won (Gilbert 1973, 1978).
There are more similarities than differences between all Indigenous cultures. Indigenous Knowledge
recognizes respects and gives voice to the profound similarities existent between the cultural principles
expressed by all Indigenous peoples. A holistic approach to life where all things are connected is
central to the Native American life world in which community wellbeing involves restoring balance
and harmony to all relationships. The Native American Medicine Wheel presents the physical, mental,
emotional and spiritual dimensions of life as an inter-reliant and connected whole. The Medicine
Wheel is an ancient holistic and sacred living-knowledge management tool that is used for education,
problem solving, life direction and healing ailments of the mind, body, and spirit. The Medicine Wheel
operates from an assumption that balance is a curative and life sustaining principle. The Medicine
Wheel is a complex network of ideas, symbols, and philosophies related to a system of colour symbols
arranged in a circle design which is divided into four directions north, south, east, and west. At each
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directional point on this circle there is a ‘lodge’ or keeping place which is associated with personal
attributes or ‘gifts’ and sacred symbols which relate to deeper and much more complex story cycles.
The medicine Wheel is the basis for many SEWB programs in Canada and the USA. (Redshirt 2008;
Barney 2003; Battiste 2000).
The Maori concepts of health and wellness has also been developed through the application of an
existing cultural model Te Whare Tapa Wha: which also includes four dimensions: Te Taha Wairua
(Spiritual Dimension), Taha Hinengaro (Mental Dimension), Te Taha Tinana (Physical Dimension)
and Te Taha Whanau (Family Dimension). This connective model is reinforced by the Kaupapa Maori
Principles. These principles emerged from Maori researchers and learners proactively protecting and
pronouncing their cultural values, traditions and epistemologies. The intent of Kaupapa Maori is a
methodological approach which culminates in the decolonisation of programs, research, evidence
bases and community understandings. Kaupapa Maori states that community wellbeing is maintained
when knowledge is shared in Maori language, connected to family and community, expresses Maori
culture and addresses colonial history in a manner that situates communities to decolonise practice.
Kaupapa Maori asserts the right of Maori to be Maori through the key elements; self-determination,
cultural aspiration, culturally preferred pedagogy, socioeconomic mediation, extended family
structure, and collective philosophy. [88] Another Maori cultural framework is based on Te Wheke,
the octopus, and describes the 8 tentacles which collectively contribute to waiora (total wellbeing).
These are wairuatanga (spirituality); hinengaro (mental); taha tinana (physical); whanaungatanga (the
extended family); whatumanawa (emotional); mauri (life principle in people and objects); mana ake
(unique identity); and ha a koro ma a kui ma (inherited strengths) (Smith 1997).
Torres Strait Islander peoples employ the image of a coconut palm tree as a metaphor for community
wellbeing. The structure of the coconut palm tree displays the important role that the grandparents,
ancestors (roots), the parents – through the union of male and female (trunk) and the uncles, aunties,
siblings, elders (leaves) play in sharing, retrieving, learning, recording and teaching Torres Strait
culture and tradition. The roots hold the tree in place and keep the living whole strong while the trunk
lifts the leaves high where they can grow and provide shelter, the young shoots grow from the centre at
the top of the tree and are supported by the surrounding older leaves so that the whole is strong and the
fruit (knowledge) is passed on to sustain the tree forever. The young are supported by the old and are
instructed in the importance of 'apasin' (respect) and to show 'good pasin' (share our good ways). In
this way through a shared supporting whole and the principles of respect and sharing Torres Strait
culture is maintained for the good of all future generations (Mam et al. 1993; Whapp 2001).

80

Kinship systems are the basis for wellbeing in Aboriginal communities. Connection is paramount in
Aboriginal understanding of the world because all existence occurs within interrelated systemic
interactions. This distributed consciousness coalesces in patterns across the whole landscape of
relationships which constitute the natural world. In an IK understanding these patterns of relationship
are the shared emotion or care of natural systems which drives the mutually sustaining intelligence of
responsibility to the whole. This intelligence is evident in the feel of natural systems when we engage
respectfully within them, and in the care that natural systems have for each other (including us) as
they share constantly engaging in life promoting relationships. All this caring and sharing is in accord
with the original Dreaming patterns that mutually enhance the divergent intelligent and conscious
emotion of the whole of Country. Kinship is evident throughout the natural world it connects us
through patterns of care to Country & community and, as we share with respect, to the eternal
knowing. In terms of Indigenous Knowledge kinship connections to culture/Country are everyday
operative processes in human life. Within Aboriginal and Torres Strait Islander cultures kinship
structures constantly and implicitly recognise, enhance and show deference to the power of culture that
is alive in the world. Kinship relations are known shared and occur simply, quietly and with deep
understanding through the general and almost invisible sharing and caring patterns of respect existent
among families. The organising structure of kinship operates through observation learning and usually
by early childhood each person knows who they are and how they are connected to others. As a result,
truly informed decisions concerning events or actions must arise from negotiations between groups of
people who are immersed in and related to the learned experience of a context. There is a
responsibility to wait and listen very deeply to all voices within the context of an action so that it may
be timed to be an enhancement of the balance of the other partners in the mutual self-regulating
tension of community being. Balance is following the proper-way of respect through ensuring that no
one part of the whole of systems dominates. Following this way of engagement often fosters the
inclusion of information into the kinship system (Atkinson 2002; Sheehan 2004).
Kinship is the strength of Aboriginal and Torres Strait Islander cultures, involving different patterns of
relationship that underlie and generate order in each cultural group. Kinship involves both generative
connections and productive separations within a system that acknowledges autonomy. The model
below represents Aboriginal and Torres Strait Islander cultural strengths in a manner that show that
these may be different but related in various contexts.
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‘OUTSIDE’ knowledge: general cultural wellbeing principles
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‘INSIDE’ knowledge: ways different groups manage, live-out
and pass on cultural wellbeing principles

Connectedness and Wellbeing
A prominent protective factor outlined in the resilience literature is a sense of cultural and familial
belonging. In recent years, increasing evidence has been found for a particular aspect of this factor, in
the area of school-connectedness. In general terms, a perception of belonging to and being cared for in
the school environment has been associated with reduced risk taking behaviours and decreased mental
health problems in children and adolescents. The construct of school-connectedness has been defined
as “the extent to which students feel personally accepted, respected, included, and supported by others
in the school social environment” (Becker & Luthar, 2003; Fredricks, Blummerfeld, & Paris, 2004;
Osterman, 2000; Shochet, et al. 2006; Shochet, et al.2008).
Research has suggested school-connectedness is associated with decreases in adolescent use of elicit
substances and anti-social behaviours A study of over 36,000 young people found that “belonging to a
community of others” was the foremost protective factor against internalising problems such as
depression and anxiety, as well as externalising behavioural problems including conduct disorder,
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hyperactivity and aggression. Overall, the study found that school connectedness explained between
13% and 18% of the variance in mental health distress in adolescents. In particular, school
connectedness has been found to protect against depressive symptomatology, with significant findings
in the literature that higher rates of perceived school-connectedness are associated with lower levels of
depression in children and adolescents. A recent study examined the effects of school-connectedness
on mental health symptoms of adolescents and found that school connectedness was strongly
correlated with mental health problems, particularly depressive symptoms. The study reported a 38%
to 55% covariation with school connectedness, the most robust finding to date in the literature. This
study also found that school connectedness predicted mental health problems one year later even when
controlling for prior mental health problems, suggesting a possible causal pathway. In a subsequent
study, school connectedness was shown to be a stronger predictor of teenage depression than
attachment to parents (Dornbusch et al. 2001; Resnick et al. 1997;Anderman, 2002; Jacobson & Rowe,
1999 Shochet et al.2006 Shochet et al., 2008).
The strong empirical basis for the protective nature of school-connectedness against mental health and
behavioural problems suggests that other spheres of ‘connectedness’ such as cultural identity and
belonging, warrant further investigation. This would contribute to the establishment of a greater
evidence base for factors associated with resilience, and in turn foster the development of empirically
grounded initiatives to promote resilience.

Principles of Aboriginal and Torres Strait Islander Cultural Connectedness.
Balance is an overarching principle of Indigenous morality that informs action within a context that is
under constant automatic observation by all living things. Thus, there is an intelligent balance in all
contexts that must be approached through respect. Balance is following the proper-way of respect
through ensuring that no one part of the whole of systems dominates. Respect is also a kind of
symmetry, wherein there is an equalisation between sides that are in opposition. Indigenous morality
recognises that disputes will constantly arise, therefore, clear productive demarcations must be made
between opposing factors. Kinship is the knowledge management system of Aboriginal peoples that
achieves order through specific definitions of whose knowledge and rights prevail in each context
through kinship relations. The most basic of these is the separation of knowledge into male and female
formations. Symmetry also implicitly includes union, for neither side could exist separately.
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Preserving symmetry ensures the wellbeing of the whole, such an ordering in opposed mutualism is a
feature of all well self regulating systems (Rose 1992; Cajete 2000; Sheehan 2004).
Autonomy is an aspect of respect that recognises that all elements of a system can not be expected to
defer to the control of any single identity. The actions of all healthy living systems and all their parts
are autonomous and self-directed. It is this autonomy that maintains the individuation and diversity
that sustains the relational tension, the balancing and generative healthy intelligence of the whole. The
‘rule’ of the autonomy or mobility of all elements of all things generates a more complex, reflexive
and adaptive organisational state through coordinated individuated responses than could be achieved
through any central control. Kinship provides this coordination at a level of interaction that disables
dominance (Rose 1992; Cajete 2000; Sheehan 2004).
Everything has the power to respond to the actions of other living things thus living things “stand up”
each in their own way and respond to the actions of others. This standing up is a performance of
knowledge and respect that signals being-truly-alive and signifies that the living thing is following the
proper-way. The many individuated and diverse voices possible in a social context indicate the
wellness of the whole so a first step is to elicit and stimulate voices which respond and contribute to
the living intelligence of the whole of a community by demonstrating autonomy and responding with
respect (Rose 1992; Cajete 2000; Sheehan 2004).
Kinship relations must be modelled in all aspects of community activities. All members must be
related or must sit down together & devise ways to become related. Everyone treats each other
according to these relations modelling behaviour that is appropriate. Thus everyone has a place in and
is connected regardless of their age, abilities and origins. These relationships drive the steps forward
towards a well community. The learning that occurs in this relational context is a mutual holding
wherein each kinship group develops shares and takes care to preserve and sustain the knowledge that
all related individuals need for life. Each group has a unique role and perspective concerning the
knowledge of the whole so there is no place for judgement of others. Observation-learning between
these groups is a lifelong and continuous learning that does not stop while we live. Important themes
are approached and revisited in a cyclic rhythm from childhood to old age, each time a theme is
repeated knowledge deepens. Thus everyone is continually teaching-learning and revisiting building
deeper relations between learning and life (Blitner et al. in Sheehan 2004).
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People who are senior in knowledge (Elders) teach the whole community of learners at each
individual’s own level. Sitting down together and learning together involves open discussions,
negotiations and sharing new ideas in kinship groups that are close relations because people feel more
comfortable with relatives. Older people with more knowledge have this knowledge reinforced by
working in a close relations group and younger people with less knowledge can be brought closer into
the community of knowledge with pride (Blitner et al. in Sheehan 2004).
This learning journey is a collective commitment based on independence and respect. Everyone has a
place in this knowledge community and each person has their responsibilities and tasks to perform
without command or direction. Simple things do not need permission and all divergent behaviours are
addressed through connection by encouragement to be a part of the group. Senior people model
respectful kinship connections and focus on building good relationships with each other and the
community (Blitner et al. in Sheehan 2004).
Real life experiences are essential in cultural observation-learning. In Aboriginal and Torres Strait
Islander groups this means visiting and revisiting places in Country where deeper knowledge
experiences are possible. Learning from Senior people who have deeper knowledge of these places
and the identities living in places within Country greatly deepens the observation-learning experience
and generates connections at deeper levels for all participants (Blitner et al. in Sheehan 2004).
Free exploration, play and creativity are vital in observation-learning. Aboriginal people learn from an
early age to observe nature very closely and learn how things change in living environments, therefore,
community learning must also be alive, challenging, satisfying and meaningful so that people enjoy
learning, experience the power of success and have the freedom to learn more. Challenge and support
are mutual partners in living community education and high achievement expectations exist for all
regardless of their handicaps, problems or exceptional talents. The role of the Senior people or
practitioners is to model behaviour which is paramount in a context where the use of correct language
and appropriate behaviour is under constant observation (Blitner et al. in Sheehan 2004).
The community context must be adaptable and flexible because a living context is always in a state of
change. Plans have to be flexible for all kinds of events in the community and act as a reflexive
response to the number and identity of people who attend. This means that there are no rigid
boundaries around timeframes, plans, groupings or agendas. In the world all aspects of life are related,
therefore, in an observation-learning context all aspects of learning are integrated through strong
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connections between participants, the context, the community, Senior people, places and events
(Blitner et al. in Sheehan 2004).
Aboriginal culture informs through many forms and texts. Through becoming related non-indigenous
practitioners can use their own place in relations creativity to culturally ground programs from a
starting point that is mutual and life promoting. The cyclic nature of this cultural learning through the
repeated return to specific themes means that some elements of knowledge have layered meanings.
The gradual inclusion of traditional cultural elements in a program gives deeper meanings that fit with
a wide range of participant knowledge stages. As participant knowledge deepens this more profound
knowledge is seen in the outcomes visual, performance and oral expressions come to the fore. Visual
oral and performance materials have a multi-layered and multi-text faculty that engages understanding
at elementary stages and at the most profound levels through the same work. These design multi-texts
may be seen or ‘read’ to a degree of conceptualisation appropriate to any level of understanding. There
is great value placed on the role of visual, performing and narrative arts for health gain in Aboriginal
and Torres Strait Islander communities (Blitner et al. in Sheehan 2004).
Therefore a cultural strengths approach requires the construction and maintenance of safe and
supporting social and mental spaces where mainstream practitioners may examine their culture and its
interventionist hypothesis and assertions and learn how to know in these contexts. Space and place
needs to be provided to actualise cultural rights as a basis for the cultural reactivation and restoration
of Aboriginal and Torres Strait Islander Australians (ANM 2004).
Aboriginal and Torres Strait Islander Australian kinship is a layered relational and homeostatic
understanding. Aboriginal and Torres Strait Islander resilience and endurance is founded on strong
familial interconnections. Cultural projects for Aboriginal and Torres Strait Islander social and
emotional wellbeing must involve a corresponding expedient to protect family integrity, human rights,
environments and landscapes and establish cultural places where healing choices do not involve
terminal identity conflict (Garvey 2008; Atkinson 2002).
Indeed kinship is such a fundamental component of Aboriginal culture that it is possible to correlate
individual and community problems with the degree of disruption to the kinship system. This is most
evident in research concerning the forced removal of Aboriginal children in Australia and Canada. The
imposition of foreign governance and administration provide the strongest evidence base linking social
determinants to poor health outcomes Chandler and Lalonde (2000) identified a clear link between
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levels of community control or autonomy and rates of suicide among Aboriginal peoples in British
Columbia. These authors examined 6 indicators of what they termed “cultural continuity,” Aboriginal
community control of police and fire, education, and health, local facilities for cultural activities, selfgovernment, and involvement in treaty negotiations for land. The presence of each of these cultural
connections through social structures was associated with a lower level of suicide in communities.
This is clear evidence for a strong association between lack of local cultural connection and a
corresponding dilution of cultural wellbeing and high rates of suicide. This compelling evidence from
Canada demonstrates that in settings where Indigenous communities have greater levels of social
control over their affairs and cultural freedom mental health-relevant population level social indicators
are greatly improved (Chandler & Lalonde 1998; Chandler 2001; Chandler & Lalonde 2000a ;
Chandler et al. 20xx ).
Cultural strengths and connection forms the basis of many successful programs in Canada the USA
and Australia that address youth social and emotional wellbeing, youth offending and addiction.
Unfortunately the research base in this area in Australian Aboriginal and Torres Strait Islander
contexts is almost non-existent (Mussell et al 2004; Connors and Maidman 2001).
The cultural strengths approach has been researched in Native American communities in the United
States and Canada which identified a cycle of wellbeing promotion for Native American youth. This
cycle identifies three inter-related domains through which youth can access wellbeing: Helping Each
Other (social connections), Group Belonging (extended family) and Spiritual Belief System and
Practices (rituals and ceremonies). In this research having a strong identity through knowing language
and working to assist others in the community combined with acceptance into the ritual, ceremonial
and spiritual life of the community were key factors in wellbeing (LaFromboise et al. 2006; Connors
and Maidman 2001).
In Australia there is an enormous depth of expertise in the area of cultural investigation and a great
deal of data concern languages and cultural practices held in communities and organisations at local
state and national level. Many organisations access this knowledge in the course of cultural business
and land claim development. Many groups engage youth in cultural practices, helping others and
family connections in the progress of numerous programs however very little research has been
completed in this area.
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One study evaluated a community-driven preventive youth initiative in Arnhem Land, NT. This
community-driven initiative established to prevent substance misuse and increase respect for culture
and their elders among young people in a group of remote Aboriginal communities in Arnhem Land.
The importance of the participation of a respected Aboriginal staff member, and community
engagement were reported as likely contributors to its success. The study suggested that communitydriven preventive initiatives can assist in enhancing youth resilience and connectedness in remote
Aboriginal communities. Center Education at Kingston QLD accepts Aboriginal and Torres Strait
Islanderchildren and youth on exclusion and community orders. The Spear Making project piloted and
assessed an Aboriginal and Torres Strait Islander cultural strengths program which was based in
Indigenous Knowledge principles, values and kinship. The spear being a metaphor for deeper cultural
meanings with which those students who demonstrated appropriate commitment were engaged in the
construction tasks and with the deeper knowledge/responsibility inherent in this cultural practice. This
program demonstrated that cultural engagement enhanced identity and engendered feelings of
competence (Davis ARG 2009).
Many organisations such as Link-Up Aboriginal Corporation are involved in reuniting those over the
age of eighteen years who have experienced enforced separation from their families and communities.
Link Up conducts counselling programs and employs Aboriginal and Torres Strait Islander Social and
Emotional Wellbeing Workers and professional and clinical staff. Community centers such as
Musgrave Park have a vital place in the interconnected lives of Aboriginal and Torres Strait Islander
communities. There are numerous examples of such local identification points all over Queensland.
These organisations not only provide a point of connection they also host groups working for cultural
wellness and SEWB and community events. Elementary research conducted in 2007-08 has
demonstrated that a deep connective agency exists within such Aboriginal and Torres Strait Islander
social meeting places and historic sites.
The Cultural Program at Arthur Gorrie Correctional Centre is one example of programs conducted to
support young Aboriginal and Torres Strait Islander Maori and South Seas Islander inmates in gaining
a sense of connection and identity through cultural engagement. Inmates receive cultural training in
visual arts, dance and story telling from senior cultural group members and Elders. The program
includes speakers, mentoring and support from Aboriginal and Torres Strait Islander Maori and South
Seas Islander community members. The Corrections Department hosts annual performances and arts
exhibitions. There is a great potential for program development and research concerning the impact of
cultural training on re-offending in these sites.
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Cultural organizations such as the Nunukkul Yuggera Dance groups are conducted within strict
cultural rules training young Aboriginal and Torres Strait Islander people for careers in the performing
arts and many other areas. These groups in particular are responsible for bringing many homeless,
neglected kids and substance abusers into their community and culture. The strict rules and the
principles employed by these groups establish a deeper support for youth. This role extends beyond
the normative performance benefits of visibility and pride. Research into these practices has the
opportunity to identify sound basics for cultural strengths approaches to resilience programs and
effective cultural pedagogies..
Aboriginal and Torres Strait Islander Medical Services and many community organisations base their
programs to various degrees and through varying perspectives of a cultural strengths approach. There
is a high level of expertise in this area that is generally unacknowledged through normative
administrative support. The incentive to embed cultural strengths in health and wellbeing programs
seems to be mainly based upon the community and cultural understandings held by Aboriginal and
Torres Strait Islander staff within community organisations.
The research demonstrates that schools are vital sites for the promotion of social and emotional
wellbeing through connectedness while community wellbeing statistics show that Aboriginal and
Torres Strait Islander engagement in education is very low. Cultural strengths programs in schools for
Aboriginal and Torres Strait Islander students were being introduced during the years of ASPAA and
VEGAS funding c 1992 to 2001. However the withdrawal of such support has left a gap in Aboriginal
and Torres Strait Islander cultural presence in many school contexts. The development of an
Aboriginal and Torres Strait Islander cultural strengths curriculum has been commenced at the School
of Medicine, University of Queensland in 2009, with funding support from Queensland Health.
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SPIRITUALITY AND SOCIAL AND EMOTIONAL WELLBEING FOR
ABORIGINAL AUSTRALIANS

Spirituality is a critical factor in Aboriginal and Torres Strait Islander wellbeing. Aboriginal and
Torres Strait Islander ontology gives rise to an extended and relational concept of self therefore
Aboriginal and Torres Strait Islander spirituality is seen to reside at deeper levels in all aspects of the
world including stories, paintings, ceremonies and dance, values and social structures such as kinship.
Through this deeper relational conception often referred to as the Dreaming land and place are deeply
interconnected to Aboriginal and Torres Strait Islander spirituality and are vitally important
determinants of health. Spirituality is connected with death and dying, and the associated rituals which
also include traditional healing ceremonies and ceremonies that directly address the wellbeing status of
Aboriginal and Torres Strait Islander people. For example it is common to have smoking ceremonies
in urban, rural and remote settings associated with changes in family circumstances, births, illness,
stress and traumatic events such as death (Nangala 2008; Poroch et al 2008).
Traditional healing is also common although not spoken about in urban remote and rural Aboriginal
and Torres Strait Islander communities. While there is no common definition of traditional healing is
most often described as having a strong spiritual foundation. Traditional healers are selected through
the personal and deeper spiritual awareness that they demonstrate and receive training from Senior
persons in traditional practices. Traditional healing plays a crucial part in community wellbeing and
traditional healers are well known in communities. Traditional Healing and its relation to Aboriginal
and Torres Strait Islander health is currently part of a PhD research project in progress at the School of
medicine UQ. [109] Many Aboriginal and Torres Strait Islander Australians have been influenced by
Christian teachings and values, sometimes fusing them with Aboriginal and Torres Strait Islander
traditions to shape their contemporary religious life. This practice is evident in research that showed
this relationship through one respondents perspective; ‘religion is for people who do not want to go to
hell- spirituality is for people who have been to hell and want to come back’ All countries reviewed
have experienced a similar fusion of traditional Indigenous spirituality and Christianity with the arrival
of European missionaries. And all the cultural strengths and connection models presented in this report
exhibit strong and deeply enmeshed spiritual dimensions. Indeed at some level these religions have
much in common (Poroch et al. 2008).
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Internationally, spirituality has been variously described to be: about the experience of meaning in
everyday life or activities; a sense of connection with community, each other as kin, or the universe;
one’s sensitivity to the presence of spirit or one’s creator, a sense of transcendence, and becoming; a
unique and deeply personal thing that people express in their own specific ways, that is, individuals
may have the same culture but express it in different ways according to culture, context, experience,
cognitive set, and personality factors. In all of this spirituality is generally viewed by Aboriginal and
Torres Strait Islander peoples as a living power, alive, life giving and evident in all aspects of life
(Poroch et al. 2008).
The National Aboriginal Health Strategy Working Party (NAHSWP) describe Aboriginal and Torres
Strait Islander spirituality as land-centred a spirituality derived from a sense of belonging and
connection to the land, to the sea, to other people, and to one’s culture. Its essence lies in the time
when occupation of the continent was unchallenged. It resides in stories, ceremonies and dance,
values and structures. These complex and various ritual systems provided a depth of belief and
provided certainty through addressing the great universal religious questions of humankind, the
questions about origins, meaning, purpose and destiny (NAHSWP 1989).
Aboriginal and Torres Strait Islander cultures have works that describe spirits and the spirit that lives
within each person and gives life; makes/keeps each person truly alive. Aboriginal and Torres Strait
Islander spirituality can be seen as an acknowledgement of the sustaining presence within life and
acceptance of the responsibility to contribute to the relations and connections which support this
presence. In this sense it is a very practical and earth based understanding (Poroch et al. 2008).
Research into culturally appropriate health promotion and its meaning and application in Aboriginal
communities found that while certain spiritual beliefs and practices are related directly to certain
Aboriginal communities, there are also commonly held Aboriginal beliefs. These general
understandings are the interconnectedness of land, kinship and spirit which contribute to Aboriginal
wellbeing. They concluded that recognizing spirituality is a critical factor in Aboriginal wellbeing and
is an important factor in developing and implementing health promotion and preventive projects.
Similar research examining social work practice implications for non-Aboriginal practitioners in a
spiritually diverse society recognized the theme of land as the core of Aboriginal and Torres Strait
Islander identity and belonging (Garver 2008; Greaves 2005; Wing Sue 1996; Westerman 2004;
Zubrick et al. 2005).
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Other research has demonstrated a strong link between land rights in the Northern Territory and
improved health. Similarly, a recent study at Utopia community in the Northern Territory on
traditional Alyawarr and Anmatjerr traditional lands found that in most areas health outcomes were
better relative to the Northern Territory average for Aboriginal populations. The reasons given were
diet and exercise (living traditional life); regular health care services by a community controlled health
service; and mastery and control of community services. In addition, residents are connected to
culture, family and land and have freehold title to their land. Such evidence is also available in reports
on outstation movements and corresponds directly with findings relating SEWB to cultural
continuance in Canada (Hollinsworth and Carter 2007; Dockery 2009; Garnett & Sithole 2007).
Connection to land is also described by Senior Aboriginal and Torres Strait Islander people as the
foundation and map for Aboriginal spiritual and physical survival, memory and development. In many
Aboriginal and Torres Strait Islander cultural contexts spiritual understanding is literally written in the
landscape through story and song-lines which teach and guide people to follow a life course which
supports the wellbeing of the whole (Randall 2003; Kleinert & Neale 2002).
In Aboriginal and Torres Strait Islander languages places in Country are most commonly referred to
through personal pronouns which translate literally as “to whom place are you going?” Many places
are also referred to using the terms grandfather, grandmother and other familial terms. Aboriginal and
Torres Strait Islander connection emphasizes the importance of the spiritual and practical relationship
to land, showing a deeply personal and familial respect for and reciprocity to the land/natural
environment. This is the first and major law for Aboriginal people because it provides the basic needs
for existence. Aboriginal and Torres Strait Islander people believe that when the land/seas/waterways
are sick, the people are sick/despondent/troubled. Disturbance and destruction of landscapes, rivers
and seas impact directly on the health status of Aboriginal and Torres Strait Islander populations
(Sheehan 2004; Randall 2003; Kleinert & Neale 2002; Garnett & Sithole 2007).

Connections between Aboriginal and Torres Strait Islander spirituality and wellbeing.
Traditional Aboriginal and Torres Strait Islander medicine is explained through traditional beliefs. It is
holistic and recognizes the social, physical and spiritual dimensions of health and life. It seeks a
meaningful explanation for illness which considers the personal, family and community issues
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surrounding illness. It looks at how the person became sick and the reasons underlying the sickness
(Poroch et al. 2008).
Traditional medicine also emphasizes the importance of listening to each other. The word for listening
in the Bundjalung language is gunna – meaning, to hear, to listen, to think, to feel, to understand.
Atkinson observes that singing and dancing and talking to each other builds and repairs relationships
and promotes healthy communities and a sense of ‘wellbeing’. Atkinson selects the Aboriginal word
punyu to describe ‘wellbeing’. It means being strong, happy, knowledgeable, socially responsible, to
take a care, beautiful, clean, safe, both in the sense of being within the law and the sense of being
cared for. In her We Al-Li Program (Woppaburra term for fire and water) Atkinson addresses pain and
trauma, anger and sorrow and promotes deep emotional healing towards self-perceptions of survival
(Poroch et al. 2008).
The Marumali (to put back together) Healing Program provides a culturally sensitive and appropriate
model of healing program to improve the quality of support available to Aboriginal people who have
been affected by past removal policies and practices. The Bringing Them Home Report found that
following removal, as well as loss of identity, culture, family and community, people experienced
profound and lasting physical and emotional problems such as anxiety, depression, suicide, violence,
delinquency, alcohol and substance abuse. The Marumali Aboriginal counsellors support survivors to
heal from specific types of trauma they suffered as a result of removal. Marumali trains counsellors in
the Link Up Program, Social and Emotional Wellbeing Regional Centres, Bringing Them Home
Counsellors and health workers in Aboriginal community controlled organizations. It also delivers the
program to Aboriginal prisoners. Lorraine Peeters, a removal survivor, devised the program’s pathway
to recovery. This is an ongoing journey involving mind, body and spirit and addresses the issue of
identity. The program is careful to contain and manage the distress and risk associated with the process
of healing the trans-generational effects on survivors. The Marumali model of healing is a map and a
guide for the risks and the dangers as well as the joys and rewards of undertaking a journey to repair
the damage done by removal policies (Poroch et al. 2008).
The Anangu people of Central Australia call their healers ‘ngangkari’. Ngangkari are from the deep
past and are equal with doctors in their effectiveness for Anangu. Writing about ngangkari, Elsie
Wanatjura, from the Ngaanyatjarra Pitjantjatjara Yankunytjatjara Women’s Council Aboriginal
Corporation, says that:
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Doctors and nurses might wonder why do Anangu keep asking for ngangkari help when they
can access good health clinics these days and they can easily get a quick needle or a tablet? It is
because ngangkari get straight to the problem and give immediate healing. Tablets can’t heal
the spirit. Ngangkari can. Ngangkari can see right into the spirit and the mind. Ngangkari see
right inside the kurunpa – the spirit – and get straight to the heart of the matter. What is
kurunpa? There is kurunpa inside you and inside me. It lives inside our bodies giving us life
(Poroch et al. 2008:19).
There is a great variation in Aboriginal and Torres Strait Islander individual and community
knowledge concerning their spirituality. Many members of these populations have lived within
resistance or popular sub cultures for most of their lives and have had little regard for traditional
understandings. In some places community members who held this knowledge were few and in other
places opportunities to carry on traditions were not provided. In some instances Aboriginal and Torres
Strait Islander communities developed cultural action projects and actively sought opportunities to
research and regenerate their cultural understandings. There is a vast amount of information and
expertise available in these areas in organisations such as AIATSIS and the Indigenous Knowledge
repositories of Australian libraries. Many Aboriginal and Torres Strait Islander community
organisations and members also have cultural expertise (ARG 2008).
Spirituality is identified as a key element of Indigenous Australian health and social and emotional
wellbeing. A literature search to locate Indigenous Australian health intervention studies that had
integrated spirituality into their evaluation design was conducted in 2008. The literature search
encompassed published studies in peer-reviewed journals between 1995 and 2007. Relevant articles
were identified by conducting searches on several health and social science databases. The results
indicated that between 1995 and 2007 there was no original research published in Australian peerreviewed journals that integrated the concept of spirituality into an Indigenous health intervention
program evaluation. Although there were several relevant initiatives in existence they were reported in
the grey literature and provided only brief program overviews (McEwan, Komla Tsey &
Empowerment Research Team 2008).
The Spirituality Component of the Family Wellbeing Project Yarrabah
Family wellbeing involves relational training for Aboriginal and Torres Strait Islander which engages
participants in various form of behavioural modification processes. This program is well supported by
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research and represents the most effective model for wellbeing currently delivered in Queensland. The
depth of this training and relevance of the program as a basis for instigating cultural connection is
demonstrated through the following research which was unpublished at the time of writing.
The thematic analysis conducted to examine the family wellbeing (FWB) spirituality project at
Yarrabah Aboriginal community (McEwan, Komla Tsey & Empowerment Research Team 2008)
has identified the following themes that identify spirituality aspects arising from programs:

Understanding
Many of the FWB participants reported that completion of the program gave them a greater
understanding of their feelings, emotions and relationships and an insight into relationships that
informed more positive responses.

Calm and peace
Many FWB participants referred to the way in which the program had provided them with a sense of
truth, hope, acceptance, trust and/or honesty. Participant feedback emphasised a renewed sense of
calm or peace that changed thinking in a positive way so that they experienced less anger. Participants
recognised FWB as a forum in which one could speak openly and without judgment which engendered
trust, a commitment to truth and the courage say no and do things their own way. Some also stated that
this led to calm and peace in their homes.

Recognition of personal potential
A number of participants talked about the ways in which participation in FWB had allowed them to
identify and work towards realising their potential. For some this involved overcoming fears and
others found that visualisation techniques and imagination that allowed them to do things they didn’t
think they could.

Unity
Participants also recognised the potential to build community cohesion via empowerment strategies:
‘just imagine if our people did this training… it’d be a far better community than it already is’. There
was also mention of reconciliation: ‘I’ve got the best of two worlds not one now… that’s the way I see

95
it… the FWB… sort of like reconciliation for myself, you know? Just to see you know.’ Recognition
of the links between personal and community issues was evident in statements such as: ‘[we] …have
suffered a real lot, kinda made me understand a little bit more about why people, like in that grief and
loss, it made me think about how some people in the community behave the way they do. That’s the
way they really cope… sometimes I see a lot of intolerance of people in the community’.

Healing
The basic principle underlying FWB is that all humans have the capacity to heal irrespective of race,
culture or country. Healing is defined as ‘a restoration to health; reparation or restoration of
wholeness’. Feedback indicated that FWB had assisted participants to identify strategies for change
that extended the reach of healing to contemporary social and emotional trauma. Part of this involved
recognising the resourcefulness of the Stolen Generation in overcoming adversity. For many in
Yarrabah connections to forebears and knowledge of traditional healing practices have been lost,
which highlights a central issue for Aboriginal people since colonisation: to sustain the continuity of
existence as Aboriginal people. While this continuity remains threatened a deeper and more resilient
connection with the past may explain why Indigenous people have so strongly argued for
acknowledgment of their spirituality.In this context, recognition of alternative forms of healing within
the FWB program provided participants with an opportunity to innovate, be creative and possibly
establish a renewed coherence between the past and present: ‘I can use my own beliefs and integrate
that with FWB… I didn’t have to be from the Stolen Generation.’ Another stated, ‘I know there’s a lot
of good ways in culture but not all the answers are found in there. That’s why I like looking to other
cultures and other ways like Family Wellbeing.’

Spirituality
The term ‘spirituality’ was evoked in a broad, non-denominational sense and was linked to emotions:
Participants also made links between spirituality, land and self-reliance as a basis for community
improvement. This developed as sense of Aboriginal identity the land being spiritual ‘stuff’ and
Aboriginal men ‘walking in that place again’ being self-reliant. The visualisation and meditation in the
program were adopted by participants creating their own way, and expressing their own identity.

96
Self-reflection
Several participants spoke in terms of self-reflection: ‘I sorta used it like a mirror to reflect on myself,
talking about the whole person… made me more aware of, I think mainly about grief and loss.’
Reflection allowed participants to re-assess their past (‘when I started to reflect back on things, like
things weren’t as bad as I made out’) and acknowledge their strengths: ‘being empowered, that is a
very useful resource… It really opened my eye to what I had, you know?’, and ‘I probably looked at
myself and thought I’ve gotta be more understanding of people’s shortcomings… instead of me
looking at myself as a victim all the time’. As one participant put it, ‘you just gotta help yourself’.
Participants reported that positive shifts in their attitudes and behaviours were reflected back to them:
‘I notice everyone is saying good things about me or good things to me… it’s coming back to me now.
I mean, all that goodness.’ Another stated, ‘a lot of people noticed the change in me’. Some spoke of
feeling more open and the positive effect this had on their capacity to deal with life’s challenges: ‘It
sort of opened me up more to deal with situations at work and… in my personal life.’
Empathy
Empathy emerged as a theme and was evident in statements such as, ‘I was actually able to listen to
the other women who had it and were experiencing the same thing’, and ‘It made me think about other
people… like in that grief and loss… it made me understand why people behave the way they do’, and
‘Ah, probably looked at myself and thought, well, I’ve gotta be more understanding of people, be a bit
more mature I think’.
Participants referred to ‘sharing’ within the group as a catalyst for insight and empathic responses: ‘the
group was really great… everybody shared… I thought my life was bad… and then you see somebody
else who feels worse, and that really picked me up’, and ‘when we sit down and share… seeing the
wisdom of the group’.
Family relationships
Empathy influenced how participants thought about their family relationships: ‘makes you think about
it when you’re there with your family. Um… how to deal with situations in your family and, you
know, thinking about their feelings as well’, and ‘[FWB] gave us time to look at yourself, where we
came from back here and how to build, sort of build confidence up between husband and wife… and
family’.
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The feedback highlighted a need to communicate appropriately with children: ‘You’ve got to come
down to your children instead of treating them like an adult’, and ‘Kids, they could see the change in
me too… I never used to talk to them properly’, and:
sometimes we as a member of a family react… we might give them a hiding or we talk at
them… instead of sitting there and talking and finding out what’s really, what’s truly
happening. I think this FWB gave us more options to look at.
In summary, participation in FWB frequently resulted in a re-evaluation of family relationships: ‘I’ve
decided to spend more time at home… to input into our, my family, things that I never had growing
up’ (McEwan, Komla Tsey & Empowerment Research Team 2008).

Theoretical Considerations for Spirituality and SEWB Research

There is ongoing debate as to how to define spirituality because the lack of agreement on what
spirituality means produces a real challenge when trying to measure it. Keonig recommended that:
the word spirituality, when used in research, should be restricted to those things that have
something to do with the sacred… If there is no connection with the sacred, then it should not
be referred to as spiritual or spirituality.
In this concept of spirituality, ‘the sacred is defined as God, the numinous (mystical or supernatural) or
ultimate truth’. This approach implies a dualistic understanding of sacred in which the sacred sits in
contrast to the ordinary, secular or, possibly, the profane. It raises questions such as in what
circumstances do humans encounter or experience ‘ultimate truths’ and how does one interpret or
categorise the sacred when expressed in everyday practice? For example, in some spiritual traditions,
the daily practice of non-violence expresses the sanctity of life. For Indigenous Australians, ‘caring for
country’ expresses the sacredness of land. Can an approach to spirituality that is based on a split
between the sacred and the ordinary assist in understanding contemporary Indigenous spirituality
(McEwan, Komla Tsey & Empowerment Research Team 2008)?
In Australian Aboriginal religious systems the sacred is recognised as a separate realm of human
experience through the preservation of sacred sites, ceremonial events and the ritualised transmission
of knowledge. Yet, the rhythm of life across a landscape imbued with sacredness seems to belie a
rendering of the sacred as a separate category of human experience or aspiration. The sacred
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knowledge, wisdom and moral truth of the Dreaming permeates the entire beingness of Aboriginal
life. As an embodiment of the spiritual power of the ancestral heroes, as a way of life and as law the
Dreaming is continually unfolding and ever-present (McEwan, Komla Tsey & Empowerment
Research Team 2008).
This interconnectedness between the religious or spiritual and the everyday is reflected in Pat
Dodson’s observation ‘your ceremonial people are absolutely essential to your normal everyday life.
They’re part of that ordinary everyday life’. Today, even where people may not observe traditional
rituals or live on ancestral country, the land remains sacred. It seems that in discussing Indigenous
spirituality, the ‘sacred’ is used in a variety ways which at times incorporate Koenig’s approach and at
others refer to something broader, though still highly influential on the way that one acts in the world.
The diversity of statements made by FWB participants reflected this in relation to the term
‘spirituality’. In addition, the 2003 FWB evaluation had demonstrated that perspectives which
confined spirituality to institutionally legitimised connections to the sacred had been a source of
tension and conflict among the FWB course participants (McEwan, Komla Tsey & Empowerment
Research Team 2008).

Although Keonig’s definition of spirituality did not necessarily exclude non-religious-based
spirituality, by referring explicitly to God it tends to foreground the Christian tradition and it implied
the sacred as something separate from daily life. We wanted to avoid taking a stance that supported
one particular religious or spiritual tradition. The diversity of perspectives evident among participants
in 2003 indicated that we needed a definition of spirituality that would encompass the eclectic and
dynamic nature of contemporary Indigenous Australian spirituality. [126] The concept had to reflect a
complex social world in which elements of Christianity or other religious traditions might co-exist
with aspects of traditional Aboriginal cosmology, such as beliefs in non-human ancestors, magic and
sorcery and contemporary forms of spiritual practice. It had to acknowledge the land as sacred or of
great spiritual significance (McEwan, Komla Tsey & Empowerment Research Team 2008).

Capturing the essence of contemporary Indigenous Australian spirituality may require that the sacred
be ‘stretched’. Burns Coleman and White argue that it is possible to ‘stretch the sacred’ beyond the
sacred–profane binary described by Emile Durkheim. In Durkheim’s highly influential (and widely
critiqued) thesis, the sacred is that which is set apart and protected from sacrilege by social restrictions
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or taboos. Burns Coleman and White make the point that ‘if you think that God, or the spirit of the
world is immanent, you will have a world in which the entire world is endowed with spiritual
significance’, and it will not be necessary that the sacred be defined as that which is set apart. In taking
this approach the term ‘sacred’ takes on a broader normative or ethical force that will influence
behaviour (McEwan, Komla Tsey & Empowerment Research Team 2008).

Within this context, sacred is invoked in three ways. The first is as an expression of one’s feelings and
intuitions. This usage requires others to respect the speaker and their feelings but excludes others from
commentary. Burns Coleman and White do not extend the term sacred to personal, individualistic
claims. The second way in which sacred may also be used is to refer to a commitment to a way of life
based on a set of values or ‘truth’. This ‘aspirational’ usage appears to ‘involve a virtue ethics, an
attempt to lead a way of life’(McEwan, Komla Tsey & Empowerment Research Team 2008).
The experience at Yarrabah indicated that participants used the term spirituality in both of these ways
and in a third way, which Burns Coleman and White refer to as a juridical concept of the sacred, in
which the sacred is sacred by law and the law involves obligations and duties. The juridical approach
is based on respect for authority and tradition. The value of Burns Coleman and White’s analysis in
relation to Indigenous health research is that it provides specificity to Koenig’s broad definition of
spirituality. Indeed, it proves Koenig’s approach be more inclusive that it appeared initially, in that
aspirational usage draws on the notion of ‘ultimate truths’(McEwan, Komla Tsey & Empowerment
Research Team 2008).
Our approach was also heavily influenced by a desire to engage with holism, as it has been expressed
in relation to Australian Indigenous culture and health. In the early 1980s, Body, Land and Spirit:
Health and Healing in Aboriginal Society merged anthropological and medical perspectives to call for
a holistic approach to Aboriginal health and recognised spirituality as central to this holism: ‘The
Aboriginal approach to both prophylaxis and curing is a holistic one. It recognizes the physical,
personal and spiritual dimensions of life and health’ (McEwan, Komla Tsey & Empowerment
Research Team 2008).

The 1980s closed with the endorsement of a holistic definition of health in A National Aboriginal
Health Strategy (National Aboriginal Health Strategy Working Party 1989). Although the national
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social and emotional wellbeing framework does not define spirituality, spirituality is mentioned in the
document’s glossary as an element of a ‘holistic approach’. Over the past few decades, the concept of
holism in Indigenous Australian health has been mobilised to advocate for equity, participation and
sustainability in primary health care, yet its meaning continues to be debated. Nonetheless, the
importance of harmonious social relationships and ‘spirit’ continues to be a feature in Aboriginal
conceptualisations of health. For example, focus groups held in Yarrabah in the late 1990s identified
reclaiming the healing of spirit and land, or responding to the experience of hopelessness, as the key to
improved health outcomes. In conclusion, it is apparent that the essence of holism, as it is used in
Indigenous Australian health discourse, refers to the interconnectedness of life’s dimensions
(McEwan, Komla Tsey & Empowerment Research Team 2008).

Writing from a theological perspective, Spohn discusses ‘authentic spirituality’ in a manner that has
relevance to the FWB program, by describing the ways in which techniques can evolve into committed
practice. Spohn asserts that committed practices are the backbone of ‘every authentic spirituality’
rather than peak experiences or theories of religious experience. Committed practices are ‘complex
social activities which address certain fundamental needs and values’. They are worthwhile in
themselves and require a gradual transformation of our basic motivations. Friendship constitutes one
practice and music another. Spohn explains that if a practice is sufficiently complex and challenging it
can be transformative, and he cites marriage as one example. In undertaking committed practice, the
individual enters a form that supports the values possible within that form or structure (McEwan,
Komla Tsey & Empowerment Research Team 2008).
In Spohn’s terms, the FWB program introduces participants to techniques or ‘life skills’ for personal
development. As Spohn indicates, such techniques may develop into committed practice and thus
constitute or express ‘authentic spirituality’. Spohn cites friendship, music and marriage as examples
of practice. Within the FWB program, the practice of family may come to provide the form in which
life skills or other techniques aimed at improving wellbeing can develop into committed practice. This
has the potential to contribute to personal development and to support Indigenous families to respond
to current social demands and opportunities while maintaining a distinct cultural identity. The personal
qualities underpinning committed practice to which Spohn refers may share some common ground
with the notion of ‘intrinsic religiosity’, those inner beliefs that go to the substance and aim of life and
that have been related to the possession of an internal locus of control and other qualities linked to
positive mental health. Importantly, control - operationalised as mastery, self-efficacy or locus of

101
control—has emerged as a psychosocial resource in the aetiology of health and disease (McEwan,
Komla Tsey & Empowerment Research Team 2008).
If committed practice can underpin ostensibly secular dimensions of life, such as music and friendship,
and thereby express an authentic spirituality, the major challenge for health researchers may not be to
‘define and measure spirituality as distinct from religion’ but, rather, to define what it is that these two
concepts share (McEwan, Komla Tsey & Empowerment Research Team 2008).
There are ethical concerns with the inclusion of spirituality in SEWB programs that have been
addressed by the ethical guidelines laid down by the CRC Aboriginal Health and the Cultural Respect
Framework (AHM 2004). Community and cultural norms also need to be considered. Spirituality is
not a subject for open or public conversation in most Aboriginal and Torres Strait Islander
communities and even in the most traditional situations Senior people and their stories, songs and
visual images are acceptable means for conveying spiritual understanding. There is good reason for
this in Indigenous Knowledge. Songs, stories and visual images do not specify a truth or define a
spiritual understanding; to be understood they have to be told again, re-performed or looked at anew
and each time this is done the spiritual understanding is revisited. This is the authentic aspirational
aspect of Aboriginal and Torres Strait Islander spirituality because no one can possess the definitive
understanding and everyone learns again through revisitation (Sheehan 2004).
It is also evident through the research that differences across cultures concerning spirituality are not
incommensurable indeed an authentic spirituality for non-indigenous health researchers and
Aboriginal and Torres Strait Islander participants in cultural SEWB programs may redefine many
methodological assumptions and present new possibilities for healing directions. Indeed recent
research conducted by Aboriginal researchers in and around Alice Springs NT has demonstrated the
ameliorative power of the research process (Garnett, S. & Sithole, B. 2007; Foster et al. 2006)
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EVIDENCE FOR CULTURALLY BASED WELLBEING PROGRAMS

An extensive search of the literature has revealed little or no research published that specifically
addresses and identifies causal factors that impact on Aboriginal and Torres Strait Islander SEWB in
Queensland. Grey literature on the subject confirms the absence of an evidence base to inform a
framework for Aboriginal and Torres Strait Islander SEWB.
The theoretical basis and definitive scope of SEWB including human rights, land rights and social
justice has been explored in recent publications ( Calma 2007; Anderson et al. 2007; AHMAC 2004)
and research in the Northern Territory, NSW and Western Australia has addressed areas related to
SEWB (Greaves 2005; Dockery 2009; Hollinsworth and Carter 2007; Garnett & Sithole 2007). The
Western Australian Aboriginal Child Health Survey (Zubrick 2005) addressed the SEWB of
Aboriginal children for the first time identifying many of the factors influencing mental health and
wellbeing. However such a cross sectional study cannot determine the origins of SEWB problems or
necessarily be transferable to Queensland contexts. This report does provide a basic template that is
useful to identify factors effecting Aboriginal and Torres Strait Islander SEWB.
Publications relating to family wellbeing are the strongest evidence base for SEWB approaches in
Queensland (McEwan, A., Komla Tsey, K. & Empowerment Research Team 2008). The strength of
these studies is that they seek to identify community level interventions that address SEWB at
individual and intra-personal levels; this approach fits well with the literature which proposes that
bottom up methodologies are more effective for health equity programs and research. Emerging
research in Western Australia has proposed direct links between cultural connection and economic
wellbeing and a higher level of general health in an Aboriginal population; while research in the
Northern Territory has proposed a link between cultural connection, ownership of Traditional lands,
community autonomy and higher than average Aboriginal general health status. Other work links
human rights to Aboriginal and Torres Strait Islander health and connections and access to land with
spiritual wellbeing (Garnett & Sithole 2007).
There are no studies that examine contextual differences between Aboriginal and Torres Strait Islander
communities as a basis for capturing the link between social determinants and health through
comparative analysis. Indeed the development of a framework for such analysis is a primary
requirement for future SEWB research. Data is being collected from Aboriginal and Torres Strait
Islander (DOGIT) communities in Queensland under the Community Wellbeing plan but comparative
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differences based on social and emotional wellbeing or health determinants are not included in this
monitoring schema (QG 2008).
Social determinants of health inequity are well established in the literature and a strong International
evidence base has established a direct correlation between human rights social equity, community
autonomy and health status; in direct contrast to this evidence recent major Aboriginal and Torres
Strait Islander health initiatives in Australia have proceeded through the disabling of human rights
protection. Research from Canada and the USA provide an evidence base that links cultural wellness,
‘cultural connection’, cultural strengths and family wellbeing approaches to a range of positive SEWB
indicators (MEKN 2006).

Native American Cultural Strength Based Family Wellbeing Programs
The main findings from The Mental Health and Wellbeing of Aboriginal Children and Youth:
Guidance for New Approaches and Services (Mussell et al. 2004) were organized under four themes
that are relevant to understanding Canadian First Nations child and youth mental problems, substance
abuse, violence and suicide. These four themes highlight the origins of the problems as well as the
opportunities for healing: 1. The profound impact of residential school experience on family
functioning. 2. A history of multi-generational losses among First Nations people. 3. A cultural and
community emphasis on collectivist rather than individualistic perspectives. 4. The relevance of
community-based healing initiatives. In this report that crucial point was made that responsible
leadership in Canadian First Nations communities goes beyond simply providing specific services. A
primary objective of this initiative was to high-level objective to improve the mental health and
wellbeing of Canadian First Nations children and youth by restoring family wellness. The evidence
base collected in this report required that a broad vision be developed in mental health programs that
included an understanding of the social determinants of health and a long-term commitment to
building capacity within communities. The report identified six main opportunities for action:
•

Recognize the role that culture plays in determining health;

•

Focus on implementing ecological, community-level interventions;

•

Promote local leadership and develop high quality training;

•

Provide mentoring and support;

•

Foster links within and between communities, and
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•

Support ongoing capacity building.

Mussell et al. (2004) identified seven program reports compiled in Canada and the USA which provide
an evidence base to support the cultural and family connection approach to SEWB program
development.
Connors and Maidman (2001) address Canadian First Nations communities the authors provide a
comprehensive summary of family wellness models and practices of prevention-focused programs.
The programs aim to establish relevant community structures so that family life can be strengthened
through access to a broad spectrum of information, resources and networks. This approach emphasizes
that an important feature of prevention programs is cultural recovery through learning.
Cross, Earle, Echo-Hawk Solie, & Manness (2000) describe five Native American child mental health
projects that integrate traditional American Indian helping and healing methods with a care model that
emphasizes partnerships of agencies. Each project is grounded in the cultural knowledge and
connections of their community and builds on strengths of families. This report presents the strengths
and challenges of community-based mental health service designs that draw on culture as a primary
resource. The report also addresses issues common in many community contexts such as staffing,
supervision, training and burn out.
Fleming (1994) describes the work of the Blue Bay Healing Centre and its relationship to suicide
prevention on the Flathead Reservation in Montana. The Centre consists of five major elements:
1.Residential intervention program with a strong education focus. 2. Outpatient intervention program
that targets high-risk youth. 3. Outpatient training program that targets caregivers. 4. Outpatient
treatment program that provides caregivers with support for healing. 5. Community events that include
diversion activities. This report states that the elements of program success include the personal and
professional development of staff, continued clinical supervision, advocacy with Native American
personnel and leaders, integration of services and continual comprehensive planning. Other key
elements in the recovery and promotion of mental health in Indian communities were the acquisition
of cultural knowledge and skills to redress individual, family and community identity issues.
Health Canada (1997) describes substance abuse prevention and treatment programs and offers formal
evaluative information about these programs in First Nations contexts. Strategies for prevention
programs include information education, affective education and alternatives, resistance skills training,
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personal social skills, community-based approaches and early intervention strategies. Treatment
programs include a spectrum of care from detoxification to after-care. Eight potentially effective
approaches for treatment programs are highlighted: assertion training, recognizing high risk situations,
relapse techniques, social skills training, problem solving, methadone, employment training and
provision of aftercare.
LaFramboise & Howard-Pitney (1995) outline the school-based Zuni life skills development program.
This program combined a culturally compatible curriculum with social cognitive/life skills approach
and peer helping for the prevention of American Indian adolescent suicide. The results of this study
suggest that the approach was effective in decreasing risk factors and nurturing protective factors
associated with suicide. Authors recommend early application of the intervention and repeated
exposure to the program.
Sal’i’shan Institute (2002) highlights the importance of culturally relevant education and training for
family healing and wellness through strategies that engage the entire community. In this approach the
cultural connective skills and knowledge are employed in areas such as individual and family
reconstruction, social network interventions and community development. There is a layered approach
to program design where community development activities can serve a variety of functions by
identifying and utilizing local resources; identifying and addressing community needs and issues, and
engaging the community in this process; identifying and using circles of support; promoting
development of “vision and voice”; and nurturing and supporting leaders to engage in genuine
dialogue with each other, and with leadership external to their own communities. Battiste (2000)
supports the view that reclaiming of Indigenous voice and vision through shared and equal dialogue is
a most significant feature in community wellbeing development.
Schinke, Botvin, Trimble, Orlandi, Gilchrest, & Locklearn (1988) evaluated a Bicultural Competence
Skills program based on bicultural competence theory and social learning principles. The program
included eleven elements of positive youth development principles including social, emotional,
cognitive, behavioural and moral competences, positive identity, bonding, self-efficacy, recognition
for positive behaviour, opportunities for pro-social involvement and pro-social norms. This work
showed positive outcomes in adolescent understanding of substance use and less favourable attitudes
towards substance abuse than a control group. The intervention group also showed significant
improvement in behaviours such as assertiveness, self-control and responding to peer pressure to use
substances.
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Queensland Aboriginal and Torres Strait Islander SEWB Programs
A summary of relevant programs has recently been published (Auseinet 2008:14-23). To date there
has been no evaluation of these programs in terms of SEWB. However anecdotal evidence and the
interviews conducted throughout the project suggest that Aboriginal and Torres Strait Islander cultural
strengths approaches are integral to the majority of these programs These programs are largely based
in Queensland, and include:
‘Be Kind to Your Mind (BKTYM): Babum Yumal Project’. BYTYM is a population level mental
health campaign in Queensland. ‘Babum Yumal’ (Healing Body) is an Aboriginal and Torres Strait
Islander project in the Innisfail region within the BYTYM program, and aims to promote their SEWB.
Available at: http://www.health.qld.gov.au/bekindtoyourmind/ Accessed 24 October 2008
‘Black Chicks Talking’ Program. This is a health promotion program at Mareeba High School in
Queensland which aims to increase self esteem of young Aboriginal and Torres Strait Islander women,
and to prepare them for the workforce.
‘CommunityMatters: Stories in Diversity’. This is a national initiative of the MindMatters mental
health promotion program for secondary schools supporting Aboriginal and Torres Strait Islander
SEWB. MindMatters is conducted by the Australian Principals Association Professional Development
Council and Curriculum Corporation. CommunityMatters encourages school communities to explore
issues around identity, culture, community, resilience, connectedness, and wellbeing. Available at:
http://cms.curriculum.edu.au/mindmatters/community/index.htm Accessed 24 October 2008.
‘Family Wellbeing (FWB)’ Program. This is a national program about empowerment targeting
Aboriginal and Torres Strait Islander parents and families. The FWB program has been piloted in Far
North Queensland (e.g. Hopevale, Wujul Wujul, Yarrabah), and aims to empower participants and
their families through training in analytical and problem solving skills to assume greater control and
responsibility over conditions which influence their lives (Ausienet 2008:18; Ausienet 2006:32).
‘Let’s Start’ Program. This is a Northern Territory early intervention program initially targeting
Aboriginal and Torres Strait Islander pre-school children (4-6 years of age) on the Tiwi Islands. The
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primary aim of this program is to identify and support families with children experiencing emotional
and behavioural difficulties, and involves weekly group activity sessions where parents, children and
trained group leaders work on developing children’s social skills, reducing problem behaviour,
problem-solving skills, identifying family strengths, and encouraging positive child behaviour.
Available at:
http://www.cdu.edu.au/letsstart/ Accessed 24 October 2008.
‘Yarrabah Men’s Health Initiative’. This is primarily a suicide prevention project targeting Aboriginal
men living in the Yarrabah community in far North Queensland (Patterson 2000). A Participatory
Action Research process has been used by the initiative partners, and activities have included: the
development of a ‘Dos and Don’ts chart’ listing positive and negative personal qualities to develop or
avoid; education meetings; bonding activities; hunting and fishing trips; organising referrals from the
local magistrates court; developing plans on education and training, tradition and culture, leadership
and personal development, and health services for men; and developing business plans for cultural
dancing, landscaping and stone masonry (Auseinet 2008:22).

SEWB Programs in other States and Territories
‘Family and Community Healing (FAH)’ Program. This is a program in Adelaide managed by the
Central Northern Adelaide Health Service (CNAHS) that aims to develop effective responses to family
violence that address the levels of complexity within Aboriginal and Torres Strait Islander families
and communities. The program focuses on family and community healing to equip people with the
skills for effective communication and conflict resolution. The TAFE Family Wellbeing Model (a
foundational counselling course) and a range of therapies are promoted for early intervention and
capacity building for families. The six objectives of the program are: Build community capacity to
support safe families; Equip Aboriginal people with the skills for effective communication and conflict
resolution; Support families in crisis; Build capacity of mainstream agencies and services within the
region to address Aboriginal family violence issues within the broader community context; workforce
development; and data and evaluation. A recent external evaluation of the FAH Program
recommended its continuation and expansion.
‘National Regional Centre Program (NRCP)’. This program was set up by the Commonwealth
Government in 1996 as a centrepiece of the National Aboriginal and Torres Strait Islander Emotional
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and Social Wellbeing (Mental Health) Action Plan. This ‘Action Plan’ was designed to help
coordinate efforts in the area of Aboriginal and Torres Strait Islander mental and social health across
Australia, and was administered by the Office of Aboriginal and Torres Strait Islander Health
(OATSIH). The ‘Action Plan’ operated in the context of a number of
Important reports published around that time (HREOC 1997, 1993; Swan and Raphael 1995;
RCIADIC 1991). The NRCP is a national network of Regional Centres whose main purpose was/is to
provide the infrastructure of a viable, trained, and supported workforce in Aboriginal and Torres Strait
Islander social and emotional wellbeing and mental health. Initially 11 Regional Centres were funded,
with 4 core business objectives of: developing information systems to clarify the level of need in the
region and to test the efficacy of existing services and existing/proposed training; developing curricula
and delivering training; developing models for intersectoral linkages and interagency cooperation; and
providing clinical support to health workers. The national network was later expanded with the
addition of 4 extra Regional Centres. Figure 2 shows the location of the Regional Centres. Figure 2
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The Muuji Regional Centre for Social and Emotional Wellbeing (Canberra) has surveyed mainstream
services (Health, Social Health, Education, Law and Justice, Local Government, Employment and
Training, Housing) in its region in terms of: services they provide; meeting Aboriginal and Torres
Strait Islander client needs; Aboriginal and Torres Strait Islander staff; cooperation with other
organisations; and accessing services. This survey clearly found that mainstream organisations are not
serving the Aboriginal and Torres Strait Islander population well in terms of the social determinants
sphere of influence on their social and emotional wellbeing (Tongs et al 2008).
The Kuka Kanyini at Watarru Project (KKW). This project was planned to take place over a ten-year
period commencing in 2004 in the Anangu Pitjantjatjara Yankunytjatjara (APY) Lands of South
Australia. The project aimed to manage country in ways that serve the social, cultural, resource and
spiritual interests of the Watarru community in sustainable and enriching ways that enhance health and
wellbeing. A recent evaluation of this project (Hollinsworth and Carter 2007) found it difficult to find
any causal link between KKW and selected health and wellbeing outcomes due to the complex social,
cultural and environmental linkages, but noted ‘there is considerable evidence that KKW is enhancing
Anangu participation in environmental management and supporting improvements in health and
wellbeing for the Watarru community.
Sacred Site Within Healing Centre. This Centre was established in Adelaide in 1993. Sacred Site
provides grief and loss counselling services to Aboriginal and Torres Strait Islander people, as well as
making presentations and conducting training with government departments and community
organisations on the effects in Aboriginal and Torres Strait Islander communities of unresolved grief
and trauma. Sacred Site was established due to concerns that mainstream counselling services were
not appropriate in addressing the grief and loss of Aboriginal and Torres Strait islander people. An
underpinning belief of the Sacred Site program is that Aboriginal and Torres Strait islander peoples’
unresolved grief is a major contributing factor to the range of social and health issues which exist in
Aboriginal and Torres Strait islander communities today. Healing strategies used at Sacred Site seek
to: Create an awareness about the impact of losses and the unresolved grief that results; Create and
develop grieving ceremonies; Recreate women’s business and ceremonies; recreate men’s business
and ceremonies; and Recreate rites of passage for young people. Overall, Sacred Site attempts to
assist Aboriginal and Torres Strait islander people understand their grief and loss in a holistic sense
which includes the effects of colonisation. The program also aims to assist people working with
Aboriginal and Torres Strait Islander people understand issues of grief and loss.
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The Marumali Healing Program. This program, founded by Lorraine Peeters, uses a model of healing
involving mind, body and spirit which supports individuals and groups of people. The program
provides a number of workshops of varying length, including: for Aboriginal and Torres Strait Islander
Service Providers (such as health services) (5 days); Healing (5 days); Risk Management for Workers
(2 days); for Non-Indigenous Service Providers (2 days); Suicide Prevention (2 days); Awareness (1
day). This program has been used in Canberra by Muuji Regional Centre for Social and Emotional
Wellbeing and Winnunga Nimmityjah Aboriginal Health Service. More information is available at:
http://www.marumali.com.au/workshops_formats.htm Accessed 3 November 2008.
Community Wellbeing in Queensland
The Queensland Government’s Quarterly report on the key indicators in Queensland’s discrete
Indigenous communities presents six key indicators for community wellbeing (QG 2008) These
indicators are:
1. Number of reported offences against the person (Source: Queensland Police Service).
2. Number of hospital admissions due to assault (Source: Queensland Health).
3. Number of persons convicted for breaches of alcohol restrictions (Source: Queensland
Department of Justice and Attorney-General).
4. Number of Aboriginal and Torres Strait Islander Children attending school attendance (Source:
Education Queensland).
5. Number of Aboriginal and Torres Strait Islander Children subject to substantiated notifications
(Source: Queensland Department of Child Safety).
Number of Aboriginal and Torres Strait Islander Children subject to a finalised child protection order
(Source: Queensland Department of Child Safety).
The Cape York Welfare Reforms aim to restore positive social norms, re-establish local Indigenous
authority, improve the capacity for Aboriginal and Torres Strait Islander Australians living in these
remote areas to find employment, reduce dependency on welfare, and support home ownership. The
Family Responsibilities Commission (FRC) has been established to support individuals and families to
meet their responsibilities. Twenty four local Commissioners many were of whom are respected elders
were appointed from Aboriginal and Torres Strait Islander communities to assist the Family
Responsibilities Commissioner. Since commencement in August 2008 in the Aurukun, Coen, Hope
Vale and Mossman Gorge communities the FRC has promoted the reinvigoration of communities
through Aboriginal and Torres Strait Islander languages and culture (ABC 2008).
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These initiatives directly address the Council of Australian Governments (COAG 2007) targets set
since December 2007 for closing the gap between the outcomes experienced by Indigenous and nonIndigenous Queenslanders. This quarterly report aligns with the strategic approach being developed by
the COAG Indigenous Reform Working Group.
The Queensland Government has committed to addressing six COAG targets to:
•

Halve infant mortality in ten years

•

Have all four year olds in remote communities in early childhood education in five years

•

Halve the gap in reading, writing and numeracy in ten years

•

Halve the gap in employment outcomes in ten years

•

Close the life expectancy gap within a generation

•

At least halve the gap for Yr 12 student (or equivalent) attainment rates by 2020.

The Queensland key indicators report has demonstrated that high levels of community violence, child
welfare and educational attendance do not seem to be related to remote status. The best result on these
indicators by a great margin was Mapoon followed by the Northern Cape communities and Yarrabah
while the worst outcomes on these indicators included Cherbourg and Woorabinda communities both
of which are in southern and central rural areas (QG 2008).
Various other programs are listed on the Australian Indigenous HealthInfoNet, available at:
http://www.healthinfonet.ecu.edu.au/html/html_community/social_health_community/resources/social
_training.htm Accessed 3 November 2008.

Developing an Evidence Base for the Social and Emotional Wellbeing Framework
The Social Determinants of Health characterise health inequity as being the result of social dominance.
Developing an evidence base in relation to Aboriginal and Torres Strait Islander SEWB is challenging
because health inequity is conclusive proof that dominance and social exclusion and the consequences
of this history continue to impact on the health status of Aboriginal and Torres Strait Islander
Australians. Australians have often expressed difficulty accepting this reality. The following principles
have been developed to provide a way of dealing with the challenges involved in developing a
community wellbeing framework and to inform the identification of solutions (MEKN 2006).

113

A commitment to the value of equity
Health equity is defined by the Commission for the Social Determinants of Health as ‘the absence of
unfair and avoidable or remediable differences in health among social groups’. The primary value
underpinning the development of a methodology for working on the social determinants of health is
that health inequities are innately unfair and unjust. This is not a scientific, rationally derived or
evidence based principle; it is a value position asserting the rights to good health for everyone in a
population.
This value stands in contrast to arguments that differences in health are an unfortunate consequence of
free market forces that are on the whole beneficial. It also opposes arguments that poor health is a
consequence of resistant and backward communities who fail to engage effectively in economies that
will improve their health status. The value that health equity is a right accepts the reality demonstrated
in the evidence base that social impairment and biological vulnerability are twin features of social
dominance (MEKN 2001; Solar & Irwin 2007).
An evidence based approach
An evidence based approach offers the best hope of tackling health inequities and providing the basis
for explicating the course for action. Regardless of the well-established principles of evidence based
medicine there are difficulties associated with an evidence-based approach. Other very important types
of evidence requiring different approaches are generally excluded from evidence based medicine but
are vitally important in considering the social determinants of health. Methodologies from social
sciences that involve non-quantitative empirical evidence have been developed and verified as
explicative and predictive models. Within this methodological area directions such as narrative
research and participatory action research seem to mesh well with areas of medical practice in social
and emotional wellbeing and the oral and collective sharing basis of Aboriginal and Torres Strait
Islander Communities. Included in this is research which approaches information gathering from
Indigenous ontological foundations. Ownership of information gathering is a fundamental component
of the community self understanding required to establish and activate a health framework(MEKN
2001; Solar & Irwin 2007).
Issues related to the veracity of the evidence base are highly contested (and should be) because these
discussions inform the vital task of determining what constitutes good evidence in a context and also
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identify ways to synthesize different types of evidence across various contexts so that ‘science’ i.e. the
necessary correspondence between the method of inquiry and the features under investigation is
maintained as the primary objective (MEKN 2001; Solar & Irwin 2007).
Methodological diversity
In compiling evidence related to community health inequalities no single approach to the generation of
evidence or data is to be favoured over others. Evidence appraised and evaluated on the basis of
adherence to a single evidence hierarchy in which a particular method is given priority risks the
promulgation of social fallacies. In cross cultural contexts the legitimacy of evidence is dependant on a
methodological correspondence between the research method and the intentional, social and cultural
context in which it is implemented. This appraisal should address the question of research ownership
in real terms and open up pathways for diverse research partnerships and support the development of
context emergent methodologies; so that the researched not only have control and possession of their
information they also are supported in developing their own language for self description (MEKN
2001; Solar & Irwin 2007).
Whole Community ‘Problem’ Identification
Health disadvantage is conventionally described in three different ways: health disadvantage, health
gaps and health gradients. Community wellbeing (CW) and SEWB require a holistic approach to the
question of health equity which embraces the whole of the socio-economic gradient within societies or
populations. Contextual historic social cultural and environmental issues that impact on a minority
population must be identified along with impacts from the violence, disarray, unexamined behaviour
and negative agency often apparent within marginalised groups (MEKN 2001; Solar & Irwin 2007).
Suspension of judgement across causal pathways
An open commitment is required in attempting to identify the causal pathways that operate the social
determinants of health inequities. [30] The central paradox of social reality is that humans are capable
of producing a social understanding that is then experienced and defended as something other than a
human product. What is taken for granted as knowledge in a social group is coexistent with what is
knowable because each society provides a framework whereby anything not yet known will come to
be known in the future. Thus the processes for explicating causal social pathways and rendering them
knowable may be implicitly flawed. Suspension of judgement is required to ‘decolonise
methodologies’ so marginalised groups are empowered to identify approaches to knowing that are
methodologically causal (MEKN 2001; Solar & Irwin 2007).
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Social structure and social dynamics
Cultures are fluid, changing and dynamic processes. Planning for sustainable evidence means
considering the extent to which the evidence is sensitive to the relations between groups and
individuals and in particular the social variations and differences in the population. Kinship, identity,
relations to land and power structures, history and historic trauma, racism and the response to these
dynamics all constitute a fluid dynamic that can be disturbed, ignored or harnessed. Descriptive self
identification & self positioning by all sides is necessary to discern the character and direction of the
movement in a social whole. Thus it is very important to build a flexible and reflexive social structure
into any consideration of the evidence and to articulate where possible the cultural values which
inform the mode of enquiry and ways these factors may be embedded in the evidence (MEKN 2001;
Solar & Irwin 2007).
Descriptive growth and flexibility
It is imperative to ensure that descriptions of social structure do not become ossified and static
regardless of how this might engender a feeling of security and certainty. Societies and their
component parts are not static objects they are constantly changing and therefore the relationships
which give rise to health inequities and differences are themselves also changing in terms of their
force and their salience at any given moment. The capture of the evidence needs to lend itself to that
dynamic quality. Social dynamics (that is, how social structures are changing through time) must be a
key part of the analysis (MEKN 2001; Solar & Irwin 2007).
Making bias explicit
Methodologies are cultural artefacts that define the best way to proceed towards informative analysis.
All science and all presentations of evidence are socially constructed and therefore subject to bias.
Forms of bias stemming from the focus of inquiry, particular methodologies used or from the political
value position of the writer will be more or less present in all data and evidence. The solution is to
acknowledge this fact and to seek to make the biases explicit, even if the writer has sought to conceal
their prejudices. This is an imperfect science, but is workable in two stages. The first is to describe any
political bias that is inherent in the argument, and the second is to seek to determine whether the
political biases have influenced the selection and interpretation of the evidence. This is not to imply
that there is some underlying truth free of bias which would emerge if we could eliminate the bias. It is
instead to acknowledge that biases and perspectives of many kinds inhere in scientific work (MEKN
2001; Solar & Irwin 2007).
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The most significant task in constructing a SEWB framework in a zone of health inequity is to operate
at a level where the positions informing social interaction become apparent though understanding the
nature and implications of all bias. The first level task is to be aware of these positions as far as we can
and to perceive pathways through them in our efforts to tackle the social inequities that determine
health status. A higher level approach acknowledges the significance of bias as a pathological social
condition constituted of ‘for’, ‘against’, ‘neutral’ and many other positions adopted in relation to
certain others. Regardless of the assumed or actual veracity of different positions and the validity of
contestations, it is the very sense of entitlement to assess, contest and decide for or about these ‘others’
that can be directly correlated to a causal pathway for health inequality (MEKN 2001; Solar & Irwin
2007; Moreton-Robinson 2006).

The Wicked Problem Challenge
It is a difficult task to seek to do good in a context as volatile, socially streamed and politically
determined as Aboriginal and Torres Strait Islander community issues. The political view of
Aboriginal and Torres Strait Islander changed with each change of government from Whitlam to
Howard. For example, while the politicians of each administration communicated that Aboriginal and
Torres Strait Islander Peoples were ‘‘not like us’’, this characterisation was framed differently: from
being exotic and positively different (Whitlam and Hawke/Keating administrations), to being not like
‘‘us’’ but that if ‘‘they’’ let go of ‘‘their’’ ambitions and symbols ‘‘they’’ could be (Howard
administration). Central to this observation is the reality that political views of Australian citizens do
not change with a change of Australian government (Hunter, B. 2008).
Policies for addressing Indigenous disadvantage in Australia can easily be characterised as social
exclusion policies. For example, the Overcoming Indigenous Disadvantage (OID) Framework
describes several outcomes and risk factors that capture some important aspects of the
multidimensional nature of Indigenous disadvantage. The argument is that the OID form of social
exclusion is fundamentally based on the notion of exclusion from some mainstream norm because the
OID framework does not include any Aboriginal and Torres Strait Islander -specific indicators of
cultural wellbeing. The OID framework provides an example of a narrow conception of social
wellbeing that focuses largely on economic participation. However, it is possible that the failure to
acknowledge the importance of social and cultural wellbeing directly hinders the willingness of many
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Aboriginal and Torres Strait Islander Australians to engage with the mainstream economy (Hunter, B.
2008).
Hunter (2008) argues that Indigenous policy such as the NT Intervention can be characterised as a
‘wicked problem’. Conklin (1997) presents four defining characteristics of wicked problems:
•

The problem is not understood until after a solution has been formulated;

•

Stakeholders have radically different world views and different frames for understanding the
problem;

•

Constraints and resources for solving the problem change over time;

•

The problem is never (completely) solved.

The wicked problem of Aboriginal and Torres Strait Islander Health inequity is it emerges from wellintentioned health values, policies, institutions and practices (Hunter 2008). A good example of a
wicked problem is the emergence of ‘super bugs’ in hospitals caused essentially by decades of
essential sanitation and sterilisation practice. Buchanan (1992) evaluated wicked problems and
extended the concept into the area of social and environmental sustainability to describe problems that
are;
•

Linked multidimensional problems

•

Which were embedded in the fabric of the systems in which they occur

•

Addressed by stakeholders who have conflicting interpretations of the problem – thus evidence
is contested and sometimes concealed and/or fabricated.

•

Often emerge in contexts where stakeholders have different life worlds

•

Exist in a socially embedded position which disables normative problem solving approaches.

Approaches suggested in this SEWB evaluation are;
•

Prioritise emergent context relevant information and locally situated, cultural knowledge.

•

Sustained commitment to a variety of evidence sources.

•

Address the whole of a context through systems oriented approaches

•

Dialogue; equally shared and transparent communication among all stakeholders

•

Suspension of judgement (respect)

•

Abdication of self-oriented or organisational “need” for inter-sectoral, cross-cultural and relational
“needs”.

•

Bias avoidance through methodological diversity

•

Sharing as a solution-oriented rationalism, and
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•

Seek inter-connected multi-level solutions (Sheehan 2008)
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A PROPOSED MODEL FRAMEWORK FOR SOCIAL AND EMOTIONAL
WELLBEING FOR ABORIGINAL AND TORRES STRAIT ISLANDERS.

This SEWB Framework is proposed as an instigation model. It operates through programs similar to
the family wellbeing and cultural wellbeing, cultural continuance (connection) and cultural strengths
models described above. The SEWB Framework model operates to promote awareness of and
generate enabling spaces for the growth, enhancement and continuance of the relational connections
that constitute the implicate basis of Aboriginal culture and identity. This proposed model is somewhat
vertical in that it is layered from individual to whole group instigations; it is envisaged that the model
will be adapted at any stage by participants and will unfold through participant feedback and
modification. As an instigation model it has community identified components that are the ultimate
aim of the model, which may lead to community control, autonomy and activism to seek key social
determinants such as land rights, social justice and human rights. The model also aims to inform each
community in the development of a context relevant and culturally responsive SEWB framework.
The preliminary model is a ‘bottom up’ enabling framework to inform co-operation between
community, practitioners and clinicians as co-participants and co-designers within a community level
cultural wellbeing program. This open collaboratively driven framework aims to distribute expertise
for cultural wellness across a community. The program includes elements that may relate to
counselling and behavioural practice and cultural understandings including traditional healing. The
model seeks to establish:
1. Culturally safe mental and behavioural spaces where individuals can explore their own behaviour
and relationships and experience those values that are supportive to personal growth through
developing techniques that allow individuals and groups to self assess and be supported in enacting
change.
2. Culturally safe physical and developmental healing places where the full range of behavioural,
addictive and destructive behaviours and potential clinical outcomes can be assessed and
addressed.
3. Positive and enabling connections through care based family relationships, identity reinforcing
cultural connections and positive and meaningful contributions to community life.
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4. Opportunities to engage in Aboriginal and Torres Strait Islander cultural understandings in a way
that embeds and revitalises cultural identity in individual, social and community life.
5. Autonomy, administrative control and self direction opportunities that express and reinforce group
and individual identity.
6. Free and meaningful access to historic and cultural sites in the landscape that reinforce deeper
individual and community cultural connections.
7. Responsibility for community order, wellbeing and safety that foster experiences of personal and
group mastery.
8. Cultural continuance through a community cultural life that enables others and through cultural
respect values embedded in Aboriginal and Torres Strait Islander education, health, administration,
policing and service industries.
9. Practical redress through the institution of human rights principles in governance and every day
life and the perpetual funding of independent community ownership, development and direction of
SEWB model and other health and education programs (ARG 2009).

DRAFT ABORIGINAL AND TORRES STRAIT ISLANDER SOCIAL AND EMOTIONAL
WELLBEING FRAMEWORK (INSTIGATION MODEL)
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