“They do think about health”
Health, culture and identity in Katherine
Mascha Simone Friderichs

A thesis submitted in fulfilment of the requirements for the degree of Doctor
of Philosophy
August, 2018

Menzies School of Health Research
Charles Darwin University
Darwin, Australia

Declaration
This work contains no material which has been accepted for the award of any other degree
or diploma in any university or other tertiary institution and, to the best of my knowledge
and belief, contains no material previously published or written by another person, except
where due reference has been made in the text.
I give consent to this copy of my thesis, when deposited in the University Library, being
made available for loan and photocopying online via the University’s Open Access
repository eSpace.

Mascha Friderichs

Table of Contents
List of Tables ............................................................................................................................ v
List of Figures .......................................................................................................................... vi
List of Abbreviations .............................................................................................................. vii
Abstract ................................................................................................................................. viii
Acknowledgements.................................................................................................................. x
Chapter 1: Introduction ......................................................................................................... 1
1.1 The research question ....................................................................................................... 1
1.2 Indigenous health: history and politics .............................................................................. 5
1.3 Closing the Gap and the social determinants of health ................................................... 12
1.3.1 Overview ................................................................................................................... 12
1.3.2 My approach ............................................................................................................. 16
1.4 Health systems ................................................................................................................. 19
1.4.1 Kleinman’s model and medical pluralism ................................................................. 19
1.4.2 Definitions of health and well-being......................................................................... 21
1.4.3 Causes and treatment of illness ................................................................................ 25
1.4.4 Public health ............................................................................................................. 29
1.5 Researching young women .............................................................................................. 31
1.6 Katherine .......................................................................................................................... 36
1.7 Methods ........................................................................................................................... 38
1.7.1 Participant observation............................................................................................. 40
1.7.2 Interviews.................................................................................................................. 44
1.7.3 Working with young people ...................................................................................... 46
1.7.3.1 Peer researchers ................................................................................................ 47
1.7.3.2 Scenarios ............................................................................................................ 49
1.8 Outline.............................................................................................................................. 51
Chapter 2: Being an Indigenous young woman in Katherine ................................................ 54
2.1 Katherine .......................................................................................................................... 55
2.1.1 The town ................................................................................................................... 55
2.1.2 Schools and services ................................................................................................. 57
2.1.3 Katherine’s Aboriginal population: a history ............................................................ 62
i

2.2 The young women ........................................................................................................... 64
2.3 Identity ............................................................................................................................. 70
2.3.1 “I’m mixed, as they say”: Identifying as Indigenous ................................................. 70
2.3.2 Language groups, skin names, and kinship ............................................................... 75
2.4 Culture: two stories.......................................................................................................... 82
2.5 Losing culture ................................................................................................................... 87
2.6 Culture and identity ......................................................................................................... 91
2.7 Language .......................................................................................................................... 95
2.8 Conclusion ........................................................................................................................ 98
Chapter 3: Health: definitions and responsibility ............................................................ 100
Introduction ......................................................................................................................... 100
3.1 “Mental and spiritual and physical well-being all combined together”: The Aboriginal
definition of health .............................................................................................................. 102
3.2 Health promotion........................................................................................................... 106
3.3 Talking about health ...................................................................................................... 115
3.3.1 A narrow definition ................................................................................................. 115
3.3.2 Broader definitions ................................................................................................. 119
3.4 The importance of health .............................................................................................. 126
3.5 Controlling health .......................................................................................................... 131
3.6 Health as a moral duty ................................................................................................... 140
Conclusion ............................................................................................................................ 149
Chapter 4: Health Care......................................................................................................... 152
Introduction ......................................................................................................................... 152
4.1 Scenario: Angel’s pregnancy .......................................................................................... 155
4.2 Seeking formal health care ............................................................................................ 157
4.3 Choosing between health care services......................................................................... 166
4.4 The value of Aboriginal Medical Services ...................................................................... 173
4.5 Aboriginal Health Practitioners ...................................................................................... 180
4.5.1 History of Aboriginal Health Practitioners .............................................................. 180
4.5.2 Young women’s perspectives on Aboriginal Health Practitioners .......................... 183
4.6 Confidentiality in sexual and reproductive health care ................................................. 186
4.7 Using Western pharmaceuticals .................................................................................... 192
Conclusion ............................................................................................................................ 198
Chapter 5: Bush medicine and traditional healing .............................................................. 202
ii

Introduction ......................................................................................................................... 202
5.1 Stolen Generation Healing Camp ................................................................................... 203
5.2 “All I can say is never mess around with that”: Illness and causation ........................... 206
5.3 A traditional healer in the hospital ................................................................................ 213
5.4 Young women and traditional healing ........................................................................... 219
5.5 Making bush medicine ................................................................................................... 223
5.6 Young women and bush medicine ................................................................................. 228
5.7 Health systems and culture ........................................................................................... 237
5.8 Traditional medicine: health or culture? ....................................................................... 243
Conclusion ............................................................................................................................ 248
Chapter 6: Services, policy, and the social determinants of Indigenous health .................. 251
Introduction ......................................................................................................................... 251
6.1 Health services for everyone ......................................................................................... 254
6.2 Social services for everyone ........................................................................................... 259
6.3 Culturally appropriate services ...................................................................................... 265
6.3.1 Cultural awareness courses .................................................................................... 266
6.3.2 “We do what we do”: the extent that culture is used in service providers’ work . 271
6.4 Education ....................................................................................................................... 275
6.5 Employment ................................................................................................................... 281
6.6 Racism ............................................................................................................................ 289
6.7 History and governance ................................................................................................. 293
Conclusion ............................................................................................................................ 299
Chapter 7: Conclusion .......................................................................................................... 302
7.1 Individual health beliefs ................................................................................................. 302
7.2 Health care systems ....................................................................................................... 306
7.3 Culture, identity, and health .......................................................................................... 310
7.4 Health policy and the social determinants of health ..................................................... 316
7.5 Research with Indigenous young women ...................................................................... 319
7.6 Identities in the town context of Katherine ................................................................... 322
7.7 Recommendations for future research.......................................................................... 324
7.8 Towards a healthier future ............................................................................................ 327
References ........................................................................................................................... 331
Appendix A: Interview guide Indigenous young women ..................................................... 368
Appendix B: Interview guide service providers ................................................................... 372
iii

Appendix C: Scenario - Healthcare and domestic violence ................................................. 375
Appendix D: Scenario – Drinking alcohol ............................................................................. 376
Appendix E: Scenario – Ice ................................................................................................... 377
Appendix F: Moieties and subsections in Katherine ............................................................ 378
Appendix G: “I’m not going to be a statistic”: Carmen’s story ............................................ 380

iv

List of Tables
Table 1.1 Description of the 12 main informants

45

Table 1.2 Overview of the service providers interviewed

45

Table F.1 Skin names and moieties

379

v

List of Figures
Figure 2.1 Map of Katherine

55

Figure 2.2 Map of the wider Katherine region

56

Figure 2.3 My final Girls Program at the YMCA

62

Figure 3.1 Banner for the Rainbow Run painted by the girls

110

Figure 3.2 Individual paintings made by the girls along the route of the Rainbow Run

110

Figure 3.3 The Rainbow Run advertisement (YMCA)

112

Figure 3.4 The Rainbow Run

112

Figure 3.5 Washing hands was an important part of the “healthy routine” of playgroups 114
Figure 5.1 Making bush medicine

224

Figure 5.2 Bush medicine made at the workshop and in a container as it is sold

227

Figure F.2 Mothers and children, and possible marriages

379

vi

List of Abbreviations
ACCHO

Aboriginal Community Controlled Health Organisation

CAM

Complementary and Alternative Medicine

CDEP

Community Development Employment Projects

CHAIN

Community Helping Action and Information Network

GP

General Practitioner

IAS

Indigenous Advancement Strategy

KSPN

Katherine Suicide Prevention Network

NAIDOC

National Aborigines and Islanders Day Observance Committee

NT

Northern Territory

OTC

Over-the-counter

WHO

World Health Organisation

vii

Abstract
This thesis describes the myriad of ways in which Indigenous young women in Katherine
think about health and engage with the health system.
Indigenous health is an important topic for the Australian government, which is trying to
improve it through policies such as Closing the Gap. Health and social services also strive
towards this goal. Service providers and government policies create certain constructions
of what Indigenous health is. How Indigenous people themselves understand and negotiate
health is less well-known. This thesis examines this question with a particular focus on
Indigenous young women in Katherine.
I conducted one year of ethnographic fieldwork in Katherine. This included semi-structured
interviews with Indigenous young women and service providers, and participant
observation at two social services. I worked with two Indigenous young women as peer
researchers, and an older woman, who is a traditional healer, as a key informant.
The young women expressed the standard health messages which focus on health as a
behaviour and an individual responsibility. Concurrently, they also expressed broader
conceptualisations of health. When seeking formal health care, the young women mainly
attended the Aboriginal Community Controlled Health Organisation, which they perceived
as delivering biomedical care. Traditional medicine was still prevalent, though showing
changes in practice and in its ascribed meanings. It was part of the “culture” as well as the
“health” domain.

viii

Comparing Indigenous and non-Indigenous outcomes on social determinants of health and
emphasising Indigenous disadvantage was shown to have negative consequences for how
young Indigenous women experience their identities.
To fully understand and to be able to respond effectively to the health challenges that
these young women face, service providers and governments need to be able to look past
the binary of Indigenous versus non-Indigenous, and understand the full complexity of the
beliefs and experiences of these young women.
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Chapter 1: Introduction
1.1 The research question
When I was seventeen, I fell pregnant and I carried her for about, for about
nineteen weeks, and in the middle of the night my water had broken. And when I
went to the hospital to find out what it was, they told me that it was actually, you
know my water had broken, when I got an ultra-sound the, inside the womb she
was getting squashed basically, because there was no water around it to support
her. So they basically said that there’s, you know, pretty much a hundred per cent
chance that if you do have her that she’s gonna be disabled, and there’s seventy
per cent chance that she won’t make it. So they said that the best thing to do was
to, terminate the pregnancy. So, that’s what we decided to do. It was a really hard
decision to make, you know. To see your child suffering, there’s nothing worse than
that. So, when I was twenty, twenty weeks and five days, I went up to Royal Darwin
Hospital and got induced, and I was in labour for eighteen and a half hours, and
gave birth to her at 7:28 in the morning! And we named her Angel. That was, three
years ago, last month. So, yeah, we’ve been pretty, we’ve been pretty good to tell
you the truth. It doesn’t get easier but you get, find better ways to deal with it. But
yeah, hopefully, in the next couple of years we’ll try again. Fingers crossed!
(Michelle, 21 years old)
This interview excerpt shows a young Indigenous woman from Katherine deliberating on a
profoundly difficult life decision.1 The baby was very much wanted, and yet the survival

1

I use the terms ‘Indigenous’ and ‘Aboriginal’ interchangeably to indicate Australian Aboriginal and
Torres Strait Islander people. People in Katherine also used the terms interchangeably. I use the
term ‘indigenous’, starting with a lowercase ‘i’, when referring to indigenous people globally.
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chance was low, the disability of the child almost definite. There is a silver lining, and hope
in this opening quotation. The interview took place in 2015; now, in 2018, Michelle and her
partner are the proud parents of a beautiful and healthy baby boy. It is their story, this
opening narrative, which converges with so much of the academic literature pertaining to
health, Indigeneity, policy making and identity in contemporary Katherine.
Teenage pregnancy is one area where research findings do not always reflect young
women’s own experiences. This is especially pertinent for Indigenous young women, as
teenage pregnancy is more common among them than among their non-Indigenous
counterparts. It is a significant discrepancy. Nationally, in 2015, the total fertility rate for
Indigenous young women who were 15-19 years old was nearly 5 times as high as the
national fertility rate for all women of the same age, and for those aged 20-24 it was over
2.5 times as high (Australian Indigenous HealthInfoNet, 2017, p. 7). Indigenous teenage
pregnancy is often identified as an area of concern by other people, such as mothers of
young girls (I. Anderson, Baum, & Bentley, 2007, p. 9) or community members more widely
(Wild & Anderson, 2007, pp. 65-66). This is not limited to Australia. Huttlinger (1988)
identified how in the US, pregnant girls from a variety of ethnic backgrounds experienced
social stigma and negative reactions from parents, peers, and health care professionals. A
study focusing on Latino/a youth in the US explored socio-cultural factors of pregnancy
among adolescents with the aim of aiding the prevention of it (Aparicio, Vanidestine, Zhou,
& Pecukonis, 2016). These negative attitudes concern young women more than young
men. Since having conceived a baby is not visible for young men, they do not experience
the social stigma of teenage pregnancy in a similar way (Aparicio et al., 2016). Furthermore,
there are gender differences in standards around sexual behaviour, again disadvantaging
young women (Aparicio et al., 2016; Huttlinger, 1988).

2

A different approach is that by Lawton et al. (2013), who describe that rather than framing
teenage pregnancy as problematic in itself, they consider the poorer health outcomes of
young Maori mothers and their children compared to non-Maori as the issue at stake, and
advocate to “expand our understanding, beyond negative stereotypes, of the lived realities
of young Maori women becoming pregnant, having their babies and becoming mothers” (p.
250). Also from a more positive standpoint, Burbank, Senior, and McMullen (2015),
although acknowledging concerns around early pregnancy, argue that in the remote
Aboriginal communities where they conducted research, “early childbearing may be a
sensible strategy” (p. 243). They employed a life history perspective to explain that early
reproduction is common in insecure and unpredictable environments, as the communities
can easily be characterised due to high rates of premature death and illness, violence and
substance abuse, as well as poverty and marginalisation. However, this is a theoretical
point of view rather than a consideration of teenagers’ decisions made at a conscious level.
A study that did examine these decisions found that young Indigenous women may opt for
early pregnancy as a tactic to become an adult, get married, and have an independent
income (Senior & Chenhall, 2008). Even if unplanned, teenage pregnancies can also
contribute to girls taking responsibility and improving their lives (Larkins et al., 2011).2
However, literature taking this more positive approach is still lacking in an explanation as to
the emotional feelings about falling pregnant. Huttlinger’s (1988) thesis, set in the US 30
years ago, is a good example of an ethnography which describes the lived experiences of
pregnant teenage girls. This study also showed how the girls’ experiences and behaviour
was influenced by the presence or absence, and the actions, of the father of the child, thus

2

On the other hand, pregnant teenage girls may also experience an increased dependency on
others. Several girls in Huttlinger’s (1988) study had part-time jobs before their pregnancy; they lost
this independent income when they became unable to work. Additionally, a common experience
among them was that adults started treated them as children once they became pregnant, making
decisions for them instead of letting them have the increased opportunity to make their own
decisions that they had started to experience during adolescence.
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showing the importance of including their feelings and behaviour. Most other literature is
strong in discussing the lifestyle choices and health choices, but it lacks the actual feelings
of how a young Indigenous mother feels about her baby. The ramifications of such a
discussion are large, raising questions about young women who actively choose to have a
baby at a young age, who are already in a stable relationship and to some extent
economically independent, and whose focus is on the baby rather than on the
consequences for their own lives. It is clear that much of the literature fails to capture the
emotions of Michelle’s everyday lived experience.
Indigenous people get talked about a lot. Professional and non-professional opinions about
Aboriginal health abound among service providers, the government, and the general
public. Even Indigenous people talk about “Indigenous people”, spurred on by the rhetoric
of politicians, advocacy groups and public health decision makers. Indeed, such is the
abundance of new research that claims have emerged about Aboriginal people being overresearched, joining the many other well-researched but still deeply disadvantaged minority
population groups (Bainbridge et al., 2015; Smith, 2012, pp. 22, 33). Philippe Bourgois
(2003, p. 16), for example, studying the Puerto Rican drug world in East Harlem, New York,
quoted Lewis as saying that Puerto Ricans are “the most researched but least understood
people in the United States.” The second part of his statement resonates with Aboriginal
people equally. Comments about “research with Aboriginal people” imply that Aboriginal
people are one group. Nonetheless, research findings for one group of Aboriginal people
might not be applicable to another group. Differences exist between people from various
geographical locations, people living in urbanised and remote areas, men and women, and
between older and younger people. A lack of understanding of lived experiences is
especially relevant when looking at young people. Much research on Indigenous health has
focused on adults or the population as a whole, and attention is often given to what adults
see as social or health problems for young people, rather than what the young people
4

themselves view as important (Senior, 2003, Chapter 5; Tonkinson, 2011, pp. 215, 223234). As Michelle’s story illustrates, there is often a gap between what is known about a
certain topic by researchers, service providers, and community members, and the actual
experiences and views of the people who live these events. Despite an abundance of
research into Aboriginal health, how Aboriginal youth themselves make sense of it in their
everyday lives is less well-known and understood.
My research focuses specifically on young women living in the town of Katherine in the
Northern Territory (NT) who self-identify as Indigenous. I examine how they think about
health and experience it in their everyday lives. I look at their interactions with the health
system and social services, including the views of service providers, and connect their
experiences with national policies about Indigenous health. Theories about the social
determinants of health and about health systems are used to frame my findings.
This chapter discusses the theory and methods used in this thesis. It starts with an
overview of the history and politics of Indigenous health. This is followed by a discussion of
the Closing the Gap policy, including how I approached it during my research. The next
section describes health systems, and involves an explanation of definitions of health and
well-being, causes and treatment of sickness, and public health. The following two parts
discuss issues pertaining to young Indigenous women and to research within a town
context. The final part of this chapter discusses the methods used in this study.

1.2 Indigenous health: history and politics
Indigenous health is high on the agenda for the Australian government. Government
policies and reports generally focus on statistics that show the poor health of Aboriginal
people as compared to the general population (Australian Government, 2013; Department
5

of the Prime Minister and Cabinet, 2018a; Steering Committee for the Review of
Government Service Provision (SCRGSP), 2014). In the NT, life expectancy is much lower for
Indigenous people than for non-Indigenous people, and hospitalisation, morbidity and
mortality rates are higher (Georges et al., 2017; Tay, Li, & Guthridge, 2013; Zhao, You,
Wright, Guthridge, & Lee, 2013). According to Pholi, Black, and Richards (2009, p. 2),
“Indigenous disadvantage has been evident for quite some time in Australia—
approximately 220 years.” In other words, the state of Aboriginal health today can only be
understood in view of the history of colonisation of Australia, the history of research and
policies related to Indigenous health and the broader policies and practices regarding
Aboriginal people (J. Mitchell, 2007).
Although it is clear that Indigenous health was influenced significantly by colonisation,
there is limited empirical evidence to support any definite conclusions about pre-colonial
health (S. Saggers & Gray, 1991a, pp. 34-39).3 Beliefs about pre-colonial health are often a
reflection of general beliefs held at a certain point in time. Before the 1960s, the accepted
view was that hunter-gatherers such as Australian Aborigines were unhealthy and lived a
hard life in constant poverty and scarcity, with hardly any leisure time (S. Saggers & Gray,
1991a, p. 19). Marshall Sahlins (1974, Chapter 1), labelling hunter-gatherers “the original
affluent society”, explained how the negative views of hunter-gatherers reflected ideas
about economy in our own culture, which is based on infinite needs and wants, the
creation of scarcity, and aimed at growth. Similarly, Nurse and Jenkins (1977) described
how people in agricultural societies demanded more than hunter-gatherers and therefore
felt less satisfied. From the 1960s, with the rise of the view of the ‘noble savage’, the
common belief shifted to thinking that the hunter-gatherer lifestyle was relatively healthy
3

Additionally, overarching conclusions are difficult to draw because of differences in the
environments that various hunter-gatherer groups lived in. Differences in ecosystem, diet,
population density, mobility, climate, availability of food and water, and seasonal variability in all
these factors, resulted in regional differences in health (S. Saggers & Gray, 1991a; Webb, 1995).
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(S. Saggers & Gray, 1991a, p. 19; Sahlins, 1974). Basing some of his conclusions on
Aboriginal people in Arnhem Land (NT), Sahlins (1974) argued that hunter-gatherers spent
less time on work than their counterparts in different types of societies, having more time
for sleep and leisure. It is now generally understood that Indigenous health in pre-colonial
times was relatively good, both in comparison to other populations in the late 18th century,
and compared to the current state of Indigenous health (J. Mitchell, 2007; S. Saggers &
Gray, 1991b).
To the extent that empirical evidence about the health of Aboriginal people before
colonisation is available, it shows a range of pathologies, including arthritis, bone fractures,
infections, dental problems, anaemia, treponemal disease, trachoma, neoplastic disease,
congenital malformations, , and hepatitis B (J. Mitchell, 2007; S. Saggers & Gray, 1991a;
Webb, 1995). Although the energy required to gather food and the nutritional value of the
food itself prevented diseases that are currently prevalent due to obesity and lack of
exercise (K. O'Dea, 1983), it was physically straining and repetitive, leading to its own
health consequences. The probable low frequency of chronic disease might partly be a
result of low life expectancy (S. Saggers & Gray, 1991a). Nonetheless, it is clear that
colonisation was devastating to the Indigenous population. Diseases such as smallpox,
tuberculosis, measles, whooping cough, and venereal infections, in addition to settler
violence, killed many Aboriginal people, displaced many who survived, and irreducibly
disrupted and transformed their way of life (J. Mitchell, 2007; S. Saggers & Gray, 1991a).
The consequences are ongoing with the high prevalences of new diseases such as diabetes,
heart disease, and cancer, as well as the introduction of alcohol and other drugs (I.
Anderson et al., 2007, p. 28; Maher, 1999, p. 231; Reid, 1983, pp. 146-150; Senior, 2003,
pp. 146-149).

7

Like ideas about pre-colonial health, different views about Indigenous people in general,
about their current health, and about how they should live their lives, were held by the
colonisers over time. Until the 1930s, the common idea was the “doomed race theory”.
This Darwinist theory viewed the Indigenous “race” as less evolved than Europeans, and
Indigenous people were seen as unable to survive the diseases and changes in life
circumstances brought about by colonisation (J. Mitchell, 2007; Thomas, 2004, pp. 23-27;
56). It was accepted that extinction was a normal and inevitable part of survival of the
fittest. Many Indigenous Australians were displaced from their lands and moved to
missions, government reserves, and cattle stations (J. Mitchell, 2007, pp. 45-50; S. Saggers
& Gray, 1991b, p. 385). Under the guise of protection, governments and missionaries
determined Aboriginal people’s way of life. There was limited health care available for
Aboriginal people and where it was available it was often inadequate and ineffective (J.
Mitchell, 2007, pp. 50-51; S. Saggers & Gray, 1991b, p. 388). Aboriginal people were
regularly refused by the mainstream health care system, and “health care” was sometimes
provided to protect settlers from contagious diseases, by forcing Aboriginal people to
examinations and isolation, rather than for the benefit of Aboriginal people themselves (S.
Saggers & Gray, 1991b, p. 386). Providing adequate health care to Indigenous people was
not a priority for the government.
From the 1920s and 1930s, it became clear that Aboriginal people were not dying out, and
the period of assimilation started (S. Saggers & Gray, 1991b, pp. 387-389), becoming the
core policy concern during the 1950s to 1970s. With a focus on equality, the goal of this
policy was to absorb Aboriginal people into mainstream society. This was also the period of
the Stolen Generations, when Aboriginal children, of mixed descent in particular, were
taken from their families and placed in government institutions or with non-Aboriginal
families (A. Gray, Trompf, & Houston, 1991, pp. 93-98; National Inquiry into the Separation
of Aboriginal and Torres Strait Islander Children from their Families (Australia), 1997).
8

In the period 1950 to 1970, concerns about Indigenous ill-health grew (J. Mitchell, 2007, p.
55). Statistical research was used to show inequalities between Indigenous and nonIndigenous Australians and the poor health status of Indigenous people, which included
high infant mortality and many infections due to poor nutrition, unclean drinking water,
and inadequate housing, was often compared to health status in Third World countries (J.
Mitchell, 2007, p. 55). There was a growing recognition that Indigenous ill-health was not
only an effect of racial policies which contributed to their poor living conditions, but that it
was also used to rationalise racial segregation. For example, unscientific notions of health
and hygiene were used to exclude Indigenous children from the use of public swimming
pools (J. Mitchell, 2007, p. 57). By the 1970s, the poor state of Aboriginal health was wellknown throughout the country (S. Saggers & Gray, 1991a).
From the late 1960s, a policy shift from assimilation to self-determination took place. This
signified a shift from equal rights to Aboriginal rights (J. Mitchell, 2007, p. 60), with an
increasing focus on land rights and cultural survival. The original Constitution from 1901
contained two racist clauses pertaining specifically to Indigenous people (I. Anderson, 2007,
pp. 238-239), namely that the Commonwealth had no power to legislate in relation to
Indigenous people and that Indigenous people were not counted in the Census. After the
Referendum in 1967, these two clauses were removed from the Constitution (I. Anderson,
2007, p. 241), which led to a shift in power to legislate in relation to Indigenous people
from the states and territories to the Commonwealth. From 1968, the Commonwealth
started financing Indigenous programs in health and education. In 1976, they passed the
Aboriginal Land Rights (Northern Territory) Act 1976. It has been pointed out however, that
although the 1967 Referendum is generally understood as a positive and anti-racist
development, it has given the Commonwealth power which they can use for Indigenous
people’s benefit or detriment, and that to some extent the Commonwealth already had
some of these powers (Rowse, 2010).
9

Around the same time, Aboriginal people became increasingly aware of their position in
society, while there was also increasing awareness by non-Indigenous people, as well as a
growing international concern about the effects of colonialism and racism (S. Saggers &
Gray, 1991b, p. 389). Protest movements, both non-Indigenous-dominated and Indigenousonly, arose and focused on addressing racist injustice, poverty and colonial attitudes. The
Gurindji walk-off in the 1960s, the Freedom Rides in New South Wales in 1965, the
Aboriginal Tent Embassy which was erected in Canberra in 1972, and the well celebrated
Barunga statement and bark protest, are all examples of protest and reconciliation on a
global stage, and of Aboriginal people fighting for autonomy over their identity and culture
(Curthoys, 2002; Foley, Schaap, & Howell, 2014; Hardy, 1968; J. Mitchell, 2007). Healthcare
was and is part of this fight.
Opened in 1971, the first Aboriginal Community Controlled Health Organisation (ACCHO) in
Redfern laid the foundation for a healthcare system attuned to Indigenous Australians.4
Affected by racism and poverty, many Indigenous people were inhibited from accessing
mainstream health services (Marles, Frame, & Royce, 2012; S. Saggers & Gray, 1991b).5 The
ACCHO offered Aboriginal people a health service that was free and accessible; qualities
which are still contemporary concerns. Currently, there are more than 140 ACCHOs across
Australia, which are all represented by the National Aboriginal Community Controlled
Health Organisation (NACCHO, 2015-2016). In the NT, about half of the primary health care
visits of Aboriginal people are at ACCHOs. The rise of ACCHOs and their principles predates
many government initiatives in Aboriginal health (Phillips, 2015, pp. 12-15). They were
4

ACCHOs are a type of Aboriginal Medical Service. An Aboriginal Medical Service is “a health service
funded principally to provide services to Aboriginal and Torres Strait Islander individuals” (NACCHO,
2018). They are not necessarily community-controlled. All ACCHOs are Aboriginal Medical Services,
but the reverse is not always true.
5

The right of Indigenous people globally to control their own health services has been re-affirmed in
Article 23 of the United Nations Declaration on the Rights of Indigenous Peoples (United Nations
General Assembly, 2007). The 1978 Alma Ata Declaration also recommended community
involvement in primary health care services.
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initiated by the Aboriginal community independent from government initiative and at first
also without government support.6 They did, however, receive support from the wider
community, in the form of funds as well as labour from non-Indigenous health
professionals (S. Saggers & Gray, 1991a, p. 148).
Many health policies have since been implemented to improve the health of Indigenous
people. In 1973, the Ten Year Plan was implemented with the aim of bringing the level of
health of the Indigenous population to that of the non-Indigenous population (S. Saggers &
Gray, 1991a, p. 134). Although this policy did not look at social and environmental causes
of health, recognition and recommendations regarding these causes slowly emerged, albeit
with minimal follow up action (S. Saggers & Gray, 1991a, p. 136). The National Aboriginal
Health Strategy was published in 1989 (National Aboriginal Health Strategy Working Party,
1989); this was the first time that a national health policy was constructed by the
commonwealth,

state,

and

territory

governments,

and

Indigenous

community

representatives together (S. Saggers & Gray, 1991b, pp. 409-412). There was, however,
little funding available and there were limitations to achieve the structural changes that
were believed to be necessary to improve Aboriginal health.7
Health care for Aboriginal people improved from 1970 to 1990, but health problems
persisted. Despite the fact that self-determination has been noted as having a positive
effect on Indigenous health (Calma, 2008), some scholars, health specialists, and public
intellectuals blame self-determination for the lack of progress in Indigenous health,
overlooking the influence of poverty and the social determinants of health (see Kowal,

6

The ACCHO in Redfern had operated for a year before they started receiving government support.
Central Australian Aboriginal Congress, which opened in 1973, received funding from the
Commonwealth Department of Aboriginal Affairs from the start (S. Saggers & Gray, 1991a, p. 148).
7

For example, although granting of land rights in the NT was expected to give Indigenous people
more independence, it excludes pastoral leases and is therefore limited in scope (S. Saggers & Gray,
1991b, p. 412).
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2008). In the 2000s, self-determination started diminishing in importance. There was a shift
to focus on equality rather than difference. In 2007, after the release of the Little Children
are Sacred report (Wild & Anderson, 2007) which investigated sexual abuse of Aboriginal
children in NT communities, the Northern Territory Emergency Response Intervention
(from here on called: The Intervention) was implemented. The Intervention was planned to
last five years, with a goal to “stabilise, normalise, and exit” (Altman & Hinkson, 2007, p. 2)
the 73 involved communities. In 2012 it was rebranded as Stronger Futures in the Northern
Territory and many Intervention measures were continued, with a commitment made for
ten years, until 2022 (Altman & Russell, 2012).

1.3 Closing the Gap and the social determinants of health
1.3.1 Overview
The current government policy to address Indigenous poor health is Closing the Gap. With
the Closing the Gap policy, introduced in 2008, the Australian Government has committed
itself to closing the gap in six target areas of Indigenous disadvantage, focusing on health,
education, and employment (Department of Families Housing Community Services and
Indigenous Affairs, 2009, p. 5).8 The first of these targets, which most directly measures
health outcomes and is therefore the most related to this study, is to close the life
expectancy gap, which is approximately 17 years, within a generation. On the local level,
Closing the Gap has been taken on by the Department of Health of the Northern Territory
Government, it is given priority in the Katherine Regional Plan 2010-2012, and its

8

The six goals pertain to life expectancy, mortality rates for children under five, access to early
childhood education in remote communities, reading, writing and numeracy achievements for
children, Year 12 attainment, and employment outcomes (Department of Families Housing
Community Services and Indigenous Affairs, 2009, p. 5).
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importance has been recognised by the Aboriginal health service in Katherine, WurliWurlinjang (Department of Health, 2013, p. 8; Department of Health and Families, 2010, p.
6; Wurli-Wurlinjang Health Service, 2018b).
The Closing the Gap agenda recognises the social determinants of health as important
factors in addressing health inequalities (Department of Families Housing Community
Services and Indigenous Affairs, 2012, p. 69; 2013, p. 67). The social determinants approach
states that health at the population level follows a social gradient: Higher outcomes on
social and economic factors are correlated with better health (Marmot, 2006, 2011).
Differences in socioeconomic status, education, employment, housing, social capital, and
other factors contribute to differences in health outcomes within populations. Racism and
discrimination have also been shown to exert a significant influence on people’s health
(Nazroo & Williams, 2006). The social determinants education and employment are Closing
the Gap targets in itself. Whether as goals in itself, or to assist in improving health, the
government aims to improve outcomes on these issues. Zhao et al. (2013) estimate that in
the NT, socio-economic differences account for one third to one quarter of the difference
in health status between Indigenous and non-Indigenous people. Worldwide, structural
determinants such as national wealth, income inequality, and education, have been found
to exert a significant effect on adolescent health (Viner et al., 2012).
When applying a social determinants of health perspective to the health of Australian
Indigenous people, a few issues need to be taken into account. Firstly, the underlying
assumption is that the social determinants of health are universal, and that improvements
in education, employment and income affect health in a similar way in Indigenous and nonIndigenous populations (Shepherd, Li, & Zubrick, 2012). However, it has been shown that
indicators of social status may have different meanings among Australian Indigenous
people (Chenhall & Senior, 2018; Shepherd et al., 2012). The majority of research on social

13

determinants of health has taken place in the United Kingdom, other European countries,
and the United States (Marmot & Wilkinson, 2006). It is not automatically applicable to
other populations. Secondly, there are social and structural factors that specifically
influence the Indigenous population (Calma, 2008; B. Carson, T. Dunbar, R. Chenhall, & R.
Bailie, 2007a; Nazroo & Williams, 2006). These include the history of colonisation,
dispossession, marginalisation and racism, and “country”.9 Finally, Indigenous Australians
are not a homogenous group, so differences may exist between various groups and
communities. As a result, it is necessary to look at the way people in a particular
environment engage with and ascribe meaning to the social determinants of health
(Chenhall & Senior, 2018).
Another critique on the social determinants of health approach has been provided by Duff
(2014), who argues that social determinants research incorrectly conflates correlation and
causality. According to him, it is nearly impossible to show exact causal relationships
between the determinants and specific health outcomes in specific times and places. Duff
(2014, pp. 4-5) calls the separation of determinants and health a construct of
epidemiological research, arguing that rather than conceptualising the social determinants
as distal, structural, and discrete they should be understood as part of local assemblages of
health. An ethnographic study in Ngukurr has shown how social determinants such as
employment and education, as well as alcohol and soft drink consumption, form part of
local health assemblages in specific ways (Chenhall & Senior, 2018). Compared to the
epidemiological approach, this can provide better directions for policy measures, especially
as the interactions between determinants and potential unintended consequences are
mapped out. For example, increased and improved housing, which addresses the health
9

See Burgess and Morrison (2007) for a discussion on Indigenous attachment to country and how
this relates to health. The importance of land for well-being is common among indigenous
populations across the world, such as indigenous Canadians (Adelson, 2010; Kant, Vertinsky, Zheng,
& Smith, 2014).
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consequences of overcrowding and poor quality houses, can change social relationships in
a way that has negative effects (Chenhall & Senior, 2018).
A specific way of showing how the social determinants influence Indigenous health on a
biological level has been shown by Burbank (2011). She argues that many of the diseases
Indigenous people suffer from are associated with a constantly activated stress system and
that this stress response is linked with the relatively new identity of “Indigenous person”
vis-à-vis “non-Indigenous person” (Burbank, 2011, pp. 5, 10-11, 78). Lower outcomes on
education and employment, relative poverty, marginalisation, and little power to define
their own identity results in Indigenous people experiencing their identity negatively. By
experiencing their identity in a stressful way, ethnicity becomes linked to ill-health. The
other side of the coin is that when people are proud of their culture, identity can be a
positive force (Burbank, 2011, p. 119).
The concept of the social determinants of health, although sometimes posited as a new
idea, is far from new in reality. Philips (2015, p. 14) calls it part of “a paradigm for
Aboriginal health” (emphasis in original), arguing that ACCHOs in the 1970s were already
engaging with this concept when mainstream health services were not. The World Health
Organisation (WHO) has started giving the concept particular attention over the last
decade, recognising that the provision of health services alone is insufficient to alleviate
current health problems and inequalities (Blas & Kurup, 2010, p. 4). Yet, the social
determinants have been recognised in biomedicine in the past. Early biomedical
practitioners were often concerned with social and structural factors influencing health. For
example, as early as the 1840s the German physician Rudolph Virchow (1821-1902) has
been quoted as saying: “The improvement of medicine would eventually prolong human
life, but improvement of social conditions could achieve this result even more rapidly and
successfully” (Singer & Baer, 1995, p. 21). Virchow concerned himself with investigating
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inequalities in the delivery of medical care, such as doctors’ refusal to treat poor people
and linguistic differences between doctors and patients from minority groups which
influences the quality of care (Singer & Baer, 1995, pp. 19-20). Virchow advocated for
better health services as well as improved employment and housing to enhance people’s
health. Over time, however:
it became clear to increasing numbers of physicians that the complete
professionalization of medicine could come only when they developed an ideology
and a practice that was consistent with the ideas and interests of socially and
politically dominant groups in society. (Brown, 1979, p. 71)
Diseases came to be seen as solely biologically caused without any influence from power
relations in society, and hence as a problem only of the individual, rather than having a
political dimension (Singer & Baer, 1995, p. 27). Section 1.2 has shown that politics and
social inequality have always influenced Indigenous health in Australia. The current focus
on social determinants of health is better placed to address health inequities arising from
inequities in broader social areas, yet, questions around which social determinants to
address and how, to what extent power inequalities are addressed, and where
responsibility for health ultimately lies, remain.

1.3.2 My approach
At the start of my research, I accepted the Closing the Gap policy uncritically. When I was
writing my research proposal and thinking about what my research could contribute, it
seemed like a logical way to explain its significance: “There is a gap between Indigenous
and non-Indigenous health, which needs to be addressed, and my research is important
because it addresses this disparity.” At the Menzies School of Health Research, from where
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this research originates, the validity of Closing the Gap seemed unquestioned.10 Closing the
Gap also enjoys support from a wide range of significant organisations, including
Indigenous organisations such as the National Aboriginal and Torres Strait Islander Health
Workers' Association, the National Aboriginal Community Controlled Health Organisation,
the NSW Aboriginal Land Council, and the Lowitja Institute, as well as national health
organisations that are not Indigenous-specific including the Australian Medical Association,
Beyondblue, and the Public Health Association of Australia (Australian Human Rights
Commission, 2019). I intended to explore local experiences of and views on the social
determinants of health, including ideas regarding the dilemma of social improvement that
a focus on gaps provokes (Kowal, 2008), rather than examining the Closing the Gap policy
in itself. The inclusion of an analysis of this policy shows the iterative nature of the research
(Grbich, 2007, pp. 20-22). When I started my fieldwork, I found that service providers in
Katherine responded negatively to my questions about Closing the Gap, with typical
responses including:
“I haven’t heard of that.” (Caroline)
“Oh, that’s not a very good point for me. It doesn’t work.” (Anya)
“So Closing the Gap, Stronger Futures, hasn’t really worked. It’s just, it’s doing
nothing, I think it’s just a big shamble. And it’s changed nothing.” (Brad)
“The catch cry is Close the Gap.” (Gemma)
“They’re using Closing the Gap as an opportunity to take kids away.” (Anya)

10

Although I have since found out that some individual researchers at Menzies were critical of it, at
the time it was rarely discussed.
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These responses took me by surprise and made me realise that I needed to employ a more
critical perspective. I started considering how Closing the Gap influenced my research
setting and investigating informants’ perspectives on it.
Another key development during my research, which is also related to Closing the Gap, was
that although I focused on health, issues of identity kept emerging. I realised that
Indigenous and non-Indigenous are not the straightforward categories that Closing the Gap
makes them out to be. Who counts as Indigenous has changed and been contested over
time, and is still a contemporary area for debate (Carlson, 2016). In addition, when service
providers talk about “Indigenous health”, they do not just express objective findings about
health; rather they make powerful commentary on their concept of Indigeneity (Saethre,
2009).11 Similarly, dividing people into Indigenous and non-Indigenous for purposes of
health statistics constructs Indigeneity in a certain way (Kowal, 2008). In this thesis, I ask
how young Indigenous women themselves view health in general, and their own health in
particular. Through exploring how young Indigenous women experience and negotiate
their Indigenous identities in relation to discourses around health and health care, and how
their day-to-day experiences of the social determinants of health contribute to their
understanding of the categories Indigenous and non-Indigenous, the perspective that
counts is highlighted: their perspective.
During my research, when I explained that I was looking at young Indigenous people’s ideas
about health and services, many people responded positively. A typical reaction from
service providers was: “That’s great, we need to know how to get more Aboriginal youth to
our services.” Comments like this never sat easy with me. Talking with other nonIndigenous people about Indigenous people strengthens connections between non-

11

It is important to take this into account as negatively experiencing one’s own identity can have
adverse effects on health (Burbank, 2011).
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Indigenous people, while reinforcing boundaries between the two identities (Cowlishaw,
2004, pp. 93, 98; Lea, 2008, pp. 84, 213; Saethre, 2009). Furthermore, I was aware that
historically anthropologists have been involved in the promotion of biomedicine among
colonised people and the risk of “biomedical co-optation of medical anthropology” (Singer
& Baer, 1995, p. 28). Although my research has the potential to provide answers to how to
bring young Aboriginal women to services, this is not the foundation of my research. I have
adopted the position of an anthropologist of biomedicine and public health, rather than an
anthropologist in biomedicine and public health (Lock & Nguyen, 2010; Petersen & Lupton,
1996, pp. ix-x). Without denying the existence of large inequities in health and other areas
that need to be addressed, it is necessary to question the construction of the problem, and
the effects of this. I take health as a starting point in this thesis, rather than specific health
problems for which a solution is sought. This allows for multiple ways of understanding
health, and allows the research to explore how the construction of Indigenous ill-health can
in itself influence health.

1.4 Health systems
1.4.1 Kleinman’s model and medical pluralism
Health is influenced by various sectors and on various levels. The health care system can be
described as all interrelationships between “illness, the responses to it, individuals
experiencing it and treating it, and the social institutions relating to it” (Kleinman, 1980, p.
24). All medical systems, including biomedicine, should be understood as cultural systems,
filled with cultural meanings, interwoven with social and political interest and relationships,
and built on particular world views and values (Kleinman, 1980, p. 35; Lock & Nguyen,
2010, p. 59; Singer & Baer, 1995, p. 12). Nevertheless, this does not mean that they can be
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considered as completely coherent and independent from the wider global context.
Biomedical and traditional medical systems have not always been considered in similar
ways. Traditional medicine was researched in terms of magical and religious beliefs, while
naturalistic causes of illness and aspects of healing were often overlooked (Kleinman, 1980,
p. 29). Traditional medicine and healing were studied in terms of their own culture, but
biomedicine was not researched in the same way. Biomedicine was not seen as “a medical
system, but rather as the medical system” (Singer & Baer, 1995, p. 17). Such argumentation
has constructed a dichotomy between Western medicine and all other forms of medicine.
Although there is growing awareness that biomedicine is part of a cultural system just as
much as other health systems, in policy and practice a recognition of how aspects of it,
such as a belief in statistics and an individualistic approach, are culturally determined, is
often lacking (Lea, 2008, p. 128; Lock & Nguyen, 2010, p. 59).
Kleinman (1980, p. 50) has proposed a model for analysing health care systems in particular
contexts in which he distinguishes the popular, the professional, and the folk sector. Each
sector has its own definitions of health, aetiology, treatment methods, and practitioners.
The popular sector comprises lay knowledge and behaviour; it is non-professional and nonspecialist. This importantly includes self-treatment and decisions around whether access to
health care providers needs to take place. In this sector, people can ask other lay people
such as family and friends for advice when they are sick. As many sickness episodes are first
or only treated in the family, it is an important sector, yet it is often overlooked. Hence,
when analyses of health care systems only focus on the context of health services, a major
part of illness behaviour is left out. The folk sector is also non-professional and nonbureaucratic, but it is specialist health care (Kleinman, 1980, pp. 59-60). There is a wide
variety of healers and treatment modalities within this sector. In Western societies such as
Australia it includes Complementary and Alternative Medicine (CAM) (Stevenson, Britten,
Barry, Bradley, & Barber, 2003). The professional sector is usually biomedicine, although in
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some countries indigenous systems have become professionalised (Kleinman, 1980, pp. 5354).
In Kleinman’s model, health care providers and services are labelled as belonging either to
the traditional sector (folk) or to Western biomedical medicine (professional). In line with
this thinking, the Aboriginal and the biomedical health system in Australia have been
considered to be conflicting and mutually exclusive systems by both researchers and
Aboriginal people themselves, even when the latter did not act according to this distinction
in practice (Saethre, 2007). A different view is that of medical pluralism, which has been
defined as “the existence and use of many different health care alternatives within
societies” (Stoner, 1986, p. 44). According to this definition, labelling health care
practitioners and services as belonging either to the folk or traditional sector or to
biomedical medicine provides a too simplistic dichotomous view. In reality, health care
providers often incorporate elements of both systems. Modelling the two systems as a
dichotomy also draws attention away from the differences that exist between practitioners
within one system. Medical pluralism has become universal, and the boundaries between
the three sectors from Kleinman’s model less distinct (Stevenson et al., 2003). However,
levels of overlap vary between countries, and in broad terms, the various systems are still
present in Australia. A lack of acknowledgement of biomedicine as a cultural system, and
power differences between the systems, make it imperative to consider the systems as
separate to some extent. In this thesis, I therefore recognise both overlap and distinction
between the systems.

1.4.2 Definitions of health and well-being
Health is often taken as a taken-for-granted concept that everybody knows (Lupton, 1995,
p. 14). Various definitions of health are used, however, in research, policy, and everyday
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talk. In biomedicine, health is usually regarded as the absence of disease. In contrast, when
the WHO was instituted after World War II, it defined health in its constitution as: “a state
of complete physical, mental and social well-being and not merely the absence of disease
or infirmity” (World Health Organisation, 1948). It was reasserted in the Alma Ata
declaration in 1978 (World Health Organisation, 1978), and is still relevant to any questions
concerning health. Many indigenous people in the world have built upon this definition of
health (Brady, 1995, p. 188). In Australia, the 1989 report of the National Health Strategy
Working Party first provided the Aboriginal definition of health as it is still being used:
Health is not just the physical well-being of an individual but refers to the social, emotional
and cultural well-being of the whole Community in which each individual is able to achieve
their full potential as a human being thereby bringing about the total well-being of their
Community. It is a whole of life view and includes the cyclical concept of life-death-life.
(National Aboriginal Health Strategy Working Party, 1989, p. x)

The WHO definition of health and later the Aboriginal definition were created to get a
broader view of health and the factors related to it. In contrast to the biomedical definition
of health as the absence of disease, which indicates a physical state and defines health by
what it is not, the broader definitions include social and cultural factors. They are linked to
primary health care and support Indigenous people’s rights to self-determination and
community control (Brady, 1995). Emphasising that Aboriginal people conceptualise health
in a way that differs from the biomedical definition was and is used as a way to justify
specific services for Aboriginal people in the form of Aboriginal Community Controlled
Health Organisations (Brady, 1995, p. 190; NACCHO, 2015-2016, p. 7). The inclusion of
social and cultural factors in the definition of health provides clear links to the current
social determinants of health framework. The social determinants of health are interwoven
into the definition. It acknowledges “how broader social processes shape the everyday
experience of health and illness” (Duff, 2014, p. xi). Additionally, these definitions focus
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more on prevention of diseases rather than only on treatment (Boddington & Räisänen,
2009, p. 52), and shift responsibility for good health from individuals to include the
government.
Various critiques have been expressed regarding these inclusive definitions of health.
Firstly, focusing on broad societal issues may lead to a sense of powerlessness. It can
distract from individuals’ and communities’ opportunities and responsibilities to improve
health, and overlook the role of clinical interventions and health education (Brady, 1995).
Secondly, seeing health as including social and cultural factors makes it a domain that far
extends that of health services, making it more challenging to address. Especially when
considered to be a human right, it runs the risk of requiring unlimited resources to be put
into health (Boddington & Räisänen, 2009, p. 52). Finally, defining health as well-being in
multiple areas makes it unattainable and thus unrealistic, as well as unmeasurable
(Boddington & Räisänen, 2009, p. 53).
The WHO definition of health also raises questions about what the term “well-being”
means and how it relates to the concept of health. Many different definitions of well-being
exist. Mathews and Izquierdo (2010, p. 5) have defined well-being as follows:
Well-being is an optimal state for an individual, community, society, and the world
as a whole. It is conceived of, expressed, and experienced in different ways by
different individuals and within cultural contexts of different societies: different
societies may have distinctly different culturally shaped visions of well-being.
Nonetheless, well-being bears a degree of commonality due to our common
humanity and interrelatedness over space and time. Well-being is experienced by
individuals – its essential locus lies within individual subjectivity – but it may be
considered and compared interpersonally and interculturally, since all individuals
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live within particular worlds of others, and all societies live in a common world at
large.
This definition includes three elements of well-being: It can be found at multiple levels,
from the individual to the world in its entirety, there are cultural and individual differences
as well as universal similarities, and it has subjective and objective dimensions.
Considering more specifically the content of well-being, it can be said to be composed of
being “happy, healthy, or prosperous” (Mathews & Izquierdo, 2010, pp. 3-4), or “being well
psychologically, physically, and socioeconomically” (Mathews & Izquierdo, 2010, p. 4),
respectively. These dimensions can be measured objectively by psychologists, doctors, and
economists, and compared across cultures. These measures, however, do not show the
relative importance of each, and the meanings attributed to them in particular societies.
Ethnographic research can investigate specifically how well-being is understood
subjectively in particular societies.12 Importantly, distinguishing between objective
measures of physical health and subjective local understandings of well-being has shown
that better physical health does not necessarily correlate with a higher feeling of well-being
(Izquierdo, 2005). These considerations of well-being, as well as the WHO and Aboriginal
definitions of health, indicate the diverse uses of both terms. Whereas health can be
considered as a feature of well-being, or various forms of well-being may be understood as
elements of health, in yet other cases the terms are used interchangeably, often named
together as “health and well-being” without any clear distinction (see for example I.
Anderson et al., 2007; Australian Institute of Health and Welfare, 2015; Senior, 2003).
12

To add a subjective dimension to the objective measures, psychologists also consider “subjective
well-being”, containing an evaluative (life satisfaction), hedonic (how people feel), and eudemonic
(living a meaningful life) dimension (Steptoe, Deaton, & Stone, 2015; Thin, 2010). Mathews and
Izquierdo (2010, pp. 7-8) argue, however, that this still misses a subjective understanding as it does
not allow for an understanding of well-being in people’s own words or allow for different
conceptualisations of well-being. Yet another approach is to construct a culturally specific
quantitative measure of subjective well-being based on discussions with community members who
identified key aspects (Kant et al., 2014).
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1.4.3 Causes and treatment of illness
When looking at the way Aboriginal people classify causes of illnesses, the most basic
distinction is that between natural and supernatural causes (Maher, 1999; Senior, 2003, p.
143).13 Everyday illnesses, which are frequently occurring, not serious, and caused by
environmental factors, fall in the category of natural illnesses. “White fella sicknesses”,
such as diabetes, heart disease, alcohol and other substance abuse, influenza and cancer
are also considered to have non-supernatural causes (Senior, 2003, pp. 146-149).
Supernatural causes of illness can be further divided into direct or ultimate causes,
including breach of taboos, and indirect or proximate causes, which includes sorcery
(Maher, 1999; Reid, 1983, p. 32). Sorcery is generally only seen as the cause of unexpected
deaths and when pains do not go away with medical treatment and it can be divided into
two types (Maher, 1999; Senior, 2003, pp. 166-168). Legitimate sorcery is a form of
punishment for breaches of taboos, while malicious sorcery can be practised because of
conflict, jealousy or hatred (Reid, 1983, pp. 44-49). Although “white fella sicknesses” did
not exist before colonisation, their advent and the introduction of biomedicine has had
little influence on people’s beliefs regarding causes of illnesses as they still express the
basic distinction between natural and supernatural causes (Maher, 1999; Saethre, 2013, p.
19).
In contrast to ideas about causes of illness, views and actions towards treatment have
changed considerably since the introduction of biomedicine (Maher, 1999; Reid, 1983, pp.
124, 153). In addition to traditional medicine, Indigenous people now have the option to
get over-the-counter (OTC) medicines and see doctors or nurses. Non-severe sicknesses

13

The categories of causes of illness described here should not be regarded as mutually exclusive.
Rather, it provides an overview of the kind of explanations which people may draw upon. For
example, a study in the NT found that Indigenous people may attribute cancer to sorcery (McGrath,
Holewa, Ogilvie, Rayner, & Patton, 2006).
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with natural causes can be treated with OTC medicines, bush medicines, or by going to the
clinic (Reid, 1983, p. 92; Senior, 2003, p. 153).
To understand health-care seeking behaviour in contexts with a variety of treatment
modalities available from different sectors, the concept of hierarchies of resort is used.
Hierarchies of resort are general beliefs that guide decisions about what type of treatment
is sought, which are unrelated to specific sickness episodes (Kleinman, 1980, p. 80). When
patients access health care, sometimes a clear hierarchy of resort exists, where the type of
illness determines either the way that healthcare is sought, or the type of health care that
is sought. Based on his research in Taiwan, Kleinman (1980, p. 187) found three ways in
which health care was sought, each associated with a different type of sickness problem.
The first one is simultaneous: different types of treatment are used at the same time. This
happened mainly for serious childhood illness. The second type is hierarchical exclusive,
where different types of treatment are used sequentially until the patient has recovered
(Kleinman, 1980, p. 188). This type was mainly used for acute but not life-threatening
illness in adults. The third type is hierarchical mixed, where treatment modalities are added
while earlier ones continue to be used (Kleinman, 1980, p. 189). This type was used for
chronic or recurrent adult sickness. An example of the type of illness influencing the type of
health care that is sought can be found in Tibet, where traditional medicine is usually
sought for chronic diseases, as patients are looking for meaning rather than a cure, while
for acute diseases in children biomedical care is sought (Janes, 1999). Similar health care
seeking behaviour has been found among HIV patients in Ghana, who often accessed
spiritual therapy because biomedicine cannot cure HIV; spiritual therapy provided them a
way to seek meaning in their illness experience (Kwansa, 2010). Sometimes biomedical and
spiritual treatment is sought at the same time for these different reasons, for example in
South Africa where people went to healers to determine the cause of their illness, and to a
biomedical clinic for treatment (Digby & Sweet, 2011). Another potential division is by
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natural or supernatural causes of illness, where technological interventions from both
Western and Chinese style doctors are sought for sicknesses with natural “in the body”
causes, and shamans and other folk practitioners for sacred healing of supernatural
illnesses (Kleinman, 1980, pp. 99-200). This also happened in Ghana, as some people
thought HIV was caused by supernatural agents and therefore sought spiritual therapy; the
cause of illness then determines the type of treatment sought (Kwansa, 2010).
In other cases there is no clear hierarchy of resort. Decisions around seeking treatment
then depend on other factors. For example, a study in Guatemala showed that decisions
were based largely on economic considerations (Cominsky & Scrimshaw, 1980). Similarly, in
the Philippines poorer and less educated people accesses traditional forms of health care,
while richer and higher educated people went to biomedical practitioners (Islam, 2005).
Nonetheless, if traditional medicine did not have the desired result people would then
access biomedical health care, and vice versa, showing a hierarchical exclusive type of
hierarchy of resort (Kleinman, 1980). Other factors that determine health-seeking
behaviour include the course of the sickness, age, sex, occupation and education, earlier
experiences, and living in an urban or rural area (Kleinman, 1980, pp. 184-185). As the
existence of simultaneous and hierarchical mixed hierarchies of resort shows, multiple
practitioners, including self-treatment and family treatment can be used at the same time.
In Australia, the Aboriginal and the biomedical health systems are sometimes regarded as
mutually exclusive systems by both Aboriginal people and researchers (Saethre, 2007). In
Lajamanu, community members noted that their choice of treatment is based on what they
regard as the underlying cause of their illness, with the treatment to be found in the same
sector as the perceived cause of the illness. They argued that when the cause is natural,
bush medicines or the clinic can be used; when the cause is supernatural, a spiritual healer
is the only one who can heal the patient. Another study, in the Kimberley (Western
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Australia), found that new diseases that emerged after colonisation are said to be outside
the power of traditional healers while non-Aboriginal people are seen as having some
power over them (McCoy, 2008, p. 237). However, although people say that the type of
care they seek is dependent on what they suspect to be the underlying cause of the illness,
in practice the choice is often dependent on other factors, such as the gender of and
familiarity with the practitioner, as well as convenience and monetary issues (McCoy, 2008;
Saethre, 2007). A study in Arnhem Land found that unless an illness was critical, people
paid little attention to aetiology and tried various treatments, choosing them pragmatically
(Reid, 1983, p. 92).
The availability of treatment options for Indigenous people in Australia varies between
towns and remote communities, influencing people’s understanding of and experiences
with health care. Many studies that compare health care choices that Indigenous people
make have been done in remote communities, where the choice is between the local
health clinic and traditional healers (McCoy, 2008; Saethre, 2007; Senior & Chenhall, 2013).
The clinic is then seen as Western as opposed to traditional medicine. In contrast, my
research has taken place in a town context, in which there is not only a distinction between
clinics and traditional medicine, but clinics are further divided into mainstream clinics and
Aboriginal Medical Services. A distinction between the Aboriginal and Western health
system is useful to some extent when comparing traditional healers with Western doctors
and clinics, and in this sense, findings from remote communities may be applicable to
Katherine. Aboriginal Medical Services and ACCHOs, however, do not neatly fit in this
binary. Although their care is largely based on Western medicine, they attempt to bridge
the gap between traditional healing and biomedicine. For example, Sunrise Health Service,
an ACCHO that services a large remote area east of Katherine, state that: “We want health
programs to be holistic and culturally appropriate, incorporating traditional healing and the
use of bush medicines” (Sunrise Health Service, 2018). When looking at accessing health
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care, this research therefore diverges from Kleinman’s model by not only distinguishing
between the professional and the folk sector, but also between mainstream clinics and
ACCHOs. Rather than conceptualising the health care system as consisting of two different
sectors, it is imperative to consider the actual health care options that exist and the choices
that people make in regard to these options.

1.4.4 Public health
A field that is located in the Western health system, and that is linked with, though not
equal to biomedicine, is public health. The term public health is used in various ways.
Generally it is characterised by a focus on population health and is concerned with
monitoring and improving the health of populations (Petersen & Lupton, 1996, p. 3). Its
employees include public health promotors, epidemiologists, and public health
researchers. It is often associated with governmental action. Public health’s emphasis has
changed over time. The “old public health” focused on the prevention of infectious
diseases through improved sanitation (Petersen & Lupton, 1996, p. 23); the new public
health addresses non-infectious diseases such as cancer and cardiovascular disease, and
has an increased focus on physiques, behaviour, diet, and exercise. Public health differs
from biomedicine in its focus on populations rather than individuals, and on prevention
rather than treatment (Lupton, 1995, p. 50). By focusing on risk, the entire population is in
some way “at risk” and needs to be involved, rather than only those who present with a
specific disease.
Despite the differences between public health and biomedicine, there are several
similarities. Both rely on science, rationality, a belief in progress, and that which is
presented as objective knowledge, measured in statistics (Lock & Nguyen, 2010, pp. 19-20,
24-25; Lupton, 1995, pp. 56-57; Petersen & Lupton, 1996, pp. 96, 175-177). This conceals
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power differences, political and economic pressures, and moral judgements. Much
emphasis is placed on measuring outcomes, efficacy, enumeration and surveillance
(Petersen & Lupton, 1996, Chapter 2). Like biomedicine, public health needs to be
understood in its political and social context. The new public health came up in the time of
neo-liberalism when there was increasing critique of welfare provided by governments
(Petersen & Lupton, 1996, p. 10). There was increasing emphasis on individual
responsibility and action replacing government intervention, with individuals being
portrayed as rational and autonomous, able and wishing to constantly make decisions for
self-improvement. Rationality, discipline and focusing on health, are prioritised over
pleasure, and overeating and –drinking, smoking, gambling, and laziness, have no place in it
(Lupton, 1995, p. 142; Metcalfe, 1993; Petersen & Lupton, 1996, p. 15). It is the
responsibility of the individual to avoid risk and unhealthy behaviours. With their moral
view on behaviour, public health professionals have been compared to missionaries, rather
than objective, neutral scientists (Metcalfe, 1993).
The shift in public health from an emphasis on public policy measures to improve health,
such as immunisation programs and improved sanitation, to a risk-factor epidemiology that
viewed health as an individual responsibility that could be improved through behavioural
change shows a shift from governmental to individual responsibility for health (McCarthy,
2006, p. 275). The recognition of the social determinants of health calls for a renewed
attention to public policy measures as a way to improve health. It does not just show how
health differences arise from inequalities in society, but also how behaviours such as
unhealthy eating patterns, alcohol consumption, and smoking are associated with
characteristics such as poverty, and thus not merely individual choices (Jarvis & Wardle,
2006, p. 231). Public health interventions that are targeted at modifying individual health
behaviour, placing responsibility with the individual without considering these underlying
causes, therefore continue victim-blaming.
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1.5 Researching young women
Youth, or adolescence, forms the transition between childhood and adulthood. There is a
change from being dependent on parents and other family members to being more
autonomous. In contrast to children, adolescents start to form their own non-hierarchical
relationships with adults (Raby, 2007, p. 51), and eventually they may have their own
children to care for. Young people are going through physical, psychological, and emotional
changes. Many health-compromising behaviours as well as patterns of health service
utilisation are developed during adolescence (Vingilis, Wade, & Seeley, 2007). Young
people develop an increasing awareness of their bodies and start making active decisions
regarding their health and seeking health care (World Health Organisation, 2002, pp. 7, 9).
As health behaviours are difficult to change later in life, it is important to address these
issues while people are still young to get better health outcomes over their lifetime.
Young people have different morbidity patterns than children and adults. Diseases that are
often seen at the Aboriginal health service in Katherine included chronic diseases such as
renal disease, diabetes, and rheumatic heart fever, as well as sexually transmitted
infections, middle ear infections, diabetic retinopathy, low birth weight, anaemia, scabies,
and skin infections (Wurli-Wurlinjang Health Service, 2018b). Other health problems
included high rates of teen pregnancy, alcohol and drug abuse, smoking, and poor mental
health leading to high suicide rates. These issues were often identified by service providers
as problems for young people in Katherine. For young women, sexuality and pregnancy are
especially important issues. From 1999-2002, the main reasons for hospitalisation of
Indigenous females (as well as for non-Indigenous females) aged 15-24 in the NT were
related to pregnancy and childbirth. This was followed by “factors influencing health
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status”,14 injury and poisoning, and genitourinary diseases, respiratory diseases and
digestive diseases (Li, Guthridge, Tursan d’Espaignet, & Paterson, 2007, p. 69). From 20002002, Katherine saw the highest rates of Indigenous teenage mothers aged 15-19 in the NT,
although after Darwin Urban it had the lowest rate of Indigenous teenage mothers younger
than 18 years (Li et al., 2007, p. 23). From 2000-1 to 2007-8, hospital separations in
Katherine were 459.9 per 1000 population for Indigenous females, compared to 242.8 for
non-Indigenous females (Li, Pircher, Guthridge, Condon, & Wright, 2011, p. 14). The allages mortality rate in Katherine from 2001-2006 was 1459.7 for Indigenous females, and
557.4 for non-Indigenous females (Tay et al., 2013, p. 35). The most common cause of
death for Indigenous females aged 15-24 in the NT from 1997 to 2006 was injury and
poisoning (Tay et al., 2013, pp. 37, 56). Within this category, motor vehicle accidents
caused the highest death rates, followed by assault, fire, and then suicide (Tay et al., 2013,
p. 106). Injury and poisoning was followed by circulatory diseases, and cancer and diseases
of the nervous system. For non-Indigenous females, the rate of mortality due to injury and
poisoning was even higher, and was followed by “ill-defined”,15 cancer, mental and
behavioural problems, and circulatory diseases. Young people also have different needs
when it comes to accessing health services. The WHO has paid particular attention to
youth-friendliness of health services (World Health Organisation, 2002). In Katherine, there
were no specific health services for young people, although there were many social
services for youth.
Female adolescence is regarded as a new period in Aboriginal life since colonisation
(Burbank, 1988). Although there were differences throughout Australia, females were often

14

This is a broad category including accessing health services for general and specific health checks
such as a pap smear, socioeconomic and psychosocial factors influencing health, and family and
personal history of specific diseases (World Health Organisation, 2016).
15

The category ill-defined includes those deaths where no cause could be established (World Health
Organisation, 2016).
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betrothed at a young age or even before birth, and they joined their husbands at
premenarcheal age. This was not necessarily the stark shift that it is sometimes thought to
be as they had already spent time with the man, got “used to” him, and did not fulfil full
sexual and household duties until older. Nevertheless, a period of maidenhood, where girls
are fertile but not with their prospective husbands is relatively new. Single motherhood
and “wrong marriages” have become more common.16
An important part of adolescence is identity forming (Eickelkamp, 2011b, p. 9). In the
contemporary Indigenous setting, it poses some specific challenges as young Indigenous
people live in ways that contrast sharply to how their parents and grandparents lived when
they were younger: The structured systems of the missionaries have gone, less time is
spent in the bush, and more time is spent using technology such as mobile phones and the
internet (Chenhall & Senior, 2009; Senior, 2003, p. 23; Tjitayi & Lewis, 2011, pp. 55-57). For
Indigenous young women, identity forming does not just concern a transition to adulthood,
but is also related to being an Indigenous person. Indigenous young people have to balance
learning to be an Aboriginal adult person with influences from the wider society (Moisseeff,
2011, p. 247). Especially in towns, the influence of the wider society is important. In
contrast to in remote areas, Indigenous people in towns form a minority rather than the
majority, and they have more exposure to non-Indigenous institutions and people, as well
as more exposure to non-Indigenous views on Aborigines, including forms of
discrimination. Young Indigenous people are often said to be caught “in between cultures”
(Chenhall & Senior, 2009, p. 40; Tonkinson, 2011, p. 213). They still experience Indigenous
tradition and engage with the local Indigenous worlds they grow up in, but they also
become part of a globalising youth culture, for instance through music, movies, and
clothes, and are drawn into the European way of life in general, among other things
16

Wrong marriages, in contrast to straight marriages, occur when someone’s partner is not the
correct partner according to the kinship system (Musharbash, 2010).
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through education (Chenhall & Senior, 2009; Tonkinson, 2011, pp. 218-219).
Intergenerational tensions are played out in this process of identity forming. Adolescents
use their exposure to social media and a global youth culture to construct their identity,
which is at least partly in opposition to how they view older people, thus trying to set
themselves apart from the older generation (Chenhall & Senior, 2009). At the same time,
young people themselves are wary of becoming too European. On their part, older people
worry about young people not learning traditional knowledge, a process that is part of
becoming an adult in Aboriginal societies (Burbank, 2011, pp. 92-93; Tonkinson, 2011, p.
222). Young people, however, often argue that this is because older people do not want to
teach them.
The majority of anthropological research on Indigenous health has focused on the general
population or on small children (see for instance B. Carson, T. Dunbar, R. D. Chenhall, & R.
Bailie, 2007b; Reid, 1983; S. Saggers & Gray, 1991a). Research focused on Indigenous
youth, on the other hand, is not always focused on health specifically (Burbank, 1988;
Eickelkamp, 2011a). Exceptions include Chenhall and Senior (2009) and Senior, Helmer,
Chenhall, and Burbank (2014), who looked at remote Indigenous youth’ mental health and
sexual health, respectively. As far as I am aware, there is no ethnographic research about
how young people in Katherine think about and engage with their health. Sometimes
health is not the focus of research, but unhealthy behaviours such as alcohol and drug use,
petrol sniffing, violence, and teenage pregnancy are identified by community members and
outsiders as important challenges for young people (Tonkinson, 2011). While pointing out
the systems and end points of this behaviour, research regarding how young people think
about and engage with their health is lacking. Focusing on adolescence in terms of
problems as perceived by adults is common in research, although over the past decades
there has been a trend in youth research towards greater emphasis on young people’s own
views and a shift towards viewing young people as having valuable ideas and knowledge
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(Bourke, 2003). Young people are not just adults-to-be. They learn from others and grow
up in a certain social context, but they do not simply reproduce what they learn (Das, 2015,
Chapter 2; Eickelkamp, 2011b, pp. 2-3). Adolescents, from European as well as Indigenous
backgrounds, create and experience their everyday realities distinct from children and
adults (Burbank, 1988; Raby, 2007; Senior & Chenhall, 2012). For example, in a remote
community in the NT, young Indigenous women go “walkin’ about at night”, spending time
with friends, and even more importantly with boys, away from the adult gaze (Senior &
Chenhall, 2008). It is important to understand these worlds from the young people’s point
of view.
This thesis focuses on Indigenous young women who are between 16 and 24 years old.
Although various definitions of young people are in use, I base mine on the UN definition of
15-24 years old (UNESCO, 2017).17 Several statistical studies about health in the NT also use
the categories 15-19 and 20-24 years old (Li et al., 2007; Li et al., 2011), or 15-24 years old
as one group (Tay et al., 2013). The focus on 16-24 year-olds does not exclude everyone
else. People who are 16-24 years old do not live in a vacuum. Family and others form the
social context they operate in, the people from whom they learn, and who provide the
context in which they make decisions (Das, 2015, Chapter 2). Family members had an
influence on young women’s views on health, their health behaviour, the way they sought
health care, and their experiences with traditional medicine.18 Moreover, people do not
suddenly turn into a different person the moment they turn 16 or 25.

17

Because of issues around ethics and consent, I have limited the entry point of participants at 16
years old.
18

Most of the information about these influences came from discussing them with young women
rather than from observations of their family interactions. Ethnographic research focusing
specifically on families as a whole rather than a specific age group would provide a deeper
understanding on intergenerational learning and role modelling.
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Finally, this study focuses on young women rather than on all young people. Traditionally,
Aboriginal societies have been divided by gender, with each gender having their own roles,
knowledge, rituals, and artefacts (Burbank, 1988; Kaberry, 1939; Sandy & Clapham, 2012).
In Katherine, many programs for young people are gendered, for example the Girls
Program at the YMCA and Stronger Smarter Sisters. Being a woman myself, it was easier to
build trusting relationships with females. Research with women can also give insight in
issues that are either particular women’s domains or that they might view differently than
men, such as relationships and marriage, childrearing, and motherhood. Women have
different health problems than men, especially pregnancy is relevant to young women.

1.6 Katherine
This study was conducted in Katherine, a regional service town in the NT, with a population
consisting of a mix of Indigenous and non-Indigenous people. Many ethnographic studies
on Indigenous health focus on remote locations rather than town contexts. Twenty years
ago, Merlan (1998, p. vii), conducting research in Katherine, already noted that towns have
rarely been the focus of Australian Aboriginal ethnographies. As remarked above, many
ethnographic studies still focus on remote communities. Methodologically and
theoretically, research in towns poses challenges. An ethnographic focus on town life
requires an intercultural approach, rather than regarding the Aboriginal population as
isolated and independent from their surroundings (Merlan, 1998, 2005). There is an
increasing recognition that the living circumstances of Indigenous people in remote
communities should also be seen as intercultural (Burbank, 2011, Chapter 2). People in
remote communities are influenced by policies made by the federal government in
Canberra, they interact on a daily basis with Western institutions such as the school,
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workplaces, and Centrelink, and they can buy “munanga” food and items at the local
shop.19 Yet, although people cross the boundary between Aboriginal and non-Aboriginal
contexts on a daily basis, there seems to be a stronger boundary between the two areas in
remote communities than in towns. Non-Indigenous people are always outsiders, never
permanent. Towns, on the other hand, form home for both Indigenous and non-Indigenous
people. These groups, who have different ways of making sense of the world, live in the
town together (Merlan, 2005, p. 169). They mutually influence each other, and strict
distinctions between “Aboriginal” and “non-Aboriginal” domains, between tradition and
modernity, can no longer be made (Merlan, 1998, p. 4). Yet, these relationships have for a
long time been characterised by inequality, resulting in the experience of marginality by
Aboriginal people (Merlan, 1998, 2005). It is also important that the “cultures” cannot be
seen as separate or unchanging, as Indigenous people draw on ”traditional” ideas to make
sense of a changing world. Merlan (2005, pp. 169-170) describes two ways in which
“intercultural” can be understood. The first one is emphasising the difference and
separateness between two groups who co-exist in the town, Indigenous and nonIndigenous. The second way, which she follows and I also follow, shows how beliefs and
practices are shaped in the interaction between these groups of people.
Several anthropologists such as Kowal (2015) and Lea (2008) who have explored health
professionals’ experiences of Closing the Gap focused on health professionals and
researchers working in remote communities. In contrast to these locations, service
providers in Katherine are part of the population.20 Additionally, Katherine has a significant
non-Indigenous population who are neither service providers nor belong to the uppermiddle class. As will become clear in Chapter 6, this has implications for how people view
19

Munanga are non-Aboriginal people.

20

Many only live there for a few months up to a few years, rather than their entire lives. This,
however, is still different from remote communities where many health professionals drive or fly in
and out, often for only a few days at a time.
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themselves and each other, how Indigenous and non-Indigenous people associate with
each other, and how Indigenous identities are constructed. Finally, although the
populations of remote communities generally consist of people from various language
groups, this variety is even more pronounced in towns.
A characteristic of Katherine is that there are many social services. Social services play an
important role in health, for two reasons: because they address social determinants of
health and because they incorporate health promotion in their work. In December 2015,
towards the end of my fieldwork, the Community Helping Action and Information Network
(CHAIN) counted 187 members, representing 81 organisations. There might still have been
other services who had not joined this network. Over the course of 2015, the Smith Family
and the Australian Red Cross started collaboratively creating a service overview for the
Katherine town and region. The Katherine town overview for April 2017 counted 127
different services provided by 59 organisations. Service providers often commented on the
high number of services relative to the population size and the overlap between services
while some young people still did not receive the support they needed.

1.7 Methods
This study is based on one year of ethnographic fieldwork in Katherine and the surrounding
communities. This was preceded by eight months of living there, during which I consulted
with service providers about my topic, started participating at organisations, became
acquainted with life in Katherine, and searched for peer researchers and key informants.
This time enabled me to start building relationships with Indigenous young women, service
providers, and other people in Katherine. During the course of my fieldwork I participated
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with programs at the YMCA and Good Beginnings21 and interviewed Indigenous young
women who were between 16-24 years old and service providers who worked with
Indigenous youth. I worked closely with a key informant, a woman in her fifties who is a
traditional healer. Because my focus was on young people, I included some youth-specific
methodologies in addition to ethnographic fieldwork and interviews, namely working with
peer researchers and using hypothetical scenarios to allow for discussions about personal
and sensitive topics, which I will explain later in this section.
My fieldwork has focused on Katherine town and the nearby communities Kalano and
Rockhole, although I have on occasion visited communities located further away such as
Binjari, Warlpiri, and Werenbun, and I have been to Barunga and Beswick for cultural
festivals.
The material that arose from this research consisted of transcribed interviews and
discussions of scenarios, notes that were taken during interviews, observations, day-to-day
field notes, and a personal diary. I have used preliminary and thematic data analysis (Agar,
1996, pp. 153-154; Grbich, 2007, pp. 25-35). Data analysis happened in a constant and
iterative way, providing direction for follow-up questions and areas of enquiry (Saldana,
2016).
Ethical approval for this study was provided by the Human Research Ethics Committee of
the Northern Territory Department of Health and Menzies School of Health Research
(Reference Number 2013-2112).

21

The full name of the organisation was Good Beginnings Australia. For better readability, I will refer
to it as Good Beginnings.
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1.7.1 Participant observation
Ethnographic fieldwork traditionally involves immersing yourself as fully as possible in the
lives of the people you are researching, sharing their day-to-day experiences (P. Atkinson,
2015 p. 3; Bernard, 2011, p. 258). Urban anthropology, however, as well as anthropology
focusing on youth, poses specific challenges in relation to immersion, as the focus is on a
subset of the population, both in terms of ethnicity and age. In urban settings, it is
impossible to meet, let alone get to know closely, everyone that lives in the town (Eriksen,
2010b, p. 260). Focusing on young Indigenous women and service providers limited my
research population to a specific group. Nevertheless, it was at times difficult to delineate
who belonged to this specific research population. Service providers were easy to find
through their organisations. Indigenous young women presented more of a challenge as
you cannot easily tell whether someone is Indigenous, nor whether they are between 1624 years old.22 Working with service providers who I could ask, using peer researchers to
find young women for interviews, and using snowball sampling helped to address this issue
for interviews, but for general observations in Katherine, age and ethnicity cannot always
be established.
Similarly, for the people living in Katherine it was not obvious that I was an anthropologist,
whereas in a small community an outsider would be more visible. The population of
Katherine is too large and transient for everyone to know everyone. I did not stand out as a
newcomer, and many people come to live in Katherine for various reasons, most of which
have nothing to do with ethnographic writings nor fieldwork.23

22

In the communities Kalano and Rockhole it was of course clear that everyone there was
Indigenous.
23

This is also shown by fact that I am currently living in Katherine again, while not doing PhD
research.
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At the same time, in a way all of Katherine was my fieldwork site. Even though the
interviews focused on specifically defined groups of people, ethnographic fieldwork
involves everyone. As much as children may be “part and parcel of the ethnography of the
neighborhood” (Das, 2015, p. 63), the town of Katherine was part of this ethnography of
young people. The lives of Indigenous people cannot be understood without looking at the
larger community, and those of young people cannot be understood without looking at the
older generation. The town as a whole provides the context for my research population.
Living my “normal” life24 gave me the insight of the existence of “separate spaces” (see
Section 2.1.3), and immersion in Indigenous spaces gradually increased during my
fieldwork. Throughout this process, the line between research and life starts to fade (Das,
2015, p. 6). I started spending time with some Indigenous young women, as well as a
traditional healer, outside of organisations. At the Good Beginnings playgroups, I started
spending time with all mothers, not just 16-24 year olds. I participated in various events in
and around town, such as NAIDOC Week25, Youth Week, and a Stolen Generation Healing
Camp. I went to Barunga Festival twice, and to Walking with Spirits in Beswick.26
Part of becoming embedded in the community included engaging in volunteer work with
the YMCA at their Drop-in Night and Girls Program27, and at the Good Beginnings’
Supported Playgroups28 in Katherine, Kalano, and Rockhole. I also helped out with other

24
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For example going to a yoga class and spending time in the Charles Darwin University office.
NAIDOC stands for National Aborigines and Islanders Day Observance Committee.

26

These kinds of events and festivals do not necessarily draw the full range of Aboriginal people who
live in the Katherine area. Attending them did, however, provide valuable insight into health
promotion as well as the place and role of traditional medicine in these activities.
27

Drop-in Night was held every Friday night from 7-10pm. It was open for children and youth of all
ages, and had between 100-400 kids attending. Girls Program was held on Tuesday nights during
school term for girls aged 10-18.
28

The Supported Playgroups were aimed at parents with children from birth to 5 years old, providing
an opportunity for the children to play and develop school-readiness. I attended each one once a
week. The playgroups are called Supported Playgroups because there always was an Early Childhood
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youth activities organised by and through the YMCA, such as their holiday programs.
Although initially I had agreed with the YMCA and Good Beginnings that I could “hang out”,
over time I became a more or less official volunteer at both organisations, a process which
happened organically. Their willingness to accommodate and even encourage my longterm participation allowed me to meet young women and service providers, get a firsthand experience of the activities that young people engaged in and observe how service
providers worked with them, allowing me to compare that what was said during interviews
with what I observed (Heath, Brooks, Cleaver, & Ireland, 2009, p. 100). Getting to know
young women through services over time helped build trust and form good relationships
(Bernard, 2011, p. 266).
I participated at social services rather than health services for several reasons. Firstly,
health services do not provide the same opportunities for participation. A social space such
as Girls Program or a weekly playgroup for children where young women spend time
interacting quite informally provides a more consistent space to interact and opportunity
to participate than a doctor’s appointment. It is much less an invasion of privacy than the
latter would be.29 In terms of service provision, for examining a topic such as Indigenousfriendliness of services, social services are just as informative as health services. Moreover,
social services also contribute to health and to how Indigenous young women understand

Educator and a Family Support Worker present. For easier reading I will refer to them simply as
playgroups.
29

Although I did make an effort to work together with Wurli-Wurlinjang, the ACCHO, this did not
happen. During my initial consultations in Katherine, I met a sexual health worker who worked there
and who introduced me via email to the CEO. Although I did get in touch with the CEO’s executive
assistant, who seemed willing to help me get an appointment with the CEO and to provide me with
an opportunity to present my research to the board, an appointment never eventuated. This,
however, is not surprising considering the fact that funding arrangements and the complex nature of
the work often leave ACCHOs and their staff overburdened and overworked (Dwyer, O'Donnell,
Lavoie, Marlina, & Sullivan, 2009; Thomas, Heller, & Hunt, 1998). As a result of high workloads staff
are unlikely to have the time and resources required for a certain level of engagement with
research. During the course of my research I met several people who worked at Wurli-Wurlinjang,
but I did not interview them in an official capacity.
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health (see Chapter 3). Although many services expressed an interest in my research, I
decided to work with Good Beginnings and the YMCA as they provided the best
opportunities for participation. By limiting my focus to two organisations, I could get to
know these two services and the young women they worked with closely, rather than
acquiring a more superficial knowledge about many organisations. Nevertheless,
throughout my fieldwork, I got to know many service providers from other organisations. I
have joined two service provider networks, CHAIN and the Katherine Suicide Prevention
Network, which allowed me to meet and exchange information with service providers from
the Katherine region, and to get a better understanding of the different services.
In addition to volunteering at the YMCA and Good Beginnings I worked as a casual tutor at
Callistemon boarding house, which gave me some understanding of what life in Katherine
was like for boarding students from remote communities, and allowed me to get to know
Indigenous young women over time, rather than coming in for one-off interviews.30
During my fieldwork, I worked closely together with Kathy, a traditional healer in her fifties.
She “adopted” me as her daughter, giving me my skin name Kotjan. She also took it on
herself to be my mentor and teacher, as she liked to tell other people. She taught me about
the kinship system and other facets of “traditional Aboriginal culture”.31 She allowed me to
assist her to make bush medicine on several occasions and to watch her do traditional
massages, both in the hospital and in other settings.

30

See P. Atkinson (2015 ) for an elaboration on the differences between ethnographic fieldwork and
qualitative research based on interviews.
31

I use the word culture here to indicate what the people in this study understood as culture, which
is elaborated in Section 2.4.
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1.7.2 Interviews
In addition to the informal and unstructured interviews which were a common occurrence
during my fieldwork, I conducted semi-structured interviews using an interview guide with
Indigenous young women and with service providers (Bernard, 2011, p. 158; Heath et al.,
2009, pp. 80-83).32 The interview guide for service providers contains several questions
specifically for Indigenous service providers. These questions are similar to questions asked
to young people, and I asked them of Indigenous service providers to get the views of an
older generation. I interviewed 12 Indigenous young women, and 13 service providers, of
which six identified as Indigenous. Several of the young women were interviewed multiple
times. I knew most of the service providers before interviewing them, and worked together
with many of them regularly, which allowed me to ask specific questions about their work
and to ask follow-up questions in a less formal manner when I saw them again during their
organisation’s activities. Tables 1.1 and 1.2 give an overview of the young women who are
the focus of this thesis, and the service providers I have interviewed, respectively.33

32

The interview guide for Indigenous youth can be found in Appendix A; the interview guide for
service providers in Appendix B.
33

It has been important for this research not to reveal identity and therefore pseudonyms are
utilised, language groups are not given, and the remote Indigenous communities are not elaborated
on. I do, however, point out at times that informants are from remote communities to distinguish
them from those living in town. Occasionally, I have given someone a different name to protect their
identity. There are also other young women mentioned in my thesis who are not part of these
twelve main informants. Details have obviously shifted over time. Table 1.1 presents the ages,
educational and employment situations, and locations of these key informants at the beginning of
the research.
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NAME

AGE SCHOOL/WORK

TAMARA
ALEXIS

16
20

SARAH
JULIA
LORETTA

18
18
18

FELICITY

21

KIMBERLEY 24

CARMEN

20

BRIANNA
ALEISHA

20
17

VICKY
LUCY

16
19

In Year 10
Enrolled in Cert III
Completed Year 11
Employed
In Year 12
In Year 12
Completed Year 10
Employed
Completed Year 11
Employed
Completed Year 11 and Cert III
Enrolled in Cert IV
Employed
Completed Year 10
Employed
Completed Year 10
Completed Year 11
Starts working soon
In Year 10
Completed Year 10

LIVES
WHERE
Katherine
Katherine

LANGUAGE GROUP

Callistemon
Callistemon
Kalano

NT

Kalano

SA

Katherine

QLD

Katherine

QLD

Kalano
Katherine

NT
NT

Katherine
Kalano

NT
NT

Local
NT

NT
NT

Table 1.1 Description of the 12 main informants.

NAME
CAROLINE
ANYA
RACHAEL
JENNIFER
MELISSA
NATHALIE
JOCELYN
JOYCE
GEMMA
BRITTANY
VALERIE
BRAD
SUZAN

AGE
41
45
43
40
25
53
42
53
58
27
41
45
42

CULTURAL BACKGROUND
Indigenous
Indigenous
Non-European, non-Indigenous
European
Non-European, non-Indigenous
European
Indigenous
European
European
Non-European, non-Indigenous
Indigenous
Indigenous
Indigenous

Table 1.2 Overview of the service providers interviewed.

Interviews with the young women took place in various locations, including their homes,
Callistemon boarding house for those who lived there, and the YMCA. Service providers
were all interviewed at their workplace. Interviews generally took about one hour, ranging
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from 40 minutes to 1½ hours. Most interviews were digitally recorded and transcribed
verbatim with the permission of the informant.
One thing that stood out in the interviews was that people often thought that I wanted
“correct” knowledge, which is common in youth research (Heath et al., 2009, p. 82). Several
times, young women commented that they did not know something, but that they could
ask someone else, such as their aunt or grandmother. I repeatedly had to make it clear to
them that I was interested in their own experiences and ideas. For example, rather than
creating a pharmacopeia of bush medicine, knowing that someone did not know much
about it and the reasons for a lack of knowledge, was the information relevant to the
research. Some service providers initially gave me broad information, for example noting
that each staff member at one of the Good Beginnings programs usually worked with three
to four families, rather than answering my question about how many families they
themselves worked with. Like the young women, Indigenous service providers also
sometimes thought that I wanted correct cultural knowledge (Reid, 1983, p. 119). This
happened during more as well as less formal interviews. This was a dilemma to be teased
out while conducting research and one that gave me a good insight into what informants
and service providers thought I wanted, while allowing my research to delve into the areas
of what was really required.

1.7.3 Working with young people
Research with young people brings with it a number of specific methodological issues and
considerations. A significant development in youth studies has been the shift in thinking
about young people. Instead of seeing them as “human becomings”, which focuses on the
person they eventually will become, youth are more and more considered in research as
beings in their own right (Balen et al., 2006; Das, 2015, pp. 59-60; Raby, 2007).
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Internationally, young people used to be marginalised in research as adults talked about
them, rather than them being able to talk for themselves, and adolescence was often
framed in terms of a social problem (Raby, 2007, p. 48). Power differences between
researchers and participants need to be recognised and addressed (Best, 2007, p. 12).

1.7.3.1 Peer researchers
Working with peer researchers was one way in which I specifically worked with young
people. Peer researchers are used to increase youth involvement and give them more
power in the research process (Heath et al., 2009, pp. 67-68). Although peer researchers
are in many ways similar to the anthropological key informants (Bernard, 2011, p. 161;
Grbich, 2007, p. 40), the term peer researcher is often used in youth research to denote
someone from the same age group, quite literally a peer. Both are considered to have good
knowledge of their own culture, whether that is the culture of a national or ethnic group,
or youth culture. The two young women who worked as peer researchers, Tamara and
Alexis, were suggested to me by a trusted staff member of the YMCA, who knew many
Indigenous young women. I had known Tamara for a little while before I started working
with her, but I had not met Alexis before. I had an initial meeting with each of them to
explain what the work was that I wanted them to do, to discuss their and my expectations,
and to work out the practicalities. They were officially employed by the Menzies School of
Health Research as casual research assistants.
Tamara (aged 16) and Alexis (aged 20)34 were involved in different stages of the research
(see Heath et al., 2009, pp. 64-67). Tamara did most of her work early on during my
34

Working with peer researchers of different ages was useful. 16-24 year old women do not form
one coherent age group. The main differences within this group, namely being in school and living
with family, were reflected by Tamara and Alexis. Tamara was still in school, and had not left her
parental home. Although Alexis was living with family when she worked for me, she had lived by
herself in another part of Australia, and she had already left school.
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fieldwork. She was the first young woman I interviewed, which allowed me to try out my
interview guide with her. Because I interviewed her many times, I was able to explore
important topics in depth with her, such as her views on the Dreaming and spiritual
healing, differences between Aboriginal Medical Services and mainstream clinics, and
aspects of youth-friendliness of services. In addition, I discussed some remarkable early
findings with her, such as about the definition of health, and we discussed my research
proposal. I also interviewed Alexis multiple times, we did interviews together, and we
wrote the scenarios together (see below). I found that on subsequent interviews I often
heard new information about topics we had discussed before. This happened especially
when talking about sensitive or personal topics. Alexis also helped me find young women
for interviews. They were provided with the choice as to whether they wanted her present
during the interview, which they all did, so we conducted these interviews together.
Although I have not been able to interview all informants on more than one occasion, I
knew many of them before the interview, and when I did not, the presence of Alexis, who
always knew them well, helped to get more in-depth information than I would have been
able to get by myself. All interviews were conducted in English, however, Alexis sometimes
clarified my questions in terms that were more familiar to the young women. I discussed
my findings and my interpretations of the interviews with both peer researchers. Some of
the interviews with participants were conducted one-on-one, other times Alexis and I
interviewed one person together, and sometimes we interviewed multiple young women
at once. Furthermore, Alexis had a good idea about the lives of young Indigenous women in
Katherine. In addition to talking about her own life, we also discussed her observations
about what life in Katherine was like for her friends and family.
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1.7.3.2 Scenarios
To get more in-depth data about specific health issues, especially unhealthy behaviours and
sensitive topics, hypothetical scenarios were written to allow the young women to engage
with these issues in a way that is not too personal (Chenhall, Davison, Fitz, Pearse, &
Senior, 2013; Senior et al., 2014). Alexis and I created the scenarios together, on the basis
of a list of topics I had made that I wanted to write scenarios about. The six stories we
wrote are health care and confidentiality (Section 4.1); healthcare and domestic violence
(Appendix C); drinking alcohol (Appendix D); ice (Appendix E); land, culture, and disconnect
(Section 2.4); and racism (Section 6.6), which were all discussed with six informants.35 Each
discussion was recorded and transcribed. Alexis and I were both involved in reading the
scenarios and asking the questions.
Usually, we would start by talking about the topic in general. For example, for the topic
alcohol, I asked Alexis about her own experiences with drinking and what she saw around
her, that is, her understandings of her friends’ and family members’ drinking, so that we
could come up with a story that was representative for Indigenous young women in
Katherine..
As an example, I used Burbank’s (1988, p. 125) book Aboriginal Adolescence, which
contains a scenario and questions about marriage choices. I let Alexis read it so she could
get an understanding of what I was aiming for. Alexis wrote all the scenarios, based on our
talks about the topics and a combination of the general idea I wanted the story to tell and
what Alexis thought needed to go in there. Writing the scenarios in itself could be seen as
method. Asking the questions to get a good enough overview to be able to write the story
enabled me to get a lot of information about specific topics, and the way Alexis wrote the
scenarios provided insight in how she perceived certain issues.
35

All scenarios are typed as Alexis has written them.
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When discussing the scenarios with the young women, it was clear that they related the
stories to their own experiences. It allowed them to talk about themselves and their own
lives. Although I initially wanted to frame the questions in terms of “What would [the
hypothetical person in the scenario] do?”, Alexis preferred to ask “What would you do?”,
and the young women were comfortable answering this question. Sometimes the young
women asked questions to clarify details about the young women in the scenario. These
questions were often related to their own life circumstances. For example, when discussing
the domestic violence scenario, one of the young women, who has a child, asked if “Fay”
had a baby. Initially this question caught me by surprise, and I could not see the relevance
in it. However, as Alexis clearly wanted Lucy to think about what she would do, I decided to
say that Fay had a baby, to make it easier for Lucy to identify with her. By the same token,
when questions did not relate to the young women’s lives, they sometimes found it
difficult to answer. For instance, when we discussed the scenario about domestic violence
with Brianna I asked her “Why do you think Fay’s mother stays with the guy? Why doesn’t
she leave him if she’s not happy with how she is treated?” Brianna answered: “I don’t know
if she would dump him and. She maybe would’ve dump him and … I don’t know about
marriage, so”. Several times the young women talked about their own experiences and
behaviour, even when not asked about themselves. Overall, discussing the scenarios led to
a more flowing conversation than the semi-structured interviews. Additionally, there was
always room for the young women to explore topics that they found important, even if
they were not exactly an answer to the question. The healthcare and confidentiality
scenario led Lucy to tell several stories about spiritual experiences, the domestic violence
scenario led to a conversation about teenage pregnancy with Brianna and Alexis, the
alcohol scenario often led to talking about relationships with other girls, both enemies and
friends, and during the health care and confidentiality scenario I ended up talking with
Aleisha about our skin names.
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1.8 Outline
Chapter 2 talks about my participants’ experiences of being an Indigenous young woman in
Katherine. The chapter starts with a description of the town of Katherine, including its
schools and services and the Aboriginal population. This is followed by a description of the
young women who are the main focus of this study. I discuss aspects of their daily lives
such as their living situations, friendships and relationships, engagement with technology
such as mobile phones and television, sports, and religion. The chapter then examines
issues of identity. It elaborates on an Indigenous identity, as well as more specific identities
such as language groups, and in which situations these identities are drawn on. This is
followed by an exploration of how culture is understood, views about losing culture, and
how culture and identity are interrelated. Finally, the chapter discusses language use by
participants.
In Chapter 3, the construction of “health” is unpacked, by discussing definitions of health
found in the literature and held by the young women and by service providers. This chapter
asks the important question of what influences a young Indigenous woman in Katherine in
regard to health and where responsibility for health lies, focusing on whether it is the
responsibility of the government or of individuals. To do this I also consider whether
informants perceived to be in control of their health, and how important they found health.
Chapter 4 is concerned with accessing health care treatment: how it is sought, why and
where. Importantly, the participants in this work speak of how they have accessed it in the
past, and how this is embedded in their wider feelings about healthcare, identity, culture
and experience. This chapter examines why the ACCHO, Wurli-Wurlinjang, compared to
mainstream clinics, is the place many young Indigenous women in Katherine are going. The
chapter examines issues around (perceived) confidentiality and about the role and
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contribution of Aboriginal Health Practitioners. The chapter finishes with a discussion on
ideas about self-treatment and prescribed medications.
Chapter 5 explores specifically the idea that the cause of illness determines the treatment
sought. It compares the folk versus the professional sector, and asks to what extent
biomedical professionals are attended for natural diseases, and traditional healers for
traditional sickness. The research in this chapter examines bush medicine and traditional
healing as it is practised in contemporary Katherine. The first section describes a sickness
episode at a Healing Camp for women who are part of the Stolen Generations, providing an
insight in how sickness is talked about. After an elaboration on the causes of illness as
understood by young Indigenous women, the chapter then presents an ethnographic
description of Kathy’s work in the local hospital, and discusses what traditional healers (are
perceived to) do, with an exploration of sorcery beliefs. This is followed by a section on
bush medicine, starting with an ethnographic description of making it. I discuss the
knowledge the young women and others have about bush medicine, and how this
knowledge is being transmitted through generations. The final part of the chapter puts
traditional medicine in the wider context. It talks about the Aboriginal and biomedical
health systems, and discusses how traditional medicine has changed over time.
Chapter 6 zooms out to the level of policy and the social determinants of health. It starts
with a discussion of the provision of Indigenous-specific services, and how these services
and people’s views on them are connected to identities. Similarly, the provision of
culturally appropriate services bears on how identities are understood. The chapter then
elaborates on a number of social determinants of health: education, employment, racism,
and history and governance.
Together these chapters converge to bring the lived healthcare experiences of young
women in contemporary Katherine to a complex picture, weaving in culture, identity,
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politics, and emotion to reveal what it means to be well and sick, happy or diseased, and to
be a young woman searching for health care in a world filled not only with the biomedical
explanation of what illness is, but also a rich ongoing and resilient culture that speaks of
health and the history of a people.
Finally, in Chapter 7 an answer to the research question how Indigenous young women
think about health and engage with health and social services is provided. The material
from other chapters is drawn together in a discussion on individual health beliefs, health
systems, and health policy and the social determinants of health. Each of these levels
affects and is affected by culture and identity. The chapter refers back to issues regarding
research with young people and research in towns as noted in the Introduction. It provides
suggestions for future studies, and finally draws a conclusion as to what the findings of this
study mean for the health of the Indigenous young women in Katherine.

53

Chapter 2: Being an Indigenous young
woman in Katherine
In this chapter, I elaborate on the context of my research. I begin with a description of
Katherine, specifically focusing on the Aboriginal population and history. I also discuss
schools and services, as they are an important influence on the lives of young women. The
next section describes the young women who are the core informants for this study. I then
elaborate on issues of culture and identity. I discuss various ways in which the young
women identify, and what culture means to them. The chapter finishes with a section
about language, which is an important aspect of culture.
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2.1 Katherine
2.1.1 The town36

Figure 2.1 Map of Katherine. Adapted from openstreetmap.org.
Katherine is a regional settler town in the NT, with a population of about 6,300 people, of
which around 25% is Aboriginal. Katherine is located approximately 300 km south from
Darwin on the Katherine River. It is often described as the Crossroads of the North, as it is
located on the junction of the Stuart Highway, which runs North-South, and the Victoria
Highway which runs to Western Australia. Katherine has an elongated shape, with the
areas Katherine North and South situated along the river and Katherine East a little further
away along the Stuart Highway (see Figure 2.1). Several Aboriginal communities surround
Katherine. The closest are Kalano (Mayali Brumby), which sits on the western side of the
river, and Rockhole which is located 15km to the South-East. Others include Binjari,

36

This section is based on my own observations, as well as (Australian Bureau of Statistics, 2018a;
Katherine Town Council, 2014; Merlan, 1998; Remote Area Health Corps, 2009).
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Warlpiri (Ngurro), and Jodetluk (Gorge Camp), and further away Werenbun, Barunga, and
Beswick can be found (see Figure 2.2).

Figure 2.2 Map of the wider Katherine region. Adapted from openstreetmap.org.
Katherine’s climate is sub-tropical with a wet and a dry season and average daily
temperatures from 25° to 35° Celsius, although 40 degree days are not uncommon.
Facilities in the town include a shopping centre, hospital, cinema, gym, swimming pool and
various sports grounds, hotels, restaurants and cafes, an arts centre and galleries. In and
around Katherine are the Hot Springs and the Cutta Cutta Caves, as well as Nitmiluk
National Park which allows for swimming, hiking, camping and canoeing, which make the
town a popular tourist destination. As a regional centre, many government services are
based here, providing services to communities in a large surrounding area. Economically,
Katherine was previously dependent on the pastoral industry and mining, however, over
the years the tourism industry has grown significantly and has become the most important
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industry. Many tourists visit each year during the dry season. The RAAF base at Tindal is
another important contributor to the economy, adding significantly to the population of
Katherine.
Various cultural festivals and activities to raise awareness for specific causes are held in and
around Katherine. In August 2015, Katherine hosted the Big Rivers Community Festival, an
all-Indigenous music festival. The Women of the World Festival is a globally held festival
which has taken place in Katherine several times. The festival celebrates women and girls,
and in Katherine it featured a variety of speakers, exhibitions, performances, and
workshops. Barunga Festival in the community of Barunga has been held yearly since 1985,
featuring musical performances, sporting competitions, and cultural performances and
workshops. Walking with Spirits was held yearly, normally at Beswick Falls. It showcased
musical and other performances of Australian and worldwide indigenous people. NAIDOC
Week is held yearly across Australia, celebrating Indigenous culture. In Katherine, it
included a march and a ball, activities for children and youth, morning teas, and cultural
workshops. Other activities in Katherine include White Ribbon Day (against violence against
women), White Balloon Day, (awareness and prevention of child sexual assault), and Youth
Homelessness Matters Day.

2.1.2 Schools and services
There are five primary schools and two high schools in Katherine. Katherine High School is
the public high school, and St Joseph’s Catholic College is the private one. There are two
boarding houses, Callistemon House and Fordimail Hostel, for students from towns and
communities elsewhere in the NT who attend school in Katherine. At the same time, some
teenagers from Katherine go to boarding schools in other cities, such as St John’s Catholic
College in Darwin. Several programs complemented schooling at Katherine High School.
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“School Ready”37 is for students in Years 7-9 who are not ready for mainstream schooling.
This special program provides a flexible learning space with a focus on literacy and
numeracy, and aims to reengage students with attendance issues. It is open for anyone,
however, when I met with staff members there at the end of 2013, all the students were
Indigenous. There was a similar program for students in Years 10-12. Indigenous-specific
programs were the Stronger Smarter Sisters program for girls and the Katherine Clontarf
Academy for boys. Stronger Smarter Sisters provide non-academic support, such as meals,
school uniforms, and sleeping facilities. The aim of this program was to support students’
school attendance and help them do well and enjoy class. They also ran various programs
such as a life skills program, well-being sessions, a culture program, and sporting activities.
Stronger Smarter Sisters was mainly attended by Indigenous mainstream girls.38
There were also organisations outside of the schools working to improve school
attendance. One of these was Mission Australia. They had a program aimed at getting
young people back into education. For those aged 12-19 years, the program was concerned
with getting disengaged students back to school, assisting engaged students with goals
such as pursuing tertiary education, and running group activities at the schools and
boarding houses.
At the time of this research, Katherine had a hospital, many social services, two
mainstream health clinics, namely Gorge Health and Kintore Clinic, and an ACCHO, WurliWurlinjang Health Service (from here on referred to as “Wurli”) (Wurli-Wurlinjang Health
Service, 2018b). Wurli regularly serves over 4,500 Aboriginal residents of the communities
in the Katherine area, as well as 7,000 people from remote communities occasionally when
37

School Ready was often referred to as the Vertical Class by the young women.

38

The coordinator told me that School Ready and mainstream girls did not like to mix, and that
therefore Stronger Smarter Sisters was not attended by many School Ready students.
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they visit Katherine (Wurli-Wurlinjang Health Service, 2018b). They employ Aboriginal
Health Practitioners, doctors, nurses, and other health professionals. Wurli is governed by a
board of directors who are elected by and represent people living in Katherine town as well
as in the communities Kalano, Rockhole, Warlpiri, Jodetluk and Binjari. The service started
operating in 1972, and although they were located at Kalano from 1983 until 1995, the
main clinic is now located in a central area in Katherine to improve access for all Aboriginal
people in the region (Remote Area Health Corps, 2009).
An Indigenous organisation taking a different approach to health and well-being was the
Banatjarl Strongbala Wumin Grup, which was formed in 2003 (Jawoyn Association
Aboriginal Corporation, 2016). The name is in Kriol39, as they encompass women from
several different language groups. They have their own gardens where they grow plants for
bush medicine and other uses and where they teach young Indigenous women. They
provide bush medicine to Indigenous people for whom acquiring it might otherwise be
difficult, and share some knowledge about it with non-Indigenous people to increase their
exposure to it. Banatjarl often held bush medicine workshops at public events which were
open to Indigenous and non-Indigenous people. Additionally, they teach bush medicine to
medical students who do a placement in Katherine.
Katherine has many social services. The high number of social services relative to the
population size was often commented on by service providers. At the same time, people
working at social services noted that many young people still “fall through the cracks.”
There was overlap between services, but also gaps in service provision. These gaps included
the limited services operating outside of regular business hours, leading to a lack of support
for people at night-time and during periods like the Christmas break. Some service
providers noted that young people who did well in school struggled, as many services
39

See Section 2.7 for an explanation of Kriol.
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targeted those with obvious problems. However, others commented that some services
only accepted “easy” youth.
Both the Community Helping Action and Information Network (CHAIN: established 1988)
and Katherine Suicide Prevention Network (KSPN: established 2013) were running during
my time in Katherine. CHAIN had a membership that represented a wide variety of
organisations. They organised a meeting every two months, during which all present
organisations would give a short update on what they were doing, and longer
presentations about a variety of topics were held. In the nine times over one and a half
years that I went to the meetings I counted people from 54 different services attending.
KSPN had the specific goal of addressing suicide in Katherine and surrounds. It was part of
the Wesley LifeForce suicide prevention networks developed by the Wesley Mission, which
included monthly meetings.
Two of the social services I worked with during my fieldwork were the YMCA and Good
Beginnings. Good Beginnings provided a variety of programs and activities which could
broadly be divided in two areas and which they provided at different locations: early
childhood and family support. The early childhood side held a variety of playgroups for
young children in their Katherine location, in Mataranka, and in the communities Kalano,
Rockhole, Binjari, Warlpiri, and Kybrook Farm.40 The playgroups in Katherine were held on
Monday and Friday mornings, with the Monday group being focused on Indigenous people,
but open to everyone. These two groups were run in a similar way, providing the same
activities. The family support side worked on an individual basis with families, with their
programs varying in intensity and duration, from families who just required some support
for children with behavioural problems to families at a high risk of having their children

40

There were some changes during and after my fieldwork and at the time of writing some of these
playgroups were no longer going on.
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removed by the Department of Children and Families. In the second half of 2015, Good
Beginnings merged with Save the Children, and the organisation is now known as Save the
Children.
The YMCA consisted of two very different parts: the gym and youth services. The youth
services part of the YMCA had different programs. One was Youth Diversion, which had the
aim of providing pre-court diversion for young people between ten and eighteen years old
who had broken the law. Youth Diversion offered them an individualised program,
targeting the causes of offending. The young people also needed to show remorse
(community service was one example of making amends). The aim of the program was to
keep them out of the court system and without a life altering criminal record. The YMCA
also ran pre-diversion activities such as Drop-in Night, Girls Program (see Figure 2.3), and
Boys Program, through which they endeavoured to prevent children and teenagers from
being involved in criminal offences in the first place. Finally, they had the Youth in
Communities Program, which delivered programs in schools such as the Love Bites Program
(sexual assault and domestic violence awareness and prevention program), the
Adolescents’ Sexual Health Program, drug and alcohol awareness classes, protective
behaviour classes, and the Shine Program, aimed at empowering young women. During
school holidays, when the Girls (and Boys) Program were not running, the YMCA always ran
a holiday program, which included activities such as movie nights, arts and crafts, playing
AFL, disco, and laser tag. They worked with other organisations to make this happen. For
example, during one break the YMCA had JC Epidemic come in and do BMX shows.41 They
also worked together with Linkz, the Indigenous Hip Hop Projects, and with Specky
Dreaming and Headspace, running activities that were fun and often focused on health.
41

JC Epidemic was a Christian organisation doing BMX shows both for entertainment and to get
messages across to young people. During several shows in and around Katherine, their main
messages were “The choices you make today, will affect your future” and “Love, care and respect”.
They also talked about how bullying, binge drinking, drugs, and sniffing were “not cool”.
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Although many activities were held at the YMCA, they also held activities in Aboriginal
communities including Rockhole and Binjari.

Figure 2.3 My final Girls Program at the YMCA. Photo taken by another volunteer, 2015.

2.1.3 Katherine’s Aboriginal population: a history
First contact between Aboriginal people and European settlers in the Katherine region
happened when exploration for the Overland Telegraph had started in the 1870s. Pastoral
settlement of Katherine began in 1879 (Merlan, 1998). This caused a near extermination of
local Aboriginal people, followed by Aboriginal people coming into the region from a wider
area. There was some Aboriginal settlement near the developing railway line and along the
river near the town, although government policy up to the 1960s focused on keeping
Aboriginal people away from towns. Because of prohibited areas ordinances, Aboriginal
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people were only allowed in town during the day, and only for work. Like in other areas in
the NT, many Aboriginal people had started living in various locations outside of town,
among which missions, government settlement, and pastoral properties, where they
worked for rations. After the introduction of the 1965 pastoral award, which required
minimum wages to be paid to Aboriginal workers, this was not economically viable for
employers anymore and many Aboriginal people moved into Katherine (Bauman, 2006;
Merlan, 1998, pp. 6, 7, 42). Although most of them lived in “town camps”, there were also
houses for Aboriginal people being built in the town itself.
The Jawoyn people are recognised as the Traditional Owners of the Katherine Gorge area
(Australia. Office of the Aboriginal Land Commissioner, Toohey, Australia. Department of
Aboriginal Affairs, & Australia. Department of Northern Territory, 1988; Gibson, 1999).
However, currently both the Jawoyn and the Dagoman have a Native Title application for
Katherine Town. The other main language groups of the region are Wardaman, who are
from the area South-West of Katherine, and the Mayali from the North-East direction
(Merlan, 1998, pp. 14, 23). The history of settlement in and around Katherine has resulted
in Aboriginal people from various language groups living in Katherine, all with different
histories and connections to Katherine (Merlan, 1998, pp. 43, 44).42 In addition to people
from these nearby language groups, there are many individuals and families who have
come to Katherine from further away in the NT and from other states in more recent times.
Although Katherine is an intercultural space where Indigenous and non-Indigenous people
live together in one place (see Section 1.6), divisions can be seen in how town spaces are
used. Based on her fieldwork in Katherine starting in 1976, Merlan (1998, pp. 190-196)
described how Aborigines and non-Aborigines had a different presence in different areas of
42

At the same time, processes such as Native Title and Land Rights claims in itself contributed to the
emerging importance of identifying with these groups and an emphasis on the boundaries between
the groups (Bauman, 2006).
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the town. To some extent, this division in “black spaces”’ and “white spaces” was still
visible in 2014-2015. Although in the town centre there were always some non-Indigenous
people walking around, a little further away, such as over the bridge going to Kalano as well
as towards Eastside, the majority of people walking were Indigenous, while non-Indigenous
people had vehicles and pushbikes. The riverbank, as well as the grassy area in between the
lanes of Katherine Terrace, was a largely Aboriginal area. Another difference in the use of
spaces that still existed was that many Aboriginal people, in contrast to non-Indigenous
people, often bought take-away food rather than go to “sit-down restaurants” (Merlan,
1998, p. 193).43
I discussed this different use of town spaces with Alexis, my peer researcher, who agreed.
She also perceived Katherine as consisting of separate black and white spaces. We had
both noticed that we rarely saw Indigenous people at the Coffee Club, the Finch Cafe,44 or
the gym at the YMCA. Although Alexis did do fitness, she usually just worked out on her
brother’s equipment, foregoing the local gym facilities. When I asked Alexis whether there
were any places in town where Indigenous and non-Indigenous young people mixed, she
replied that this happened at school and when playing sports such as basketball and rugby.

2.2 The young women
The twelve young women who form the core of this study were shortly introduced in
Section 1.7.2. In this section, I will elaborate on their lives in Katherine. Of the young
women, four were born in Katherine. Two had moved with their families from elsewhere in
43

I regularly observed this during my fieldwork. Several times when I was driving somewhere with
Kathy or Alexis they asked me to stop at a service station so they could buy some food, or at the
Happy Corner store, a convenience store that sells take-away food. One place that attracted more
mixed customers was Kirby’s, the main local bar.
44

The Finch Cafe is a new and modern café in Katherine.
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the NT, and two were boarding students from elsewhere in the NT. The final two were from
interstate. Those who had moved to Katherine had lived there between 3 months and 17
years. Some of the informants who had moved from interstate, such as Carmen, felt
completely at home in Katherine. Other young women, such as Alexis, told me that they
were “born and raised” in Katherine, while noting that their language groups and country
were elsewhere in the Territory. The boarding students generally referred to “home” when
they talked about their home communities.
Participants’ living situations varied. Two young women lived at a boarding house for high
school students. Others lived in various arrangements in Katherine and at Kalano. One
informant lived by herself, and one lived with her partner. The others lived with family
members, either with one or both parents, or in various arrangements such as with their
partner, child, and other family members or in a larger household including grandparents.
All young women except one had siblings.
The young women generally had access to Western items and activities, such as mobile
phones, music, television, and sports (Burbank, 2011, pp. 128-130; Chenhall & Senior,
2009, pp. 36-40). They all had mobile phones, except Sarah for a while when hers was
broken. For some, having the latest model was important, for example, a few days before
Tamara celebrated her 16th birthday, she told me enthusiastically that she was getting the
new iPhone for her birthday. It was common for the young women to have Facebook, on
which I communicated with them. Facebook was also utilised by the YMCA to inform young
people and others in the Katherine region about upcoming and cancelled activities.
Some of the young women described a particular interest in music. For example, Alexis said
that her main reason to go on Facebook is to follow a rap group. She also said that she
expresses her feelings through music; she preferred this over talking with someone. Young
Indigenous women, but more generally Indigenous children and youth, enjoyed music a lot
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during my research. This was visible by the enthusiasm they showed when towards the end
of every Drop-In Night at the YMCA there was a disco. I also attended several discos in the
communities Rockhole and Binjari which were frequented by many people. Some of the
young people showed their own musical talents when the Indigenous Hip Hop Projects
came to Katherine and surrounding communities and made catchy hip hop songs with
accompanying video material. It was an enlivening experience.
Television shows and movies were also a regular part of informants’ reality. They enjoyed
watching Hollywood movies at the YMCA, such as Pitch Perfect (Moore, 2012). Sometimes
school assignments involved watching a movie and analysing it and I assisted the boarding
students with an assignment on the movie Mary Shelley's Frankenstein (Branagh, 1994). In
some cases, television shows and movies contributed to young women’s ideas about
Indigeneity. An example of this is the documentary 12 lost tribes of Israel (Gathering of
Christ Church, 2012):
Alexis: It’s like a documentary where it shows, that Aboriginal people, actually
came from, Israel. Where it all spread out. So one of the old, races in the world, is
Aboriginal. And this connects us with Jesus. But some people say that, the
Aboriginal race is older than Jesus … But I don’t think of that.
Mascha: Okay. Isn’t Jesus only like, 2000 years old?
Alexis: Yeah something like that.
Mascha: What about Aboriginal people?
Alexis: I don’t really believe that. That they’re older than him. I don’t believe that. I
believe like we’re actually equal with him. I don’t believe that we’re older than him.
That the Aboriginal race is older than him.
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In this case, Alexis based her assessment about how old “the Aboriginal race” is on what
she had seen in this documentary. Another example is the show First Contact (Sharkey &
Weekley, 2014), a reality television show in which non-Indigenous Australians who had had
little or no contact with Indigenous people were taken to various locations in Australia to
spend time with Indigenous people. This show gave her awareness of Aboriginal people
expressing the idea that Aboriginal people were fit and healthy, without alcohol and drugs
and diseases such as diabetes, before “white people brought all the disease to Australia.”
She used a similar discourse herself when she was talking about inequality in Australia and
difference in political power between Indigenous and non-Indigenous people in Australia.
In terms of their lifestyles and physical activity, young women ranged from being largely
inactive to everyday enjoyment of physical activities. Every week, when the Girls’ Program
at the YMCA was starting, the girls had some time for themselves while others were still
being picked up and while staff and volunteers prepared dinner. Although some girls sat
down to chat during this time, the majority was generally playing basketball or a similar
sport. Drop-in Night always featured sports in which most children and young people
enthusiastically participated.
Most of the young women were religious and stated that they believed in God and Jesus.
Not all of them talked about their specific denomination, but those who did were Catholic.
Overall, the majority of people in Katherine who identify with a religion are Catholic
(17.4%), followed by Anglican (9.2%) and Baptist (2.8%) (Australian Bureau of Statistics,
2018a). Some of the young women expressed that although they still believed, for various
reasons they no longer went to church like they did when they were younger. Only Tamara
and Carmen asserted that they were not religious. Kathy was strongly religious and was
often involved with projects around religion. She showed me the “Holi Baibul”, a Kriol
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translation of the Bible which was launched in Katherine in 2007 and was the first Bible
translation in an Indigenous language (Debien, 2007).
In remote communities, Indigenous people generally spend much time around family;
being a friend and having friends is generally limited to people of European origins,
because Aboriginal people are kin (Moisseeff, 2011, p. 243; Musharbash, 2008, p. 172). In
such settings, intercultural friendships are often short-lived and characterised by
unevenness in terms of power and possessions (Musharbash, 2014). In Katherine, although
family was important for the young women, friendships with non-Indigenous or nonrelated Indigenous people were more common. In terms of friendships and people with
whom informants spent time, there were some differences between those in this study.
Some young women had mixed friends, in their own words they could include “half-caste,
Indigenous, white, Filipino”. These young women were generally less immersed in the
Aboriginal world. Other Indigenous young women mainly spent their time with other
Indigenous people. They spent more time with family, hanging out with their cousins and
sisters, than the young women with more mixed social circles. On Facebook, they
connected mainly with family members, although it was also common to have “random
people”, who they did not actually know and who might be from overseas, as Facebook
friends. I talked with Alexis and Brianna, who were closely related, about whether young
people have somewhere to go if they wanted to talk with someone.45 They said that most
young people would go to family members: “If it’s a girl she would go to her auntie. If it’s a
boy, he’s probably going to his grandmother. Or if he feels comfortable with his uncle.”
Alexis added that some of them do not have any family members to go to, and just talk
with their friends. When I asked Brianna and Alexis whether they had anyone to talk with,
they said they would go to each other: “I got her.”

45

I was asking this to find out about support for mental health issues.
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Views on boys and relationships varied among the young women. Michelle, who was
mentioned at the start of this thesis, had a long-term partner, with whom she lives
together and now has a child. Lucy was also living together with her partner and father of
her child. Out of the others, Carmen was already in a serious relationship when I first met
her, and Kimberley became involved in one after some time. Others were dating, which
according to some equated to having sex, although one of the younger girls had had
boyfriend but did not have sex with him. A few young women commented on peers, or
even girls younger than themselves, having boyfriends, getting married, and getting
pregnant. They stated that they did not want this kind of life for themselves, saying that
they were still too young, although they could see themselves getting married and having
children in the future. Alexis thought she might have children by the time she is 26 years
old, while Brianna focused on having a full-time job, a house, and a good man (“who can
cook and clean, and has a job, not being a lazy bum”) first. While some young women
found partners in Katherine, others found of aspired to find them in other states, or even
overseas, as one of them was adamant that she wanted an African-American man. The
(potential) partners of informants could be either Indigenous or non-Indigenous. Discussing
the scenario about drinking alcohol (Appendix D) elicited further ideas about young men
and sex, in the context of parties and being drunk. When asked what they thought would
have happened to the drunk “Ashley” after the guy took her upstairs, participants generally
thought that she might have been raped. They thought that men/boys will take advantage
of girls when they are drunk and when no-one is around. For this reason, they agreed that
it would be safer to drink in a public place and with someone sober around.46

46

While this scenario discussed a negative drinking event, there were also positive experiences of
drinking. Young women talked about drinking on special occasions, for example, such as after the
formal or at a housewarming party, and in nice environments, like having a few beers near the river.
On a few occasions I had a drink with Indigenous women who were informants but also became
friends.
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2.3 Identity
2.3.1 “I’m mixed, as they say”: Identifying as Indigenous
Identifying as Indigenous in Australia is a cultural, historic, political and malleable concept
which exists at various levels. There is a nationwide Indigenous identity, which exists in
opposition to non-Indigenous people, as well as lower level identities such as language
groups and clans. This section focuses on the former. The pan-Indigenous identity was
originally a European construct, as colonisers regarded Aboriginal people as a homogenous
group and as separate from themselves (Carlson, 2016, pp. 19, 63). Since the 1970s, the
concept has been taken up by Indigenous people, especially those in urban areas, for a
variety of reasons, including a stronger base for political activism (Carlson, 2016, p. 69;
Paradies, 2006) and as a source of social support and inclusiveness, particularly for people
who have lost connections at the level of more specific identities (Carlson, 2016, p. 62). It is
important to note, however, that when Indigenous identity is based on stereotypical ideas
of ”traditional culture” or based on marginality, it can be excluding for people who do not
live in a traditional manner, are not disadvantaged, and/or do not want to identify as
Indigenous exclusively (Paradies, 2006).
Who can claim Indigeneity and what makes someone an Indigenous Australian is a historic
and ongoing conversation (Carlson, 2016, p. 17). Nationally, there are three requirements
that people need to fulfil in order to be able to identify as Aboriginal: They need to selfidentify as Indigenous, the Indigenous community needs to accept them as such, and they
need to have Indigenous ancestry (National Aboriginal Health Strategy Working Party,
1989). These criteria, however, are not applied in a consistent manner, and the definition
does not give any indication of the relative importance of each aspect. As example of this,
Gardiner-Garden (2003) discusses the Tasmanian context, where many people cannot
prove Indigenous descent, while the Tasmanian Aboriginal Centre, the main provider of
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services for Aboriginal people, was increasing its emphasis on the criterion of descent.
Court cases around Indigeneity have reached differing conclusions, with an appeal to the
1989 Wouters Case finding that in this case descent alone was sufficient to establish
Aboriginality, while in other cases descent alone was not enough, and some degree of
social acceptance was warranted (Gardiner-Garden, 2003). Another concern around the
three-tiered definition is that community recognition can be difficult for non-local people
even if they themselves identify as Indigenous (Carlson, 2016, pp. 7-10).
Throughout this research, my focus is on how the informants themselves identified as
Indigenous.47 In this, I bring into focus the core narratives of identity which frame the
research, allowing young women’s life views to expand a more complex picture of the
meanings and use of Indigenous identity. Many of those whom I conducted fieldwork with
spoke of being from what they called “mixed backgrounds”. As noted by Tamara: “My
family do tell me that, we say mixed breed, that I’m like, have a lot of things in me”; this is
echoed by Alexis: “I’m Aboriginal, and I’m part Spanish too. I’m mixed, as they say.”
Despite being part-Indigenous by descent, these young women identified as Indigenous
rather than by their other backgrounds. They gave differing and sometimes conflicting
reasons for identifying as Indigenous. For example, Tamara noted that she identifies as
Indigenous because she does not believe in God; she believes in the spiritual. At the same
time, many other informants who identified as Indigenous believed in God and did not
think that this was in conflict with being Indigenous. Where and how they had grown up
also played a part in how young women identified. Several informants from mixed
backgrounds grew up around their Indigenous extended family rather than with family

47

By doing this, I focus on the insider perspective of Indigeneity, which can be different from the
outsider perspective. Certain conjunctions of speech, comportment, phenotype and so on influence
what some non-Indigenous locals perceive as typically Indigenous. Although some of my informants
would not be perceived as typically Indigenous, others would be, and as such they included a range
of young women with regard to identity.
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members from other backgrounds, which provided a reason for feeling more connected
with the Indigenous identity. It was where they had been socialised and where they felt
most connected with family that influenced their ongoing identity narratives.
Skin colour often had an effect on how people identified. It is not uncommon for fairskinned people to be questioned about their Aboriginality (Carlson, 2016, pp. 2, 94;
Paradies, 2006). In Katherine, people from mixed backgrounds emphasised not looking
“white” and thus being “black”. As Carmen said: “I'm half white and half black, they're
probably going to judge me as a black person because I look more like an Indigenous
person, rather than a Caucasian person.” Valerie, a service provider who had two
daughters in their early twenties, resonated with this when I asked her why she identifies
as Indigenous when she has part-European heritage: “Well, when people, when you, I’ll put
the question back on you: When you first saw me, what did you think I was?” 48
Nonetheless, there were instances when those who are fair-skinned or live “European”
lives, have trouble being accepted by others as Indigenous (Paradies, 2006). Sarah was a
quarter Aboriginal, but usually identified as non-Indigenous.49 According to her: “It’s too
tiny to call ourselves Aboriginal”. She also said that people assume that she is nonIndigenous because she is fair-skinned, so it is easier for her to say that she is. Racism and
bullying because of skin colour, as well as related to how people grew up, happened both
ways, as shown by Tamara:

48

However, as we kept talking other reasons came up. Valerie said that she found it a very
interesting question, and that she had never been asked that before. It was clear that she kept
thinking about it as we were talking, rather than giving me a previously thought out answer. Similar
to some of the young women, she also mentioned what she had been exposed to. She had largely
grown up around her Aboriginal extended family, and one of her earliest memories was participating
in a corrobboree.
49

Sarah grew up in a largely Aboriginal town. She has been “adopted” by several Aboriginal women
who she calls her nannas. She grew up around these women. I have included Sarah in this study
because the way she identifies and has grown up shows the complexities in conceptualising
Indigenous and non-Indigenous identities.
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Tamara: Like in the school bus, sometimes people say to others “You have a boil,
that’s disgusting.” Especially the ones from Rockhole.
Mascha: So who is saying that to who?
Tamara: People with my skin colour saying to a really dark person. But they’re
racist to me as well because I look white.
Mascha: Who are?
Tamara: Darker people, if they know I’m Indigenous. I’ve grown up white, with my
[white parent].
Identifying as Indigenous because of the shared history of colonial oppression and being a
marginalised group was prevalent among those who participated (see also Carlson, 2016, p.
167; Paradies, 2006). They expressed their Indigenous identity when talking about political
issues, as can be heard in the statement “we were healthy before colonisation”. The panIndigenous identity offered an identity for those informants who had actually “lost their
culture”. Kimberley was one of the young women who identified more as Indigenous than
with a particular group. Since she was unable to identify with the culture of her ancestors,
her Indigenous identity was mostly expressed in the context of the history and the ongoing
marginalisation of Indigenous people. When I asked her about bush medicine and
traditional healing in Katherine, she could not speak about this from personal experience:
There’s not much of it around here, a little bit. The women do a smoking thing,
steaming ceremony. It clears you from the inside, clears your thoughts, mind, soul,
spirit. There are bush doctors. They use bush medicine, are spiritual healers. It
depends on the community … I haven’t personally experienced it. Just heard about
it. Especially down central way, there’s spirit doctors, they call it their gift.
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It is in the loss of a particular identity that Kimberley’s Indigenous identity is expressed.
Paradies (2006, p. 358) has pointed out that a pan-Indigenous identity can be excluding to
people who do not conform to the stereotypical view of culture, emphasising statistics that
show that a majority of Indigenous people do not speak an Aboriginal language and only
slightly more than half identify with a clan or language group. Nonetheless, the way that
Kimberley identified demonstrated how a pan-Indigenous identity can in fact mitigate the
loss of culture in some instances.
A focus on being Indigenous also occurred when young women compared their culture to
mine. Sometimes the young women distanced themselves from me as a non-Indigenous
person when talking about culture.50 For example, Brianna compared Aboriginal and nonAboriginal culture, saying that “you guys do funerals differently”, and then explaining the
funeral process to me. It was also outlined by Tamara:
Tamara: We’re not allowed to like, do a lot of things. You can’t play didgeridoo or
anything like that.
Mascha: Why is that?
Tamara: Oh, coz you can fall pregnant coz we’re Indigenous. Like if it, if it was you
playing, you’re allowed to but we’re not allowed to … Like, all stuff we eat like, just
things you wouldn’t eat [laughs] but we’re not, like would you eat catfish, if you
caught a catfish? Would you eat it? [laughs] Coz, yeah, we eat it all the time.
With regard to their identity, Indigenous young women in Katherine could broadly be
divided into two groups: Indigenous identity as a given and Indigenous identity as
ambivalent and more complex. For those for whom it was a given, their family contained
50

In this case, when they were trying to say something about their own culture, the focus was on me
as a non-Indigenous person. At other times young women would address me as a Dutch person,
asking me questions about the Netherlands.
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for the most part Aboriginal ancestors and descendants. They had a skin name and
understood and learned about cultural aspects such as Dreamtime stories, bush tucker, and
songlines from their own language groups. If they had some European background, they
usually grew up with their Aboriginal family members. For those whose Indigenous identity
was more ambivalent, there were complexities to their identifying with being Indigenous.
They had lost touch with their Aboriginal backgrounds, because their mothers or
grandmothers were part of the Stolen Generations or because they themselves had not
grown up around their Aboriginal family. Some of these young women did not have a skin
name. Some made explicit efforts to learn about Indigenous culture and described wanting
to learn about the culture because they felt that as an Indigenous person they had to know
about it. They learned about it for example on Healing Camps where Indigenous youth go
out bush for one or two weeks and learn about aspects of traditional culture.51 A similar
way of learning as an outsider was mentioned by one young woman, who had worked at
the local high school and had girls of Stronger Smarter Sisters teaching her about bush
tucker and about their culture. She also envisioned herself learning about culture at
Barunga Festival, where all sorts of indigenous identities are celebrated.

2.3.2 Language groups, skin names, and kinship
In addition to a nationwide Indigenous identity, Aboriginal people also identified with
language groups or tribes, clans, and subsections or skin names. These identities are not
exclusive: Different levels of one’s identity may be drawn upon in different contexts
51

These types of camps are often targeted at high-risk youth with the goal of suicide prevention
(Department of Health, 2014, 2015a) or cessation of anti-social behaviour and criminal activities
(Blignault, Zulumovski, Haswell, Fitzpatrick, & Jackson Pulver, 2013). They are held away from town
centres and focus on maintaining and strengthening links with culture for young people. One of my
informants had been to camps like this “heaps of times” and was very enthusiastic about them. The
knowledge taught at these camps is not specific to any group of Aboriginal people. Closer to
Katherine, Banatjarl organises camps to teach young women about kinship, language, culture, bush
medicine and bush food, spirituality, and how to take care of themselves and their children.
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(Eriksen, 2010a, p. 32).52 However, these identities are not as straightforward as they may
seem, the terms tribe and clan have become less distinctive, and young women do not
always possess knowledge about their affiliations, especially in regard to skin names.
Informants in this research had various ways of expressing their Indigenous identity,
depending on how stable they thought that identity was. The young women whose identity
was more ambivalent and who learned about Indigenous culture in a more explicit way
often focused more on being Indigenous than on identifying with a particular language
group. Young women whose Indigenous identity was unquestioned sometimes identified
with Aboriginal people as a whole, and sometimes more specifically with their own
language group.
Language groups or tribes are the broadest socio-territorial identity that Aboriginal people
construct (Merlan, 1998). Those in this research often identified with a language group.
They did not feel that actual knowledge or use of the language was necessary for
identifying with it: Many did not know the language but still identified with the group.
Merlan’s (1998) ethnographic study in Katherine found that language proficiency does not
simply correlate with identification as a member of a particular group, and stated that the
link between people and language is secondary as both are grounded in the landscape.
Whether this is applicable to some of the young women is doubtful; some did not have
much connection with the landscape either, claiming that connection with the land is
important but not or rarely having been there.
The language groups that the young women belonged to included: Gooniyandi, Dagoman,
Marru-Bangibarra,53 Kala Kawa Ya, Kukuyalangi, Mara, Garawa, Alyawarre, Rembarrnga,
Gurindji, Alawa, Andyamathanha, Pitjantjatjara, and Ngarrindjeri. Sometimes young
52

See Bauman (2002, p. 216) for a discussion of the tensions between “broader expressions of
Aboriginality and regional localism.”
53

Spelling according to informant.
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women were confused when I asked them about their language groups, for example when I
asked Brianna, she replied “English!” Alexis then explained: “No, the tribe, Aboriginal
language … your mob language … from [community].” Although the word “language group”
rather than “tribe” may have been confusing, it also seemed that young women were not
used to being asked about it. One day during a Good Beginnings playgroup, I was talking
with one of the Indigenous mothers, Eline. When I asked her what language or clan group
she was from, she seemed unfamiliar with such a question, indeed surprised. She then said
she uses her grandmother’s one, who was from Roper River. I asked: “Ngukurr?”, and Eline
said yes. I asked again which language group it was specifically. Eline answered Ngalakan.
Clans are a less inclusive (that is, they denote smaller groups) socio-territorial identity.
Most clan level attachments to places near Katherine have not survived, though those
further away have more often (Merlan, 1998). The young women rarely talked about clans.
They identified with their language group or as “Aboriginal” rather than with a certain clan.
Sometimes they used the words “clan” and “tribe” interchangeably, meaning language
group. This does not just happen on towns; in remote communities such as Ngukurr the
terms are also used interchangeably (K. Senior, personal communication, June 6, 2019).
Since the young people I worked with lived, and mostly grew up, in towns, they have less
detailed and lived knowledge of the land. Young people in Katherine generally know places
through being told about them by their family members rather than from their own
experience (Merlan, 1998). They talked about tribes when explicitly discussing their culture,
sometimes in opposition of other Indigenous people’s cultures.
Another way of identifying is by moieties and subsections, or skin names as the latter are
usually called in Katherine. Appendix F discusses the moieties and subsections in Katherine.
Moieties and subsections are sociocentric categories. They place all people in a certain
category, and make it possible to know how an individual should behave towards any other
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person (Bauman, 2002). Sociocentric systems such as subsections became more important
in the Katherine region as a result of colonisation, when contact between a much larger
range of Aboriginal (and non-Aboriginal) people became common, rather than mainly
contact with known people. Although subsections may have increased in importance over
time in some way, some of the young women, as well as some older women, I worked with
did not know exactly what ‘skin names’ were, or whether they had one. Furthermore,
informants did not identify skin names as something new that diffused with colonisation.
Skin names were presented as being part of an enduring Aboriginal culture.
Skin names are sometimes given to non-Indigenous people. This was pointed out to me by
some of the young women, for example Brianna who talked about Aboriginal people
teaching non-Indigenous people about their culture:
The old people do give white people a skin name. They teach ‘em like, they class
‘em as their own family. And they teach their language. And they give their skin
name. And they do their culture too. And we, and the old people show them
everything.

An example of this was when I was given my skin name about a year and a half after
moving to Katherine. This was during a bush medicine workshop during NAIDOC Week in
July 2015, when I was sitting among the Banatjarl women, including Kathy. Early in the day,
Kathy was calling me her student, but as the day progressed she started referring to me as
her daughter: My skin name would be Kotjan. This relationship was important to Kathy and
me, and she would speak of me in this relationship, pointing out the world I had entered
with the Banatjarl women: “That’s your auntie, that’s your grandmother”. This extended to
non-Indigenous people. For example, Kathy once introduced me to a non-Indigenous
women from New South Wales who was doing some healing with her. She said that this
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woman had the same skin name as Kathy, and that I should call her Mula, which means
older mother.

Young women did not always expect me to have a skin name, but when those that were
aware of their own skin name found out that I had one they always used it to determine
our relationship. When I was talking about skin names with Jessica, a young woman at
Rockhole, she started asking what my skin name is, ,but halfway through her question she
hesitated, suddenly realising that I might not have one and asked: “Oh, do you have one?”.
I replied that I did have one, and told her that it was Kotjan. She then said that she calls me
“mummy” and that she is my daughter. She proceeded with pointing to her sons and saying
that they are my grandchildren. During an interview with some other young women, Alexis
informed Brianna that my skin name was Kotjan and Brianna noted that hers was
Gamarrang, and that we are sister-in-laws. She then said to Alexis that I was her (Alexis’)
mother, at which they both laughed loudly.
Closely related to skin names is the concept of “poison cousin”. The term poison cousin,
which is an Aboriginal English term, refers to a taboo relationship of avoidance between a
man and his mother-in-law (Garde, 2008; Hiatt, 1984). They are of a different generation
and not actually cousins, who are in the same generation. Although poison cousins for a
certain individual always have certain skin names, not all people of that skin name are
poison cousins. It is also determined by actual relationships. Some young women related
skin names to marriage, although they recognised that it was becoming less important:
“Now there's like more people not, more people not having the right kind of marriage now,
like skin names.” Another time, Jessica pointed to one of the boys who was three years old
at the time and said that he is her poison cousin. She explained, while giggling a bit, that if
she has any daughters, one of them might marry him. She also said that when he is a grown
man she will not be allowed to interact with him, but while he is a child she is. On another
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occasion, however, when we talked about skin names, she said that it “doesn’t matter
much or that people don’t really know anymore, because people just marry someone
anyway, not necessarily straight skin.”
Like skin names, some Indigenous people in Katherine such as Tamara were not familiar
with this notion:
Mascha: What about poison cousins? What do you know about that?
Tamara: What is?
Mascha: Poison cousins, like people you can’t …
Tamara: Poison? [laughs] Did I mention that? Poisons cousins.
Mascha: Some other people have mentioned, it’s like people that they are in some
way related to you, that you can’t talk with, traditionally.
Tamara: Oh, if you go through Law?54 Like, some people you’re not allowed to say
their name. But I don’t know about the poison cousin thing. I just know some
people can’t like, you can’t say their names, to show respect because they’ve been
through Law, and I don’t know which way like you have to show respect. I just
know that you’re not allowed to say their name, like talk about them, say their
names. I think they have something else you can call them or, I think you just can’t
say their name at all. But I don’t know what the term is for that. I just know that
that’s a rule. I don’t know, maybe if I went through Law, then I’ll know a bit more.
My nanna wants to put me through Law but, I don’t wanna go.
Service providers said that they learned about skin names and poison cousins during
cultural awareness courses. They observed that they can form a barrier to access their
54

“Going through Law” means going through initiation ceremonies (Butcher, 2008).
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services. To illustrate this, service providers at both the YMCA and Good Beginnings
explained that sometimes Indigenous people who come to group activities have a look at
the entrance to see who is there, and if they see certain people, they leave again. Jennifer,
who worked at the YMCA, expressed that sometimes they do outreach for this reason:
We’ve got a lot of kids that we go out to see rather than them come here, and
that’s mainly around different family, like skin groups and that, that can’t be
together. … We get a few that will come in and go, “Oh, you know …”, they wanna
see who’s here first or ask who’s here first and then they’ll say, “Not much room.
Not much room”, meaning that they can’t come in because someone’s already in
here from their family group that they’re not allowed to communicate with or have
eye contact.
This was also the reason that she herself had refused to accept a skin name:
They’ve tried a couple of times. A couple of different people have offered me a skin
name but I find, my personal thing is that I find that very limiting cause that puts
you to that particular tribe, and there’s other people that you can’t then. They
expect that you can’t work with that person now because you’re different skin. I
don’t wanna get involved with that. I wanna stay and be neutral, like very
respectful but very neutral.
In addition to the socio-centric ways of seeing the world around them, people also used
kinship terms (Bauman, 2002; Harvey, 2001). Kinship terms are egocentrically defined and
denote specific relationships to a person. Those in this research utilised a variety of terms
to specify kinship relations, which often depended on who they were talking to. For
example, they might call their mother’s sister’s daughter “sister” when talking with another
Indigenous person or someone who they knew understood Aboriginal kinship terms. When
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talking with a non-Indigenous person who might not understand these terms they would
say “cousin”, a term more familiar to non-Indigenous Australians, or ”cousin-sister”,
including both words. It also depended on the family composition. One young woman had
an Indigenous mother and non-Indigenous father. She explained that she sees her mother’s
sisters’ children as brothers and sisters. Her father’s brother’s children, however, are
cousins to her; they would have been brothers and sisters if her father had been
Indigenous. The transformative use of kinship terms in the Katherine area has been pointed
out by scholars such as Bauman (2002) who notes that Indigenous individuals in the same
family may not share identical sets of kinship terms, for example a woman may call her
sister’s children son or daughter, while her sister prefers her to call them niece or nephew.
Additionally, kinship terms are increasingly qualified, for instance “brother, blackfella way,
but cousin-brother whitefella way” (Bauman, 2002, p. 219).

2.4 Culture: two stories
One Wednesday evening I was tutoring at Callistemon House. I usually worked with the
senior girls, but on this day I was working with a Year 7 student, Nisha, an Indigenous girl
from a small community several hundreds of kilometres away from Katherine. After I
helped her write an email to her mother, she decided to work on the subject Studies of
Society and Environment. Her homework involved making a PowerPoint presentation
describing concepts of liveability in relation to people in Africa. Nisha had already done part
of the assignment, and was now up to the concept of culture. Before writing anything
about the culture of African people, I asked her to think about what culture is. This proved
much harder than I expected. Nisha searched for definitions online, but their complexity
was difficult for her to untangle. I decided to try another approach: I asked her if she could
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tell me about her own culture. After thinking for a while, Nisha started googling her home
community, and “[community] culture” and “[community] school”. She looked at the
pictures that came up and enthusiastically started telling me about the people she knew in
the pictures. At some point she told me that she had forgotten much of her culture
because she had been living at Callistemon for so long (nearly two years at this stage). She
then actively changed the topic by looking closely at my earrings and asking whether they
were made of paper. I told her that they were, and that they were from Vietnam. I asked
her if she knew where that was. Nisha replied “yes” and asked rhetorically: “That’s where
the Sapphires sing?”55
As this story shows, culture can be difficult to define. Nisha was not able to put into words
what it was, and online definitions did not help either. Eventually, to get off the topic she
started talking about something else. Yet, saying that she had forgotten much of her
culture shows that she had some idea of what culture meant to her. To get a sense of what
culture is for the young women, Alexis and I wrote the following scenario and questions:
Land – culture - disconnect
Sally is a 17 year old girl living out in the station with her family. She always dreams
of living in the big cities. Her grandma never liked the idea of her going, fearing that
Sally would lose cultural knowledge and be disconnected from the land.
1. Wherever you go in life do you take your culture with you?
2. How do you think Sally would feel when she leaves?
3. Do you think Sally is doing the right thing?

55

The Sapphires (Blair, 2012) is a movie about four Australian Indigenous women who sing for the
soldiers in Vietnam during the war.
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Talking about this scenario with young women elicited many things that they regarded as
culture. These include: language, art, respect, bush tucker, hunting, fishing, “knowledge
about my tribe”, songlines, storytelling, their Dreaming, a spiritual rock, skin names and
kinship, history, bush medicine and traditional healing, initiation ceremonies, the Law,
women’s and men’s business, funerals and marriage, weaving baskets, and knowledge
about plants and animals.56
For the first question all the young women answered “yes”. Some of them found it difficult
to make explicit what it is that they would take with them. They mainly said that it was
“cultural knowledge” and “being able to talk their language”, even though not all of them
actually spoke their language. When I asked Aleisha whether there were any other aspects
of culture that she kept with her, she replied that she did not. She explained: “Well, not
really coz we don’t, we’re not meant to bring it, bring stuff in town like, cultural stuff.” I
asked her for further explanation. She had to think for a while, then said “say for example a
rock, that’s like spiritual. You can’t take it here. You have to leave it there.”
The second question led to a wide range of answers. Several informants recognised that
Sally might feel different emotions at the same time. Aleisha hypothesised that on the one
hand, Sally would feel worried for her family. At the same time, Aleisha said, Sally would
also be looking forward to be going somewhere new: “Yeah, she’ll be probably, feeling
down and that, same time, but then again she badly wants to go from there.” When talking
about herself Aleisha noted the same thing: She explained she would feel “right” to go, and
said that she would want to start a new life and go her own way, but that she would be
worried about how her mother and her grandmother would be feeling. Felicity and Loretta
also thought that Sally would feel “all emotions, different emotions”, such as upset but also
56

For example, when I asked Sarah what she had learned about Aboriginal culture, she told me
about a yellow flower. She explained that low numbers of the flower meant it was not worth looking
for long-necked turtles as they would not be fat.
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excited. Brianna, however, was merely negative about how Sally would feel when leaving
the station: “Actually if she leaves, like when she leave that country, and then she will’ve
lost, she will have no friends, … and she might forget about all her culture, and just wasting
her life on them grog, or grog, alcohol and drugs.” Vicky and Lucy mainly thought that Sally
would feel homesick. Vicky focused on how Sally would feel when going back to the
station:
Maybe when she gets like, at the turnoff of her little station, she’ll probably think,
home sweet home. And she, maybe like, the places like on the highway-, when she
is driving you know, looking out the window she’ll probably be thinking, this old
memory here for me, sitting down there with my family you know.
Lucy also said that Sally, when she has children, would take her children out to the station
to show them where she grew up.
Regarding the third question, most of the young women thought that Sally was doing the
right thing. Loretta and Felicity noted that this was because going to the city might “get her
a better future.” Vicky and Lucy focused on learning English and the job opportunities it
would bring. Vicky said that Sally probably wants to become the manager of a place, for
which she needs to know English. Vicky also said that she herself wants to study to become
a manager.
Brianna put more emphasis on the connection with the community that Sally came from.
She said that maybe it is good for Sally to go to the big city for work, and to have a
“different experience”. However, she added: “Maybe at least she is maybe go back to the
bush and to see their family member on the holidays. They have jobs in town but they still
go back to the community where they belong.” This clearly reflected Brianna’s opinion on
culture and connection with the land, as she had previously expressed how important this
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was to her. She was very excited about visiting family members out bush and going to her
homeland which she often did during the holidays.
Anthropologists working with Indigenous people in Australia generally understand culture
in two different ways. The first way of researching culture has been described by Hinkson
(2010, p. 5) as “classicism”, which focuses on classical anthropological topics such as
kinship and cosmology, regards Indigenous culture as relatively independent, and stresses
cultural continuity over change. The second approach is “interculturalism”, which focuses
more on processes and change (Hinkson, 2010, p. 5). Although not completely similar,
parallels can be drawn with Merlan (1998, pp. 227-228), who distinguishes between “high
culture”, which provides an essentialised and past-based view of culture, often focusing on
the concrete and visible aspects of culture, and everyday sociality and experience. Looking
at what those in this research thought was culture, this mostly included aspects that can be
seen as high culture or fall under the classicist approach, focusing on an explicit form of
culture that is continuous with the past.
When I use the term culture in this thesis, I use it in the way that the young women defined
it and which is common among service providers and the general public, which is the view
of an essentialised high culture. I am, however, not trying to present a description of a
reified “Aboriginal culture”, rather I explore how the concept is understood and used in the
Katherine context. Conceptualising culture in this way does not mean that a less visible
everyday social action did not exist. I do consider this everyday social action and
experience. I also keep with the anthropological shift from seeing cultures as isolated,
bounded, coherent and unchanging, to recognise that they are not bounded, have internal
inconsistencies, that there are many differences between people in one culture, that
change is possible, that people have other identities, and the importance of looking at the
political and historic circumstances of the research (Agar, 1996).
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2.5 Losing culture
During an interview with Brianna and Alexis, the following conversation took place:
Brianna: Half of Katherine, they don’t have Laws and cultures and tribes.
Alexis: Half of Katherine doesn’t, these Aboriginal people live in Katherine they
don’t really know the culture. They’re too much in the mainstream world now.
White man’s world ey. Whereas if you’ve got people out bush, they still got their
culture.
It is clear from what Brianna and Alexis noted that they considered it possible for
Indigenous people to lose their culture. They showed a negative view of people who they
deemed not to have culture anymore. This excerpt also demonstrates reasons that Brianna
and Alexis perceived as being causes for culture loss, namely “being in the mainstream
world” and living in the town of Katherine rather than in the bush. Other young women had
similar views.
Although all participants in this research stated that they would take their culture with
them wherever they would go, they also clearly commented on people losing their culture
when coming into town, such as when Brianna said that Sally might “forget about all her
culture, and just wasting her life on them grog.” This shows that they did not actually think
that everyone always takes their culture with them. Brianna reiterated this when I asked
her about young women in Katherine:
Brianna: I learned from my, from my father tribe from my through aunties mob,... art
centre and they just do paintings. And they tell me about what the painting is all
about. From the Dreamtime story.
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Mascha: You think most of the young women, of the girls in Katherine learn all those
things?
Alexis and Brianna: No.
Brianna: They just come in town to lose their culture and lose their self.
As reasons for why they were learning it and others were not, Brianna said that they have
their Elders, and also that some other young women do not care. She expressed that it is
people’s own responsibility to keep their culture, and viewed not having much culture as
the result of disinterest in it: “Coz if you really wanted your culture, and you really wanted
to stick with it, you’ll acknowledge it. You won’t just leave it.”
Throughout our discussions, whether we focused on the scenarios or talked more
generally, culture remained an important topic for the young women. When Alexis asked
Aleisha directly whether, if she was to go live in the city, she would take her culture with
her, Aleisha answered: “Yep. I would, to show that I still care about my culture.” To the
same question, Vicky replied: “Yeah you have to. Now me, I take it seriously.” These
informants, who had learned Indigenous culture in an implicit way during their upbringing,
expressed negative attitudes towards those devoid of larger cultural knowledge.
The young women I talked with regularly compared people “out bush” with people in town,
and considered that the latter group were of greater risk of losing their culture. They
connected this not just with the different lifestyle in town, but also with the availability of
alcohol, on which the loss of culture was often blamed. They commented negatively on
people who would rather be in town drinking alcohol than living out in the bush, expressing
that older people should return to the homelands and leave the alcohol behind. When
discussing the scenario, there was a tension: Most young women thought that it was a
good idea for Sally to go to the city, but at the same time they acknowledged the possibility
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of losing culture when people go to the city. As Lucy explained: “She’ll take it with her, and
still have it but, probably, when that life is coming towards her in the city … And leave bush
things, forget about bush.” Vicky thought that Sally’s grandmother might be worried about
her going to a city because her behaviour might change:
The girl, like when you’re out bush, on the station, you know for cigarettes and
anything like that. You’re gonna need a phone, and [the grandmother] would
probably be thinking, oh when she comes back, why she’s on this technology
phone thing you know. She wasn’t allowed to before, she wants to go fishing with
me you know. That’s what she’ll probably be thinking, the grandmother. And then
the brothers around you know. [Sally] probably just cut through them and walk
straight past them. But her grandmother will be thinking, hey she didn’t use to do
this before. She used to give her brothers big room. That’s the, probably the reason
why she doesn’t want her going out, to town.
Several young women talked about how they grew up. Loretta and Felicity, having been
born and raised in towns, said that they were “not really raised culturally”, distinguishing
their upbringing from learning the ways of the bush. However, they explained that they
were still educated in culture: learning respect, bush tucker, art, hunting, history, and
stories. They were close with their Indigenous extended families and had learned from
them, rather than in the explicit way such as experienced by young women learning on
camps. Lucy also compared learning in the bush to that in the town: “When we was little
they were learning us bush style, then, my mum moved us back here into town, and then
started talking English.” Brianna and Alexis also said that it is easier to learn in the bush:
“They have bush medicine, bush tucker, they have hunting, and they learn about their
tribe. They speak their language and they go walkabout. They keep their mind clear from
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alcohol and drugs.” Even for the “implicit learners”, living in town presented challenges to
learning about their culture.
When talking about young people and culture, sometimes a discourse of being “caught in
between cultures” is used (Burbank, 2011, p. 25; Chenhall & Senior, 2009, p. 40):
Indigenous youth experience tensions between wanting Western commodities, but not
wanting to be too Western, as well as between European centric lifestyles in comparison to
local Indigenous lifestyles. To some extent, young women in Katherine saw themselves in
terms of being caught in between two worlds. They considered that “people are too much
in the mainstream world” was a reason for the loss of culture. This views evokes a sense of
unchanging cultures and an incompatibility between cultures.
There was a strong emphasis on “real culture” in Katherine, and Indigenous people who did
not ascribe to stereotypical cultural ideas, such as spirituality and the connection with the
land, could be seen as inauthentic (Paradies, 2006). For example, a non-Indigenous teacher
told me that culture is stronger in communities than in Katherine, and another nonIndigenous person told me that “the culture is dying”, and advised me to go out to
communities such as Lajamanu, because they still have more culture compared to Kalano
and Rockhole. Like the young women, many service providers in Katherine expressed the
narrative of losing culture through alcohol and living in a town. Jennifer, a non-Indigenous
service provider told me about an older Aboriginal man, who was previously disconnected
from culture but was now “strong in culture.” She connected this with knowledge not being
passed on to the younger generation:
Gone are the days where they [Aboriginal people] used to pass on a lot of info
because there is that whole generation of people who were really involved with
alcohol, so they didn’t, they don’t remember, or didn’t pass on, a lot of that story
as well. … And [Aboriginal man] said he got to the point where he just, culture was
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nothing. Everything came from the green can. That was all he was worried about. …
And so he’s quite far, he’s gone very much back to culture and has relearned a lot
of stuff. Now he’s really passionate about handing that information on to the next
generation, which is a positive.

2.6 Culture and identity
Culture and identity are closely related. The ways in which they connect were different
depending on how the young women identified and learned about culture. For those with
more ambivalent Indigenous identities, learning about culture in an explicit way was
something they did to strengthen their identity. For those with stronger Indigenous
identities, who also identified more often with a specific language group, culture played a
role in connecting with this specific group, in addition to its connection to identifying as
Indigenous.
Young women with an ambivalent Indigenous identity more often admitted that they did
not “have culture”, than those with implicit Indigenous identities, but they emphasised the
importance of learning that knowledge, of embedding it in their identity. Kimberley said
that “people who still have their language and culture, they are blessed, lucky to have that.
The identity, it is who you are, where you came from.” Carmen also linked culture to
identity:
Once you get older and realise that you have such lack of knowledge of your own
culture, I feel ashamed because I feel like that is your identity. It’s part of you. Not
that you should know but it's something that you shouldn't really forget, where you
are from, so I think that's why I wanted to get in touch with it a little bit more.
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Tamara said at the cultural camps (see Footnote 51) they “teach you where you start,
where you are going.” For her, going to the camps where she learned about Aboriginal
culture was a way to connect with that part of her identity.
Some of these young women only started making a real effort at learning about culture
when they were in their late teens. For example, Carmen acknowledged that when she was
younger she was not interested in learning about traditional healing and bush medicine:
No, I never really had anyone to really teach me about it but yes, it was sort of, you
know, I was really young when, you know, I did try and get taught things like that
and at that stage, I just wasn’t interested. Whereas now, getting older, I don’t
know, older and wiser, I guess you could say. I want to get to know it. When I have
kids I want to be able to tell them that this is where you’re from and this is how we
used to do things. Whereas I don’t know anything about it and I can’t really teach
them and I don’t want them to lose touch of, their culture any more than what I
have but yes, definitely. I have no idea about bush healing or bush tucker or
anything like that. But yes, definitely interested to learn.
In this story there is both disconnection and connection; we see the reality of not being
interested in culture for some time, but then using the different kind of knowledge to find a
connection. It is the life story of many who participated in this research, the story of trying
to reconnect with one’s heritage, with one’s Indigeneity, not just for oneself but for the
future generations. It is clear that Carmen has powerful beliefs regarding identity and how
the cultural knowledge relates to that. The idea that they want to know to pass it on to
their future children was expressed by some other young women as well.
Much of what these young women learned about Aboriginal culture was objectified
knowledge which was not specific for one group, rather it was sporadic and
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multidimensional knowledge from a whole gamut of Indigenous Australian groups. Tamara,
for example, knew Dreaming sites near Talc Head on the Cox Peninsula, across the harbour
from Darwin, where she attended the camps, but was not familiar with ones that were
specific for her language group or those around Katherine. Carmen was learning from
various groups whenever opportunities arose, rather than specifically from her own
language group. Sometimes she learned about culture from Indigenous girls in Katherine,
who originated from various places. She was aware that there are differences between
places. She said that when she was younger, she often felt stuck between two worlds,
moving between Darwin and Cairns. She said how for example bush tucker differs between
places: In Katherine it is based on the river and the bush; in Cairns it was more beach- and
forest-focused.
For the young women with implicit identities, it was important that this culture is specific
to their language group. Some young women, who learned about their culture mainly
implicitly, said that it was important to learn about your land, culture, and “tribe”. They
emphasised that cultural aspects such as songlines, language, and Dreaming, were specific
for each group. Alexis said very clearly that the culture is specific “for our tribe”, and
Brianna commented that she has a different culture than Alexis. Especially when it comes
to other Indigenous people learning about it, the young women were very guarded about a
lot of knowledge being specific for their language groups. I quote this at length to show
how Alexis and Brianna communicate this idea and discuss it among themselves:
Alexis: My grandmother, she’ll bring it back, but she brings it back, for our tribe,
our tribe people. Like I don’t, I don’t like the idea of like other people, coming from
different
Brianna: countries
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Alexis: Other Aboriginals trying to come and steal our culture?
Brianna: Yeah, people, we have different, like she got different tribe, she got
different language than me. I have different tribe and different culture than her. It
is different.
Alexis: Whereas people Down South57, like New South Wales and Queensland and
all that, they don’t really,
Brianna: know it
Alexis: It’s really weak down there. They don’t really know the culture down there.
We up in the Northern Territory and WA, like it’s really strong here. So if a person
from New South Wales to come up here and they try to learn our culture, I
wouldn’t like that.
Brianna: Coz … stealing our culture, try to learn our culture … and our tribe … and
speak the language….
Alexis: While it’s, from our culture is from our tribe, it’s for your tribe only. ...
Brianna: The only thing … trust someone, they only just trust the one, woman or
lady, um, woman or man hey.
Alexis: I mean they could learn the Laws, like that, Aboriginal laws, and respect,
how to respect and all that
Brianna: Yeah.
Alexis: But not the language and, our art and our storytelling, like that is for one
tribe right.
57

“Down South” is a colloquial term used in the NT to indicate other regions in Australia.
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Brianna: And our Dreamtime story
Alexis: Yeah that’s what I’m, like I wouldn’t like other, I don’t like the fact that other
people try to come and just take over.
Brianna: Coz it’s for us mob, to keep that, new generations. The old people … new
generations keep carrying on and on. Coz … that’s how men and women learn.
Their respect and the Law. And then, the business. When they’ll come out, then
they will understand and they will respect others.

2.7 Language
Language use, as well as particular communication styles, can contribute to identification
as Indigenous (Carlson, 2016, pp. 236, 237). The young women often included language as
a part of culture, and as something that could be “taken into town” (see Scenario in 2.4.1),
but that could also be lost. Knowing the language was not necessary for identifying with a
certain language group. When I asked Eline if she speaks the language, she said she did not.
She gave me a friendly push, and laughingly said “I just speak normal English”. Since Eline
had participated in quantitative surveys before, in which whether or not someone is
Indigenous, and “language spoken at home” are more usual questions than language group
(Australian Bureau of Statistics, 2018a), she might have expected me to ask these
questions. In the wider Katherine region, nearly 60% of Indigenous people spoke English at
home, and nearly 20% spoke Kriol (Australian Bureau of Statistics, 2018b). This was
followed by 2.3% Warlpiri speakers, and even lower percentages for other languages.
All of the young women in this study, as well as many other Indigenous women that I talked
with in Katherine, spoke English fluently. Several identified English as their first, and
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sometimes their only, language. Only two young women confidently stated that they spoke
their Aboriginal language. One of them was from a remote community, living at a boarding
house in Katherine. Some others said that they knew “a bit of it”, that they could
understand it but not speak it, or that they had “picked up a few words.” No-one I talked
with mentioned themselves or other people speaking Aboriginal English. However, the use
of English by several young women could be designated as Aboriginal English.
In some cases, the loss of traditional languages was as a result of the threat or actualities of
living on missions, and of the Stolen Generations (A. Gray et al., 1991, pp. 93-98; National
Inquiry into the Separation of Aboriginal and Torres Strait Islander Children from their
Families (Australia), 1997). Removing children from their Aboriginal kin meant removing
them from their culture, their language, and from the life they had in all senses lived
before. Some informants spoke about the loss of languages:
We speak English at home. My mother is part of the Stolen Generation, so we don’t
speak that language. I don’t know the language. My mum is the last one left with it,
and because it was drummed out of her, she doesn’t really know it anymore.
(Anya)
For me, my nanna, her dad didn’t teach them the traditional language, they were
scared that they’d be taken to the mission. Their language and ways were lost, they
were taught to live in white society. (Kimberley)
Sometimes it was because young women had not learned the language from their family
members. Brianna said that her grandfather never taught her and her siblings and cousins.
Others did not learn because they grew up with only their non-Indigenous parent, or
because they lived away from their family for extended periods of time.
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More common was the use of Kriol. Kriol is the name of the English-based creole language
spoken in the Katherine region (Bauman, 2002; Dickson, 2015).58 It originated in what is
now Ngukurr community. It is recognised in the Australian census as an Indigenous
language (Australian Bureau of Statistics, 2018b). Most of the young women in this study,
though not all, spoke or knew Kriol. The young women who were from Central and South
Australia had picked it up since moving to Katherine. Overall, about half of the young
women mostly communicated in English, and about half in Kriol. Usually when I
interviewed young women together with Alexis, they talked Kriol amongst each other while
we were driving, and sometimes for a short time during the interviews. Several young
women commented on the different varieties of Kriol.
Sarah said that she “hates Kriol”, that it contributes to the loss of traditional languages (see
also Bauman, 2002) and that it divides people, as she explained:
All my nannas have the same feeling about that. They reckon that Kriol kills the
language of the actual person because, they actually tell me that Kriol was made by
white people. And they said that Kriol just isolates because – they reckon Kriol is
different. Completely different because every person who speaks it, like in a group
– first it’s to their own kind of thing. I understand what they mean now. Because at
Callistemon I knew three – like three people who spoke Kriol, and they are actually
from three different tribes. They couldn’t understand each other at all. Even
though they say, “I speak Kriol”. They couldn’t understand it at all and I could
understand Kriol from [hometown] because some people actually speak it. I
couldn’t understand them at all. And the same thing as Julia. Julia reckons that she
could speak Kriol, and this woman was talking Kriol to her, and Julia was like – And
58

Creoles are a global phenomenon. They emerged in contact situations between people who spoke
different languages, often in the context of colonisation, slavery and plantations (Bakker & DavalMarkussen, 2013; Dickson, 2015, p. 10). Creole languages are based on a variety of languages,
including English, Dutch, French and Spanish.
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she walked away and me and my friends come up, “Julia, what did she say?” “I
have no idea”. And I can understand what they mean now because instead of
learning Kriol – like instead of learning their own language, they actually learn Kriol.
Shennicka expressed a similar view, commenting on the fact that Kriol is different in every
community, as well as linking it to the loss of language:
Like in one community it might be like, one word and it will be different in the
other, but they still mean the same thing. And it's all Kriol, it's just, it’s a bit
different, wherever you are. … But not many people speak, like, the languages from
before that, all sort of the, all the different Aboriginal languages. I'm not really
sure. I just know Kriol, and English.
Among service providers at the YMCA and Good Beginnings, there was little knowledge of
Kriol. One Indigenous service provider said that she speaks it, and one other one said that
he had picked up “bits and pieces” of it. During the Good beginnings playgroups I often
heard him use these “bits and pieces”, while speaking English overall. Several times Kriol
workshops were held in Katherine. The first one I attended was during the Women of the
World Festival in 2014. While this one was aimed at the general public, another one I
attended was aimed more specifically at service providers.

2.8 Conclusion
There have been many changes with regard to the Aboriginal population in the Katherine
region over the past 150 years. One of the more recent changes is that increasingly there
are Aboriginal people from all over Australia living in Katherine, rather than just people
from the area around the town. Indigenous young people live life in immensely and
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profoundly different ways from their elders, especially those who grow up disconnected
and removed from the wider Aboriginal communities.
Identifying as Indigenous was important for the young women, and was linked to culture.
Culture was defined in objectified ways, as something that could be lost and could be
strong or weak. It included language, respect, bush tucker and medicine, hunting and
fishing, songlines, and Dreamtime stories, which can be considered as aspects of high
culture (Merlan, 1998, pp. 227-228). Losing culture was considered in a negative light and
was often associated by the young women with living in town, alcohol, being too much in
the mainstream world, and the Stolen Generations. Yet, many of the young women
emphasised that they had kept their culture, showing the need for knowing culture to be
seen as an authentic Indigenous person (Paradies, 2006). The search for cultural knowledge
was seen as productive by those in this study, an important stepping stone to their identity
now and for the future generations. Much of this happens in the face of cultural
oppression, the colonisation of land and culture and people and language.
The young women could broadly be divided in terms of identity and culture, where some
learned about culture and saw their Indigenous identity as implicit, whereas for others it
was much more explicit. Those for whom it was explicit generally identified as Indigenous
(nation-wide), while those for whom it was implicit identified as Indigenous or with their
specific language group, depending on the situation and topic.
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Chapter 3: Health: definitions and
responsibility
Introduction
In the initial stages of my research, before formally undertaking fieldwork, I travelled down
to Katherine and attended a CHAIN meeting, where I introduced myself and my research
goals. After the meeting, I talked with various service providers about their work, about
participation at their organisations, and about the content of my research. A nonIndigenous service provider approached me and asked me what my research question was.
I told her that I wanted to know how young Indigenous women in Katherine thought about
health and how they engaged with health and social services. Her response, which she
repeated several times, was that it would be 0% because Indigenous people “do not think
about health”: It is a Western concept.
This service provider’s idea was in line with literature that states that Aboriginal languages
had no word for health (J. Atkinson, 2002, p. 44; Baba, Brolan, & Hill, 2014; National
Aboriginal Health Strategy Working Party, 1989). As this same literature points out,
however, a specific Aboriginal definition of health exists, which encompasses the broad
views of Aboriginal health and well-being, and which has been used over time to indicate
differences in beliefs with non-Indigenous people and advocate for specific services. This in
itself indicates that Indigenous people think about health. Secondly, as already
demonstrated, Aboriginal people have always had theories of causation of illness, and
various treatment methods, so even if there was no word in Aboriginal languages that
means health in the Western sense, they did engage with and think about issues that are
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generally regarded as being in the domain of health and sickness. Worldwide, there are
people who speak languages that do not have direct translation for the word “health”, yet
they all have concerns about physical health and illness (Izquierdo, 2005; Mathews &
Izquierdo, 2010). Thirdly, those in this study resided in a town where non-Indigenous
people are the majority of the residents; they attended school, learned English, engaged
with media, and used the Western health care system. Thus, they have been exposed to
Western ideas about health.
The idea that health is a Western concept, and that Indigenous young women do not think
about it for that reason is, however, not the only way to understand comments that they
do not think about health. When service providers such as nurses working in Aboriginal
communities state that Aboriginal people do not think about health they often mean it in
the sense that Aboriginal people do not care about their health (Saethre, 2009, 2013).59
This chapter engages with both these ideas, exploring whether and how Indigenous young
women think about the concept of health, and their attitudes around caring for their
health. The chapter begins by examining informants’ understandings of the Aboriginal
definitions of health, discussing the extent to which it is relevant to them. Then I provide
two examples from my time volunteering at the YMCA and Good Beginnings which show
how health promotion messages are dispersed to adolescents and children by social
services in Katherine. This is followed by a discussion on how informants conceptualise
health and which factors shape these views. In contrast to the idea that Aboriginal people
“do not think about health”, it becomes clear throughout the chapter that the young
women have a definite understanding of the term health, and that they view caring about
health as imperative. The next parts of this chapter examine how the young women
59

There are, however, also situations where researchers and health professionals take on an explicit
anti-racist position, in which they emphasise “politically correct” structural causes of Indigenous illhealth while downplaying the contribution of individual beliefs and behaviour (Kowal & Paradies,
2005).
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ascribed importance to health, viewed control over health, and the responsibilities they felt
regarding it.

3.1 “Mental and spiritual and physical well-being all combined
together”: The Aboriginal definition of health
Simultaneously with the idea that there is no word for health in Aboriginal languages, some
Indigenous researchers focus on the fact that Aboriginal people have a different conception
of health than non-Aboriginal people, emphasising the Aboriginal definition of health as
opposed to the biomedical definition (J. Atkinson, 2002, pp. 44-45; Phillips, 2015, pp. 1214). As noted earlier, the Aboriginal definition of health was constructed in 1989, as a
justification of having Aboriginal-specific health services, and to draw attention to social
and cultural factors relevant to Aboriginal people’s health. Especially for the former reason,
the definition was posited against the biomedical definition of health, drawing attention to
difference.60 I repeat that definition again, not to highlight its salience to this research, but
its importance in how health is defined nationally:
Health is not just the physical well-being of an individual but refers to the social, emotional
and cultural well-being of the whole Community in which each individual is able to achieve
their full potential as a human being thereby bringing about the total well-being of their
Community. It is a whole of life view and includes the cyclical concept of life-death-life.
(National Aboriginal Health Strategy Working Party, 1989, p. x)
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Since the WHO is essentially a Western institution, and the recognition of social determinants is
now widespread in Western health documents, it is clear that there is no such binary. However, the
definition is still used to assert difference, with some authors commenting that Western medicine is
now recognising the importance of these determinants without acknowledging that Indigenous
people have always understood the importance of them (see for example Phillips, 2015, pp. 14-15).

102

The definition was created in a political context, by the National Aboriginal Health Strategy
Working Party. This working party consisted of two Commonwealth Government
representatives, eight State Government representatives, and nine Aboriginal Community
representatives. The Chairperson was one of the representatives from the Commonwealth
(National Aboriginal Health Strategy Working Party, 1989). Twenty-five years later, this
definition has become the standard Aboriginal definition of health. It is used in policy
documents that address Aboriginal health (Australian Government, 2013), ACCHOs have
this definition as their definition of health (NACCHO, 2015-2016), and it is taught in crosscultural awareness programs which are delivered to people who are going to work in
Aboriginal health (Lea, 2008).61 Although the definition is said to be too idealistic and
unworkable by some, since it actively informs policy and health professionals’ work, it is
important to look at how the definition is understood and used in practice and to what
extent it resonates with on the ground understandings of Aboriginal health (Boddington &
Räisänen, 2009).
The first time I brought up the Aboriginal definition of health with an informant was with
Tamara. After asking a few questions about what she thought health was, I introduced the
notion that there is a difference between a Western definition of health and an Aboriginal
definition of health which is holistic. Tamara was unclear of the meaning and so I explained
to her that holism refers to connections with country and the community: Health in this
sense was linked to her wider social and cultural worlds.62 She seemed somewhat unsure
and confused with the explanation I was providing. At the time, I did not understand why,
as an Aboriginal person, she did not know this definition, since so much of the literature
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Service providers’ experiences with cultural awareness courses are elaborated in Chapter 6.
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In general, people in Katherine rarely mentioned holism, and when they did it was not necessarily
in the context of Indigenous health. When I asked Kimberley about Aboriginal health being holistic,
she said that “it is holistic, but that is not the first thing you think about.” She did not regard it as an
aspect that distinguishes it from the Western definition.
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which defined health focused on Aboriginal people having different ideas about health than
non-Indigenous people (e.g. Boddington & Räisänen, 2009; Lutschini, 2005). The definition
was obviously not relevant or known by Tamara.
The same was true for Indigenous service providers at social services. Although I did discuss
health with them, no-one brought up the Aboriginal definition of health on their own
accord, and if I asked whether they were familiar with it, they generally were not. Jocelyn
defined health as “No sores, no diseases, no chronic illnesses. Making sure that you’re
healthy, and do attend regular health checks.” When I asked her a bit later if she had heard
of the Aboriginal definition of health, she replied “No”, in a tone which implied “What’s
that?” I explained that it is a definition that is often used in health policy documents, and
that in many articles and books relevant to my research there was a focus on the binary
between the biomedical definition of health (disease being absent) and the Aboriginal
definition of health (holistically). Jocelyn reiterated: “I’ve never heard of that, sorry”. After
a short pause, she added “That’s a, scary word really, that one what you just said.
Aboriginal, what is it?” She seemed somewhat intimidated by my use of the term. Tamara’s
and Jocelyn’s responses were indicative of those of other informants’. As it turned out,
none of the young women and very few Indigenous adults had heard of the Aboriginal
definition of health.
Although I stopped asking about the Aboriginal definition of health during interviews when
I realised how little salience it had for people, I, of course, kept asking about health. There
was one person who defined health in way that was very similar to Aboriginal definition.
Suzan, an Indigenous service provider, said that to her health was “mainly about mentality,
mental health, positivity, being comfortable with yourself … mental and spiritual and
physical well-being all combined together”. When I then asked her about the Aboriginal
definition of health, she replied: “Something like what I just said”.
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Suzan had grown up in a largely Western way, and had only recently started learning about
the history of her Aboriginal family. She was also learning about bush medicine, in a similar
way as the young women who were learning about Aboriginal culture as outsiders (see
Section 2.6). What stood out about her was that she was a politically engaged person,
involved in advocating for Indigenous people. She was associated with several
organisations and expressed an interest in “breaking down barriers between Indigenous
and Western government systems.” The fact that she was the only person with whom I
spoke who knew the Aboriginal definition of health points to the idea that this definition
belongs to the political realm, rather than to most ordinary people’s everyday lives
(Boddington & Räisänen, 2009; Brady, 1995).
Wurli-Wurlinjang Health Service, like other ACCHOs, uses the Aboriginal definition of health
as created by the National Aboriginal Health Strategy Working Party (NACCHO, 2015-2016;
National Aboriginal Health Strategy Working Party, 1989). Using this broad understanding
of health has been noted to lead to ACCHOs providing a different service than mainstream
clinics (Baba et al., 2014; Taylor, Dollard, Weetra, & Wilkinson, 2001). Since I did not have
the opportunity to interview Wurli staff members during my fieldwork, it is not possible to
know how they, as an organisation, base the work they do on this definition of health.
While I lived in Katherine, I did, however informally converse with several staff members of
Wurli and in the course of our discussions I managed to raise such questions. None of them
mentioned the Aboriginal definition of health, and from the way they discussed their work
it seemed to have little presence in how they undertook healthcare. An Aboriginal Health
Practitioner commented that Wurli works in a Western way, comparable to the hospital
and other clinics in town. Young women expressed a similar view: They did not perceive the
care at Wurli as different from that provided at the hospital or other clinics (see Section
4.3). Although Wurli offers various services in addition to the clinical services, such as a
well-being clinic and a justice program, as far as the care at the clinics went, a different
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definition of health than the one that supposedly underlies the care given at other medical
services did not lead to different care provided.
Finally, not only did the young Indigenous women not know the Aboriginal definition of
health, they also did not say or imply that Indigenous and non-Indigenous people
conceptualise health differently. They had some Indigenous-specific ideas about illness
causation, disease prevalence, treatment, and aspects such as gender that are related to
health and health care, but this did not make them think that they had an inherently
different idea about health than their non-Indigenous counterparts. They did not view
Western people as defining health in terms of absence of disease, nor designate their own
definitions as specifically Aboriginal and holistic.

3.2 Health promotion
Health promotion forms a significant part of public health (Potvin & Jones, 2011). Strategies
focusing on healthy eating, exercising, and not smoking and drinking alcohol, have become
ubiquitous since the 1970s with the inception of the “new public health” (Lupton, 1995, pp.
70-71; Petersen & Lupton, 1996, pp. 15, 49). In Katherine and the surrounding
communities, this was clear at festivals and activities such as Stolen Generation Healing
Day, NAIDOC Week, and Barunga Festival, which were filled with public health messages.
Being present at such events, the health message is central. There are always a variety of
health related stalls, many with Indigenous-specific goals: Fred Hollows, Sunrise Health
Service, Indigenous Allied Health Australia, Aboriginal Medical Services Alliance Northern
Territory, Home Interaction Program for Parents and Youngsters, Catholic Care, Good
Beginnings, Life Without Barriers, Banatjarl, NT Friendship and Support, and Wurli
Wurlinjang are just a few. More than this, such festivals concentrate on unhealthy
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behaviours: Drugs and alcohol are not permitted and smoking is discouraged, and Barunga
Festival had a Road Safety Short Film Competition in 2015 and an anti-drink driving
competition in 2018. They also encouraging healthy eating, for example through Barunga
Festival’s “healthy food policy”, and being “sun safe”. In this we see health messages not
just being the domain of health services; social services are also deeply engaged. I will now
expand on the ways such health messaging was promoted and acted on during my
volunteer work with two organisations. I start with an example from the Girls Program at
the YMCA. This is followed by a discussion about health promotion at Good Beginnings.
In 2015 the YMCA held a “Rainbow Run”63, aimed at raising awareness about mental health
and suicide. For this purpose, the YMCA collaborated with Annie, a local participant of the
Indigenous Marathon Project.64 During the first Girls Program of the school term, Annie
came in and held a presentation for the girls who attended the program. She talked about
the statistics describing Indigenous health, and presented personal stories related to her
own and family members’ health that had inspired her to start running and live a healthier
life. She explained what the Indigenous Marathon Project is and how they train for the
marathon in only six months. When she talked about running, she related all the distances
to local places, for example saying that the distance of the marathon is from town to the
Edith Falls turnoff, and a bridge that she crossed during the New York marathon was 5km
long, so “it would cover our entire town.”
May, one of the YMCA staff members, then suggested starting a walking group, so that
every Tuesday this term we would go walking. She asked the girls what they thought about
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As noted below I was actively involved in the run, participating with the girls, staff and other
volunteers, and brainstorming ideas relating to its coherent form as a fundraising activity.
64

The Indigenous Marathon Project is a national program in Australia. Each year, they train a group
of young Indigenous people (18-30 years old) to run the New York marathon. The participants are
also expected to complete a Certificate IV in Sport and Recreation, and to become role models in
their communities, promoting healthy active lifestyles (Indigenous Marathon Project, 2017).
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this, and the idea of a fun run came up. The girls seemed enthusiastic about running and it
was decided that we would go running rather than walking. Instead of taking the girls to a
run elsewhere, we decided that they would organise a run in Katherine, which would be
opened up for the entire community. Jennifer explained about the Colour Run that is held
in Darwin and other places around the world and showed the girls two YouTube videos of
it. The girls responded with excitement and eagerness when the videos lighted up with
colours being thrown in a multicolour mix. We talked with the girls about dedicating the
run to a cause, through fundraising. The girls were asked what cause they wanted, although
it was mostly staff and volunteers who made suggestions such as: “How many of you have
family members suffering from diabetes?” and “Mental health and suicide is a big problem
for young people in Katherine, isn’t it?” It was decided to use the run as an opportunity for
fundraising and raising awareness for mental health and suicide prevention. We decided to
call it a Rainbow Run: standing for families, equality and happiness.
Throughout this term, we went running most weeks, sometimes around the town, and
sometimes on the large oval at the YMCA, where the Rainbow Run was later held. Some
weeks we did other forms of exercise such as yoga and Born to Move.65 Generally the girls
were enthusiastic, and while some needed a little encouragement, others who were
already involved in sports such as basketball and football easily ran ahead of staff members
and volunteers, myself included. The focus on healthy lifestyles included not just exercise,
but also healthy eating and drinking. Although the food had always been reasonably
healthy during the YMCA programs (for example roast, potatoes and vegetables, or lasagne
and salad) there was extra emphasis on it now. Food during this school term included stirfries and chicken wraps, always with lots of vegetables. For dessert, the girls were given
fresh fruit, and frozen yoghurt once, instead of the ice-cream that they would normally get.
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Born to Move is a group exercise class specifically targeted to children and teenagers.
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Cordial was replaced by water. During this term there was also attention on mental health.
On the last Tuesday before the Rainbow Run, Jane, one of the staff members, talked about
the run and about mental health. She asked the girls “What is suicide?” and one of them
answered “when people kill themselves”. Jane talked about how the Rainbow Run is meant
to raise awareness of mental health and suicide, to show people the importance of talking
with other people about how they are feeling. She explained that maybe the girls’ friends
or family members may be feeling bad, and it is important to talk about it. The reactions of
the girls were mixed. Some did not pay much attention, and just kept eating or talking
amongst themselves, while a few others listened attentively and put up their hand to give
an answer or ask a question.
For the run, the girls made some paintings (see Figures 3.1 and 3.2). On one large sheet
they painted “Rainbow Run”, and everyone put their handprint on it. Another one listed all
the sponsors. There were also small ones that the girls painted individually. On a white
piece of board, they had to write a positive word or phrase. The girls chose words including
“Love” “Respect”, “Hope”, and “Be Happy”. Volunteers and staff helped them write the
words, after which the girls started painting. They sat in small groups on two tarpaulins on
the floor. The paints they used were mainly neon colours. The girls were noticeably quiet
and concentrated while painting, with some talking quietly amongst themselves. After a
while it became noisier again, as some girls finished and got up and started doing other
things. The small paintings were placed along the route on the day of the Rainbow Run.
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Figure 3.1 Banner for the Rainbow Run painted by the girls. Photo taken by Mascha
Friderichs, 2015.

Figure 3.2 Individual paintings made by the girls along the route of the Rainbow Run. The
inset shows an enlarged version of the painting on the left. Photos taken by Mascha
Friderichs, 2015.
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After weeks of preparation and building anticipation, the day of the Rainbow Run had
finally arrived. The run had been advertised through various media such as at the YMCA
itself, on Facebook, and in an article in the Katherine Times entitled Katherine prepares to
target youth suicide prevention with Rainbow Run (Keane, 2015). The advertisement is
shown in Figure 3.3; Figure 3.4 is a picture of the run itself. The run was held from 55.30pm. The course was a 1.5 km loop, to be repeated as many times as possible in the
timeframe. A few days before the run there were already approximately 200 registrations,
with around 100 more expected for the day. The volunteers for the run gathered at 3pm at
the YMCA, where jobs were allocated. My job involved throwing multiple colours at
participants as they passed. It was a somewhat hazardous job as participants themselves
were given bags with the coloured powder along the run and came back to throw it on us.
Not just participants but also volunteers were covered by the colours at the end of the
race. The turnout was bigger than expected, with about 500 participants. There was a wide
variety of people: young and old, Indigenous and non-Indigenous, fit people and those
there for fitness inspiration, with all the variety that exists within these groups. Some
people also brought prams with babies, and dogs. After the run finished, there was a free
barbeque, and speeches were held about mental health. For staff members and volunteers,
but especially for the girls who helped bringing it to fruition, it was a positive and
memorable experience. We celebrated the success at the next Girls Program, showing
pictures that were taken during the run on a large screen, playing games, and indulging in
“party food”.
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Figure 3.3 The Rainbow Run advertisement (YMCA).

Figure 3.4 The Rainbow Run. Photo taken by Mascha Friderichs, 2015.
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Another social service that I was involved with, and which incorporated health promotion
in their work, was Good Beginnings. Their focus on health was clear during the playgroups.
When we held playgroups in Aboriginal communities, we always cleaned the area from
sand, leaves, and rubbish before starting. We would then set up a table with a watercooler
and plastic cups, as well as a box with tissues on it, and place a small rubbish bin next to the
table. Children with runny noses were encouraged to blow their nose and put the tissues in
the bin. At the end of every playgroup, after packing away the toys, which the children
were encouraged to help with, children had to wash their hands with soap before sitting
down and having food. The food was usually sandwiches and fruit such as apples, bananas,
and oranges, and children and parents were encouraged to take leftovers home.
Interviews with Good Beginnings staff concerning how they use health in their work and my
observations mostly confirmed each other in regard to the kind of healthy behaviour that is
stimulated. Staff members pointed out that they promoted “healthy lifestyles”: The
playgroups provided play-based activities, fresh air, and routine.66 It was important for staff
members to “reinforce healthy children”: Hands would be washed (see Figure 3.5), noses
would be blown, and tissues would be healthily disposed of. The children were given
“nutritionally approved food” such as fruit and sandwiches, with the occasional treat. It
was clear that service providers felt a need to be seen to promote healthiness, as even
giving treats was rationalised as a healthy activity:
Also through food, we attempt to, no we do, provide nutritionally approved food.
According to national guidelines. … So we shouldn’t really have sausages or fairy
bread. … But it’s also good to teach them that treats are ok. It’s not good to take
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In addition, the people running the playgroups emphasised that they used gloves when preparing
the food. They also provided a safe environment for the playgroups, making sure that it was sunsafe, that the equipment was in good condition and used in the correct way, and for the playgroups
in Katherine that the sandpit was snake- and spider-free.

113

them away completely. Because then when they get them they don’t know to stop.
Like then they go to a party and pig out on lollies, which makes them sick.67 (Joyce)

Figure 3.5 Washing hands was an important part of the “healthy routine” of playgroups.
Photo taken by Mascha Friderichs, 2015.
As noted in the Introduction, holistic definitions of health and a social determinants
approach to health are used to advocate for broader involvement in health and make it
extend outside the domain of medical services, to include social services such as housing.
The examples of the YMCA and Good Beginnings, however, are illustrative of a different
process. Rather than improving health through improving the social determinants of
health, these social services act directly in the domain of health.68 They largely focus on
individual preventative measures to ensure good health: The YMCA promoted running and
67

The idea that children can have treats every now and then as long as they eat healthily otherwise,
and as a way to prevent overconsumption of them, has also been expressed by parents in a study in
Australia (Petrunoff, Wilkenfeld, King, & Flood, 2012). The researchers of this study, however,
argued against the use of the term “treat” because of its positive value. Joyce’s comment reflects a
fear of overindulgence of bad food, overlooking families’ meanings of food, including the enjoyment
and place in family relationships of certain unhealthy foods (Kaufman & Karpati, 2007).
68

This is not to say that they did not address the social determinants at all. For example, both
organisations were involved with education. Nevertheless, health promotion was paramount in their
activities, was what staff referred to when asked about health, and was most visible to clients
attending the activities.
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other exercise as well as healthy food, and Good Beginnings encouraged hygienic practices
and nutritious food. These examples show how certain health practices are instilled from a
young age. A “healthy subject” is created who eats a certain type of food, exercises, takes
care of hygiene, and helps out (Lupton, 1995, p. 9). This encourages the view that health is
very much about individual behaviour.

3.3 Talking about health
3.3.1 A narrow definition
As already argued, defining health is as much about health as it is about politics, history,
culture and the social worlds we find ourselves in. Key to this research is how those I
participated with actually think about and define health. The biomedical “absence of
disease” and the Aboriginal definition of health both indicate a state of being. Rather than
in terms of holistic well-being or not being sick, however, when asked “What is health?” or
“What does a healthy person look like?” informants overwhelmingly framed health in
terms of behaviour. Through their definitions of health it became clear that they had
internalised health promotion’s ideas about health. Being healthy was described as “eating
healthy”, exercising, drinking water, and hygiene:
You stay fit, keep strong. It’s a lot of things. A healthy lifestyle. (Bridget)
Just eat healthy food, be healthy, drink lots of water, make yourself healthy you
know. Runs, do weights. And be healthy … the only way to keep yourself healthy is
to eat healthy, vegetables. And, keep drinking water a lot, and go to the clinic and
check the body up. Make yourself healthy. That’s what I would do. (Aleisha)

115

Since the young women were not familiar with the Aboriginal definition of health, and did
not define health as a state of well-being, a focus on the Aboriginal definition as a way of
thinking about their health beliefs in their everyday lives is less useful in this study. A
different way of conceptualising definitions of health is distinguishing between lay and
professional definitions. Borowiec and Lignowska (2015) identified three dimensions of
how lay people in Poland saw health. “Absence of disease” was only one of the dimensions;
the other two were “ability to function independently” and “biological reserves of the
organism”. Being in a good physical condition, something that was clearly important to the
young women’s definition of health, was considered as part of the “ability to function
independently”. Part of this dimension was also a focus on being able to function in daily
life. A focus on roles is common in people’s conceptions of health, for example Broom,
Meurk, Adams, & Sibbritt (2014) found that older Australian women focused on being able
to fulfil roles such as being part of social relationships, rather than diseases when
describing health. Looking specifically at early adolescents from a low-income background,
Buck & Ryan-Wenger (2003) created a taxonomy of their definition of health, consisting of
six different areas. By far the most mentioned area by the adolescents was “health
promoting behaviour”, which included eating healthy foods, exercising, and personal
hygiene. Clearly, some of these lay definitions are similar to those of young Indigenous
women in Katherine and provide a better context for understanding them than definitions
from the professional and political context, which are often far removed from everyday
experiences and understandings.
There have, however, been critiques on the study of lay health beliefs (Bolam, Gleeson, &
Murphy, 2003). The distinction between lay and professional beliefs has been criticised for
overemphasising the coherence and overlooking the diversity within each group of beliefs.
Clearly, the biomedical and Aboriginal definitions vary, but both are considered
professional definitions. The ideas of policy makers at the national level and those of health
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professionals in Katherine may also be different. Since the view of health as healthy
behaviour finds it origins in health promotion, this to some extent reflects professional
beliefs, even if they are understood as the young women’s own, or lay ideas. Health
promotion does not have one set definition of health. Deborah Lupton (1995, p. 69)
describes health promotion as using mainly the WHO definition. At the same time, she
describes health promotion conceptualising health as a behaviour, a way of constructing
boundaries to distinguish between Self and Other, an individual responsibility, and an end
rather than a mean. This shows that even within this field, multiple and to some degree
inconsistent views exist.
Some academics such as Senior (2003) have equated Aboriginal health beliefs with “nonspecialist views” when comparing them with professionals’ views on Aboriginal health. In
remote communities, contrasting the views of the Aboriginal inhabitants of the community
with those of non-Indigenous health professionals who come into the community to work
in health is useful as the two groups are relatively separate and have diverging views. These
views are often expressions of the groups’ identities vis-à-vis each other (Saethre, 2009).
Nonetheless, I question the salience of this approach in contemporary town contexts
where identities are more overlapping. Many non-Indigenous people in Katherine are not
health experts. Conceptualising Aboriginal views as lay also overlooks Aboriginal people
working in the health area. Some of those in this research worked in health or a related
field which led to them internalising “expert” views. Loretta worked as an Aboriginal Health
Practitioner, which had made her familiar with a largely biomedical way of working.69
Kimberley had done first aid, sexual health, asthma, and anaphylaxis training, all of which
comes from a Western viewpoint. With my peer researchers I regularly discussed “Western
diseases”. For example, Tamara once asked me what the signs of cancer are and although
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See Section 4.5 for an elaboration on the role of Aboriginal Health Practitioners.
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the question was related to a family member, and the topic was brought up by Tamara
rather than by me, our discussions gave a place for her to talk about biomedical issues. 70
Finally, within Aboriginal cultures, traditional healers can be considered as health
“professionals” compared to the rest of the population (Kleinman, 1980).
How people rate their health is logically connected to what they believe health is. Expert
opinions and people’s own ratings of their health do not necessarily correspond (Lupton,
1995, p. 72). A survey in Ngukurr found that people rated their health as much higher than
experts would say, although on reflection after the survey some acknowledged that the
answers might have given a too positive view, and that they did worry about being or
getting sick (Senior, 2003, pp. 102, 135-137). Experts often have well-defined boundaries
between healthy and not healthy, while individuals’ own definitions are “relative, dynamic,
and linked to personal experience and observation” (Lupton, 1995, p. 72). In places with
high morbidity rates, people who only suffer from minor issues may feel healthy in
comparison. Some minor illnesses are considered part of normal life by Aboriginal people
(Heil & Macdonald, 2008), as well as by non-Aboriginal people. Furthermore, it is possible
for people to feel healthy even when they are afflicted by a more severe illness or disease.
For example, people who are permanently disabled, have cancer, or have HIV/AIDS are not
healthy according to both the WHO and the biomedical definition, but they may view
themselves as being healthy (Lupton, 1995, p. 72). Reasons for this include a lack of
symptoms, and being able to do the things they want to do such as socialising with others
(Heil & Macdonald, 2008). More doctor’s visits might also make people feel healthier.
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When she asked the question I had felt that it came out of nowhere. I later realised that it might
have been prompted by her reading about people not knowing they have a disease, as she had been
reading that section of my research proposal. In this context, it is unclear whether researchers like
myself are expert or lay (Bolam et al., 2003). Although Tamara might have asked me questions about
health as an expert, it may also reflect that she saw me as an adult in contrast to herself. At other
times she and Alexis asked my opinion more as they would ask a friend.
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In Katherine, most of the young women said that they felt healthy and their answers
reflected thinking of health as behaviour. Tamara said: “Yes. I eat salads, and fruit every
day”. When young women said that they did not, or only sometimes, feel healthy, they
generally also explained this in terms of behaviour, relating it to being unfit, a lack of
exercise, or having an unhealthy diet. When I asked Julia whether she felt healthy she
replied: “Sometimes. Depends. After I do sports and stuff or go for a run, I feel good. And
eating good I feel good - if I’ve eaten something good - like healthy.” Physical health
problems hardly influenced whether participants considered that they felt healthy. At the
time of the interview, Julia was wearing a bandage around her elbow as she had broken it
months earlier. She did, however, not discuss this when talking about feeling healthy. A
similar situation arose when I interviewed Loretta. She had a bandage around her knee and
clearly had some trouble walking, but she did not bring this up when we talked about her
health. Carmen had a less visible health problem, high cholesterol. She did not mention this
when answering my question about feeling healthy, although later during the interview she
said that when she learned that she had this, she had realised that she was not as healthy
as she had previously thought.

3.3.2 Broader definitions
Although when asked directly, Indigenous young women expressed the standard health
message of healthy eating and exercising as it is promoted by social services, much broader
ideas about health and whether they considered themselves to be healthy came up during
the course of interviews and my fieldwork in general. This included ideas about spiritual
sickness, mental well-being, medical care, and biomedical diseases. To explore why
informants defined health so narrowly in terms of behaviour when they actually have
broader ideas, and to look for a potentially better way to ask about health, I had
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discussions about this with my peer researchers. I wondered whether there was a more
encompassing term that I could ask about. For example, in Ngukurr a “Gudbala Laif” was
the term used to describe health (Senior, 2003). Using this term people talked about family
relationships more than physical or behavioural aspects of health. I asked Tamara if there
was a term we could use that would make it clear during subsequent interviews that I was
aiming to get broader definitions of health than the ones thus far given:
Mascha: If I explain that I am doing research about health, it seems that people
assume that it’s all about that, being healthy and coming from a Western
perspective. … But I do also want to know about traditional healing and all of that,
and, maybe health in a bit of a wider perspective than just the behaviour, but … Do
you think it’s right to say health like most people would think, it’s just that sort of
Western idea?
Tamara: Yeah. They think going for a run and they’ll think all that. The way I think.
Mascha: Yeah. Do you have a term, a way to describe the wider, thing? Because in
a way, say traditional healing or like that smoking ceremony,71that prevents you
from getting sick.
Tamara: Yeah.
Mascha: But maybe, when I talk about health care, you don’t, you probably think
about going to a doctor, and not getting a smoking ceremony.
Tamara: Yeah. I would.
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This referred back to one of our earlier conversations when Tamara had told me about when she
had undergone a smoking ceremony.
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Mascha: How do I explain to people that I want all of it and not just the, going to
the doctor part? Maybe there is no word or concept for it but I’m just wondering
about that.
Tamara: I don’t know. It’s quite, a bit difficult to explain.
Mascha: I think it all has to do with health, but then when you talk about health,
people really just get a little bit of that.
Tamara: Yeah. They just think about the wrong things.
Mascha: Yeah, so then you wonder why that is.72
Although Tamara seemed to understand what I was asking her, she did not have any term
that encompassed all that I saw as health. It has been noted that the term well-being may
not be known by informants in anthropological research worldwide, and is more often be
used by anthropologists themselves, while the societies in question may or may not have a
term with a similar meaning (Mathews & Izquierdo, 2010, p. 10). Nevertheless, the term
well-being is sometimes used to indicate a more holistic view of health, such as in the WHO
definition (World Health Organisation, 1948), and in Australia it has been said to be “the
closest word for health within the Aboriginal languages” (J. Atkinson, 2002, p. 44). I also
discussed the issue of the word health with Alexis, asking her what she thought of the term
well-being, and whether that would be a better alternative. Initially, Alexis described wellbeing as “being healthy at heart”, and related it to depression and trying to be happy. She
also described it as “looking after your body” which she had similarly used to describe
health several weeks earlier. She said that health and well-being are “pretty much the

72

I explained to Tamara that obviously I did not think that young women thought about “the wrong
things.”
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same”. Altogether, I have not been able to find a term for health that elicited the many
aspects important in this research.
There are various possible explanations for the fact that the young women narrowly
defined health when asked directly by me, when they had broader ideas in reality.
Explanations include the way of learning about health and the normative character of
health promotion. The way the young women answered my question “Where did you learn
about health?” can provide some insight. Similar to the question about what health is,
those in this research seemed to give a standard response to this question, while at
different times during interviews they would talk about other influences on their thinking
about health. The main answer given was that they learned about health at school and
from family members.73
School, however, is also a place that is connected with the term “learning”. It is possible
that informants first thought of school as a place to learn about health, not just because
this was a main place where they learned about health, but because it was the place where
learning took place explicitly. Additionally, the use of the term health in this question
would make them consider places where they learn about “healthy eating and exercising”,
as this is what they thought of as the definition of health. When asked what they learned
about health at school, those in this research indeed focused mainly on learning about
healthy food and on doing exercise. Although most young women have learned about bush
medicine and traditional healing to some extent, only Julia referred to this in response to
the question about learning about health:
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These are generally recognised as important influences in health socialisation (Paek, Reber, &
Lariscy, 2011).
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We – like before coming to school and that - we’d learn at home and out bush as
well. From family and Elders as well. We’d learn about all the bush stuff and when
we come in to school we learn about the different stuff that’s healthy.
Another explanation for the limited scope of the answers to this question provided is that
health promotion activities rely heavily on expertise, and allow little room for individual
interpretation. Indeed, according to Lupton (1995, p. 110), there is “a slippage between
education and indoctrination in the rhetoric of much health promotion and
communication”. This was clear in the discussion I had with Tamara (see p.120-121). When
I asked her what she had learned at school about health, said: “They pretty much tell me
what I think”, referring back to our earlier discussions about what health is. She especially
learned about health in the class Physical Education. She then explained that if other
students were taking the same class, they would give me the same answers, providing an
explanation for why those in this study defined health in a similar way: “The way I think”.
When informants expanded on learning about health from family members, they again
focused on behaviour. For example, Carmen stated that her mother sometimes told her to
eat more fruit, take vitamins, or to have garlic and ginger when she had a cold. She also
told me that her grandmother hardly went to the store: She bought all her fruit and
vegetables at the markets and meat from the butcher’s. She also grew fruit and vegetables
in her own garden, which influenced Carmen’s approach to self-sufficient and healthy
eating. She was very concerned with buying fresh and local fruit and vegetables, which she
found to be a challenge in Katherine. Likewise, Sarah noted that she “follows her mum” in
regard to eating behaviours, and Bridget explained that she learns from her brother,
getting advice from him on what foods to eat, how to keep fit, and how to do a good
workout. At times, family member’s influence took the form of showing young women
what they did not want. For example, Carmen and Sarah both commented on their father
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drinking a lot of beer, which deterred them from drinking a lot themselves. When family
members had certain diseases, this made young women more aware of them and often
prompted them to learn more about these diseases and monitor their own health more
closely. For instance, Kimberley’s sisters had juvenile diabetes, which made Kimberley very
aware of any symptoms that might indicate diabetes.
While the media are often used as ways of disseminating health information, Bridget was
the only girl who said she looks up health information on the internet and other media
were not named at all. She said she mainly looks at workout tips and tips on how to eat
healthy and how to stop cravings. She did acknowledge that sometimes you read opposing
things which is confusing, but she solves this by trying to look specifically for what doctors
say. Influences on health that reinforced healthy behaviour could be quite indirect. One of
the receptionists at the YMCA told me that seeing people go into the gym regularly had
made her reflect on her own health and thinking that she should become a bit more active.
Let us reflect back on Tamara’s comment to me when I was trying to find out why the
definitions of health I was receiving from informants were narrower than I expected. Her
statement was plainly “They just think about the wrong things”. For the purposes of this
research, however, there were no “wrong things”: a tension which came out during some
interviews and casual conversations with informants and health providers. The idea that
those participating needed to give the correct answers was persistent, and during the
interviews I often had to repeat my explanation that I wanted to hear from them and that
there were no right or wrong answer.74 The following notes from a short interview with an
Indigenous mother at the Good Beginnings playgroup illustrate how people have come to
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This did not just happen when talking about health in the Western sense. As will be elaborated in
Chapter 5, when talking about bush medicine and traditional healing, young women often said that
they did not know much about it, but that they could ask older family members. This apprehension
is likely to be caused by different factors though.
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learn a certain definition of health. The normative character of public health is reflected in
the feeling of the need to get it right:
I asked her: “Can you tell me what health means to you? What is health?” Eline
seemed to find this a difficult question. She looked away and laughed a bit. I said
there’s no right or wrong answer, I am just asking about your own thoughts. She
then said, still sounding a bit unsure: “I guess it’s healthy eating, getting a bit of
exercise in. That’s what they say at the clinic anyway, you need to change your
diet”. (Eline, 37 years old)
Being healthy in this example was defined as what the clinic staff say about being healthy,
thus making the health care providers experts in defining health (see also Senior &
Chenhall, 2013).
It is also important to raise the possibility that I (a non-Indigenous person, volunteering at a
social service, and older than the young women), might have incidentally led those in the
research into thinking that I was an expert and part of the health promotion services,
especially at the initial stages of the research. Researching health can potentially make
participants feel like the researcher is a health expert (Bolam et al., 2003). In contrast to
anthropologists, service providers and teachers are usually teaching the young women
rather than learning from them. Hence, young women might have felt that they needed to
repeat the correct health knowledge to me.
Even if it was clear that I was looking at health in a broader way, this did not influence
informants’ answers to the specific question. When I interviewed Aleisha, we started with
discussing the scenarios before moving on to the questions of the interview guide. We
explored bush medicine, traditional healing, domestic violence, and other aspects related
to health. Nevertheless, after talking for approximately 45 minutes about these topics,
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when I then asked the concrete question “What is health?”, Aleisha’s answer was similar to
that given during interviews with other young women: “healthy eating, getting enough
exercise”. It seems as if this question automatically brings out this response, no matter
what other dimensions of health the informant has identified when asked different
questions. The questions “What is health?” and “Do you feel healthy?” have limitations;
they did not fully capture the lived experience.
Although it is important to know how health is talked about, it also needs to be noted that
language cannot capture the full extent of people’s understanding of a particular concept
(Bloch, 1991). Thus, discussing health failed to capture everything relating to informants’
experiences of health. It is important to know what meaning the young women ascribed to
the term health and how this relates to other definitions of health. Nevertheless, how
those in this research understood health when not asked directly about it, and the other
ways health is explored by them, also needs to be examined. Defining health was a
beginning place which largely evoked, as demonstrated, public health message knowledge
from informants. It was the beginning to the conversation of health and identity of those in
the research. The fact that young women so strongly repeated public health’s messages
about health being all about behaviour has implications for how they assessed their own
health and their views on the importance of health and responsibility for health.

3.4 The importance of health
A key concern for public health professionals is how to reach a behaviour change in their
target population. The underlying assumptions of this aim are that people find their health
important and want to improve it. The idea that everyone should live according to the
behavioural norms of health promotors rests on the idea of healthism: “the preoccupation
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with health as a primary – often the primary – focus for the definition and the achievement
of well-being; a goal which is to be attained primarily though the modification of life styles,
with or without therapeutic help” (Crawford, 1980, p. 368). This premise that health should
be the central concern of everyone’s lives has been questioned, as not everyone has the
“will to health”’ that public health professionals want them to have (Lupton, 1995, pp. 7475; Metcalfe, 1993). Perceptions about the importance of health differ between
researchers and health promotors on the one hand, and everyone else on the other hand
as health researchers and public health professionals are focused on health by default; for
lay people health is just one of the many aspects of their life (Bukman et al., 2014). People
have differing needs for health, and there are other factors that influence their behaviour.
The importance attributed to health varies between social-economic classes, people of
different ages, and, according to some, between Indigenous and non-Indigenous people.
People in higher socio-economic classes are thought to find health more important than
those in lower classes (Akter, Doran, Avila, & Nancarrow, 2014). A more nuanced view is
that people in higher socio-economic classes view health as important in itself, while for
people in lower socio-economic classes health is commonly seen as a necessity to do the
things they need to do, such as their job which often entails manual labour (D'Houtaud &
Field, 1984). The higher class view reflects public health norms more closely. Senior (2003,
pp. 229-231), in Ngukurr, also found a utilitarian or functional view on health, however,
because people did not need jobs to have an income, they did not need a high level of
health as their current state of health allowed them to do the things they wanted to do
such as walking around the community to fulfil their social obligations. This also points to
an individualistic versus a social view of health. Health and well-being are generally
understood as individual traits. A different perspective is provided by Heil (2010) who
argues that rather than conceptualising individuals as “embodied selves”, Aboriginal people
in Murrin Bridge, New South Wales, understand themselves as “social selves”. She
127

distinguishes between health and well-being, asserting that the latter is dependent on the
social, on being present and actively engaging in social interaction, such that taking care of
physical health by spending time in a hospital, may negatively affect well-being by
experiencing a “social death” (Heil, 2010, p. 103). The importance of the social in health
and well-being is also found in other societies, for example in Peru (Izquierdo, 2005) and
Mexico (Groark, 2005).
Valuing health is also connected to age. It is generally thought that young people are less
concerned about their health than adults, as they believe that they are invincible, which
leads to risky behaviours (Wickman, Anderson, & Greenberg, 2008). Young people may be
aware to some extent that a certain behaviour is dangerous, but choose immediate
benefits over long-term goals (see Casey, Jones, & Hare, 2008 for neurobiological research
into such behavioural patterns). The questions remains, however, how much influence
comes from contextual and cultural factors, with feelings of invincibility and rebelling
behaviour possibly being characteristic for modern Western societies (Isaacs, 2013).75
Finally, not finding health important is seen by some service providers and researchers as
an attribute of Indigeneity. The idea of service providers that Aboriginal people “don’t think
about health” does not just reflect health as being a Western concept; it literally means
that they feel that Indigenous people do not care. Research by Lea (2008, Chapter 5)
confirms this idea: In her study, concerned specifically with health professionals working in
Aboriginal communities in the NT, it was argued that a common rhetoric among service
providers was that Aboriginal people do not think about health and that they have no idea
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This does not mean that this type of adolescent behaviour is limited to young people from
European backgrounds. Isaacs (2013) provides an example of a friend’s teenage children whose
conduct differed significantly between living in Australia and Africa. When adolescence as a period
between childhood and adulthood did not exist as such (Burbank, 1988), risky adolescent behaviour
might not have taken place in similar ways. In contemporary settings, however, especially when
young Indigenous people interact often with non-Indigenous peers, they might display similar
behaviours.
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how unwell they are. It is a pernicious idea, reiterated in other remote community research
in the NT (Saethre, 2009; Senior & Chenhall, 2013). This view arises from the fact that
although people in Aboriginal communities generally know the standard health messages
(Heil, 2006), this does not necessarily lead to a change in behaviour (Senior, 2003, p. 150).
This rhetoric of Indigenous people not caring about health was also widespread during my
time in Katherine.
In Katherine, the young women all said that their health was important to them. When I
asked Alexis “Can you tell me what being healthy is?”, her response was “Important, but
it’s really hard, to be, fit.” It was noticeable that she strongly identified “being healthy”
with ‘important’.76 In contrast to the functional view found in Ngukurr, for most of the
young women the value of health seemed to be implicit. They claimed that health was
important, but rarely elaborated on why. For them, like in public health discourse, health
was an end in itself rather than a means to an end (Lupton, 1995, p. 70). Some informants
gave roundabout explanations when asked why health was important. For example,
Brianna answered: “Cause it’s important […] It’s the way to go, keep your body healthy”. If
participants gave any reason for finding health important, it was to feel good and to live a
long and happy life. As discussed in Section 3.3.1, young women often related health to
feeling better in the moment. They said they feel healthy when they eat healthy and
exercise, or alternatively feel unhealthy when eating a lot of junk food, without relating this
to specific diseases or as allowing them to be able to do certain things. Only Carmen
connected the need to be healthy to her job. She did not talk about this when I asked her
about the importance of health, however, but it came up when discussing the use of
medications. She said that she often felt obliged to take them even when she preferred not
to, because otherwise someone else would have to cover her shift at work. Although

76

Why she found it hard to be fit will be elaborated later in this chapter.
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several other young women had jobs or attended school, they did not express health as a
necessity for their participation in these activities.
As noted, the young women I worked with stated that they cared about their health. For
some, this may have been more rhetorical, echoing public health statements, than
reflected in behaviour. Nevertheless, some noted explicitly that they did not care as much,
and behaved in more risky ways, when they were younger, but that that had changed.
When I discussed the uniformity of the sixteen to twenty-four years age group with
Carmen, she stated the following:
Once you hit a certain age in your teenage years, you sort of really do take control
of your health … When I started I think I was nineteen … Like I was saying, when I
was younger, you don’t really think about your health. You see it as something
that’s always going to be there, sort of thing but realistically it can go downhill very
quick, very soon sort of thing. You never know when something’s going to happen.
The way that I see it is if you have a child tomorrow, would you be happy with your
health? Would you be happy for your child to have the same health as what you
would? I think it is quite a big jump. I think that you get to that stage where you’re
like, “Right! I need to get fit and healthy”.
Carmen’s view of herself as a future mother influenced her concerns about her health. She
also connected her experiences to what she perceived as a difference between Indigenous
and non-Indigenous teenagers:
If we’re talking about just Indigenous people, I think they need to grow up fairly
quickly. Well, I did anyway. I smoked when I was really young and I drank when I
was really young but now that I’m older, I have no interest in that sort of lifestyle.
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In this statement, Carmen demonstrates the need to move away from lifestyle and health
related habits which would lead, in her opinion, to a less successful and hopeful future for
herself and her children. One’s mistakes and one’s future ability not to make them are
incorporated into the larger lesson. Carmen was not alone in expressing how past
experiences were reflected in current health attitudes. Alexis was another young woman
whose attitude and behaviour had changed significantly at a specific point in her life. As a
17-year-old, she went to a party one night where she drank a lot of alcohol with her
friends. She became very drunk and it was a bad experience which still resonated with her
when I was working with her on this research. For a variety of reasons, including that she
did not like the taste of alcoholic drinks, disliked the feeling of a hangover, and was worried
about the loss of control she experienced when drunk, she had not drunk since. This
previous experience had made Alexis realise that this was not the kind of behaviour she
wanted to continue into the future.

3.5 Controlling health
Health promotion operates from the underlying premise that health is controllable.
According to Petersen and Lupton (1996, p. 49), an abundance of epidemiological research
investigating causes of disease has given the impression that death and disease are
controllable rather than “bad luck”. This is clearly articulated in the term “preventable
diseases”. Focusing on those risk factors that can be avoided, health then becomes
something that each person can control for themselves.
Nevertheless, feelings of control over health differ between groups of people. People in
higher socio-economic classes have been found to have a stronger sense of personal
control over their health than those in lower socio-economic classes (Cockerham,
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Lueschen, Kunz, & Spaeth, 1986; D'Houtaud & Field, 1984). People’s expectations
concerning their health and their control over it are partly based on lay epidemiologies,
which are the ways in which lay people assess health risks. The term was first described by
Davison, Smith, and Frankel (1991), who discussed the idea of a certain type of person (in
terms of physical appearance, personal behaviour, and whether a disease is prevalent in a
person’s family or wider social environment) being a ”candidate” for heart disease, which
was used to explain why certain people suffered heart attacks and others did not. This idea
was applied in both retrospective and predictive ways. Lay epidemiologies are based on the
patterns of morbidity and mortality that people observe around them as well as in the
media (Allmark & Tod, 2006; Davison et al., 1991). They are never completely separate
from professional ideas, as health messages are distributed in a variety of ways and
influence lay people’s ideas (Allmark & Tod, 2006; Davison et al., 1991).
Yet, lay epidemiologies can differ significantly from those created by statisticians (Senior,
2003, pp. 99, 156-158). For example, a study in Ngukurr demonstrated that high rates of
morbidity and early mortality could make people feel like this is unavoidable for
themselves (Senior, 2003, pp. 4-8). When diseases such as diabetes ran in the family,
people expected to get them too. Seeing people live unhealthy lifestyles, such as smoking
and drinking a lot, yet living long lives, in addition to the opposite of seeing seemingly
healthy people die young, contributed to not seeing changing health behaviour as
something that would have much effect. The effect of deaths on lay epidemiologies is
especially significant in small communities with high mortality rates as people know
everyone and deaths are more visible than in more anonymous towns. Feelings of control
over health are specifically related to what people perceive as the causes of ill-health. In
Ngukurr, the majority of people, including younger well-educated people, felt that their
health was outside their control and more of a result of outside factors. One way in which
they perceived health to be outside their control was through the water supply. They
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perceived the tap water as being unhealthy due to its chemical taste, but also as something
that only the government had control over (Senior, 2003, pp. 147, 148; Senior & Chenhall,
2013).77 The unpredictable nature of sorcery also explains why people in Ngukurr saw
health as outside of their control. Although sorcery can have a clear cause if it is a
punishment for a person’s behaviour, it can be unpredictable as punishment can be
delayed in time or directed at a person’s relatives rather than the person themselves
(Burbank, 2017).78 It may also be done out of malevolence rather than for a direct reason,
and sometimes it accidentally strikes the wrong person (Reid, 1983, p. 48; Senior, 2003, pp.
167-168).
These feelings of health being outside one’s control have been called fatalism. Fatalism has
been defined as the “belief that negative outcomes may occur to oneself or others
regardless of attempts for personal control” (Keeley, Wright, & Condit, 2009). Religious
fatalism specifically refers to the belief that (health) outcomes are in the hands of God or
other spiritual entities (Franklin et al., 2007). Fatalistic beliefs can relate to the prevention
of illness as well as to the treatment of illness, for example believing that there is not much
that people can do to avoid getting cancer and that once people have it, there is nothing
they can do to get better (Abraido-Lanza et al., 2007). Fatalism is often linked to low levels
of health behaviour, including preventative behaviour such as healthy eating and
exercising, undertaking medical screening, and utilisation of health services and adhering to
treatment advice when ill, as well as with negative health outcomes (Drew & Schoenberg,
2011; Franklin et al., 2007; Heiniger, Sherman, Shaw, & Costa, 2015). Although fatalism is
usually associated with pessimistic expectations, a lack of control can sometimes also be
found among people who are healthy and socio-economically privileged, as they refer to
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The fact that houses for non-Indigenous staff generally had water tanks contributed to the idea of
Indigenous people that they were being “poisoned” by the government (Senior & Chenhall, 2013).
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This is not limited to Australia. It has, for instance, also been found in Indonesia (Hunter, 2001).
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“luck” when explaining differences with unhealthy and disadvantaged people (Garthwaite
& Bambra, 2017). Sometimes fatalism is linked with ethnicity, for example for Indigenous
people (Brady, 2000; Senior & Chenhall, 2013; Shahid, Finn, & Thompson, 2009), Latinas
(Abraido-Lanza et al., 2007) and Chinese and Korean immigrants (Heiniger et al., 2015).
However, there is variation in whether it is considered to be a cultural trait or caused by
other, contextual, factors.
Some studies have provided a more nuanced view of fatalism. Keeley et al. (2009) found
that unlike the common assumption, fatalistic beliefs do not conflict with a belief in the
efficacy of health behaviours. The people in their study invariable mentioned both beliefs.
Quantitative studies have shown that fatalism does not always affect health behaviour
(Franklin et al., 2007; Heiniger et al., 2015). Fatalism has been found to have several
functions including diminishing worrying about the future, managing uncertainty about the
future, dealing with the potential effects of previous unhealthy behaviour, and an
avoidance of blaming self and others for being ill (Keeley et al., 2009), and it has been
suggested that it may be a response to chronic disease rather than a determinant of
unhealthy behaviour (Franklin et al., 2007). Drew and Schoenberg (2011) argue that the
term fatalism is often used to describe underserved populations, and that it “the
assumption that fatalism is a problematic or irrational response to a health threat privileges
certain viewpoints by delineating what constitutes rational behaviour” (p. 176). It needs to
be considered in the context, as structural factors such as poverty, limited access to health
care, and discrimination all affect health behaviours (Abraido-Lanza et al., 2007; Drew &
Schoenberg, 2011).
The way that young women defined health focused on behaviour rather than on outcomes
in terms of a state of being. When health is defined in terms such as “You stay fit, keep
strong, eat healthy” (Tamara), “health is looking after your health” (Julia), and a healthy
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person as “someone that looks after themselves” (Alexis), it is an activity which people can
choose to do. In this sense, health is within an individual’s power. When I asked
interviewees whether they could control their health, they often referred to behaviour
when answering this question, for example: “Yes. I don’t drink much, don’t smoke, don’t do
drugs” (Kimberley) and “If I keep eating enough, and like eating healthy stuff like food and
that, I’ll probably be healthy” (Aleisha). As noted earlier, participants often explained
whether they feel healthy in terms of behaviour. In this sense, health is all about an
everyday feeling of health, and healthy behaviour is more of a value in itself than an action
done for preventing specific diseases. At other times, however, young women did look
towards the future when talking about healthy lifestyles.
To some extent lay epidemiologies affected young women’s expectations for their future
health. Although most of them had positive expectations, a few said that they were “not
sure” about how their future health would be. They made these judgements mainly on the
basis of health problems in their family, or because of their own health problems. For
example, Louise expressed that she was not sure how her health would be because there is
diabetes in her family and she thought it probable that she would succumb to it in middle
age. To the extent that somewhat fatalistic attitudes such as these were expressed, they
did not negatively influence beliefs on the efficacy of health behaviour. Participants had
internalised the public health view of individual control over health, and frequently stated
that they could prevent future bad health through their behaviour. This became clear when
I asked them whether they thought they would be healthy in the future. Many answers
related to whether they would keep behaving in a healthy way, for instance, Julia
answered: “Not sure, but I’m looking to stay active in sports and stuff”, indicating that she
thought that being active would have some effect. As Carmen noted, she was maintaining
healthy behaviour to “avoid becoming a statistic.” For Carmen, her family history of high
rates of heart disease made her more motivated to do something about her health and to
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“break the cycle”. The quote in her interview (Appendix G): “everything that I do to my
body is going to affect me in the future”, and the fact that she wants to be healthy so she
can meet her future great-grandchildren and have a happy life, which includes not being in
and out of the hospital, demonstrates that Carmen thinks that her healthy behaviour does
have some effect on her future health.
The young women did not always talk about any specific effects their behaviour could have.
Some young women discussed the prevention of particular diseases, while others focused
more on general health. For example, Carmen talked about having a long life and not
getting serious diseases, without naming any explicit diseases. Tamara, on the other hand,
considered how her behaviour could prevent specific diseases. She said that if she does not
eat sugar, she will not get diabetes or heart disease, despite it being common in her family.
She also said that she is trying to limit her intake of sauce on chips, sour cream, and salt. It
was noticeable that there was often a lack of connection between health problems that
informants mentioned during the interviews and the effects their health behaviour could
have.79 For example, Shennicka said she ran to stay healthy, yet she did not elaborate on
how health issues she also talked about, such as boils, sores, and chickenpox, could be
prevented. In this sense the rhetoric of control over health seems ambivalent.
Besides believing whether or not certain behaviour leads to certain health outcomes,
control over health is also related to the possibility of exhibiting this behaviour in people’s
everyday lives. An emphasis on individual behaviour assumes that choices are made on an
individualistic basis in a social vacuum (Cockerham, 2005). However, the individual freedom
to make healthy choices is often not experienced as such (G. H. Williams, 2003). The
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The young women expressed little recognition of randomness and structural causes of disease
(see Petersen & Lupton, 1996). This presents a risk of false positive perceptions of staying healthy.
Informants showed limited understanding that people can live healthily and still get sick, even at a
young age. As Broom (2014) noted, some recognition of factors influencing health outside the
individual is good because it tempers false optimism and moral condemnation of those who are not
healthy.
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individualistic focus of health promotion activities overlooks not just the structural
determinants of health per se, but also the structural impacts on people’s behaviour
(Cockerham, 2005). Lifestyles are not individual but are socially embedded, connecting
individuals to a larger group. This is reflected in the correlation between socio-economic
class and behaviour: The lifestyles of people in higher classes are generally healthier than
those of people in lower classes (Cockerham, 2005).
According to Allmark and Tod (2006), people employ an “all things considered” view when
making decisions about health behaviour, based on the value they assign to health in
comparison to other aspects of their lives. This view differs from the view of public health
professionals who put health first. Changing health behaviour is not always a priority or a
possibility in the complexity of people’s everyday lives. Some authors have noted the
influence of cultural practices on Aboriginal people’s health behaviour. For instance, Heil
and Macdonald (2008) have pointed out that when biomedical practitioners ask for a
behavioural change, this pre-supposes that the self, the individual sick body, takes priority
over other demands, while for many Aboriginal people the social has priority. An example
of this is the practice of demand sharing, which requires that people share their food with
others when they ask for it, and that food in a household is seen as communal. The result is
that healthy foods may be eaten by other people quickly, and it is hard for people with
diabetes or high blood pressure to keep to a prescribed diet. This is not just a cultural issue
inhibiting compliance; it really is an effect of poverty (Heil & Macdonald, 2008). Limited
availability and high costs of healthy food, combined with low incomes, is often considered
to affect Indigenous food consumption patterns in remote communities (Brimblecomble et
al., 2014; Saethre, 2005). International research on food subsidy programs in high-income
countries showed some evidence for improved health and nutritional status in adults and
children, thus indicating the influence of cost (Black et al., 2012).
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Additionally, barriers to healthy behaviour are experienced by everyone, not just Aboriginal
people. A study on ways to target lifestyle interventions to people of low socio-economic
class showed that people perceived their lifestyle, whether it was healthy or not, as fitting
within the broader context of their lives (Bukman et al., 2014). Factors influencing health
behaviour included time and energy, habits, cost, social influences, and physical condition.
Decisions that may seem irrational at first glance are often the result of a “contextualised
rationality” (G. H. Williams, 2003, p. 147). A study investigating the sociocultural roots of
childhood obesity among poor Latino families in the United States found that poverty
played an important role in the patterns of food consumption of families (Kaufman &
Karpati, 2007). However, people do not make choices about healthy behaviour purely on
the basis of utilitarian value (Cockerham, 2005). Building relationships by sharing food and
ideas about what constitutes being good parents, also influenced individual families’
choices and contributed to particular consumption patterns (Kaufman & Karpati, 2007).
Exhibiting certain behaviours can also be a way to construct one’s identity. Ioannou (2009)
has shown how in Cyprus, food choices were related to the expression of identity. Young
people associated fast food with a youthful image, being “cool” and fashionable, and chose
it for these reasons, even though they were aware that healthier options were available. In
a country-wide study in Australia, Year 2-11 students identified the following barriers to
healthy eating: convenience, taste, social factors, and their own mood, and for exercising:
other preferred physical and social engagements and a lack of energy, motivation, and time
(J. A. O'Dea, 2003).
In Katherine, many of these factors played a role as well. Although young women in
Katherine often felt that they needed to behave in a certain healthy way, they also
identified factors stopping them from this behaviour. Some young women discussed the
availability and costs of healthy food. Carmen noted that Katherine experienced in increase
in fast-food restaurants, and that “we need another Woolworths or Coles or something like
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that, rather than a McDonalds or something like that or, Chinese restaurants or, a kebab
shop.” The fast-food restaurants are convenient as they provide ready to eat food and
McDonalds is open 24 hours a day. Although a study in small towns in NSW indicated that
the presence of a supermarket meant that healthy food was available (Innes-Hughes,
Boylan, King, & Lobb, 2012), Carmen and Brianna both noted that it was expensive and that
the cost of food like salads, fruit, and healthy meat should be lowered.80 As noted earlier,
Carmen was also concerned by the difficulty of buying fresh and local fruit and vegetables,
as the markets are only running during the dry season, and the specialised fruit and
vegetable store (Katherine Fresh Fruit & Vegetable Market) had prices that were
prohibitive to her. A lack of affordable specialist fruit and vegetable sellers has been found
in other small towns, even when they were located in regions that grew fruit and
vegetables (Innes-Hughes et al., 2012).
Carmen was very clear on that she thought that any diet and exercise regime should be
realistic if she wanted to keep it up for the rest of her life (see Appendix G). Time
constraints limited the amount of exercise some participants did. Tamara said that she
used to go for a run every day, but stopped doing that when she became too busy with
school assignments. For Kimberley, being busy with work and working irregular hours made
it challenging to keep a healthy eating and exercising routine. Motivation was a theme that
came up with several young women. Bridget said that she found it hard to keep doing
fitness, and stated that if she had a gym partner it would be easier to stay motivated.
Loretta, who was not currently feeling healthy, also iterated that she needed support and
motivation to get healthier. Eating a healthy diet was often limited by what was available in
80

Although Katherine residents regularly complained about food prices in comparison to Darwin, the
presence of Woolworths means that differences are nowhere near as pronounced as differences
between Darwin and remote communities, which have been found to be 60% on average (Ferguson
et al., 2016). Although the cost of a food basket in a Katherine supermarket is higher than in a
Darwin supermarket, it is the difference between supermarkets and corner and remote stores that is
responsible for the large inequities between regions (Northern Territory Council of Social Service,
2014).
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the household and convenience. For example, Carmen lived with her partner’s parents for
a while. Because his mother always cooked dinner, she had little control over her diet and
felt unhealthy. Students at Callistemon boarding house also commented on their lack of
control over their diet. Sarah remarked that living there she ate different food than she
would at home. She said it is more processed food, such as fish sticks instead of the freshly
caught fish that she would eat at home. She also compared her home life and life in
Katherine in terms of exercise:
At home you don’t think about exercise. You just do the exercise. You’re always
doing stuff. Like here, we sit down so much. At home, you sit down for five minutes
and you’re doing something else. Like you’re always cleaning. You’re always doing
something. There is always something to do. Like you’re fixing something. If I get
bored, I build something. I build like a big cubby house and just pull it down for fun.
Here you can’t really do that.
In Katherine, she needed to make a more deliberate effort to keep fit, for example by going
for runs. It was clear that health was balanced with other aspects of informants’ lives, as
illustrated when Carmen said that she did not want to be a “gym junkie”.

3.6 Health as a moral duty
Health has been recognised as a human right internationally since just after WWII (United
Nations General Assembly, 1948; World Health Organisation, 1948). In addition, the social
determinants of health, including education, housing, food, and working conditions, are
human rights in themselves, and are necessary for the fulfilment of the human right to
health. Human rights principles show the root causes of ill-health and as such can provide
guidance to how to address these causes (Tarantola, 2007). Therefore public health
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measures that take human rights into consideration are thought to be more effective than
those that do not (Gruskin, Mills, & Tarantola, 2007).81 The social determinants of health
need to be addressed through various sectors of society (Gruskin et al., 2007). It is not
always clear what is meant by the right to health. Although it is often understood as the
right to be healthy, or the obligation of governments to make people healthy, various
authors have emphasised that instead it is about the opportunities for health.
Governments should provide the conditions that allow people to achieve the best possible
health status (Calma, 2008; Tarantola, 2007; Tarantola et al., 2008). As part of protecting
the right to health, states must control non-state actors who have an effect on lifestyles
and health of people. These include not only the health care industry, but also companies
such as energy-producing companies, the food industry, and the media (Tarantola et al.,
2008). In some Aboriginal communities people have commented directly on the
involvement of governments and government agencies in health. For example, inhabitants
of Ngukurr blamed the water supply for bad health, and in doing this placed responsibility
for bad health with the government (Chenhall & Senior, 2018; Senior, 2003; Senior &
Chenhall, 2013).
Metcalfe (1993) has argued that providing everyone with the opportunities to live a healthy
life and access to medical services does not mean that people should be obliged to live in
the healthiest way possible. Yet, this is the message presented by public health’s strong
focus on individual behaviour. It has become a moral obligation and indeed duty 82 for
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Nevertheless, a human rights discourse seems to have a limited role in improving Indigenous
health. The right to health is difficult to enforce, often requires politically unpopular decisions, and
does not provide much direction on what specifically must be done, making the accountability of
governments unclear (Blas & Kurup, 2010; N. Gray & Bailie, 2006; Paradies, 2007).
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In one study concerning Australian women, it was noted that they examined health in terms of
duty and deservedness: They thought that everyone, including themselves, should work towards
good health, but they also thought that if they did, they deserved to be healthy (Broom et al., 2014).
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citizens to maximise their individual health (Kowal & Paradies, 2005): It is not the social we
who are responsible but the solitary you.
The previous section noted that lay epidemiologies are formed on the basis of what people
consider to be the causes of ill-health and death. Based on these perceptions, they might
feel that changing their behaviour will not have any effects on their health (Senior, 2003,
pp. 156-158). Although public health professionals see this as problematic, from the point
of view of the individual this observation is correct. Preventative measures can be
distinguished in approaches that target individuals at a high-risk for a certain disease and
approaches at the population level (Rose, 1985). Many health promotion activities focus on
changing health at the population level. To achieve this, individuals need to change their
behaviour. The entire population is targeted as “at risk”, even though in reality many
people are at low to medium risk for the relevant disease (Allmark & Tod, 2006; Davison et
al., 1991). A behaviour change, which will improve health at the population level, is
therefore unlikely to benefit most individuals. This is what Rose (1985, p. 432) has coined
the ”prevention paradox”. Furthermore, the actions asked for by public health
professionals are based on risk factors, rather than conclusive causality (Martin, 2001).
Many factors, including many which are unknown, influence whether someone will suffer
from a particular disease, and decisions around which behaviours are targeted are
culturally and socially determined, and in this sense a moral rather than a merely objective
choice (Martin, 2001).
Informants in this research strongly felt that health was an individual responsibility, as well
as feeling that it was a duty. They all expressed that eating healthily and exercising were
important for their future health. Bridget noted “If I wanna live longer, I really have to do
something about it”, putting the onus on herself. Most young women felt that they were
currently behaving healthily. Service providers who were part of their parents’ generation
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expressed a similar view of a duty to be healthy, but with more recognition that they were
not currently behaving accordingly. For example when I asked Valerie whether she felt
healthy she replied: “No. No. Not at all.” We laughed about it together, before she
expanded on the reasons for this: “I smoke. I’m overweight. I just don’t really look after
myself as much as I should, that’s for sure”. Anya similarly said that she “should exercise for
physical health”, noting that not doing this would have the opposite effect. Statements
such as “People need to take individual responsibility. It’s their own body. We can help, but
everybody has free will, they choose for themselves” which was made by May, a young
Indigenous woman who worked a social service, demonstrated the view that the final
responsibility lies with the individual person, not just for themselves, but also for others.
Conceptualising health as an individual responsibility can also be seen in Alexis’ comment:
“If you really wanted to get healthy, you’ll do it”, implying that when people were not
healthy it was because they did not want to be healthy. When health is understood as an
individual choice, the consequence is that if people are not healthy, it is seen as their own
fault (Petersen & Lupton, 1996, p. 16).
Very few young women put some responsibility for health with the government or other
structural determinants. Carmen declared her disgust for fast food outlets, especially
McDonalds, several times during the interview, and thought that the government needed
to step in to make them less available and to have more fresh fruit and vegetables available
in Katherine. When asking others what their views were, most agreed that that is a good
idea, but they did not come up with anything that could change at the community-level
themselves.
That health becomes connected with morality could be seen when talking about what
constitutes being unhealthy. The moral judgement was clear when Carmen described
unhealthy:
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Mascha: When you think of someone that’s unhealthy, what do you see or how do
you picture that person?
Carmen: Um. I don’t know I think of McDonalds, I really hate McDonalds [laughs].
I’m really not a fan of fast-food take-away stuff. Um, it might sound a little bit, rude
but, I think of ‘lazy’ when I think of someone that’s unhealthy. Yeah, like I said, it
mainly just comes down to food and lack of exercise, and laziness as well.
Although she had put some responsibility for the availability and subsequent consumption
of junk food with governments, she also regarded it as an individual responsibility.
Moreover, it was a personal judgement: Not only did this person not exercise nor eat well,
they were lazy. Young women mentioned some unhealthy behaviours specifically, which
included drinking alcohol, smoking cigarettes, and smoking marijuana. Bridget, for
example, viewed an unhealthy person as “someone that drinks, smokes, just sit around and
eat all that junk, don’t get really active.” Informants noted the unhealthy effects of alcohol
and “ice” (a form of methamphetamine) when discussing the respective scenarios. Lucy
described the effects of alcohol on teenagers as follows: “When they’re young and they
drink, drinking at a young age, they stuff their organs up. And making everything inside
rotten.” Aleisha described both the physical and social consequences of using ice, which
she had observed in a distant relative:
She’s really bad now, she’s selling herself to every ice addict man. And getting on
that, they support her and that. And she just turned 18. She’s been doing that ever
since she was 16. And it’s really bad. And like, they get skinny. Like she’s skinny and
her skin is changing, like pale. Apparently when they’re addicted to it they keep
use, doing it, until they get real bony. They don’t really care if they have scabs on
their face, they just keep doing it, and never go to a clinic or anything.
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She also expressed negative views about people drinking alcohol:
Some old people aren’t healthy because they drink too much. They don’t, some old
people, they don’t care about being healthy. They care about grog as much as, just,
anything else. Mainly here in Katherine. The only time they eat is when they out of,
when they have no grog.
Aleisha’s description of ice users shows how the way the body looks can be indicative of
health. The healthy body becomes a “signifier of moral worth”, showing positive
characteristics such as self-control and willpower (Petersen & Lupton, 1996, p. 25).
Similarly to when they described what healthy was, those in this research generally did not
refer to the state of the body when describing unhealthy: They did not mention physical
health problems such as a broken arm as a way of indicating not being healthy. Felicity,
however, said that she was unhealthy by referring to her body as “morbidly obese”. In
contrast to a broken arm, a health problem that is not normally blamed on the individual
person, the physical state of being obese is viewed as an indicator of unhealthy behaviour.
Worldwide, throughout most of history, bigger bodies have been regarded as being better,
because they signal power, health, beauty and fertility (for women) (Cassidy, 1991). A
deviation from this pattern is the contemporary preference in Western societies for slender
women.83 Some studies have found differences in body acceptance between Western and
non-Western cultures. Indigenous girls between 12 and 16 years old in Australia have been
found to be more often satisfied with their weight than non-Indigenous girls (Cinelli &
O'Dea, 2009; McCabe, Ricciardelli, Mellor, & Ball, 2005). Likewise, African American young
women have been found to be less likely to accept the association of thinness with beauty
83

Although this seems to be an anomaly, Cassidy (1991) has shown how this is not the case, partly
because there is still a preference for tall women, and partly because thinness now sends “a power
message, for it makes cultural and biological sense only for those so immersed in abundance that
they can ignore survival issues that continue to haunt most human populations” (Cassidy, 1991, p.
203).
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(Sanderson et al., 2005). Another study found that while White adolescent females in
America had a rigid idea of what beauty is, namely the unrealistically skinny Barbie doll or
fashion model look, African American young women had more flexible views, based on
their own looks: “if you can clothe and groom yourself and have the personality to carry off
your personal style, you are ‘looking good’” (Parker et al., 1995, p. 108). Body pride has
been found to contribute to health among Canadian Aboriginal young women (McHugh,
Coppola, & Sabiston, 2014). Influence from family and friends is important, as White young
women were getting support from people around them to change their look to the skinny
ideal, and talking negatively about their own weight to peers helped them fit it, while
African American girls were encouraged to create their own individual look (Parker et al.,
1995). The former were encouraged to diet; the latter were not. Similarly, among
Indigenous Fijian adolescent girls in Australia the advice to eat more was more prevalent
than among European Australian girls, (L. K. Williams et al., 2006).
Some change is occurring, however, among non-Western populations towards the thin
ideal. In the study comparing Fijian and European Australian girls, messages about losing
weight were becoming more common for the former than they used to be (L. K. Williams et
al., 2006). In India, exposure to media messages showing the skinny ideal made young
urban women internalise this ideal, feel more dissatisfied with their own body, and have
lower self-esteem (Nagar & Virk, 2017). African American women attending a
predominantly White college (PWC) were less satisfied with their weight, put more
emphasis on being slender, and were more impacted by interpersonal messages about
weight, than those attending a historically Black college and/or university (HBCU)
(Sanderson, Lupinski, & Moch, 2013). Satisfaction with weight is not necessarily correlated
with taking actions regarding weight. Indigenous girls in Australia engaged in more
strategies to affect the way they look, such as losing or increasing weight and building
muscle, than non-Indigenous females (McCabe et al., 2005). Compared to non-Indigenous
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girls, they were more likely to want to gain weight and less likely to want to lose weight. In
America, White girls were more dissatisfied with their weight than African American girls,
yet there were no statistically significant differences between the groups regarding
whether they were trying to change their weight (Parker et al., 1995). Moreover,
Indigenous youth in the Western Desert region have been found to engage in petrol
sniffing as a conscious effort to lose weight (Brady, 1992, pp. 78-82). They associated
fatness with femininity and mothering. Losing weight was a way to reject these
identifications and to control their own bodies. A more recent study showed that some
young mothers in a Western Desert community were petrol sniffing and getting others to
look after their children, wanting to be “’free’, or skinny.” (Tjitayi & Lewis, 2011, p. 61).
In Katherine, young women mainly talked about weight in a similar way to the public health
view in which losing weight is given more emphasis than gaining weight, and where the
biomedical view of obesity takes precedence over the social meaning of “fatness” (Cassidy,
1991). Alexis said that she often whinges about her weight, and assessed herself as being
unhealthy because she was not fit. Two exceptions were Tamara and Carmen, whose aunts
and mother, respectively, sometimes told them that they were getting too skinny and
should eat more. They themselves, however, did not say that they wanted to gain weight,
and instead talked about unhealthy foods that they were trying to avoid. When talking
about weight and food, informants related it back to healthiness. They did not explicitly
mention body image or any effect of the media, though they are likely to be affected by it.
For example, during one Girls Program at the YMCA, a woman who was talking about
health and fitness showed before and after pictures of herself when she had lost a
significant amount of weight. These types of pictures are common on social media sites
such as Facebook, which many of the young women used. Several studies have indicated
that engagement with Facebook, such as posting pictures of themselves and viewing and
commenting on peers’ profiles, as well as the number of Facebook friends, can contribute
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to a drive for thinness and increased body shame (Kim & Chock, 2015; Salomon & Brown,
2019; Tiggemann & Slater, 2017).84
Being thin can be unhealthy, but thin children and adolescents in Australia have been found
to rarely be advised by parents to exercise, nor do they themselves often think that they
should (J. A. O'Dea & Amy, 2011). As Carmen’s story (Appendix G) suggested, being slim is
not necessarily an indicator of good health. Being slim built had given her the perception
that she was fit and healthy, but when she found out that she had high cholesterol she had
realised that this was not the case. She also commented that being bigger built is not
necessarily an indicator of being unhealthy:
So, you know, sometimes someone could look like they’re a bigger person but it’s
just their natural build. You know, I’m naturally a small, slim, small built person
whereas you know, someone like, um, I don’t know, I suppose you could say Violet
she’s you know, she’s got broader shoulders than what I do, she’s a lot taller than
what I am. So, you know, obviously she would weigh a little bit more than what I
do. So, like I said, sometimes it doesn’t necessarily come down to, you know, who’s
obese or whatever, it’s their body type.85 … because at the end of the day people
are built differently than other people. Some are built petite and slim whereas
other people are built a bit bigger. Sometimes they probably have the perception in
their head that they’re fat when they’re not. They’re actually bigger built than
normal people, bigger built than other people. If you’re trying to lose all of that
weight, you’re going to be unhealthy because you’re going to be trying to achieve
something that isn’t really realistic.
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An extensive analysis of the use of Facebook and its influence on young women’s body image was
beyond the scope of my research, but is recommended to gain a better understanding of the
multiple and changing influences on body image for these young women.
85

Violet is not obese.
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While acknowledging differences between people, Carmen’s comments do not
acknowledge the social-economic causes of being overweight (J. A. O'Dea, Chiang, &
Peralta, 2014), still seeing it as an individual issue when people are heavier than they
should be. As far as young women talked about being too skinny as being unhealthy, it was
related to people using ice, such as in Aleisha’s comments above, and therefore an
indicator of unhealthy behaviours.

Conclusion
This chapter started with the suggestion, made by some service providers, that Aboriginal
people do not think about health because it is a Western concept. The existence of an
official Aboriginal definition of health makes it clear that this is not the case. Using this
definition, however, health becomes reified as a holistic concept posited against the
biomedical definition of health. The Aboriginal definition of health is not a timeless and
unchanging Aboriginal idea of health as it has always existed; it is a definition constructed
by a committee in a specific temporal and political context, in order to attain specific goals,
rather than an on-the-ground, ethnographically based definition. That it does not
necessarily reflect all Aboriginal ideas about health became clear as most Indigenous
people in Katherine did not know it and the definition is still mainly used in a political
context: The only person who was familiar with it was a very politically active person.
Through this definition, health becomes related to identity as it focuses on an Indigenous –
non-Indigenous dichotomy. Although highlighting the differences was in essence the goal
of this definition, it can in fact overemphasise the differences between Aboriginal and
Western or biomedical ideas about health (Brady, 1995; Rowse, 1996).
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Although the Aboriginal definition of health did not have much obvious relevance for
Indigenous young women in Katherine, they understood the concept of health and
conceptualised it in a myriad of ways. Informants had internalised the standard health
message of healthy eating and physical activity that is promoted through schools and social
services. This message focuses on behaviour rather than on a state of being, as health is
designed as a project to be constantly worked on (Lupton, 1995). Yet, young women had
broader ideas about health, including specific diseases and spiritual health. It is necessary
to analyse the discourse around health (Lupton, 1995), as along with looking beyond that
what is said to everything that people understand as health (Bloch, 1991).
In the intercultural context of Katherine, there are many influences on the young women
which contribute to the complexity of their health beliefs. Rather than in dichotomies of
Aboriginal versus Western, professional versus lay, or adolescent versus adult, informants
drew on many different domains when conceptualising health, and in various situations,
different aspects of health were emphasised. Although the public health message is to
some extent imposed, it is not just a Western definition pushed on Aboriginal people; it can
also be understood as a lay definition in opposition to professional ones. Even so, lay and
professional definitions, along with expert and lay epidemiologies, are never constructed in
complete isolation from each other. Brady (1995) already pointed out that Aboriginal
people have a multitude of health conceptualisations which can be more practical than the
Aboriginal definition, and that Aboriginal people have always taken on those aspects of
other health systems that they find useful, eventually internalising them as their own (Reid,
1983; Rowse, 1996, p. 89; Senior, 2003) .
Despite the recognition of social determinants of health, current health promotion is very
much focused on individual behaviour change. Healthy behaviour has been instilled in the
young women from an early age, together with the concurrent ideas of health as being
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important and being an individual responsibility. Although the description of health
promotion at the YMCA and Good Beginnings does not show to what extent they influence
young women’s actual health behaviour, the way young women defined health shows that
the message has gone through. Notwithstanding the challenges to do so, Section 3.5
showed that young women made an effort to display the required healthy behaviour, and
felt that they should do this. This chapter showed that informants expressed that they
found their health important, and mostly in an implicit way rather than for any particular
reason. They felt a sense of control over it, which made them mostly optimistic in regard to
their expectations for their future health. Defining health as behaviour, with positive
though often undefined consequences, put the responsibility with individuals. Health was
understood as more of an individual obligation, a moral duty, than as an individual right.
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Chapter 4: Health Care
Introduction
Service providers working with Indigenous people in remote communities often state that
they do not access health services when they need to; an idea that has been around for a
long time (Kamien, 1978, p. 197). Concurrently, there is a view of Indigenous people not
taking medications as prescribed (Saethre, 2009; 2013, Chapter 5). These complaints about
late presentation to clinics and non-compliance with treatment regimens made by nonIndigenous health professionals about their Indigenous patients can be understood as
comments on Indigeneity, on behaviour that is different from the mainstream norm
(Saethre, 2009). Health-seeking behaviour, however, is influenced by many factors. As
Philips (2015, p. 127) noted, a reluctance to seek health care is not symptomatic of “some
mythic Aboriginal unwillingness to seek wellness”, rather it is often prompted by culturally
inappropriateness of services. As Kamien (1978, pp. 107, 191) has shown, merely the
availability of a multitude of health services does not automatically address the ill-health of
a population. In his study in Bourke, a town with similar Indigenous to non-Indigenous
population ratios as Katherine, mainstream health services were ineffective in addressing
the high rates of mortality and morbidity among the Aboriginal population. Although partly
the reason for this was that medical services do not address social causes of ill-health such
as housing, poverty, and racism, it was also because the physical availability of services
does not mean that they are actually used.
Accessibility of health services for Indigenous people and vulnerable young people, which
includes Indigenous youth, is an ongoing concern in research (Cummings & Kang, 2012;
Davy et al., 2017; Kehoe & Lovett, 2008; Ware, 2013), as well as in national policies such as
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the National Aboriginal and Torres Strait Islander Health Plan 2013-2023 (Australian
Government, 2013; Department of Health, 2015b) and Closing the Gap (Department of
Families Housing Community Services and Indigenous Affairs, 2009). Formal health care is
divided into primary, secondary, and tertiary health care (Australian Government, 2013, pp.
50-51; Bodenheimer & Grumbach, 2016, Chapter 5). Primary care is aimed at common
health problems and prevention. It generally provides the first point of contact with the
health care system and is mainly delivered by GPs, as well as by Aboriginal Health
Practitioners at ACCHOs. Secondary care is more specialised and sometimes, but not
always, provided in hospitals. Tertiary care involves even more specialised or complex
health care provided usually in hospitals. In addition, for many illness episodes, formal
health care is never sought; self-treatment is practised instead. Worldwide, most illness
episodes are treated at home (Kleinman, 1980, p. 183; Lock & Nguyen, 2010, p. 66). People
also use medications that are prescribed by doctors. In Katherine, Aboriginal people use
bush medicines, OTC medicines, and prescribed medicines. During the time of my
fieldwork, primary health care was largely provided at Wurli-Wurlinjang, Gorge Health, and
Kintore Clinic, secondary care was delivered by Wurli and the hospital, and tertiary care
predominantly at Katherine Hospital. The availability of primary care at mainstream clinics
and an ACCHO, as well as the availability of a hospital locally, has consequences for health
care seeking behaviour in comparison to remote communities, where the clinic is usually
the only place to access formal health care (Brady, 2003; Senior, 2003, pp. 127-128; Shahid
et al., 2009).
Aboriginal Medical Services were established to provide health care to Indigenous people
who might not access mainstream services due to factors such as cost and racism (Marles
et al., 2012). They provide accessible and acceptable primary health care, and have an
advocacy role in drawing attention to societal causes of Indigenous ill-health (S. Saggers &
Gray, 1991b, p. 403). In Katherine, Wurli provides primary health care, and specialist and
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preventative services such as women’s, men’s, and children’s health care, a chronic disease
program, an alcohol and other drugs program, and health promotion (Wurli-Wurlinjang
Health Service, 2018b). They address issues of accessibility, including affordability,
provision of transport, and the availability of a walk-in service. This chapter discusses these
factors, as well as waiting times, opening hours, and the perceived quality of the service.
Wurli also delivers an Indigenous-friendly service. In Katherine, Indigenous young women
not accessing health care services frequently was also a pervasive theme in the narratives
of the service providers. As a result, they were often concerned with developing strategies
to engage more young people.86 Specifically related to ACCHOs, several service providers
had expressed concerns about adolescents girls not accessing Wurli for sexual and
reproductive health care because of confidentiality issues, a concern which is often
expressed in literature about Aboriginal Medical Services (James, Cameron, & Usherwood,
2009; M. Mitchell & Hussey, 2006).
This chapter looks at young Indigenous women’s use of formal health care and their use of
medications. It considers the choices that are made regarding use of health services, and
their motivations for accessing ACCHOs in particular. It also discusses participants’ views on
Western pharmaceuticals. In this, it addresses issues around accessibility and acceptability
of health services as well as service provider views around Indigenous people’s use of
health care and medicines. The chapter starts with a hypothetical scenario about seeking
health care that was written together with one young women and discussed with others.
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Although this was mostly a result of service providers’ perception that young people did not use
services when needed, at times it was because a service or program had had not been running for a
while and they were trying to build it up again.
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4.1 Scenario: Angel’s pregnancy
One scenario I wrote with Alexis, one of my peer researchers, was about beliefs around
seeking health care. My idea was to write a story that would look at the use of doctors
versus traditional healers. In order to explore questions about how young women
perceived the confidentiality at Wurli in regard to sexual and reproductive health care, we
included pregnancy. The resulting story is the following:
Angel woke up one morning feeling a little ill, she didn’t want to go and get a checkup cause she wanted to wait on her grandmother to do some healing on her. Her
grandmother couldn’t make it and she got worse so she went to Wurli. She found
out she was 6 weeks pregnant and that she was very ill. Now her and the baby are
very ill (sic).87
1. Would you wait around to get check up by a traditional healer while feeling
very ill?
2. Do you think Angel should of went straight away soon as she felt sick?
3. What would Angel’s grandmother have done if she had seen her first?
4. Do you think when Angel went to Wurli and they found out that she’s pregnant,
do you think the people at Wurli would tell anyone else?
When I was reading the story to Lucy and Vicky, I had hardly finished reading the scenario,
when Lucy interrupted me with a clear “Stuff that”. She proceeded by saying that she
would not wait around to get a check-up when feeling ill, and that Angel should have gone
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After reading the story that Alexis wrote, I wondered out loud whether after six weeks of
pregnancy the baby could indeed be “very ill”. We discussed this, but neither of us knew the answer.
In the end I decided that it did not matter: If Alexis, being a peer of the young women with whom we
would be discussing the stories, thought that this is a plausible scenario we would use it like this. The
duration of the pregnancy was not relevant to questions about the use of different types of health
care and about confidentiality, and indeed, none of the informants commented on it. As we found
out there was a lack of clarity about some aspects of the scenario, but we answered any questions
participants had as we went along.

155

straight away. Lucy was a mother herself, and she emphasised the importance of keeping a
baby healthy during pregnancy. Her pregnancy was planned and she had prayed for it. It
seemed that being a mother herself, she could identify with how horrible it must be to be
very sick and to have put the baby at risk. All young women that I discussed this scenario
with said that they would not wait around for the traditional healer, and that Angel should
have gone straight away. Since the scenario states that the healer is not around, the
availability of a healer might have changed the outcomes. Several informants, who did not
have children, still emphasised the need to keep the baby healthy: “Um, yes I’d go to Wurli.
And do everything I can to, keep my baby healthy.”
When asked what Angel’s grandmother would have done, their replies included:
Aaaah she would be so excited. (Lucy)
She’d take her, she’d take her to the hospital, clinic. … Old people they be good.
She’ll tell straight away. She’ll probably go and, probably her grandmother would …
“Oh I think my granddaughter is pregnant” … get pregnancy test. (Kirsty)
She’d probably give her bush medicine or something, look at her. And probably
take her to Wurli. (Loretta)
Some of these answers do not reflect that in the story the grandmother was a traditional
healer. Rather than showing what a traditional healer would do, the answers indicated
what the young women thought their grandmother would do.88 All of those interviewed
said that the grandmother would take “Angel” to Wurli, the hospital, or a clinic, and some
of them said that she would probably give her bush medicine and try to figure out what
was wrong with her.
88

Informants considered pregnancy to be an issue for which biomedical care can be sought. As will
be elaborated later, if a spiritual cause of illness is suspected, they would be far less likely to go to
Wurli.
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4.2 Seeking formal health care
As described in the introduction of this chapter, researchers and service providers are often
concerned with improving access to health care services for Indigenous people. Indigenous
rates of General Practitioner (GP) services have overtaken non-Indigenous rates over the
last decade (Australian Health Ministers’ Advisory Council, 2015, pp. 6-7). Furthermore,
Indigenous people require more long and complex consultations than non-Indigenous
people (Australian Institute of Health and Welfare, 2015, p. 122). These comparisons show
rates relative to population size rather than relative to need. Equitable access to health
care services is achieved when there is “equal access to available care for equal need, equal
utilization for equal need, and equal quality of care for all” (Whitehead, 2000, p. 8). An
indirect indicator of insufficient access to primary health care is the rate of potentially
preventable hospitalisations (Australian Institute of Health and Welfare, 2015, p. 129).
These are hospital admissions that might have been prevented through adequate primary
health care. In 2012-13 the rate of these hospitalisations in Australia was 3.4 times higher
for Indigenous people than for non-Indigenous people (Australian Institute of Health and
Welfare, 2015, p. 132), indicating that adequate access to primary health care for
Indigenous people is lacking. In general, hospital admission rates are substantially higher
for Indigenous people than for non-Indigenous people (Australian Institute of Health and
Welfare, 2015, p. 122). In the NT, the number of hospital admissions for Indigenous people
increased between 1976-77 and 2007-08, while for the non-Indigenous population, they
declined from 1976-77 to 1987-88 and then remained constant (Li et al., 2011, pp. 4-5). In
Katherine, rates of hospital admission are much higher for Indigenous females than for
non-Indigenous females, and the difference is increasing (Li et al., 2011, pp. 13-14). The
2004-05 National Aboriginal and Torres Strait Islander Health Survey demonstrated rates of
unmet need for health services. Indigenous people were asked whether they had needed
to see a certain health professional in the previous twelve months, but had not gone. The
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rates for doctor, hospital and other type of health professional were 15%, 7%, and 8%,
respectively (Pink & Allbon, 2008, p. 189). The rates were higher for people living in nonremote areas than in remote areas, as well as for females compared to males.
In addition to rates of access and unmet need, government reports also report on barriers
for Indigenous people to access health services. The 2012-13 Australian Aboriginal and
Torres Strait Islander Health Survey includes the reasons Indigenous people gave for not
accessing health services when they felt they needed to (Australian Health Ministers’
Advisory Council, 2015, p. 145). For doctor’s visits, the reasons included: cultural
appropriateness of the service, cost, logistics, and personal reasons. This survey further
divided cultural appropriateness in: discrimination/not culturally appropriate/language
problems; dislikes service/professional, embarrassed, afraid; felt it would be inadequate;
and does not trust service provider, with dislike of the service/professional and feelings of
embarrassment or fear most commonly reported (Australian Health Ministers’ Advisory
Council, 2015, p. 145). An earlier report, based on the 2004–05 National Aboriginal and
Torres Strait Islander Health Survey, noted that cost, transport, and long waiting times
were often cited by Indigenous people as reasons for not seeing a doctor when needed
(Pink & Allbon, 2008, p. 190).89
A study in Ngukurr showed that people had various ways of engaging with the local clinic
(Senior & Chenhall, 2013). The majority of people had a passive relationship with the clinic,
putting all responsibility for their health care with the clinic. Only a small minority of people
had a more active relationship with the clinic, taking responsibility for their health. Some
people avoided the clinic as much as possible. In Ngukurr as well as other communities, the
clinic is perceived as a mainstream health service and seen as in opposition to the
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These factors, however, are also relevant to non-Indigenous people in general, and youth in
particular (World Health Organisation, 2002).
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Aboriginal traditional health system (Saethre, 2007; Senior & Chenhall, 2013). Hospital
access also presents some problems. Aboriginal people from remote communities often
experience loneliness and fear when they have to go to the hospital (Brady, 2003; Senior,
2003, pp. 127-128; Shahid et al., 2009). Hospitals are often far away from where people
live, so hospitalisation separates them from their families. In addition, people are often
scared of medical procedures, and see hospitals as places that people do not come back
from, for example because renal dialysis is not available in the community clinic, or because
they die, as hospitals are often accessed after a delay in seeking medical treatment, in
which case when people are admitted their disease has already progressed to a severe
stage (Brady, 2003; Senior, 2003, pp. 127-128, 161). When people have not accessed
primary care early, hospitalisation is often necessary as people are in an advanced stage of
illness (Kamien, 1978, p. 196). Communication problems between Indigenous people and
health professionals in hospitals add to the reluctance to go to hospital.
All young women that I discussed the scenario with said without hesitation that they would
go to Wurli, and/or that Angel should have gone to Wurli. Conversations with them about
their own use of formal health care reflected the same. Most participants told me that they
regularly accessed health services and did so without hesitation.90 This was clear when
talking with Brianna and Bridget:
Mascha: Do you always go to Wurli?
Brianna: Um not always. Just maybe when I’m feeling sick or something, I always
go.
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However, although they told me about times and reasons they had accessed a GP or the hospital, I
do not know how long they generally waited to do this.
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Mascha: Why do you normally go to a doctor if you go?
Bridget: I go if I’m sick [said like she is stating the obvious, laughing a bit].
For both Brianna and Bridget, it seemed obvious that when they are sick, they need to go
to a doctor. The young women in Katherine went to a doctor regularly, ranging from “a few
times a year” to seven times over the last year. The time since their last doctor’s visit
confirmed this, with four of them saying that the last time they went to a doctor was
between one and two months ago, and two others saying that it was “a few months ago”.
Eight of the young women had been to the hospital in Katherine. Six of these had been
quite recently, at least in their teens but mostly in the year preceding the interview. One
informant had not been to the hospital since she was a baby, and another one was nine or
ten years old the last time she was there. One participant had been to the hospital “a fair
few times”; she used to work there so it was easy for her to access health care there. Most
of those in this study who had been to the hospital have stayed there overnight, with their
stays ranging in duration from a week to a month and a half. The reasons to seek health
care for participants in this study included check-ups (general as well as more specific for
diabetes or sexual health) as well as minor and major health issues such as migraines,
having a swollen leg and difficulty walking, colds and flu, tonsillitis, runny ears, broken
limbs, having collapsed during an exercise class, kidney infection, pregnancy, meliodosis,
urine infection, and pneumonia and asthma when younger.
Although the young women accessed health services without question, there was some
variation as to whether they perceived themselves going for every minor complaint, or
trying to avoid going to the doctor as much as possible. Individual differences exist in when
people perceive their symptoms serious enough to warrant a visit to a GP, and as outlined
in more detail below, parental health care seeking behaviour also influences the frequency
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of accessing health care services. Sarah emphasised that she goes to the doctor for
anything, a behaviour that was strongly influenced by her mother’s opinions:
Mascha: So when you go to a doctor, where do you normally go?
Sarah: Everywhere. I think I’ve been to every single thing.
Mascha: Every doctor in Katherine?
Sarah: Yeah, I think so. Because I actually feel, my mum kind of, like every single
thing. Like if I have a sore ankle, “go to the doctor.” If you have this, “go to the
doctor.” Because my mum says there’s no harm, and if they say there is nothing
wrong with you, it’s fine. There’s nothing wrong with you. But if you seriously know
there is something wrong with you, why did you let it get to that stage, kind of
thing?
Most informants were like Brianna and Bridget. They simply stated that they go to the
doctor when they feel sick, without explanation. It seemed natural for them to go, but they
were not as adamant as Sarah that they go for every little thing. At the same time, some
young women were aware that there were times that they should see a health professional
but did not. Kimberley admitted that she does not get check-ups as often as she should.
She commented in general that Indigenous girls, including herself, tend to not access sexual
health care because of shame and worries about confidentiality. Another reason for not
accessing health care was her work. Although she worried about her health and it was
important to her to get regular health checks, her job sometimes got in the way: “I made
an appointment but I forgot. It was on a Friday, which is a crazy day [at work].” Carmen also
admitted to having issues around going to doctors, but her reason was a dislike: She said
that she only goes “when I really need to, because I hate the doctor’s.” She conceded that
she knows that many people dislike going to the doctor, but then she repeated her
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statement of hating going to the doctor as if to say that her hatred was even stronger. Her
dislike was the result of previous experiences, as she animatedly explained:
I have a really vivid memory of, when I had a skin infection, on my hand, and I had a
huge bubble across my fingers and, I wouldn’t let them go near it and I remember
my mum and the doctor tricked me into something and, they held me down, while
they had to pop it so, ever since then, I’m pretty sure it’s ever since then, I’ve just
been like “I hate doctors.”
In this case, her childhood experiences with medical care affected her present health care
seeking behaviour. Another reason for feeling this way was that she did not like telling
other people her problems. Carmen often accessed health care services for pain
medication and expressed that at times she felt that doctors were sceptical, treating her
like she was faking the pain. She felt that this attitude was understandable because “there
are drug seekers around.” Carmen seemed uncomfortable in admitting that she needs pain
medication to me as well: “But that’s what mainly I go for is, you know, [laughs], I don’t
want to seem weird or whatever – but I do go there for pain medication a lot.” This
reluctance did not mean she went any less than the other young women: She went to a GP
several times in the last year. Moreover, she often expressed positive statements about
health services, for example saying that Gorge Health and Wurli “both have some really
good qualities”, and about going to the hospital that “the majority of the time it’s been
fairly positive.”
Some young women expressed the stereotypical view that Indigenous people do not access
health services when they need to. When I asked what young Indigenous women in
Katherine go to the doctor for, Tamara answered: “People say they go to the doctor”, thus
making the inference that while they say this, it is not always true. She added: “NonIndigenous people care, they make sure they go to the doctor. For Indigenous people,
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when kids don’t wanna go, they don’t go. For example if they have a boil, they leave it.”
When I asked her why she had this impression, she replied: “They may be scared to get it
popped, or they are scared of racism. They just don’t go, most of them. But I do go, some
do go.” During later conversations the fact that she goes to a GP often came up frequently:
Most people are trying to like, trying to get around the doctors. My auntie could
be, like, coz she works at Wurli – she could be asking, like, multiple times, “Come
into the clinic and get a check-up” or whatever. People just refuse it. Then they
wait till they get sick and that’s when they wanna come in. But it’s very different
for me, because if I get a sore or anything I’m in the bathtub scrubbing myself and
then I go to the doctor and whatever.
Tamara had several family members working at Wurli. Being exposed on a regular basis to
stories from them about people accessing Wurli (too) late, together with an emphasis on
how important it is to access the clinic early and regularly, has contributed to Tamara’s
views on seeking health care, both regarding her own actions and how she perceives the
general health care seeking behaviour of Indigenous people. Other young women also
talked about other Indigenous young people not accessing health care. For example, when
we started writing the scenario, instead of talking about traditional healing versus
biomedical care, as I asked her to, Alexis initially gave me reasons why young people,
according to her, do not go to doctors. She said that “some people are lazy, they might end
up drunk and not going, or when it is time for a check-up, they just think ‘I’ll go later.’” In
this, these informants are echoing the service provider rhetoric of Indigenous people’s late
presentation at health services. Young women were aware of the negative connotations
these views have, as well as negative views about Indigenous people in general that exist in
society, and distanced themselves from this behaviour (see Section 6.6 for further
elaboration on this topic).
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Statistics about barriers to access health care when needed presume that the need to visit
a health care practitioner has already been identified. Every time when people feel unwell,
however, the decision whether to use self-treatment or access professional care needs to
be made first (Kleinman, 1980, p. 51; Lock & Nguyen, 2010, p. 66). For the young women,
taking medicines at home, whether it was bush medicine or OTC medications, was often a
first recourse when they felt sick. Worldwide, the perceived severity of the illness is one of
the most important factors in health care seeking behaviour (Kleinman, 1980, pp. 184-185).
This was similar in Katherine. Alexis said that when she has a flu, cold, or other nonthreatening health problem, she would use bush medicine, but when she is “like really,
really sick”, she would go to a doctor or to the hospital. The young women expressed
confidence in their ability to decide between self-treatment and accessing professional
health care, often based on previous experience. For Carmen, the perceived seriousness of
the illness determined whether she took OTC medicines or visited the hospital:
If it’s just a headache I can take Panadol and it will go away, whereas if it’s a
migraine, usually if I try and take Panadol, I’ll spew it back up. So, when I go to the
hospital, they’ll give me fluids and pain medication through the IV so that I won’t
be able to spew it back up.
Carmen has a long history of migraines and has experienced that they can last for up to five
days. Because of this, she now prefers to “takes action to get better as soon as possible.”
Despite her reluctance about seeking medical care, she realised that sometimes it is
necessary. Tamara also noted her experiences with recurring illness, stating that one of the
healthcare problems she goes to a doctor for is tonsillitis: “I get it very bad, end up in bed
for three days, I just sleep, do not drink.” Again, perceived severity of the illness,
understood through having experienced it before, impacts decision-making about whether
or not to access health care. As the variability in how easily informants went to a doctor
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showed, however, perceived severity of illness does not influence health care seeking
behaviour in exactly the same way for everyone. People’s tolerance for sickness varied by
person. A study in the US showed that differences in whether or not people sought
treatment for depression were caused by understanding of depression as a disease, beliefs
about the consequences of depression in their lives, and beliefs about whether they could
personally control it or needed professional treatment (Elwy, Yeh, & Worcester, 2011).
As the answers to the scenario indicated, family members often play a role in people
seeking health care. Decisions in the popular sector, where choices about accessing health
care are made, are taken at the individual, family, social network, and community level
(Kleinman, 1980, pp. 50-51). For children, parents determine the severity of health
problems and whether to visit a health care practitioner (Tinsley, 1992, pp. 1046-1047;
World Health Organisation, 2002, p. 10). Adolescents start to make more independent
choices. Research in a poor urban neighbourhood in the US found that seeking health care
by teenagers may be inhibited by a reluctance to involve parents (Atkins, BluebondLangner, Read, Pittsley, & Hart, 2010). At the same time, having health services that do not
ask for parental permission can increase utilisation as young people have more opportunity
to make their own decisions (World Health Organisation, 2002, p. 18). Yet, there is still
parental influence at this age. A study looking at young people who accessed mental health
services in New South Wales found that 94% of respondents reported an influence of other
people in their decision to seek help, with most of this influence coming from parents
(Wahlin & Deane, 2012). Moreover, the patterns of health seeking behaviour that people
show in adolescence and later as adults is heavily influenced by their parents’ health
behaviour (Tinsley, 1992, pp. 1048-1050).
The parental influence was clear for many of the young women in Katherine. Which
services to access, or whether to seek health care, was sometimes dependent on adults
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who make decisions for them, especially when they lived with these adults, as their parent
may take them to the doctor. Aleisha, who was 17 and lived with her mother, her sisters
and her brother, said that when she is feeling ill she goes to her mother or grandmother
first. They usually give her bush medicine, and if that is not sufficient, she goes to Wurli.
Normally her mother or grandmother accompanies her to Wurli, but when they are busy,
she goes by herself or with her sister. For Tamara, who was living with her father, she said
that the last time she went to a doctor it was her father who made the decision that she
should go. The young women who lived at Callistemon focused on Callistemon staff
deciding when to take boarding students to a clinic, indicating that it was not solely their
own choice as to whether or not they wanted to seek health care.

4.3 Choosing between health care services
Wurli was the most used service to access GPs by Indigenous young women in this
research. Of the twelve informants I asked, nine always went to Wurli. Sarah and Kimberley
went to either Wurli or Kintore clinic, and Carmen had recently started going to Gorge
Health. It was notable that of the three who used other clinics than Wurli two had less
implicit Indigenous identities. Nearly all other times during my fieldwork when I talked with
Indigenous women about health care, they said that they go to Wurli. Informants perceived
the care provided at Wurli as biomedical, and in that regard not different from the care
provided at the other clinics. When they compared Wurli with other clinics or GPs in town
and with the hospital, they compared other aspects such as the cost, provision of transport,
availability of a walk-in service, waiting times, opening hours, and to a lesser extent the
perceived quality of the service.
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An often-mentioned reason to access primary health care at Wurli was the cost of other
services. In Australia, a part of medical costs is covered by Medicare, the Australian
Government’s public health insurance scheme, which reimburses people for accessing
medical services and getting prescription medications (Australian Government Department
of Human Services, 2018). GP services can choose to offer a bulk-billing service, which
means that they receive the money for their service directly from Medicare and the patient
has no out-of-pocket or upfront costs. If GPs do not offer bulk-billing, the patient has to pay
a bill when they access the service, and can then get part of it reimbursed by Medicare.
This leaves patients with out-of-pocket costs as well as the need to have money to pay the
bill before getting their reimbursement. To access Wurli was free for people registered by
Medicare. Informants, who may not have had private health insurance or cash to cover the
upfront costs, frequently mentioned the lack of costs as Wurli when I asked them why they
chose to go there rather than to other clinics: “Coz it’s free” (Alexis); “I think that honestly,
Wurli Wurlinjang here is really good for the free, you know, health clinic or whatever”
(Carmen).
For Carmen, however, it was not always the determining factor. She came to Katherine
when she was only 16 years old and was not earning any income, so Wurli was the only
viable option. Since she commenced working full-time she had started going to Gorge
Health occasionally. Kimberley noted that many Indigenous families did not have enough
income to access health services, stressing the importance of having free or subsidised
services available. Other informants spoke of other health services being expensive. As an
example Bridget noted that when her cousin thought that she was pregnant, she did not
want to go to Wurli because she was worried about confidentiality. However, as Bridget
explained, other options were unaffordable with a visit to Kintore Clinic costing $50 to $80.
For her cousin, and other Indigenous youth in Katherine, Wurli is the only option.
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In addition to the cost of services, the cost and practicalities of transport is often
recognised as a barrier to access health services for indigenous people worldwide (Davy,
Harfield, McArthur, Munn, & Brown, 2016). Indigenous households in Australia are less
likely to have access to a car than non-Indigenous families, forming a barrier to access
health care (Australian Health Ministers’ Advisory Council, 2015, pp. 106-107, 157, 159;
Pink & Allbon, 2008, pp. 197-198). The provision of transport has been an important
characteristic of ACCHOs, like indigenous health services worldwide, from when they first
started operating in Australia (Davy et al., 2016; S. Saggers & Gray, 1991b, p. 401).
Transport was mentioned by some informants as a reason to go to Wurli; they also noted it
to explain why Wurli was “good for Indigenous people.” Similarly, “no transport” was
sometimes listed as a disadvantage of Gorge Health and the hospital. One of the young
women, who lived a few kilometres out of town and did not have a car, said that she
normally rides a pushbike around town, but that when she is sick, she does not want to do
that. Wurli becomes the prime access point: “It is a lot easier on myself and I think a lot
easier for Indigenous people as well because a lot of Indigenous people don’t have their
own cars and things like that.” Providing transport and being in an easily accessible
location is not just relevant for Indigenous people; it is also a characteristic of youthfriendliness of organisations (Muir, Powell, & McDermott, 2012; World Health
Organisation, 2002). Young people often do not have a drivers’ license or a car. Only one of
the young women I interviewed had her own car. The fact that the others did not, however,
was not necessarily related with them being Indigenous, as some of them were still too
young to drive, or did not have the money to buy a car because they were still in school.
When I went back to Katherine a year after finishing my fieldwork, one of the young
women who by then had finished school and started a job had recently bought a car. One
young woman spoke not just for herself but also for her non-Indigenous partner when she
talked about not having a car.
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Providing a walk-in service is another way that many indigenous services try to improve
access for indigenous clients (Davy et al., 2016). It has also been identified as an aspect of
youth-friendly health services (World Health Organisation, 2002, p. 27). At Wurli, it is not
necessary to make an appointment: Patients can just walk in. Many participants in this
study liked this convenience. For Carmen, it was one of the reasons for choosing Wurli at
times over Gorge Health, which might have a waiting list. Some researchers have focused
on how Indigenous Australians have more contingent uses and understandings of time and
sociality than non-Indigenous people, which makes participating in institutions that use a
Western idea of time, such as schools and clinics with set appointment times, difficult
(Burbank, 2006; Heil & Macdonald, 2008). Walk-in services are then a more appropriate
alternative. Although for some of the young women in Katherine this may be applicable, for
others it was the involvement with Western institutions such as their busy jobs that made a
walk-in service easier to access, as it gave them more flexibility.
A downside from being able to walk in without an appointment can be that it leads to
longer waiting times when there. Long waiting times have been identified as inhibiting
young people from accessing health services (World Health Organisation, 2002, p. 21). It
was one of the elements that were mentioned when comparing services, for example
Kimberley spoke positively about her latest hospital visit because she did not have to wait
long to see a doctor. Waiting times at services depended on the order that patients are
seen in. There were different perceptions of the waiting times at Wurli. Carmen said that
Wurli did not have a lot of emergencies, which limited waiting times. Shennicka said that at
Wurli she was always prioritised because her relatives work there, although acknowledging
the unfairness of this to others. Generally to the young women thought that the waiting
times at Wurli were acceptable to them, and would choose to go to Wurli rather than the
hospital. Waiting times at the hospital could be unpredictable, as Carmen said:
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One minute it can be quiet as anything and then ten minutes later you’ve got a car
crash victim coming in and all hell’s breaking loose sort of thing. So, you know, you
could be waiting there for anywhere between ten minutes to five hours.
Several informants commented that at the hospital emergencies are prioritised, so if they
are not an emergency it can take very long before they are seen by a doctor. Since Wurli
does not get so many emergencies, they can be seen quicker there. The young women
were quite understanding about the waiting times at the hospital, as Sarah said: “[at the
hospital] it can be a long wait, but they can’t always help it, I guess.” She said she had to
wait up to three hours on some occasions. Waiting times are also relevant when people
need to get test results or medications. Carmen commented that at Wurli, it is possible to
go in quickly to get test results. At the hospital, on the other hand, it can take much longer
to see a doctor. She had been a bit frustrated when this happened to her when she heard
she had high cholesterol, noting that she had to wait a long time, even though it was “not
even a big deal.”
At the time of my research, Wurli’s main clinic was open from Monday to Friday, 8.30am
until 4pm, except on Wednesdays when they closed at 11.30am. The hospital’s emergency
department was open 24 hours a day for emergency and after hours care. These opening
times and the perceived severity of the illness were generally the factors on the basis of
which those in this study chose between Wurli and the hospital. For example, Carmen said
that if she woke up in the morning with a migraine, she would go to Wurli. If it was the
middle of the night, however, and it was severe enough to need care, she would go to the
hospital. If possible she would always try Wurli first, not only because of the waiting times
at the hospital, but also because “at the hospital they have bigger fish to fry than a
headache.” Tamara likewise said that she would go to the hospital with a major issue, or on
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the weekend. She explained that for example, if you have a fracture, Wurli would refer you
to the hospital anyway.
As noted earlier, Indigenous people from remote communities are often scared to go to the
hospital. Loneliness, perceiving the hospital as a place where people die, and
communication problems with medical staff who have little awareness of Aboriginal
cultural values and behaviour, all contribute to this apprehension about hospitals (Brady,
2003; Senior, 2003, pp. 127-128; Shahid et al., 2009). Although some of the young women
in Katherine did not like going to the hospital, this did not seem to be something that was
particular for Indigenous people. For example, although Julia thought the hospital was
different from Wurli because it is not Indigenous-specific, the main reason for disliking it is
that she worried about her health. She said that it was “a bit scary. There’s this – like going
in there and like waiting for the doctor to tell you what’s like wrong and stuff and that …
And with your health and stuff – a bit scary.” Rather than seeing the hospital as a place
where people die, or where they are away from their family, it was simply worrying about
her health, which seems normal for any person to be concerned about when having to go
to the hospital. Another participant, Aleisha, did not worry about going to the hospital, but
complained about the various staff members that “they humbug you too much.” She
explained that she could not get much sleep when she was in the hospital, because the
staff kept waking her up to give her Panadol or food, or to do tests. Some young women,
such as Tamara, showed no hesitation in going to the hospital at all and did not express any
negative experiences. Having a hospital locally available meant that when people in
Katherine are hospitalised, their family members are still nearby, and patients are never far
away from home. In addition, the emergency department of the hospital is sometimes
accessed for urgent, but not life-threatening, illnesses, therefore the hospital is not
necessarily associated with death and serious disease. These factors, as well as the fact that
informants in this study were familiar with non-Indigenous environments due to living in a
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largely non-Indigenous town, indicates that their views on hospitals differed quite
significantly from those of people in remote areas.
In many parts of the world, people perceive private or fee-for-service clinics and hospitals
as offering the best medical and personal quality care, but experience cost as a barrier to
using them (Leon, 2003; Mosadeghrad, 2014; Sauceda-Valenzuela, Wirtz, Santa-Ana-Téllez,
& de la Luz Kageyama-Escobar, 2010). Whereas people on low incomes are mostly
concerned with being able to access effective and cheap medication and services, rather
than with the quality of services, for people of higher socio-economic status private care
may be preferred due to the perceived quality and because of the higher prestige
associated with it (Leon, 2003; Mosadeghrad, 2014). Although perceived quality of care
may affect the initial decision of which service to access, the perceived quality of care is
especially important for the retention of patients (Mugisha, Bocar, Dong, Chepng'eno, &
Sauerborn, 2004). As patients might not have the medical knowledge to evaluate quality,
they base their evaluations on aspects such as the conduct of health professionals, length
of the consultation, transport and waiting time, having their medical problem resolved,
provided information, perceived efficacy of services, and the physical attributes of the
facility (Mosadeghrad, 2014; Sauceda-Valenzuela et al., 2010). Only one of the young
women, Carmen, talked about the perceived quality of the medical care that a service
provides. She had started going to Gorge Health not long before I first met her. She said
that because you pay for the service there, she had the perception that they provide a
better service. This corroborates the studies mentioned earlier in this paragraph, as well as
a study on cancer patients in Malaysia who provided high treatment cost as a reason for
perceiving the therapies to be affective (Farooqui et al., 2011). Carmen thought that the
doctors at Gorge Health, as well as those at the hospital, were better than at Wurli. While
emphasising that she did like Wurli, she commented that the doctors who worked there
were residents of Katherine, while the doctors at the hospital come from different
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states/territories. Because of this, she had the impression that the doctors in the hospital
had more experience than those at Wurli.91 Another specific reason why Carmen perceived
the medical care at Gorge Health as better than at Wurli was because they do more followup and keep searching for the cause of the problem. On the other hand, even if they did
not talk about it in terms of quality, several young women indicated that staff at Wurli took
the time to listen and explain what they were doing, which may be understood as providing
a high quality service.
As noted in the previous section, (house-)parents sometimes make the decision that a
young person needs to access health care. Similarly, they may be the ones who decide
which service to access, giving young women limited choice. As noted by Sarah:
They just take me. If they want to take me Wurli, they take me Wurli. If they want
to take me to hospital, they take me to the hospital. If they want to take me to
Kintore Clinic, they take me there.
Nonetheless, even when this happens questions around access and motivation are still
important. Sarah’s experiences at the various health services shaped her view of them, and
affect her decisions in those instances when she can make the choices herself.

4.4 The value of Aboriginal Medical Services
Aboriginal Medical Services provide health care that is not just accessible, addressing
practical issues such as cost and transport, but also acceptable to Indigenous people
(Kamien, 1978, p. 196; Marles et al., 2012; S. Saggers & Gray, 1991b, pp. 398-403).
91

Notwithstanding Carmen’s perception of staff expertise, a high turnover of staff in NT hospitals
and remote clinics has been shown to have negative effects in terms of quality and continuity of
care, competency of staff, and ultimately patient health outcomes (Buykx, Humphreys, Wakerman,
& Pashen, 2010; Rickard et al., 2012; Russell et al., 2017).
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Indigenous-friendliness of services has been defined in a variety of ways. Fredericks (2014)
emphasises power relationships between Indigenous clients and non-Indigenous staff.
Focusing on the use of health services in Rockhampton, a town in Queensland, she showed
how health services are not neutral spaces, but reflect power and belonging and as such
can be inclusive or exclusive for Indigenous women. Many of the women in her study
expressed having at times felt a sense of non-belonging at health services. Factors that
contributed to this feeling included symbols of power such as having a non-Indigenous
person at the reception, which Fredericks’ (2014, p. 295) Indigenous informants perceived
as giving non-Indigenous people power to grant access to the service, thus keeping
Indigenous people in a powerless position. Other factors contributing to a feeling of nonbelonging are the layout and decoration of the physical space, for instance having paintings
that celebrate European settlement and health professionals having larger chairs than
patients. The general women’s health service was perceived as being for non-Indigenous
women, and when the Indigenous health service was put in the same building as
mainstream health services, the Indigenous women felt unable, uncomfortable, or too
intimidated to access it in this location. The women had a sense of belonging at the ACCHO.
Another study also identified Aboriginal people preferring ACCHOs because of feeling
misunderstood, scared, and discriminated against in mainstream services (Baba et al.,
2014).92
Staff is considered to be an important aspect of Indigenous-friendliness, although not all
authors identify to the necessity of having Indigenous staff. S. Saggers and Gray (1991b, p.
403) describe how acceptability of health services includes having Indigenous staff who
understand the clients and their culture, and non-Indigenous staff who have a specific
interest in Aboriginal health and in working with Aboriginal people. Whop, Garvey, Lokuge,
92

However, all people interviewed were clients of an Aboriginal Medical Service and an ACCHO;
Indigenous clients of mainstream services were not interviewed.

174

Mallitt, & Valery (2012) considered health services Indigenous-friendly if they had ten or
more Indigenous clients in the previous year or if they had had at least one specific staff
member for Indigenous clients. This staff member did not need to be Indigenous
themselves. Rather than defining a service as Indigenous-friendly or not Indigenousfriendly, this can also be considered in terms of a scale. Besides those strategies already
mentioned, a health service can be made more Indigenous-friendly by having an
Indigenous board of directors and CEO, and having culturally appropriate health education
materials which are relevant and easy to understand (Fredericks, 2014, p. 303; Whop et al.,
2012). None of these studies identified providing bush medicine or traditional healing as
aspects of Indigenous-friendliness of health services.
Criticism of Aboriginal Medical Services in towns has focused on the idea that they are a
duplication of already existing services. This happens especially in towns with a relatively
large Aboriginal population (S. Saggers & Gray, 1991b, p. 405). This criticism has often been
expressed by private practitioners and from within the government. One of the Aboriginal
Health Practitioners who I talked with in Katherine voiced a similar concern about
duplication of services. He said that he did not understand why there are several
organisations, namely Wurli, the hospital, Kintore Clinic, and Gorge Health, doing the same
work. This, however, was a remark on how mainstream Wurli had become in his eyes. He
commented on the fact that Wurli did not deliver bush medicine or traditional healing. In
his view, the contribution of ACCHOs should lie in an Aboriginal-specific type of health care.
Nevertheless, according to S. Saggers and Gray (1991b, p. 405), the duplication only
happens to some extent, because mainstream services are not acceptable to many
Indigenous people. This viewpoint emphasises the right of Indigenous people to access
biomedical health care on their own terms, rather than a right to practise traditional
medicine.
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Informants’ utilisation of health services provides some direction as to whether there was a
duplication of services. During an interview with Brianna, the following conversation took
place:
Mascha: You think it’s good that Wurli is there so you don’t have to go to another
doctor?
Alexis: Like would you rather go to hospital or munanga clinic, or do you feel
comfortable at Wurli coz it’s run by Aboriginal mob?93 You’d rather go to Wurli hey
coz it’s run by blackfellas.
Brianna: I’d go both.
Mascha: Yeah? Both? So it doesn’t really matter?
Alexis: Nah it doesn’t really matter.
Brianna: Yeah. (Brianna and Alexis talk amongst each other in Kriol)
Alexis: She said the same thing I said about how, it doesn’t really matter where you
go to, Aboriginal clinic or munanga.
Although Brianna said that she did not mind where she goes, it was clear that Alexis
doubted that she would go to non-Indigenous clinics. Additionally, while Alexis herself had
also said that she did not mind, both young women always went to Wurli. In fact, most of
the participants in this study who always went to Wurli said that they did not mind whether
they went to a munanga/non-Indigenous or Aboriginal clinic. No-one stated specifically
that they went to Wurli because it was an Indigenous clinic, and that they would not want
to go somewhere else for that reason. Alexis, like several other young women, said that if
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As explained in Chapter 1, a munanga is a non-Aboriginal person. Hence a munanga clinic is a
mainstream clinic, as opposed to ACCHOs.
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other doctors in Katherine were free, she would go there too. Considering that these
informants had not been to other clinics, they might have had little conception of how the
services would be different. Sometimes it was hard for them to vocalise what exactly they
liked about Wurli, and many of them simply went to Wurli because they were used to going
there. It was familiar, welcoming, and a place which had much to offer as we have seen. An
example of this was Aleisha:
Mascha: So when you go to a doctor, you always go to Wurli?
Aleisha: Yeah.
Mascha: Or do you go to other doctors?
Aleisha: Nah I always go to Wurli.
Mascha: And why do you go to Wurli and not to any of the other ones?
Aleisha: Coz um, I’m not used to going to the other ones because, the Wurli’s all
right. Because some good people there.
Mascha: So you usually see your family members there?
Aleisha: Yeah.
Mascha: So do you like Wurli because, it’s mainly Aboriginal people working there?
Or doesn’t it really matter?
Aleisha: Ehm, I like Wurli because, some of those people are kind and nice and that.
Brianna also said that she always went to Wurli because she is used to going there. She
added that she trusted the nurses and doctors there.
As stated earlier, nine informants always went to Wurli, and three occasionally used other
clinics. Sarah generally identifies as non-Indigenous and her experience with Wurli will be
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elaborated in Section 6.1. This leaves only Carmen and Kimberley who used other clinics
and expressed being comfortable there. Carmen said that for her it does not matter
whether she goes to an Aboriginal Medical Service. The reasons she preferred Wurli were
convenience and money: “I wouldn’t mind at all if, you know, if Gorge Health was an
Indigenous service, or if, you know, Wurli was just a, you know, all rounded service.” For
Kimberley, the main reason for going to Wurli when she did was the availability of a walk-in
service.
Both the young women who accessed other clinics in town and those who always went to
Wurli pointed out to me why they thought that Wurli was good for “Indigenous people”.
This happened despite the fact that the latter often emphasised that their main reason for
accessing Wurli was not that it is an Aboriginal service. Sometimes saying that Wurli was
good for Indigenous people included themselves; sometimes it did not. A young woman
who had in her role as service provider accompanied a girl from a nearby community to a
health centre in town stated:
She had to give a urine sample, for bail. And the lady there was very rude. She was
not welcoming, not making her feel welcome. Only because I was there did she go
on. Being from a community, she hasn’t been exposed to that kind of setting
before, a white setting. When she showed her the paper, the lady snatched it out
of her hand, very rude. But if she hadn’t done that [the girl going there],
corrections would’ve been on her back. The adults, the services, systems, wreck it
for them. It’s hard for them to communicate what they’re there for.
Kimberley said that it is good to have specific Aboriginal health services such as Wurli. In
her opinion, they communicated better with Indigenous patients, they offered transport,
and they connected with the communities in the vicinity of Katherine. Indigenous service
providers also emphasised how important it was for Indigenous people to be able to access
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Wurli, even if they themselves did not. Caroline, who did not go to Wurli herself, still
insisted on their value, because some Aboriginal people are uncomfortable using other
services: “They are shy. Because at Wurli it’s with their own culture.” Brad, an Indigenous
service provider, also commented on people being shy: “Indigenous people won't go to
hospital where the majority of workers are non-Indigenous. They sorta shy away.” He
added that having Wurli is helpful for those for whom English is a second language.
Kimberley emphasised that Wurli employs Aboriginal Health Practitioners who speak Kriol.
Although all the young women in this study spoke English well, at times they needed that
bit more patience and understanding that Wurli offered. Caroline and Brad focused on
their perception that many Indigenous people do not want to use mainstream services
where the majority of staff is non-Indigenous. Nevertheless, Caroline always went to a
different clinic in town, while Brad went to Wurli because it was free, rather than because
it is an Indigenous-specific clinic. Like some of the young women, they distinguished
between their own needs and the needs of some other Indigenous people in Katherine. A
few Indigenous people did not like Wurli, or identified some problems with the
organisation, but still appreciated that the organisation has an important role in delivering
health care to many Aboriginal people in Katherine. One woman expressed that she
“hates” Wurli but still acknowledged that “the service they deliver benefits the
community.”
In addition to addressing health directly through treatment and prevention of diseases,
ACCHOs, through being community-directed, also have a political role in advocating for
Indigenous empowerment (Baba et al., 2014) and drawing attention to the social, political,
and economic causes of health inequality between Indigenous and non-Indigenous people
(S. Saggers & Gray, 1991b, p. 403). This was reflected by Suzan, an Indigenous woman in
her forties, who did go to Wurli but also felt comfortable using mainstream services. For
her, rather than the way Wurli works, its importance lay more in its symbolic role: She saw
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the existence of ACCHOs as a healing pathway and an acknowledgement of the history of
Aboriginal people. Young women, however, did not comment on this role of Wurli, instead
focusing on their role in the delivery of primary health care.

4.5 Aboriginal Health Practitioners
4.5.1 History of Aboriginal Health Practitioners
In June 2014, I was talking with Isaac, an Aboriginal Health Practitioner. He was
commenting on the name of the role. I noted that I did not even know that it was called
that, as I thought that it was Aboriginal Health Worker. He told me that that is what it used
to be, exclaiming “Worker!” He was quite negative about the name change and
accompanying changes in the work. He said that Aboriginal Health Workers used to go out
to communities, and go to people’s houses. They would “have a yarn with them while
sitting under a tree.” He emphasised environmental health, explaining that for example
they would tell the people that they need to wash their dishes to prevent animal pests. He
added that information provided by Aboriginal Health Workers should be practical and easy
to understand and implement. Isaac then complained that nowadays all this does not
happen anymore: “They work in the Western way and the term practitioner shows that.
This way doesn’t work so well.” The previous section showed that although Wurli works in
a biomedical way, it is an important service for many young Indigenous women. One
reason for this is that they employ Aboriginal Health Practitioners. This raises the question
about what the function of the Aboriginal Health Practitioner is in comparison with other
health professionals, and how the young women in this study perceived this role.
Aboriginal Health Workers have been working in the NT since the 1950s. In 1973, a formal
education program was established during which they trained at Darwin Hospital (Hudson,
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2012, p. 2). From 1990, to become an Aboriginal Health Worker in the NT it was necessary
to do a one-year certificate course at the Batchelor Institute of Indigenous Tertiary
Education that is specifically for Indigenous people. Aboriginal Health Workers need to be
competent in both clinical skills and health promotion (Thomas et al., 1998, p. 90). Since
2012, registration has become national rather than by state or territory, and the function
title is now Aboriginal health practitioner, Aboriginal and Torres Strait Islander health
practitioner or Torres Strait Islander health practitioner (Aboriginal and Torres Strait
Islander Health Practice Board of Australia, 2016). Practitioners must be registered with the
Aboriginal and Torres Strait Islander Health Practice Board of Australia. Registered
Aboriginal Health Workers in the NT became automatically registered as Aboriginal and
Torres Strait Islander health practitioners on 1 July 2012.
Aboriginal Health Workers94 have always played an important role in Aboriginal Medical
Services. Comparing consultations at Danila Dilba, an ACCHO in Darwin, with those at
mainstream clinics, Thomas et al. (1998, p. 89) found that 42.6% of consultations were
conducted only by an Aboriginal Health Worker, and only 3.9% by only a doctor. The other
ones were shared. Wurli-Wurlinjang employs several Aboriginal Health Practitioners (WurliWurlinjang Health Service, 2018b). The Katherine hospital also employs Aboriginal Health
Practitioners. At Wurli, patients are usually seen by an Aboriginal Health Practitioner first
and then by a doctor. As Tamara explained: “Once you come out from seeing the Aboriginal
Health Practitioner, you go back in the waiting room. And then, the doctor will call you in
and that’s when you actually get the full check-up.”
The Australian health system’s expectation of Aboriginal Health Workers is that they can
mediate between the Western biomedical system and Aboriginal cultural understandings
94

The literature from before 2012 uses the term Aboriginal Health Worker. When referring to this
literature, I use the term Aboriginal Health Worker. When talking about the present, I use the term
Aboriginal Health Practitioner.
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(Heil, 2006, p. 105; Hudson, 2012, p. 13). This role as cultural broker should increase
acceptability of services to Indigenous patients. Since Aboriginal Health Workers first
started working, there has often been a lack of clarity about their role. Several authors
have focused on the wide variety of roles that Aboriginal Health Workers carried out
(Abbott, Gordon, & Davison, 2007; Hudson, 2012; M. Mitchell & Hussey, 2006; S. Saggers &
Gray, 1991b). Training programmes and jobs varied across the country and their role also
differed between whether they worked in a mainstream clinic or Aboriginal Medical
Service. Variation existed in the focus of the role (education and liaison or the delivery of
primary care) and the amount of responsibility that Aboriginal Health Workers had.
Because of this, Aboriginal Health Workers’ skills and abilities have often been
unrecognised by other medical staff (M. Mitchell & Hussey, 2006; Saethre, 2013, pp. 129130). This lower valuation of their role was also a result of their primary role being cultural
liaison rather than clinical work, which is less valued by medical staff (Saethre, 2013, pp.
123, 126, 130). There were often calls from Aboriginal Health Workers for more recognition
in terms of education and wages. The lack of unified national qualifications was addressed
in 2012 with the instigation of the Health Practitioner Regulation National Law, which made
Aboriginal Health Practitioner a protected title and requires national registration(Aboriginal
and Torres Strait Islander Health Practice Board of Australia, 2016). As Isaac, the Aboriginal
Health Practitioner at the start of this section, noted, however, this has led to new
challenges. The emphasis of the work has shifted towards a more clinical role. There is
often a tension between the clinical and cultural roles, and the focus on the clinical part
raises questions as to how the role of Aboriginal Health Practitioner differs from other
medical professions such as nurses and doctors, and whether their unique contribution as
cultural broker is actualised (Saethre, 2013, pp. 126-132).

182

4.5.2 Young women’s perspectives on Aboriginal Health Practitioners
When Aboriginal Health Workers first started practising, ties to the local community were
given high significance. Recruitment was originally by community selection (Hudson, 2012,
p. 22). Having family members work as Aboriginal Health Practitioners has been said to
increase the use of clinics (Saethre, 2013, pp. 132, 159-160). With the increasing
importance of educational qualifications, however, the necessity of community ties is
losing in importance (Hudson, 2012, p. 22). Aboriginal Health Workers might not want to
work in their own community because of obligations and expectations from kin, yet if an
Aboriginal Health Worker who is employed in a certain community originally comes from,
or still lives in, another community they may be seen as an outsider, inhibiting their
acceptance by the local population, which influences their capacity to carry out their job
(Heil, 2006). This raises the question whether being part of the local community, or being
Indigenous in itself, is characteristic for Aboriginal Health Practitioners. This is an especially
relevant question in towns like Katherine where not only Aboriginal Health Practitioners,
but also Indigenous residents, are regularly non-locals.
Many of those in this work noted staff as a reason for accessing Wurli, with an emphasis on
Indigenous staff. For example, Carmen said that Indigenous people might feel less judged
at Wurli if they are seen by Indigenous staff. She noted and felt that being from the same
culture as staff members makes it easier for people to open up. She added that the staff at
Wurli take more time to sit down with patients and listen and understand where they are
coming from than staff at the hospital, where health care provision is more an “in-and-out
sort of thing”. Julia, who was from a remote community, said specifically that she liked
Wurli because they have Indigenous staff. She found them easy to talk to, and said that
having them there makes it easier for her to go to Wurli than to go to a non-Indigenous
clinic. Even if the staff at Wurli was local, she was not, so for her Indigeneity of the staff
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was more important than familiarity or relatedness. She commented that it was not only
the Aboriginal Health Practitioners, but also the staff at reception being Indigenous which
made it more comfortable for her.
Other young women focused more on the fact that the people working at Wurli are their
family members. For example, Aleisha did not comment specifically on Indigenous versus
non-Indigenous staff, but said that she would go to Wurli because her own family members
work there. Because they are her family they are Indigenous, and it is hard to say what
aspect (Indigenous or family) is more important to her. It was similar for Shennicka, who
also has family members working at Wurli. She liked Wurli because “they’re all related [to
me], I feel safe there as everyone knows me.” She felt that if she had to go to the hospital,
“There would be some random woman touching your body, this would be uncomfortable.”
Considering that the role of the Aboriginal Health Practitioner seemed to have become
more medicalised, I asked Tamara how she perceived the difference between the
Aboriginal Health Practitioner and the doctor:
Tamara: You can’t really notice how much more they do. Coz they pretty much do
the same thing but like, they do a little extra. But you don’t really notice. They both
weigh you, they both do that thing under your tongue, and so-and-so. Like if I had
the flu, they’d do the same thing. And the doctor will, the extra thing that you get
done is that they give you, the doctor gives you the medication. Coz that’s the
Health Worker that he can’t give it to you. … Coz a Health Worker and doctor like,
different things. But they still do the same thing, if you know what I mean.
Mascha: So what does the Aboriginal Health worker do, that’s different from what
the doctor does?
Tamara: Um, I’m not sure. As I see it, they do the same thing.
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Mascha: Yeah. So do you think it’s necessary that they’re both there?
Tamara: If I knew what their role was like, if they’re like, sort of different, but I’d
have to ask, coz I don’t know, so like, coz to me, they do the same thing.
Mascha: Yeah. Okay. So, to you, it wouldn’t really be necessary.
Tamara: One just gives you the medication.
Mascha: So do you think you could just go straight to the doctor and the doctor
would do all of that, and that’s enough?
Tamara: Um, I don’t know, sometimes I think that, it’s good for them to be there,
but then I think, going to the doctors straight away is just …
Mascha: Do you know, can you say why?
Tamara: Um, maybe if I just go straight to the doctor, like it’s a lot quicker. And you
just get in and they can tell you all about like, coz they’re like, fully, qualified. And
doctors stay in longer, coz I’ve been there after work hours, like, when all the
Health Workers go home, the doctors are still there, checking with people and
stuff.
Since Tamara perceived the role of the doctor and of the Aboriginal Health Practitioner as
being similar, I then asked her whether she has any idea why Wurli has Aboriginal Health
Practitioners. She answered that it is “coz, Wurli’s like, an Aboriginal place you know. And
that’s probably why they’re there.” She kept emphasising that she did not know what the
role of the Aboriginal Health Practitioner is. The role of Aboriginal Health Practitioners as
cultural brokers was recognised by Kimberley. When we were talking about history,
colonisation, and culture, and I asked how that relates to health, she answered:
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With the boys ceremony. They look at health more now, by having a health
practitioner who assists in the ceremonies now or is on call, in case something goes
wrong, an infection. They know the culture, and the appropriateness of male-male,
and female-female.
Again, it is clear that the role of the Aboriginal Health Practitioner is understood as
providing biomedical care, rather than traditional healing or bush medicine, in this instance
by intervening in the case of potential infections. Moreover, Kimberley also conceptualised
culture as a domain existing separately from biomedical care. Gender beliefs, according to
which a practitioner of the same sex is needed in gender-specific health issues such as
pregnancy, are one aspect of Aboriginal culture said to influence Aboriginal people’s
engagement with health services (Ireland, Wulili Narjic, Belton, & Kildea, 2011; Mobbs,
1991, pp. 316-318).

4.6 Confidentiality in sexual and reproductive health care
Confidentiality has been identified as an aspect of youth-friendliness of health services
(World Health Organisation, 2002, pp. 18, 27). It is specifically considered to be a factor
influencing youth accessing sexual and reproductive health (Hengel et al., 2015; Johnston
et al., 2015). In Australia it is often considered in relation to Aboriginal Medical Services, as
in many cases Aboriginal Health Workers who work there are family, friends, and
community members of the patients accessing these services (James et al., 2009; M.
Mitchell & Hussey, 2006). The same is said for indigenous health services internationally
(Davy et al., 2016).
Service providers identified confidentiality issues as a barrier for young women accessing
sexual and reproductive health care. One of these service providers was Jennifer. She
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commented that many young Indigenous people would not go to Wurli for sexual and
reproductive health care because they were related to many of the people who worked
there, and “the confidentiality is not as great as what – well, even if it is as great, it’s not in
the kids’ eyes, it doesn’t seem as great.” This statement indicates that the problem might
be perceived rather than actual confidentiality. Jennifer was conflicted on whether staff at
Wurli actually breach confidentiality, or whether they do not do anything wrong:
But in saying that, I’ve been to Wurli a couple of times with young girls, who, I think
because it’s family, and they think that it is okay if confidentiality goes out the
window – because it’s family mob.95 … So, we’ve taken young girls into Wurli and
had the lady behind the counter, for example, go, “Oh”, you know, “Hi Mascha.
What are you doing here?” And you know, I’ve had that young girl kind of go, “Oh,
my God. Like kill me now. Like, I, I just want to go. I just want to go”. But you know
that she’s there because she thinks she’s pregnant, or whatever. And so it’s really
important that she actually goes. But she just wants to go and die, like because the
family has asked her what she’s there for. And then she said, “Oh, I need to see the
women’s health thing”. “Oh, do you want me to come with you then?” Like, “I’m
family”, and really put it on her. And she’ll go, “Oh no. Youse (sic) are really busy.
I’ll come back later”, you know. But you can’t get them back there because they’ve
had that negative experience the first time. So that’s where I find it really
frustrating. And, that worker hasn’t done anything wrong, in that sense. But
because it’s family. And you feel when you’re going through those things, and
thinking back, you feel like everyone else there knows exactly what you are there
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Maintaining confidentiality is a complex issue for Aboriginal Health Practitioners when they are
closely related to many people in the community they work for, but they are generally aware of
what is required from them in regard to it (James et al., 2009).
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for. I mean you are going to see a female doctor, so automatically it’s, “How many
things can it be?” So I find that quite limiting and frustrating at times.96
The young women themselves also expressed concerns around perceived confidentiality,
saying about Aboriginal Health Practitioners that they “know how they talk”. When
discussing Angel’s scenario with Aleisha, Alexis and I asked her whether she thought that
the staff at Wurli would tell anyone else when Angel found out that she was pregnant.
Aleisha replied: “Well yes I think that they’d tell someone else coz, Wurli mob like, some
Wurli people they know everyone, and some of them they gossip a lot like they tell people
about other people’s problem.” Bridget said a similar thing. She declared that she did not
trust the Indigenous workers, because: “I know how they are. They know they’re not
supposed to tell but still do.” She said that if she fell pregnant she would be more
comfortable seeking help from a non-Indigenous person. She added that there are some
non-Indigenous doctors and nurses at Wurli and that Aboriginal people can see them if
they are not comfortable with Indigenous staff.
Shame sometimes played a role in worries about confidentiality.97 As noted earlier,
Kimberley noted that shame and worries about confidentiality can inhibit access to sexual
health care. She said that she was ‘shamed’ to go to sexual health check-ups: “People see
you going into the clinic. You think people are judging, think you’re a whore.” She added
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In addition to confidentiality, Jennifer believed that worries about mandatory reporting about
underage sexual activity inhibited young women from accessing sexual and reproductive health care.
Some young women commented on age in relation to pregnancy. For example, Lucy asked how old
“Angel” was, and when I answered 17, she said about her pregnancy “She’d want to keep it secret.”
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Shame has a somewhat different meaning for Indigenous people than for non-Indigenous people.
It is felt when people are singled out or have to act in a way that conflict with socially and culturally
accepted norms (Butcher, 2008; Maher, 1999; Morgan, Slade, & Morgan, 1997). It can affect health
care access when women feel embarrassed and ashamed of certain physical examinations (Senior &
Chenhall, 2013). It can also be embarrassing and shameful to talk about sexual health (Johnston et al
2015). Women’s issues being treated by a health professional from the opposite gender also forms a
source of shame (Ireland et al., 2011; Mobbs, 1991). This was not mentioned by informants, possibly
because Wurli has a separate women’s clinic and at other services it would also be possible to
request a female practitioner.
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that knowing many people who work at Wurli made her worry about confidentiality.
Tamara expressed a similar worry:
I mean coz you could know the person that works there, and like you could get
shamed. It's just a lot easier if you can go in there and say can I, can you like speak
to someone. And the person like you'd prefer better to be not speaking to and
stuff.
Although issues around confidentiality are sometimes linked with Aboriginal Medical
Services on the basis of different cultural understandings of it (James et al., 2009), it is also
an issue prevalent in small towns. Research in a small town in New South Wales found very
similar discourses to those I found in Katherine, with people saying they know “people talk”
and worrying about becoming town gossip (Bourke, 2003). Although the young women
focused on confidentiality issues at Wurli, and Bridget specifically noted that confidentiality
was more of a problem at Wurli than at the hospital, older people such as Suzan had less
trust in the hospital. Suzan said that for general health problems she always went to the
hospital or Wurli, but for “women things” she went to another GP in town. After being a bit
reluctant to answer my question about why this was, she responded that it was because of
confidentiality. She said Katherine is a small town, and people talk.
Nevertheless, some informants were adamant that they trusted the health workers at
Wurli. According to Brianna: “It is part of their job that they are not supposed to tell
anyone other people’s problems.” Likewise, Tamara repeatedly talked about knowing
everyone at Wurli as a good thing, without relating it to confidentiality issues. Carmen and
Sarah did not mention confidentiality at all when they talked about the pros and cons of
Wurli.
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Only one actual instance of broken confidentiality was mentioned. Aleisha said that it
happened to her older sister when she was pregnant. According to Aleisha:
She wanted to go the secret way. She went the secret way, and didn’t want anyone
to tell but, my nanna found out coz she was, she works at Wurli. She found out and
she was telling, some of our families too.
Other young women did not link their perception of confidentiality to actual breaches of
confidentiality. For example, although Bridget insisted that she would not trust the
Indigenous workers at Wurli to guarantee confidentiality, when I asked her whether she
knew of any actual breaches of confidentiality she admitted that as far as she knew it had
not happened. In this case, worry about confidentiality seemed to be based more on
common beliefs than on reality. Additionally, although Kimberley expressed her worry
about confidentiality several times, there was nothing in what she said that indicated an
awareness of any actual breaches in confidentiality. Her worry was based in the fact that
Katherine is a small town, and that therefore many people at Wurli are related to each
other and to her, but again not grounded in actual occurrences.
As demonstrated in Sections 4.4 and 4.5.2, knowing the people who work at Wurli is an
important reason for accessing this service for those in this study. When discussing the
scenario all participants said that “Angel” should have gone straight to Wurli. This raises
the question whether they themselves would go there, despite the perceived
confidentiality issues. Aleisha, who told me about an actual breach of confidentiality at
Wurli, still said that if she was pregnant she would go to Wurli straight away. She
maintained that she trusts her family members there, and that she would ask to be seen by
them. This seems to contradict her earlier statement that it was her grandmother who
broke confidentiality. It is possible that the thought of going to a health professional she
does not feel familiar with counterbalances the risk of broken confidentiality. Alexis, on the
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other hand, said that if she fell pregnant she would rather go to the hospital, and that some
other young Indigenous women would do the same. She added that some of her peers
would not seek health care or at least wait for some time. As mentioned earlier, the cost of
other GP services could inhibit young women from going there if they do not want to
access Wurli.
A not-for-profit service providing sexual and reproductive health services is Family Planning
NT. They used to have a clinic in Katherine, but it closed down in June 2013 due to
insufficient funding (FPWANT, 2013). Most of the young women had not heard of Family
Planning. When I explained their function, Alexis and Tamara said that they thought it
would be good to have them in Katherine. As Alexis said: “Hell yeah. Some younger girls get
pregnant, and don’t know what to do.” According to Alexis and Tamara, it would overcome
the perceived confidentiality issues at Wurli and the cost of other services as barriers to
access sexual and reproductive health care. It can be questioned, however, how many
young women would actually go to Family Planning. Considering that informants such as
Aleisha were adamant that they would go to Wurli if they fell pregnant, despite recognising
confidentiality issues, and the fact that participants mostly went to Wurli because they
were “used to” going there (Section 4.4), it is likely that many of them would go to Wurli
regardless. Additionally, Alexis and Tamara focused on the need of others rather than
saying that they would go to a Family Planning clinic themselves. For the few Indigenous
young women who already access mainstream health services and are comfortable going
there, Family Planning NT could provide an alternative to Wurli for sexual and reproductive
health care, but there is little evidence that many others would make use of it.98
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A similar finding arose around counselling. Alexis and Brianna both said that they would rather see
someone non-Indigenous and someone they did not know, as it would be “more comfortable”.
However, both of them also stated that they would not want to go to counselling in the first place
and said that they would talk with family. Although they remarked that having Headspace in
Katherine would be good, they showed little inclination of using it.
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4.7 Using Western pharmaceuticals
While for more severe sickness professional or specialised health care is often sought,
minor ailments are usually managed at home with self-medication and various home
remedies. Self-treatment has been defined as “any treatment or therapy used without a
physician’s prescription or direct recommendation by a health care professional”
(Stevenson et al., 2003, p. 517). It forms part of Kleinman’s (1980, p. 50) popular sector and
includes manufactured medicines such as Panadol, home remedies such as lemon and
honey, bush medicine, and homeopathic remedies.99 In addition, medicine use includes
prescription drugs, being part of the professional sector. There is some overlap, as for
instance some painkillers can be bought over the counter or prescribed by health care
practitioners (Stevenson et al., 2003, pp. 518, 524-525). In Katherine, bush medicine and
OTC medications are both available, and so are medications prescribed at health care
centres. Interviews with young women in Katherine confirmed that much self-treatment
took place among them, including using OTC medications as well as bush medicine, and
that they also used prescription medications.
Bush medicines, Western pharmaceuticals, and CAM are all part of wider socio-cultural
systems. As such, it is not just efficacy which determines treatment choices. In Australia,
Indigenous people’s rhetoric about bush medicine in comparison to Western medicine
often reflects cultural values, and similarly, health professionals’ rhetoric about Indigenous
people’s use of medications reflects ideas about Indigeneity (Saethre, 2009; 2013, Chapter
5). Health professionals regularly emphasise Indigenous people’s non-compliance with
treatment regimens, stating that they do not take medications as advised and blaming this
on personality characteristics such as being irresponsible and lazy. Compliance is not a
neutral term, but a judgement made by medical professionals who are part of the
99

There is some overlap between sectors as bush medicine and homeopathic remedies can also be
considered to be part of the folk sector (Kleinman, 1980, p. 50).
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dominant biomedical system. When one cultural context has priority over the other, the
other is seen as non-compliant if they do not behave according to the dominant values
(Heil, 2006, pp. 102, 106; Kleinman, 1980, pp. 57-59). Indigenous people themselves, rather
than casting it in terms of non-compliance, emphasise the negative aspects of Western
medicines (Saethre, 2007; Senior, 2003, p. 155; Senior & Chenhall, 2013). They frequently
state a preference for bush medicines over Western medicines, even if in reality they do
not use bush medicines regularly.100 In Ngukurr, Panadol was considered by many people to
be ineffective or dangerous (Senior & Chenhall, 2013). People there also did not like taking
medications such as antibiotics because they said they make them feel sick or dizzy. In
Lajamanu, people distinguished between medications that had to be taken for a short or a
long time (Saethre, 2013, pp. 108-110). They did not mind medicines that were taken
sporadically such as paracetamol, because these were perceived to quickly leave the
system. In contrast, medicines that they had to take for a long time were perceived to
“build up” in the body. A study with older Indigenous people in Katherine showed the
ubiquity of use of Western medications (Sevo, 2003, pp. 288-289). In the two weeks
preceding the interviews, 49% of participants had used prescribed medications, 40% had
used OTC medications, and only 6% had used bush medicine.
Indigenous young women in Katherine often compared bush medicine and Western
pharmaceuticals, viewing them as alternatives. Sarah talked about a bush medicine which
she described as a green ointment to be used on skin lesions. She said it was similar to a
cream, though unsure of the specifics of it. She also said that for her “nanna”, who lives in a
remote community, Vicks is the new Dumbuyumbu:101
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The use of bush medicine is limited as it takes a lot of effort to retrieve them and people need a
car to drive out to the bush, money for petrol, and time to prepare the medications.
101

The bush medicine Dumbuyumbu is described in Chapter 5.
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But she loves Vicks as well now. Vicks is, man-made? Like, that you buy from the
shop kind of thing. And Vicks, she reckons that Vicks is her new, like,
Dumbuyumbu. She uses it for everything. Even though sometimes it’s like:
“Woman, it’s not Dumbuyumbu, it’s like, it’s not the same.” … That’s her new
medicine for everything, so yeah. Yeah my nanna said she went a bit mad on that.
Because she can’t find a Dumbuyumbu. So she uses Vicks.102
The most used OTC medicines for informants were Panadol, Nurofen, and Panamax for
headaches. They also used various creams and Dettol. Sarah and Julia, who both lived at a
boarding house, took fish oil tablets and multi-vitamins. Prescribed medicines that the
participants used or had used in the past included Sumatriptan for migraines, “the little red
tablets for tonsillitis”, antibiotics, and asthma medications.
The majority of young women in Katherine did not talk about whether Panadol and other
medications were healthy or unhealthy. From the way they talked about them, it seemed
natural to take them and they expressed no doubts about the safety of (limited) use of
these medications. A study exploring the perceived risks of non-prescription medicines in
the UK found that people emphasised benefits rather than risks: “Our sense from
interviews with consumers was that medicine taking was a very ingrained and routine
activity, largely divorced from considerations of risk and danger and was centred moreover,
on the desire to get better” (Bissell, Ward, & Noyce, 2001, p. 16).103 In contrast to the
perceptions of Indigenous people in remote communities, this description fits the young
women’s attitudes to medicines better. When I asked Tamara explicitly whether she
thought that Panadol can be unhealthy for you, she replied: “I don't know, I just take them.

102

Vicks is also popular in Ngukurr, as it is reminiscent of bush medicines and not associated with the
clinic (Senior, 2003, pp. 155-156; Senior & Chenhall, 2013, p. 166).
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As far as people did consider risks of non-prescription medicines, they generally thought that
medicines must be safe if they are sold at a pharmacy.
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If I need them, then I just take them.” She expressed a similar attitude to antibiotics when I
asked her whether they can have negative effects in your body: “No. I don’t reckon. Yeah. I
get better from them so … I get better from them, like when I take them.” When she was
reading through my research proposal, however, she agreed with what I had written, that
some people do not like to take their medications, because it can make them feel dizzy and
unwell. She told me that her uncle has to take many medications, which can feel like an
overdose. Since young people usually do not take as many medicines as older people, and
not for as long, this can explain to some extent the differences in perceptions with research
that has focused on adults. Sarah talked about the perceived safety of medications when
she compared Vicks, being a manufactured substance, to Dumbuyumbu, a bush medicine.
In her opinion, it was just as safe: “It hasn’t done any harm though. It’s a Vicks. I don’t think
it can harm you.”
A non-critical attitude to medications is partly because young people’s use of medications
is sometimes determined by adults, as well as because they are familiar with using them. At
times, young people took medications or supplements because they were told to do so. For
example, Sarah said that the staff at Callistemon prescribed her multivitamins:104
Mascha: Does everyone [get multivitamins]?
Sarah: I think just when you’re stressed like – me and Julia get them because we’re
in Year 12. And we’re stressed out. So if they think you are stressed or something,
they’ll just prescribe you multi-vitamins. Should make you feel better.
Mascha: Maybe it does.
Sarah: Yeah, I don’t know.
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Although multi-vitamins might not be considered to be medications, Sarah said that she was
taking them when I asked her about her medication use, which I why I include them here.

195

Sarah also considered safety when she talked about taking fish oil tablets: “I don’t think
they’d hurt.” She did not put much thought in whether they worked or not, rather just
going with the adults’ advice. Other times, young women made their own decisions. About
the use of Panadol, Tamara said that her father does not want her to take them without his
permission. She told me that sometimes when he is not watching her she just takes them
anyway. She emphasised that she knows what she is doing, that she knows how much to
take and that she is responsible with it. Familiarity of use has been identified as one
dimension of lay expertise; when people have used the same non-prescription medicine a
number of times and feel that it is efficacious and does not have any negative effects, they
perceive it as safe and will continue using it without seeking advice from a doctor (Bissell et
al., 2001).
Only one young woman, Carmen, expressed doubt about the safety of pharmaceuticals.
When I asked her whether medications are healthy, she interrupted me while I was still
asking the question with “Definitely not”. She preferred to not take any medicines, and
when that was not a viable option, to at least take something less strong, for example
Panadol rather than Sumatriptan. She preferred more natural ways of treatment and told
me that she had tried using herbal supplements. Unfortunately, she had found that she did
not get the same relief from these less strong medicines:
But yeah, a lot of times I do try and just take Panadol and, you know, just relax and,
wait for it to go away but, you know I’ve gotten to the stage now where I’m just so
sick of my headaches [laughs] that I can, I’ll just go to the hospital just so I can get it
gone.
One of the reasons why Carmen thought that medicines were not healthy was a concern
that they mask the real, underlying, problem. She added that because of this, people might
get to the actual problem too late:
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And sometimes I think that can lead to, you won’t be able to get it until it’s too late
sort of thing coz you’ve already, you’ve taken so much Panadol that, you hardly
ever know that you’ve got a problem. Basically I just think that some of the times
medication, it masks what’s really going on. If there is a serious problem, you
wouldn’t really know, or, by the time that you do know, it’s probably too late
because, you’ve already gone so long with, putting something over the top of it.
Pushing it under the carpet, I think.
In addition to masking the real problem, Carmen thought that medications can be
unhealthy especially when used for a long time, because they might cause other problems
such as with your liver or kidneys: “you’ve taken drugs to help this when realistically it’s
damaging that.” Carmen expressed her worries about antibiotics that she had taken a while
ago, which had caused her to break out in rashes all over her body. She had felt really itchy,
and thought: “Wow! These must be really strong.”105 Although these views are similar to
what people in remote communities said (Saethre, 2013, pp. 108-109; Senior, 2003, p.
155), a difference is that Carmen did not say that bush medicine is better. In fact, she knew
very little about bush medicine although she had become interested in learning about it.
Her ideas seemed more similar to those held by Western CAM users (Broom et al., 2014).
A similar attitude was held by Kathy, despite that fact that she was very involved with bush
medicine. Kathy thought that it was necessary to offset the negative effect of antibiotics.
Although she considered them to be helpful, and recognised that she needed to finish the
complete course of antibiotics that she had been prescribed, she felt that she needed to
get them out of her system, and let her body heal from them after taking them. She was
doing this by taking bush medicine and healthy juices. Again, antibiotics are not just
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In a negative way.
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understood in opposition to bush medicine, but also to natural remedies which are more
characteristic for Western CAM users.

Conclusion
Several studies have identified nurses and other health personnel commenting on
Indigenous people’s inaction regarding seeking health care; this includes late presentation
at clinics when ill and non-compliance with medication (Kamien, 1978, p. 197; Saethre,
2009; 2013, Chapter 5). These narratives can be understood as expressions of racial
identity, reflecting ideas about Aboriginality (Saethre, 2009, 2013). When nurses in remote
communities complain about non-compliance and late presentation because people are in
their view irresponsible, lazy, or indifferent about their health, they exhibit a discourse that
reflects social ideas about Aboriginal people’s behaviour, not evidence. Service providers in
Katherine also subscribed to this idea. Many of the young women themselves were also
aware of this view and the moral connotations that accompany it, and actively tried to
distance themselves from it by saying that they do go to the doctor. Health-care seeking
behaviour, however, is influenced by many factors.
The scenario of “Angel” gave a first indication that young Indigenous women in Katherine
viewed accessing health care without delay as important. Further discussions with
informants confirmed that, although there were some individual differences, the majority
accessed clinics often and without hesitation. Saying they do not access health services is
an over-generalisation that overlooks individual differences. Parental influence, both
directly when parents took their children to see a GP, and indirectly in the sense that young
people’s views are shaped by their parents’ views and behaviour, was significant. It is
important to note that people did not perceive Wurli as a non-Indigenous institution, like
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the way people in remote communities regard community clinics. This mitigated the
negative association with and fear of health services that is found in more remote locations
(Saethre, 2009; Senior & Chenhall, 2013).
Davy et al. (2016) conclude that worldwide, indigenous health services are best suited to
address the barriers that indigenous people experience accessing primary health care.
Overall, this chapter confirms this conclusion. The original motivations for Aboriginal
Medical Services, to provide a service free from racism and available regardless of poverty
(Marles et al., 2012) are still important. Wurli delivered a service that was both accessible
and acceptable. There was limited use of Gorge Health and Kintore Clinic. The hospital was
used by more young women, and was mainly used for severe health problems and after
hours care. The reasons young women gave for preferring Wurli over the other GP services
included the lack of cost, the provision of transport, the availability of a walk-in service,
being familiar with the people who work there, and the fact that Wurli had Indigenous
staff. Only one young woman commented on the perceived quality of services, choosing
Gorge Health occasionally over Wurli because of a perceived higher quality of care.
Although ACCHOs are perceived to be Aboriginal-specific in many ways, traditional healing
and bush medicine are not generally part of this (Oliver, 2013; Poche Indigenous Health
Network, 2016). As far as informants were concerned, the hospital, Wurli, and other clinics
are for biomedical health care, and bush medicine and traditional healing fall outside of
that domain. Generally, they are not seen as an aspect of Indigenous-friendliness; it does
not refer to aspects of the medical care itself, only to how that care is delivered. Although
this can be interpreted as a duplication of services, other factors than the type of care
provided determined where people went for health care. Although a few young women felt
comfortable in accessing mainstream services, for many Indigenous people Wurli provides
an invaluable service.
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Having Aboriginal Health Practitioners is an important factor in distinguishing ACCHOs from
mainstream clinics. Informants had little understanding of the role of the Aboriginal Health
Practitioner. This might be linked to the fact that since the name change from Worker to
Practitioner the role has become more biomedical, leading to less distinction between the
role of the doctor and that of the Aboriginal Health Practitioner. According to some, this is
not effective, but for most of the young women it was working well. Participants in this
study generally liked having Aboriginal Health Practitioners at Wurli, although there was a
difference in that for some the Practitioners’ Indigeneity was more important, while others
emphasised familiarity. Again, different people have different needs, and the option to see
either an Aboriginal Health Practitioner or a non-Indigenous health professional gives the
best opportunity for everyone (Friderichs, 2012, p. 130). As Alexis said about Wurli, “some
Aboriginal girls, would wanna speak to an Aboriginal health worker. Some girls don’t really
mind, if it’s a white health worker or not.”
Confidentiality issues can provide a barrier for young people accessing sexual and
reproductive health care at ACCHOs. From my discussions with young women it became
clear that perceived problems around confidentiality were a bigger problem than actual
breaches of confidentiality. This did not negate the problem, however, as it could still
inhibit some youth in Katherine from accessing health care. Nonetheless, many informants
said that they would still go to Wurli if they fell pregnant. Some young women said that
having Family Planning in Katherine would be “really good”, but it is unclear whether they
would actually go there, especially since they focused on others’ need when expressing this
view rather than saying that they themselves would use the service. Young Indigenous
women in Katherine said that they would access non-Indigenous health services but the
reality was that the majority always went to Wurli.
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Indigenous people in remote communities often state that bush medicine is safer and more
effective than pharmaceuticals, a comment that is as much informed by expressions of
identity as by efficacy (Saethre, 2009; 2013, pp. 109-110). In Katherine, the young women
did not express that bush medicines are better than Western medicines. Instead, they
expressed individual preferences for certain types of medication (Stevenson et al., 2003).
Bush medicine and OTC medications were both used by informants and were considered
interchangeable. Most young women did not doubt the safety of Panadol and other
medicines. The only participants who did actually had very little knowledge about bush
medicine, and leaned more towards CAM. Although for some young women bush medicine
was important as a part of their culture, others used either type of medicine equally easily,
and none of them expressed an antipathy against Western medications to express their
own Indigeneity.
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Chapter

5:

Bush

medicine

and

traditional healing
Introduction
This chapter describes the role that bush medicine and traditional healing have in
contemporary Katherine.106 It demonstrates the changes that have taken place in bush
medicine and traditional healing over time, and how they are carried out and taught to
younger generations, with a key focus on Kathy’s practice along with the young women’s
experiences. The chapter includes information from older generations as they are pivotal in
transmitting information to the young.
There used to be an expectation that with the spread of biomedicine, indigenous healing
traditions would disappear, in Australia as well as globally (Janes, 1999; Lock & Nguyen,
2010, pp. 61-62; Oliver, 2013). The comments from many individuals in Katherine on the
loss of culture among Indigenous people, and the dearth of information I could find about
bush medicine and traditional healing in Katherine before I started my research, made this
prediction seem somewhat true. However, although the dominance of biomedicine is a
reality which is important to consider when discussing traditional medicine in Australia, the
disappearance of traditional medicine was not what I found. Such practices have adapted
106

I consider traditional medicine to consist of bush medicine and traditional healing which are two
separate, but to some extent overlapping parts. By using the word “traditional” I do not mean to
invoke fixed customs which are shared by a bounded group of people (see also Janes, 1999). I use
the term because it is used by the young women and by Kathy. Similarly, the term “healer” has been
called problematic by some, because it references the past, gives an impression of unchanging
practices, and overlooks the heterogeneity between healers (McMillen, 2004; Poltorak, 2010).
Again, because Kathy calls herself a traditional healer and because the young women commonly use
this term, this is the term I use in this chapter.
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and transformed to the current generation; they have not become inconsequential or
irrelevant.

5.1 Stolen Generation Healing Camp
In September 2015, Kathy invited me to a Women’s Healing Camp organised by the NT
Stolen Generation Aboriginal Corporation. As agreed, I arrived on Saturday morning at
10am at the Rural Campus of Charles Darwin University. After having some difficulty finding
the women, compounded by the fact that my mobile phone did not work out there, I found
the room that they were in. They had already started the program for that day; Kathy was
standing up and talking to about ten other women, who were sitting down on chairs in a
semi-circle around her. An Aboriginal woman who I had not met before came over to me
straight away and asked me who I was. At that point I did not find her very welcoming,
though as the weekend progressed she became much friendlier. I introduced myself and
explained to her that Kathy had invited me, after which she let me in and I took a seat, next
to Evie, a friend of Kathy’s who I had met on several occasions before. When Kathy finished
her talk, she introduced me and Evie, who were the only non-Indigenous women there, to
the group. As it turned out, I was not the only person who had received a less-than-warm
welcome. During morning tea, the women talked about a non-Indigenous person working
at the Rural Campus who had been “cheeky”, or rude, to them when they arrived earlier in
the morning.107 According to the women, this person had looked at them as if saying:
“What are you doing here?”, and keeping an eye on them like they might steal something.
One of the women commented: “It’s history repeating”. They continued talking for a while
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In Aboriginal English, cheeky has a much more negative connotation than in Standard Australian
English (Butcher, 2008, p. 638).
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about how they had been made to feel unwelcome, and debating whether they should
make an official complaint.
The ongoing consequences of these women or their mothers having been taken away from
their families were clear throughout the entire weekend. However, I want to focus
specifically on a moment related to health and sickness. After having gone back to my own
place to sleep on Saturday night, I met the women again at breakfast on Sunday morning.
After being invited to by Kathy, Evie and I left with her to drive around to pick some leaves
and bark for making bush medicine and dying fibres which are used for weaving. When we
returned, Claudia, a woman from Katherine who I had met a few times before, asked me to
help carry some gear from her car. She said that she had felt unwell in the morning, but
that she felt better now. Not much later Lily, a kind elderly woman who I had gotten to
know over the weekend, suddenly became sick. She was sitting on a chair, bent forward,
and started throwing up. There was a bit of commotion, and an ambulance was called.
Some people waited with Lily; others went back to painting as there was not much they
could do to help.
The ambulance soon arrived. Two paramedics came over to Lily and talked with her and the
other women. They wanted Lily to take a pill to stop the vomiting, but she did not want to
take it, despite some other women also telling her to take it. The women and the
paramedics discussed why Lily might be sick. They talked about what food those present
had had for breakfast, trying to determine whether she would have eaten anything that
upset her stomach. However, they figured that since she just had toast with jam, breakfast
did not seem to have contained anything that could make her sick, and if she had eaten
something wrong the day before, she would have been sick during the night. They
speculated that Lily’s sickness might have been caused by heat fatigue, extenuated by the
hot weather of the early build-up season and a lack of hydration.
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During this talk I was sitting nearby at the table, with Claudia sitting diagonally across from
me. At some point she rested her head on the table; she too was feeling unwell. She
decided to go back, with Evie accompanying her, to her room for a little while to lie down.
Soon after I looked in the direction that Claudia and Evie had gone, and I saw that Claudia
was lying on the footpath. I hurried over to them to see what was going on, and Evie told
me to get the paramedics. I ran back again, and asked one of the paramedics to come with
me. He came and stayed with Claudia and Evie, while I went back to Lily and the other
women. The paramedics put Lily and Claudia both on stretchers and took them back in the
ambulance to go to the hospital.
Straight away after the ambulance had left, the remaining women started talking about
what had happened, but in a noticeably different way than before. With and around the
paramedics, they had named food poisoning and heatstroke or dehydration as possible
causes for Lily’s and Claudia’s sickness, which corresponded with the paramedics’
judgement. However, after the ambulance had left, they started talking about spirits and
energy. One of the women said that she had not felt comfortable at the Rural Campus since
she arrived. A few others said that they had been hearing things, and that they had not
wanted to be alone in the rooms. Instead of, or in addition to natural causes, they were
now attributing the sickness to spiritual causes. Although they expressed a variety of
opinions, the majority of the women felt unhappy being in this particular place and were
very negative about it. The difference between how they talked with and without the
paramedics present was striking.

205

5.2 “All I can say is never mess around with that”: Illness and causation
Indigenous beliefs about illness causation can be divided in social and spiritual causes,
natural and environmental causes, and emergent causes (Reid, 1983, pp. 146-153). Natural
and environmental causes include emotional states and suicide, climate, physical assault
and injury, food, and pregnancy (Maher, 1999; Reid, 1983, pp. 146-151). In Katherine, these
were all common. For young women especially, pregnancy was a common theme to talk
about. Physical injuries occurred at times, for example Julia had hurt her elbow while
playing sports. Young women also talked about domestic violence as a cause of ill-health.
Depression and suicide were often talked about; the Rainbow Run, described in Section 3.2
also showed that these were common themes in Katherine. Participants sometimes
suffered from common health issues such as headaches, influenza, and colds.
Social and spiritual, or supernatural, causes include sorcery and breaching of the Law
(Maher, 1999; Reid, 1983, pp. 146-153). Traditionally in Aboriginal culture, serious illness is
thought to be caused by both proximate causes such as sorcery and spirits, and ultimate
causes such as a conflict, jealousy, or a breach of the Law. A distinction is made between
legitimate and malicious sorcery. Legitimate sorcery is a form of punishment for breaches
of taboos, while malicious sorcery can be practised because of conflict, jealousy or hatred
(Reid, 1983, pp. 44-49; Senior, 2003, p. 166). During my research, no-one commented on
this distinction. When sorcery came up, all that people said was that people become ill
from it. Young women distinguished between physical sickness and spiritual or traditional
sickness, which they described as “from the Aboriginal Law” (Brianna). Several causes of
traditional sickness were mentioned. Brianna said that eating your Dreaming animal will
make you sick, and Tamara said that the same about killing it or seeing it get killed. She said
that if you are Indigenous, and you look at the Rainbow Serpent, you cannot look away
until it looks away, otherwise you can get sick. Breaching of taboos regarding sacred areas
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was also a cause of illness: Tamara had been sick after going on men’s site. Several young
women pointed out to me that they were not allowed to play the didgeridoo: if they did
that, they would fall pregnant. They emphasised that this only applied to Indigenous
women, saying that I could play a didgeridoo. The young women said that it is possible for
sickness to be both physical and spiritual at the same time, but that this was not usually the
case.
The first time I heard someone talking about sorcery was when I was tutoring at
Callistemon, helping Marita with her homework for community studies. As usual, she was
telling me about her life more than we were doing homework. Marita was from a remote
community, and I asked her if she went home much. In response, she told me about going
home during the school holidays, and she then started talking about going to another
community, where she had several relatives. She said that some of her peers there liked to
walk around at night, but she did not. According to Marita, it was unsafe walking around at
night, because “there are black people out there”.108 At the time the comment confused
me, as Marita was clearly “black” herself. The term “blackfella” is often used by themselves
and by others to indicate Aboriginal people, as opposed to “whitefellas” (Burbank, 2011,
Chapter 2; Cowlishaw, 2004). I had heard about sorcerers, but knew them only under the
name Galka (Reid, 1983). Later I learned that in the Katherine region sorcerers are often
called blackfellas because they practise black magic.109 Other terms used were Mumba and
Kadachi men; Kathy was the only person who actually used the term Galka.
Fear of sorcery was a reality for many in Katherine, for example Jocelyn was quite reluctant
to say anything more to me than: “I don’t – all I can say is never mess around with that, if
108

A study at Yirrkala, a remote community in Arnhem Land, also found that people did not like to
walk alone for fear of Galka (Reid, 1983, pp. 40-41).
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In the Ngukurr region, where Marita was from, people also describe sorcery as “blackfella
business” (Senior, 2003, p. 297). In the nearby community of Numbulwar, sorcery has become
designated by the Aboriginal English term “black magic” (Burbank, 2017).
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you don’t know. That’s all I can say.” However, some participants demonstrated
ambivalence about its power.110 I quote a conversation with Valerie to illustrate this:

Mascha: So do you use [traditional healing] as well?

Valerie: Not really. I know when I’ve gone home, I probably do more of those sorts
of things but I have Christian beliefs as well. So I tie into that side of things but
then, you know, I believe in sort of bigger things than that [laughs]. Yeah.

Mascha: Can you explain that a bit more? What do you believe or how does …

Valerie: I believe in God. So, you know, I can see in Aboriginal culture, things that
have come through, like through Christianity in a way. There’s been touchings on it
in our culture, and then there’s also, like the bad sort of things. You’ve probably
heard about Kadachi Men and all of that sort of stuff? Like the Mumba, like, not so
much medicine man, the Kadachi Men are sort of like, they can use …

Mascha: Like sorcerers?

Valerie: Yeah. They use sort of black fella magic and things like … Like we at home
call them, I think they just call them Mumba. You know? But then it all depends, I
know up this way they’ll just say ‘black fella’. So they can be quite, people can
become quite ill and all of that sort of stuff dealing with things like that.

Mascha: So you believe in that as well?
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Burbank (2017, p. 291) has postulated that it is through belief that sorcery has physiological
effects, stating that “it is a distal cause of illness or death, not of the target, however, but of the
believer [emphasis added].” Although not through the direct pathways as believers in sorcery
understand them, activation the body’s stress mechanism in the long term leads to a variety of
diseases and early death.

208

Valerie: Oh, I believe that it exists but I don’t believe in it. Yeah. So, it’s hard for me,
because I believe in God … So, like I could believe that Kadachi Men are out there
and they can do that. But I don’t believe that can harm me because I believe in
something greater than that.

In this we see the convergence of Christian beliefs and elements of Indigenous cosmologies
regarding illness. There is not one simple answer to how participants in the research spoke
about their experiences of health, illness and the spiritual; they were complex and dynamic
experiences, as seen in the above quote. When I asked Valerie about her belief in spirits
there was a silence but the key point emerged:

I guess I do. I guess I do because I’ve had sort of, like over my childhood, or hearing
stories from family and all of that. I do. I probably do. Yeah. It’s really tricky… And
it’s hard for my kids because they’ve grown away, grown up away and then coming
back to the Territory and everybody’s like, you know, “all the Mumba out there”
and they’re telling all these frightening stories and my kids are like, “I’m never
going camping” or “I’m never doing this” and it’s like, “Don’t! Don’t worry about
it”, but it’s hard for, the middle one in particular coz she’s quite frightened, but it’s
hard to be able to just say you don’t, you know, just don’t believe in that kind of
stuff. But, you know, know that it exists because that’s, that’s what has made up
some of Aboriginal culture and everything as well.

In this lies a key point: For Valerie, belief in the spiritual causes of illness from a local
Aboriginal perspective was tied into her understandings and belief in Aboriginal culture. To
not “believe” in Aboriginal spiritual causations of illness was to somewhat diminish the
power of culture, a point important to her, even while being aware of the contradictory
nature of this for her children. Since the introduction of biomedicine, scepticism about
sorcery has become more common, for example in Yirrkala in Arnhem Land it was
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expressed by some community members (Reid, 1983, pp. 104, 108, 132). Like Valerie, these
people acknowledged that it is important to understand sorcery beliefs as the way that
many people think, and it is tied up into something larger: culture. In a village on Lombok,
Indonesia, sorcery beliefs and seeking traditional methods of healing were also found to be
connected to the construction of cultural identities (Hunter, 2001). Economic, educational,
and religious factors influenced people’s beliefs and actions in a context of tension
between the local and the modern.

Despite this scepticism that some people expressed, in some ways sorcery has increased in
importance over the past century. The rise in proximity of outsiders who may be sorcerers,
as well as prohibitions on traditional punishment necessitating more covert strategies, have
led to increasing sorcery accusations especially in growing communities and towns (Reid,
1983, pp. 37, 154-155). Another reason for an increase of suspected sorcery has been an
increase in the number of deaths of adults (Burbank, 2017). This increase in sorcery in
recent times is a global phenomenon. In Bangladesh, social changes and growing inequality
between people has caused a rise in sorcery accusations (Callan, 2007). Similarly, among
the Matsigenka of the Peruvian Amazon, sorcery accusations have become more common
as their society has become less egalitarian, and stress and competition over commodities
have increased (Izquierdo, 2005; Izquierdo & Johnson, 2007). Hunter (2001) also describes
how perceived differences in power over assets lead to claiming that neighbours or
relatives may have conducted sorcery. In all these places, sorcery has been linked to envy
which results from inequalities. Furthermore, sorcery accusations are increasingly directed
at people who are socially close to the targets rather than at outsiders, as denser
settlements and increasing discrepancies in people’s resources lead to increasing
interpersonal tensions (Izquierdo, 2005; Izquierdo & Johnson, 2007).
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Closely related to this is whether or not Christian beliefs are compatible with Aboriginal
spiritual beliefs. Other research in Australia has shown that rather than two separate and
incompatible cultural domains, Christianity and Aboriginal Law exist in a syncretic way;
both are transformed and constructed in particular ways through their existence together
(Austin-Broos, 1996; Trigger & Asche, 2010).111 For Valerie the two beliefs seemed like an
uneasy combination. For the young women, beliefs were dynamic and multilayered. For
some of them, Christianity explained the world with no belief in spirits being important to
understanding illness. Nevertheless, many participants balanced Christianity and
Indigenous spiritual understandings together. Lucy narrated several stories about
encounters with Indigenous sprits, but she had similar experiences seeing Jesus:
I believe in God, that’s what I believe. … So I asked God if, I wanted a little boy as
soon as I turned 18. When I went to the church, I used to go there every Friday, but
no Ishmael yet, there was no baby. And I sat down I can see, white gown, on the
side of my eye, a gown, and long hair, and a long beard, and that was probably
Jesus on the side, and I was just sitting in the middle and facing to the big cross. He
was there on the side. He was this side and then he came on this side, he came
close, not close but just a little bit, he was walking around in the church.
Carmen talked about religion in a similar way as she talked about bush medicine and
traditional healing: “They have tried to get me to go to church and things like that but like I
said, you know, at the time I was just too young and just wasn’t interested in that sort of
side of things.” This was the first time during the interview that we talked about religion; in
saying “like I said” she was referring back to learning about Aboriginal culture. When I
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Trigger and Asche (2010) discuss how Christianity is incorporated in Indigenous beliefs, with
Indigenous people connecting God to “country” and stating that God and Jesus were present in
Australia before colonisation. In a similar manner, Kathy and other women at the Stolen Generation
Healing Camp discussed how Indigenous people already knew God before the missionaries came to
Australia and introduced the Bible.
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asked informants whether a belief in God and a belief in Aboriginal spiritualty conflicted,
they said it did not. Tamara formed an exception in this regard, as she used “I don’t believe
in God, I believe in the spiritual” as her explanation of why she identifies as Aboriginal while
her parentage is part European.112 Learning about Aboriginal culture in a more objectified
way might have led her to more easily perceive these beliefs as conflicting although clearly
for Carmen this was not the case.
Emergent causes of illness include alcohol, smoking, drugs, and illnesses that are defined in
Western medical terms, specifically diseases resulting from changed living conditions since
colonisation (Maher, 1999; Reid, 1983, pp. 146-153). Young women regularly commented
on changes that had taken place since colonisation, such as the introduction of alcohol,
smoking, and drugs. They were familiar with Western diseases such as diabetes, heart
disease, and cancer.
During interviews with young women, they talked easily about supernatural illness. In fact,
some of them really enjoyed talking about it, and appreciated it when I had pre-existing
knowledge about it. For instance, at some point when I was interviewing Julia and Vicky,
they mentioned that they, as Indigenous women, were not allowed to play the didgeridoo,
at the risk of falling pregnant. When I replied: “Yeah, I’ve heard that”, Julia enthusiastically
exclaimed: “Ah deadly, you’ve heard that?” They then proceeded with telling me several
stories about spiritual experiences. Tamara also liked talking about “the spiritual”. When I
first asked her about traditional healing and bush medicine, I had no idea what to expect,
as she was the first young woman I interviewed. However, while the interview up to that
point had mostly followed a question-and-answer format, when she started talking about
camps where she learned about traditional medicine she just kept talking, without any
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In saying “spiritual”, Tamara referred to such matters as her Dreaming, spiritual causes of illness
and corresponding healing techniques, and the presence of ghosts of ancestors and family members
who had passed away. She added “I guess I just go with what my family think”, referring here to her
extended Indigenous family.
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prompting needed. It is important to note, however, that discussing experience with
spiritual illness did not arise naturally in the first place: I would usually have to bring it up.
As demonstrated at the beginning of this chapter, it was as if there were two distinct
worlds: one to be shared with non-Indigenous service providers, another to be shared with
those who would understand the Indigenous world view.

5.3 A traditional healer in the hospital
Two months after I participated in making bush medicine for the first time (see Section
5.5), Kathy invited me to watch her working with a patient in the local hospital. On a Friday
morning, at 10 o’clock on the dot I walked through the hospital doors. Although I lived just
a five-minute walk away from the hospital, this was only the second time that I was in
there,113 and I did not know my way around. After asking directions several times, a nurse
took me to the isolation room in one of the wings. I was relieved to see the familiar faces of
Lindsey, the Aboriginal Liaison Officer, who I had met during NAIDOC Week, and Kathy.
Lindsey introduced me to Rosie, an Aboriginal woman in her fifties, who was lying in the
bed. Lindsey told me to come over to the right side because otherwise Rosie could not see
me.114 After Lindsey introduced me as “Mascha”, Kathy introduced me by my skin name,
Kotjan. Lindsey told me that I needed to wash my hands before entering and exiting this
room, so I went out again to the small hallway between the two doors which I had passed
and cleaned my hands with the antibacterial gel provided. Back in the room, Lindsey said to
me that she would ask Rosie’s guardian for permission to film or take photos; today,
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The first time had been for a NAIDOC Week event.
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As a physiotherapist, I realised that having “neglect”, not registering the left side of her field of
vision, is characteristic of right-hemisphere strokes, which corresponded with the left side of her
body being paralysed. Because the muscles also become spastic, Rosie’s left knee and fingers were
bent and unable to extend completely. Kathy’s massage was aimed at relaxing them.
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however, it would not be allowed. She told me I could take notes, and I spent the next hour
furiously scribbling everything down that I saw Kathy do.
Lindsey then left, and in the small room Kathy got ready to start working. She moved the
white sheet to uncover Rosie’s left leg. She took a white cloth which she put in a bowl of
hot water, wrung it out, and then pressed it with both hands on the leg of the patient. She
started just above the ankle, keeping it there for about ten seconds. She then repeated the
process of putting the cloth in the hot water, wringing it out, and putting it on the patient’s
leg, this time slightly higher up the leg. Kathy worked her way up the leg like this, followed
by the foot. While she was working, she explained to me that the stroke had affected the
left side of Rosie’s body, so that is the side she massaged. She said she also stimulated the
brain.
After Kathy finished pressing the hot cloth on Rosie’s leg, she took her shoes and jewellery
off. She explained to me that she had to remove all metal from her body as it gets in the
way of energy. She then opened a jar with bush medicine to use for the massage. The smell
of eucalyptus filled the room, driving away the sterile hospital smell. According to Kathy,
the oil she normally used was lemongrass, but she forgot to take it on this day. We moved
around each other, Kathy finding a place where she could easily reach Rosie’s leg, me
finding a place from where I could observe well what she was doing. Kathy told me to never
stand behind a traditional healer at work, because “it inhibits the energy from flowing
through them.”
This time Kathy started at the knee. She put both hands on Rosie’s leg and made a
movement downwards, all the way to Rosie’s toes, and then making the “flicking”
movement that I had grown familiar with.115 She explained that what she was doing was
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It looked like opening both hands swiftly (while also moving them away from herself). She often
did this, for example she had made a similar movement another day when we were driving in my car
around dusk, to ward off wallabies.
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throwing away the bad energy. Despite my scepticism about the existence of energies, I
stood back a little, to remain out of the way of the bad energy. After finishing the lower leg,
Kathy massaged the upper leg in a similar way, starting at the thigh and moving down
towards the knee. After this, she massaged in a kneading fashion with her hands
transversely on the leg. This was followed by a stroking technique with both hands at the
same time from the thigh and the foot towards the knee, and then kneading of the lower
leg. A bit later, she bent the knee to 90° and planted the foot on the bed. This way she
could reach the hamstrings and calf muscles, which she massaged softly, flicking when she
reached the Achilles tendon. Over time, she slowly extended Rosie’s leg although she never
reached full extension of the knee.
Kathy then moved from the side to the foot of the bed. She lifted up Kathy’s left foot,
holding the ankle from below, and with the other hand she turned the foot around while
holding the foot at the toes. She told me she did this for healing the back, and that working
with the foot equals working with all the organs. She massaged the bottom of the Rosie’s
foot, as well as the back of the ankle and the heel, and told me that even if a patient does
not provide much reaction, she feels it.
By the time Kathy was finished massaging Rosie’s leg, 45 minutes had passed. While Kathy
had told me earlier that she only had an hour, she still took her time to massage Rosie’s left
arm and her head. Her arm was done in a similar way as her leg. Kathy started with
softening the muscles with the cloth soaked in hot water, and then worked on the arm
from shoulder to fingers. She massaged the hand, with a focus on extending the fingers,
while encouraging Rosie: “That’s it. Good girl.” She told me: “I rest her hand on my hand.
Giving her fresh energy.” Kathy bent Rosie’s elbow several times. After Kathy had finished
with the arm she told Rosie that she was going to work on her head. She started with
putting the wet towel on Rosie’s forehead. She told me that normally, if a patient is sitting
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up, she would use both her hands in a symmetrical way. But because Rosie was lying down,
that was not possible and she adapted her practice accordingly. Kathy started on the right
side of the head, massaging the forehead. She pressed on Rosie’s head with her fingertips,
moving one hand from between the eyes upwards, the other from the middle of the
forehead outwards. Kathy explained that this was one way of doing head massage; the
physical way. The other way was spiritual, whereby she laid her hand on Rosie’s head, as a
way to provide her energy. After doing the right side of the head, Kathy also massaged the
left side.
When Kathy finished, Rosie looked visibly better. Her limbs were more relaxed, as shown
by her now more extended legs and fingers. During the massage, she often sighed in a
content-sounding way, and at the end she was nearly sleeping. Kathy rounded off the
massage, gathered all her belongings, and after I helped her put her necklace back on, we
quietly left the room. We decided to go to the hospital cafeteria, where I ordered a coffee
and Kathy bought some hot chips. We went to sit in an outdoor area and were joined for a
little while by one of my friends who worked at the hospital. It was nice to be out of the
small room with the constant humming noise of hospital machinery and to feel the fresh air
again.
After I witnessed Kathy do the traditional massage in the hospital, I ended my field notes
with the following paragraph:
This story stands in stark contrast to most of what I have read and what I imagined
traditional healing to be like. The sterile, colourless hospital room in contrast to the
dusty bush; having the clock determine when to start and finish; the neutral
temperature instead of the burning sun; a patient laying in a metal hospital bed
with white sheets, rather than in the bush; and not unimportantly: someone who is
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undergoing a traditional massage for a stroke, rather than because she was the
victim of sorcery or broke a taboo. (field notes, 9th November 2015)
Worldwide, traditional healers can be found who are adapting their practice in innovative
ways. Although their practices are built on longstanding, and to some extent shared,
healing traditions, the specific changes are largely dependent on the individual personality,
lifestyle, social relationships, and economic situation of each healer (Russel, 1984). As such,
my description of Kathy’s work is not meant to be representative of what Aboriginal
traditional medicine is like. Rather, it is an example of how one particular healer has
changed her practice to the current context. Little has been written in Australia about
traditional healing being modernised in this way. Changes could be seen in how bush
medicine and traditional healing were carried out, what they were used for, and for whom.
While Kathy was doing the massage, she compared her practice to her understanding of
how Western practitioners such as physiotherapists give massages.116 She told me that one
of the results of the massage was the renewal of energy. She said that everyone has
energy, which shows when you get a shock.117 Kathy clarified that all healers normally work
in silence, not only to concentrate on their own energy but also on that of the patient or
client.118 She went on to explain that she treated the sick body as well as the spirit. The
massage she was giving mainly targeted the muscles, which, as she explained, were not
being used by the patient, causing them to become stiff and “lose fat”. She told me the
massage also targeted “those millions of nervous systems”, which was different to how I
would conceptualise it, even if a Western massage does affect the nervous system in some
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Before I started studying anthropology, I worked as a physiotherapist.
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For example when you hit your elbow against something hard and feel a shock throughout your
lower arm.
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When she did the massage in the hospital, she had taken on the role of teacher. She made an
exception to working in silence so she could explain to me what she was doing.
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way. She was doing the technique with the hot cloth to relax the muscles. Even though it
was not a technique used by physiotherapists, it did not seem all that different from the
work I used to do. Another difference with biomedical massages and medicine she pointed
out was that during a traditional massage, the practitioner never pokes the patient.
Healers around the world are incorporating influences from other indigenous healing
practices (Russel, 1984). For example, in Tanzania a healer was found to incorporate
Ayurveda in his practice (Gessler et al., 1995). Although Kathy emphasised that she was
giving a traditional massage, at times she was calling aspects of it traditional that have their
basis in other indigenous practices, such as in Asia, rather than in Australian Aboriginal
healing methods. According to Kathy, all traditional healers use the four elements earth,
air, fire, and water. This session involved water and heat, the latter representing the
element fire. Kathy explained that at home she would use heat from a fire, while at the
hospital this element was replaced by hot water from the tap. However, older studies in
Australia contradict the use of heat by healers. Illness was associated with heat, and
coolness with healing (Tonkinson, 1982, p. 226). Heat was used by sorcerers, and drinking
hot tea has been said to diminish a healer’s powers (Reid, 1983, p. 64). Healers also
avoided treating patients during the middle of the day in hot weather (Tonkinson, 1982, p.
234). For Kathy, heat seemed an integral part of her practice, and I never saw her
concerned about drinking hot beverages. Using the four elements earth, air, fire, and water
is used in various healing traditions such as by Native Americans and Canadians (Garrett et
al., 2011; M. Johnson, 1996). Similar ideas about elements also exist in systems with two,
three, or five elements (Ventegodt et al., 2007). In addition to the references to the
elements, Kathy had an emphasis in her technique on feet which was something I was
unfamiliar with. Kathy said that she massages children’s feet all the time and on several
occasions she told me about the importance of the feet. This can also be found in other
healing traditions such as reflexology (Jaloba, 2011).
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Kathy made a conscious effort to learn from other indigenous people and to share her own
knowledge. Kathy and other Indigenous women that I worked with during my fieldwork
travelled to places such as Sydney, Melbourne, and even as far as America for conferences
and other gatherings where they presented their knowledge and learned from other
people. During the NAIDOC Week workshop, we were approached by a few women from
Thailand who showed an interest in what we were doing. They talked with Kathy about
their application of lemongrass in healing both in Australia and Thailand. The Thai women
asked Kathy whether Banatjarl had a machine to extract essential oils out of plants and
Kathy replied that they did not, but that they would like to have one. The Thai women had
brought a bottle of mint oil with them that they had made and let us smell it, before taking
photos with Kathy and exchanging contact details. It showed again Kathy’s interest in what
indigenous women across the world are doing in regard to plant medicines, massage oils,
and other aspects of indigenous healing.

5.4 Young women and traditional healing
The previous chapter related the scenario of “Angel”. Identifying pregnancy as something
for which young women can either go to Wurli or to other clinics, that chapter focused on
the differences between Indigenous and mainstream clinics, i.e. on differences within the
professional sector of Kleinman’s (1980, p. 50) model. Here I turn to the distinction
between the professional and the folk sector, and elaborate on views on and experiences
with traditional healing. As the care at Wurli was identified as biomedical, this work treats
Wurli and mainstream clinics as interchangeable in this section. The focus here is on the
difference between clinics and traditional healers.
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In the scenario of Angel, the situation was understood as serious: informants were
unanimous in thinking that Angel should have gone to Wurli straight away when she felt
sick. However, these responses were based on the assumption that the traditional healer
was not around, or, for the second question, not realising that the grandmother was a
traditional healer. This often happened:
Alexis: What would Angel’s grandmother have done if she had seen her first?
Brianna: She’ll ehm, go to Wurli with her. And after,
Alexis (interrupting): No but she’s a traditional healer, so how would she heal her?
The grandmother one?
The situation would be different if the option of seeing a healer was there. When Alexis and
I specifically asked what the young women would do if a healer was around, the answers
varied. Vicky explained that she would go to a doctor first, but if they could not find
anything she would go to a traditional healer. Contrary to this, Lucy said she would go to a
healer first, then Wurli. Aleisha just said she would go to both. It was not really possible to
speak of one hierarchy of resort. However, this might be different in other circumstances.
Although traditional healers occasionally treat people who are not critically ill, their help is
often only sought when people are very sick and sorcery is suspected (Reid, 1983, pp. 77,
92). Since Wurli is capable of dealing with pregnancy, this gives pregnant women the
option of either going there or seeking out assistance from a traditional healer. In a like
way, with regard to child birth, women in Morocco drew on both traditional and
biomedical beliefs and practices (Obermeyer, 2000).
Nevertheless, how those in this research chose a practitioner was to some extent
dependent on the nature of the illness, thus at times showing a hierarchy of resort where
the type of illness influences the type of health care that is sought (Kleinman, 1980). There
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was overlap between biomedical and Indigenous health views as with pregnancy and
physical sickness it is possible to go to either a doctor or to a traditional healer. On the
other hand, for spiritual sickness I was repeatedly informed that “Wurli can do nothing.” It
follows that a traditional healer can treat both physical and spiritual sickness, however, a
doctor cannot treat spiritual illness. Similar results have been found across the world. For
example, if HIV patients in Ghana considered their sickness to have supernatural causes,
they believed that only healers could help them (Kwansa, 2010). For example, Julia said
that traditional healing can be used both for physical sickness and sickness from “bad
spirits”. Tamara said that if women get sick after going on a men’s site, they need to see a
traditional healer. I asked her if it is possible to go to a non-Indigenous doctor for that, and
she said it is not. For most informants, however, their understanding of traditional healing
for physical sickness did not include contemporary diseases (see also Sections 5.3 and 5.8
where Kathy uses traditional healing on a cancer and a stroke patient). I discussed this
application of traditional healing to new diseases with my peer researchers, but neither
Alexis nor Tamara had heard of it. Alexis said “it could be”; Tamara noted that with cancer
or diabetes, you go to a “white doctor”. Neither of them had heard about traditional
healing being performed in the hospital.
Whereas a traditional healer was considered to be able to treat physical ailments,
biomedical practitioners treating spiritual illness was unthinkable. Alexis and Brianna
compared the way a traditional healer works with how a doctor works:
Alexis: A traditional healer can see, they can look through your body without, they
can do like, better things than what a doctor can actually do.
Brianna: … traditional like, like you know how the x-ray to do it on your body. They
can just see that on anybody.
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Alexis: And they can feel it and sense it.
Brianna followed this with: “Same me, I can feel things.” They imagined what a Western
doctor would say if someone came to them with traditional sickness. In a laughing and
surprised tone which suggested hearing a highly unusual sentiment, they said: “Sorry?
Sorry what’s the trouble you wanna get help for?”
Nonetheless, the answers about going to traditional healers, related to the scenario, seem
quite hypothetical as there was little evidence of actual use of traditional healers in
Katherine. In that sense, informants’ initial responses of going to Wurli when no traditional
healer was around were more realistic. Actual use of traditional healers was low. Some of
the young women, such as Sarah, had no experience with traditional healing. This was
notable as for Sarah bush medicine was such an integral part of her growing up; used as
medicine rather than culture. Kimberley had heard about it, but had no personal
experience with it, and seemed accepting of this situation. Carmen on the other hand was
more adamant that she wanted to learn about it. Overall, more young women had
experience with bush medicine than with traditional healing. This did not clearly differ
between young women who learned explicitly or implicitly about Aboriginal culture.
Healing happened both in the community and family context and in more explicit ways,
with the former happening more in remote communities than in Katherine. Julia, who was
from a remote community, said she had been sick from bad spirits, and a traditional healer
cured her. Julia told me a bit about the work of traditional healers which includes using
healing songs and rubbing fat on people. She explained that they sing a song to make the
fat “good”, then they rub it on people and it will make them feel better. She also said
rubbing the fat on the skin helps healers to see what is causing the person to be sick inside,
so they can then try to stop it. Lucy, who lived in Katherine but had family in Minyerri,
talked about a time she was healed by a traditional healer:
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I was sick, and, I just went to this healer from Hodgson Downs, Minyerri. And um, I
just got better the next day and I thought, hey come on I shouldn’t be feeling good,
I should be feeling sick.
Tamara, who had a largely Anglo European upbringing and who attended the Strong
Warrior camps, had undergone smoking ceremonies. During one camp, she and a couple of
other girls went to a men’s Dreaming site. Afterwards, the camp leaders smoked them. The
girls were smoked a few times throughout the day. As Tamara explained: “The smoking is
to heal you, to get all the things out of us”.119 On the other hand, Alexis, who grew up
around her Aboriginal family, had seen smoking ceremonies, but had not been smoked
herself. She had heard old people talk about traditional healing, but had never witnessed it.

5.5 Making bush medicine
My first experience of participating in making bush medicine happened after the NAIDOC
March in 2015, about halfway through my fieldwork. During the March I had walked with
Kathy, the woman who later this day gave me my skin name. As we finished the march at
the Lindsay Street Complex, where the NAIDOC Cultural and Family Day and the Banatjarl
Strongbala Wumin’s Grup workshops were held during the rest of the day, Kathy told me to
come with her. We walked over to the area where some Banatjarl women had already set
up for their bush medicine and weaving workshops. On a mat lay a pile of plants and a few
boxes with equipment which I recognised from earlier occasions when I had observed the
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Smoking rituals are performed on a variety of occasions, often for purification or protection from
spirits. For example, they can take place after childbirth (Ireland et al., 2011; Kildea, 2006), after a
girl’s first menstruation (Reid, 1983, p. 79), and when a death has taken place, after which both
buildings (the house where the deceased used to live) and people (especially the widow) are smoked
(Burbank, 2011, pp. 39-42). Kathy regularly smoked newborn babies.
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women making bush medicine. Debra, a woman who I had met a couple of times before,
was sitting on the mat picking the leaves off the plants.
Kathy and I joined Debra on the mat and Kathy told me to start picking leaves as well (see
Figure 5.1). I focused on Debra’s technique, giving it my full attention. The branches were
about half a meter long, with several thinner branches with leaves coming off them. The
hairy-feeling leaves were two to five centimetres long and relatively narrow. The middle
parts were partly attached to the stems which made it hard to get them off completely;
little bits of leaves would usually remain on the stems. After picking for a while, my
fingertips became very sticky and dark green from the sap that came from the leaves, and
they started to smell like the plants. We kept picking until we had used all the plants, filling
up a little over two pots with leaves. Debra and I did most of the picking, although Kathy
also helped, and occasionally other people such as Kathy’s grandson and a fellow PhDstudent who walked by would sit down with us and do some picking as well.

Figure 5.1 Making bush medicine. Photo taken by Kathy’s grandson, 2015.
While Kathy and I finished picking the leaves, Debra started crushing them with a large
mortar and pestle. She would grab a big handful of the leaves from the pot, put them into
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the big mortar, and crush them. Rather than grinding with the pestle she was stamping it,
making a rhythmic noise. She would then put the leaves that were done in another pot, and
repeat the process with new leaves. When all the branches were picked, Kathy joined
Debra in crushing the leaves, using a second mortar and pestle. Kathy’s grandson said to
me that there was still more to be picked from the branches, and we kept picking at the
little bits of leaf that were still attached to the stems. We kept the picked branches. A little
later I took over from Kathy, stamping the leaves in the same way that I had seen her and
Debra do. I figured that you keep crushing the leaves until they become a lot smaller and
are completely dark and wet, before putting them into the other pot.
When all the leaves were crushed, the next step was to boil them. From one of the boxes
with equipment Kathy took a portable gas stove (the kind I have often used when
camping). After discussing with another woman how much wax they needed for how much
oil, Kathy borrowed my notebook and pen and wrote the quantities down. In the meantime
she also put a block of beeswax out in the sun to let it soften a little. From a big container
of olive oil we measured two litres and poured it in a wide pot which was put on the stove.
Since we did not have a large measuring cup we had to use one that could only hold 125ml,
so this took a while. When all the oil was in the pan, Kathy added the crushed leaves,
turned on the stove, and let it boil for a while, stirring every now and then.
After the mixture had boiled for some time, Kathy asked me to look for a sieve in the
equipment boxes. When I had found it, she strained the mixture twice, and put the leaves
away separately. The oil had now taken on the green colour of the plants. Meanwhile,
Debra had started cutting little shards of the wax and Kathy had put the oil in a new pot,
this time a narrower, higher one, and put it on the stove. She slowly started adding the wax
to it. The batteries for the kitchen scales that they normally use had gone flat, so she had to
do it without the scales. Kathy showed me how to test the mixture for the right consistency
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without using scales. The mixture became gradually thicker as Kathy kept adding wax to it.
When this was finished, she asked me and two non-Indigenous women in their twenties
who had joined us during the morning to unpack some small plastic containers and spread
them out across the ground. Using a funnel, we poured the bush medicine mixture into the
containers, and let it set.
The bush medicine that I helped making during NAIDOC Week and on various other
occasions with Banatjarl is known as Marangmarang (see Dickson, 2015, pp. 284-285; and
Senior, 2003, p. 303 for a description of how this bush medicine is used in the Roper River
region). As Kathy explained several times during the day to interested individuals,
Marangmarang is a Jawoyn word, which the women used because they were making it as
Banatjarl, a Katherine-based organisation. As she pointed out, every language group has its
own word for it.120 Although Banatjarl grows Marangmarang in their gardens (B. Saggers,
2012), it is a common plant and Kathy had picked it in the bush. Kathy told people that the
bush medicine is used for issues such as skin sores and scabies. She said it is also possible to
make tea out of it and drink it, which “helps the organs.” While Kathy was boiling the
leaves, she said you could also boil the plants. We kept the leftovers of the plants for her to
take home so she could boil them to make tea for a non-Indigenous woman she knows who
has cancer.
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For example it is called Jamulgulk in Rembarngga (B. Saggers, 2012, p. 12) and Jirrama in Marra
(Dickson, 2015, pp. 284-285). Its scientific name is pterocaulon serrulatum or pterocaulon
shpacelatum. In Ngukurr it is often known by its Kriol name smelilif or smeligras (Dickson, 2015, pp.
284-285).
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Figure 5.2 Bush medicine made at the workshop and in a container as it is sold. Photo taken
by Mascha Friderichs, 2016.
The making of bush medicine was also modernised. In fact, I did not witness the
‘traditional’ preparation during my fieldwork, although people told me about it. Dickson
(2015, pp. 284-285) and Senior (2003, p. 303) have described the traditional preparation of
Marangmarang: crush and inhale the leaves for colds, or boil the leaves and drink the
extract like a tea or use it as a wash for colds, flu, sinus congestions, diarrhoea, sores and
skin infections. The way we prepared the bush medicine during NAIDOC Week was clearly
different from its traditional preparation. It was made with olive oil and bees wax to create
a cream-like substance; this is also the form it is sold in at cultural festivals (see Figure 5.2).
This change in how bush medicine was made was related to the town context; people in
remote communities such as Ngukurr would be very surprised of hearing about this
modern way of preparing it (K. Senior, personal communication, May 12, 2016). In
Katherine, this way of preparing bush medicine seemed nothing out of the ordinary, even if
people were aware of changes. For example, Suzan, who was doing some work with
Banatjarl, told me that she helped them make bush medicine “with some contemporary
ingredients”. Every time I observed the making of bush medicine, it was made with olive oil
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and bees wax. Kathy told me that in the past they used emu or goanna oil, but this has
been replaced with olive oil from the supermarket. The women now also used equipment
like mortar and pestles, plastic containers, measuring cups, kitchen scales, and gas stoves in
the preparation of bush medicine.
Like many other traditional healers (Russel, 1984), Kathy has some knowledge of
biomedicine. In general, in Australia, Indigenous people are now familiar with biomedicine
and use the Western health system, even if it is cast in an “Aboriginal” form in ACCHOs.
However, being able to think about disease in biomedical terms does not mean that this
has completely replaced other explanations, as the following section will show.

5.6 Young women and bush medicine
During the day I made bush medicine with Debra and Kathy, I was given a strong
opportunity to sit down and concentrate on the ways bush medicine is made and taught.
When we started making the bush medicine, I asked Debra some questions. As she did not
seem willing to say too much, however, I mostly just looked at what she was doing and
copied that. A reason why Debra might have been reluctant to give me much instruction
was that she was also learning. I did not realise this at the time, assuming that because she
is Aboriginal and part of Banatjarl she was already experienced at making the bush
medicine. As it turned out, this was not the case, and so together we were going through
this journey of apprenticeship. I was also to be after this woven into the kinship family, and
Debra was to become my classificatory sister later in the day. Together we were being
taught by our classificatory mother: Kathy. It was thus an important day for the research,
but also for my wider embeddedness into the community I was studying.
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Traditionally, in Aboriginal cultures learning happened by observing and copying, rather
than through explicit instruction (J. Atkinson, 2002, pp. 20, 157; Kaberry, 1939, pp. 64; 7174; O'Shannessy, 2011, p. 112). An important aspect of knowledge transmission was the
relationship between older and younger people (Merlan, 1998, p. 107). Typically, a junior
person would observe and imitate a senior person. However, changes in the way that
people live their lives have changed the way of teaching. Focusing on the changing context
of Katherine town life, Merlan (1998, p. 102) noted twenty years ago that Aboriginal people
were learning in two different ways, depending on the way they grew up. For people who
grew up in what she calls “traveling mode”, shifting between camps and traveling the
country on foot, learning happened as described above, by “observation, imitation, and
internalisation of ways of doing things”. On the other hand, people who lived a more
sedentary life in one place understood Aboriginal culture in a more objectified and
explicitly teachable way.
Much of Kathy’s teaching was based on demonstrating rather than direct teaching, and she
often did not respond to my direct questions. Nonetheless, there were times when she
would explicitly teach me things. An example of this are the times we sat down at her
daughter’s house for lessons in kinship, with Kathy writing down the skin names and
drawing the relationships between them, as well as teaching me the correct pronunciation.
At the same time, she also taught me during everyday life, as whenever we were around
other people she would always point them out to me: “That is your auntie. That is your
sister”, and so on, in the same way that Aboriginal children are often instructed.
The young women in this research were raised in fixed environments. They might have
moved from one place to another during their lives, and visited other places occasionally,
but overall they lived in one place. Nonetheless, reflections of the two ways of learning can
be seen in how they conceptualised Aboriginal culture and learned about aspects of it such
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as bush medicine. In Chapter 2, I described how young women could broadly be divided
into two groups with regard to their Indigenous identity. Those for whom their Indigenous
identity was unquestioned learned about bush medicine from their family and Elders, often
as an implicit part of everyday life, and from when they were children. It was used for
health, for example Aleisha said that when she was sick, her mother always gave her bush
medicine. She described the process as follows: “That’s what you have to do, get the
leaves, put on warm bath, and put all the leaves in there and turn brown and, when it turn
brown that’s the bush medicine. And it makes, you just sit in there for hours. Make you
better.” Learning occurred when family members took the young women out bush to
collect bush medicine:
Mascha: Who has been teaching you?
Alexis: My grandmother. My mum’s mum. But she’s passed now. Every time she’s
just tell me like, we go for walks looking for bush plum when it’s rainy season. So
show the trees and that, like what’s bush medicine. Um, so that’s how I learned …
From when I was a kid.
Most of the young women who had learned about bush medicine in this way did not give
any specific reasons for wanting to learn about it; it was a natural part of their upbringing.
A lot of this learning took place in remote areas. Young women who came to Katherine for
schooling had usually learned in this way in their home communities. For others, who lived
in Katherine, it was a more limited part of their life as they only learned about it or used it
during holidays, when they visited their homelands. An example of this was Brianna, who
was born in a remote community but had lived in Katherine since she was a child. When I
asked her about bush medicine and traditional healing she noted that she sometimes used
it “when I go visit, my families… that’s on holidays”, but when she returned to Katherine, it
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was “not really” a practice she was involved in, stating that “there’s not much around here
anyways.”
Informants with more ambivalent Indigenous identities learned about bush medicine in a
different and much more explicit way. They mainly learned about it on culture camps,
which were an opportunity to learn about Indigenous culture in Australia. Although they
identified themselves as Indigenous, these particular informants were learning about bush
medicine in a similar way as non-Indigenous residents and tourists: second hand and
without the deep inside knowledge of the local Indigenous community. For them, bush
medicine was not something they used primarily for health or as a part of their everyday
life; it was part of the culture and therefore they felt that as an Indigenous person they
needed to learn about it.121 They often expressed an explicit desire to learn about bush
medicine and other aspects of Aboriginal culture.122
Although most young women claimed to have some familiarity with bush medicine, their
actual knowledge about it was less certain and ambiguous. They could rarely identify or
describe the use of certain plants:
Mascha: So do they teach you about bush medicine?
Bridget: There’s this thing, green, with spikes. They used to use it on dogs as well.
Mascha: What do you use it for?
Bridget: To rub on sores. We have it in front of the house.
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Similarly, when bush medicine is sold for example at Barunga Festival, it is sold more as a cultural
product than as a medicine.
122

The place of bush medicine in either the domain of health or culture is further elaborated in
Section 5.8.
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Mascha: So what have you used or what do you know? Can you tell me something
about it?
Julia: I know some, like bush medicine. It’s like … There’s like, ehm, some, like
plants that’s good and good for collecting and boiling with hot water and like
bathing in it.
Mascha: Bathing in it?
Julia: Bathing in it.
Mascha: Yeah. So what do you use it for?
Julia: Um, like there are different, um, different plants that are for different um,
sicknesses. And sometimes we, there’s the um, bush tucker. It’s good for sickness
as well.
Even the young women for whom learning about bush medicine was a natural part of their
upbringing still demonstrated limited knowledge about and experience with it. Some of
those in the research initially gave the impression that they were knowledgeable about it,
but further questioning revealed that they had very little experience with the actual
preparation of bush medicine:
Mascha: Do you know much about bush medicine, and, traditional healing?
Alexis: Yeah.
Mascha: Yeah?
Alexis: I know a lot (talks softly). …
Mascha: Do you make the bush medicine as well?
Alexis: No I haven’t made it yet.
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Mascha: You haven’t made it? … So have you ever watched [your grandmother’s
sister] make it?
Alexis: Nah. My other nanna did.
Mascha: So have you been using it, as well?
Alexis: Yeah! My mum always gets them. She gets the flu ones, the rub. You rub it
in your chest and that.
Mascha: So you’re going to learn how to make it, yourself?
Alexis: Yeah I’d like to. When nanna’s free [laughs a bit].
After Alexis told me “I know a lot” I was excited and thought I would finally hear some
more concrete information about specific bush medicines, so when she said that she had
never made it, I was somewhat taken aback, as this was not the answer I was expecting.
Alexis seemed a bit uncomfortable admitting that she had never even seen her
grandmother make it. When Alexis was younger, her mother’s mother had started teaching
her about bush medicine, taking her on walks to look for certain plants and trees. This
grandmother, however, had passed away which had inhibited Alexis’ further learning.
Alexis was hoping to learn from her mother’s mother’s sister (the nanna she refers to in the
last line of the excerpt), but it was not an opportunity that was concrete or automatic.
Although her mother sometimes gave her bush medicine, this was pre-made by others.
Alexis, as well as Brianna, noted that learning about bush medicine happens mostly from
grandparents.123 They noted the importance of the older generation: “The Elders make it
for us, tell us about it, give it to us. Without Elders we wouldn’t have it.” Notably, the most
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Although in addition to grandparents, parents can also have an important role in teaching the
younger generation (Palmer, 2016, p. 124), particular circumstances in Alexis’ family made her more
reliant on grandmothers to learn about traditional medicine, and her brother to learn about healthy
eating and fitness. The relationship with her mother was often difficult, and her mother had her own
life issues to deal with.
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precise and confident description of bush medicine came from Sarah, who mainly identifies
as non-Aboriginal, but who had grown up around Aboriginal people. When I asked her
whether she had learned about bush medicine, she replied:

I know Dumbuyumbu. That’s like, it’s a tree that you can make tea out of it, you can
make everything out of it. And they still do it, I think that’s the most well-known,
that everyone knows. It’s like um, it’s a bush medicine that’s, it’s like tea. But you
can make ointment cream out of it, and everything. And when I had chicken pox,
my nanna actually got a huge bath tub. Like and she actually dragged it inside and
put it in the shower, huge. And she went and boiled, the tea leaves, and it’s actually
just tea. So I actually just soaked myself in tea for like three days. And it stopped
the scratching. … Yes. So like, that worked.

Although Sarah usually identified herself as a non-Indigenous person, she had learned
about bush medicine in the implicit way as part of her upbringing, using it for health, rather
than learning about it in an explicit way as culture. Later in the interview she talked more
about Dumbuyumbu, sharing her knowledge of where particular trees grew and how they
were utilised. She also enthusiastically told me that she had seen “soap trees” in Katherine,
noting that there were many of them growing near the Arts Centre. In regard to the soap
tree she noted:

And we know bushes that, we have like a soap bush. It’s like we have our own
antiseptics kind of thing, which I thought was really cool. There was actually, at the
Arts Centre, there’s lots of them everywhere there. I went to the Arts Centre the
other day to watch a hip-hop thing, and I was kind of like, ‘I haven’t seen those
trees for ages’. So I was kinda like, “The soap tree!” And then there was this kid,
that was eating, ‘Oh I’m eating bush food’, or something. And I was just like, “I
hope he’s not eating the soap.” Coz it’s like a sponge, and if you put water towards
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it and rub it [rubs hands together], actually it’s soap. So it soaps up and it’s real
sticky kind of thing. So it’s like, a sponge and antiseptic and soap all together. They
love billabongs and stuff. I was actually wondering how it stayed alive. They must
water it a lot. Coz they’re usually right next to water. Like they say when you catch
fish – after you catch fish, you go and like, get the soap and, to wash yourself.
There were some older and younger participants in the research who had no tangible
knowledge of bush medicine and traditional healing. Although they did not always provide
it as the reason for not knowing about it, it was noteworthy that they usually had a mother
or grandmother who was part of the Stolen Generations.
Bush medicine differs per region. One instance when this became clear was when I was
talking with Brianna. She said that she did not use much bush medicine in Katherine, and
that there was not much of it around. However, she noted that different Indigenous
peoples such as Alawa people (her family’s language group and country) differed in their
bush medicine use from those in Katherine: “We come from different tribes … Different
tribes, different medicines”. This was reflected in other participants’ experiences: Sarah
was the only young woman from the Marra region, and the only one who mentioned
Dumbuyumbu124, and none of the young women in Katherine mentioned Marangmarang,
and yet, in Ngukurr it was known by most young people (albeit by a different name). In
contrast to the young women for whom bush medicine was a part of daily life, and who
acquired regional-specific knowledge about it, the young women who learned about bush
medicine and culture at the camps usually acquired knowledge from various language
groups and not necessarily local knowledge.
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Dickson (2015, pp. 277-279, 305) found Dumbuyumbu to be the best-known bush medicine
among young people in Ngukurr. Young people in Ngukurr also had some knowledge about the soap
tree.
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That some in this research claimed little knowledge of bush medicine can partly be
explained by the fact that acquiring this knowledge and the authority to speak about it
comes with age (Dickson, 2015, p. 37). Informants often referred to other people when
talking about bush medicine and traditional healing. For example, when I asked Tamara to
elaborate on what happened when she got smoked at the camp, she explained why it was
done and mentioned singing, but then she said that she would have to speak to her
grandmother about it, rather than further explain to me what happened when they
smoked her. It is possible that at least some of the participants will learn more and speak
more confidently about bush medicine and traditional healing as they get older. Moreover,
those learning about it as culture rather than a way of life generally started learning about
it in their teenage years rather than from early childhood, and may have only recently
acquired a bit of knowledge on the subject. Research that compared younger and older
generations in Ngukurr with regard to bush medicine found some decline in both expressed
knowledge and actual practice, but emphasised that beliefs around bush medicine were
still salient and that knowledge and use was still greater than previous research indicated
(Dickson, 2015, p. 351). Although I have not made a similar comparison for Katherine, there
is potential for research to explore intergenerational differences within this community as
well.
With the changing form of bush medicine in Katherine, a distinction needs to be made
between the practice of harvesting and preparing bush medicine, and the use of it. Some
Aboriginal people in the Katherine region prepare bush medicine themselves. For example,
Jocelyn told me about a plant she uses for her children who have asthma, wherein she
places the plant in their pillowcases which helps them to breathe. However, several
participants from both the town and the surrounding communities referred to Banatjarl as
the place where they get it, and did not refer to any collection or preparation of bush
medicine in the community or town itself. They commented that access to bush medicine
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in town is limited. If bush medicine is acquired from other people or organisations, a
decline in preparation, although indicating a decline in individual ability to prepare it, does
not necessarily signify a decline in usage.

5.7 Health systems and culture
The responses to the two women getting sick during the Stolen Generation Camp showed a
multitude of health beliefs. Both natural and supernatural aetiologies were drawn upon.
What stood out was that the women did not talk about supernatural causes of illness until
the paramedics had left. There is a history of these beliefs, and the concomitant use of
traditional healers, being suppressed. In missionary times, traditional healing was generally
not allowed. The missionaries often emphasised that Christian beliefs and a belief in
traditional healing cannot coexist (Reid, 1983, pp. 74-76, 128). According to Kathy, who is
very religious, the missionaries made people believe that traditional healing was from
Satan, so people stopped doing it. She herself does not believe this. For her, as for many
Aboriginal people, these beliefs are not mutually exclusive.
Although missionaries are a historical remnant, there are new forms of knowledge which
are taken as being most beneficial within the country: biomedicine. Some Indigenous
people commented on the lack of recognition for traditional healing. For example, an
Aboriginal Health Practitioner told me that traditional healing was not practised in
Katherine, even though healers are still around, as “medicine men are scared for Western
law, and doctors do not want it.” A perceived opposition from medical practitioners to any
treatment that is not scientifically proved is common (Stevenson et al., 2003). Brad, an
Indigenous man who worked for one of the social services in town, also noted a degree of
secrecy around traditional healing:
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Like you get long grassers here that sort of live out, maybe they are doing their sort
of self-healing whatever and traditional thing, like especially the old people. … If it's
going on, I don't hear of it. I know it could be hush-hush. It could be like a hushhush thing.
This is again a good example of how traditional medicine was not recognised and openly
practised like biomedicine was. Suzan told me that it is not exposed to the general public
and that she saw it as a privilege to learn about it, confirming that Indigenous people often
kept this part of their culture to themselves. Several people focused on Central Australia as
a region where there is more recognition of it. The Aboriginal Health Practitioner
mentioned above also told me that “in Alice Springs, they still have medicine men. They
work together with the doctors.” Although it seemed that over time the traditional
Aboriginal massages at the Katherine hospital were becoming more prevalent, when I
talked about it with Kathy her focus was still on that it happened much more in Alice
Springs.
The Australian government has not been taking much interest in traditional healing
practices, as evidenced by the lack of attention to it in reports about Indigenous health (Li
et al., 2007; Li et al., 2011; Tay et al., 2013). I also found limited interest in it by researchers,
service providers, and the general public.125 When I started my initial consultations with
service providers, who were mostly non-Indigenous but included a few Indigenous people,
hardly anyone talked about bush medicine or traditional healing. At the start of my
fieldwork I did not ask specific questions about it, as I was aiming to find out what issues
were important for my informants, rather than coming into the field with my own
preconceived categories (Bernard, 2011, p. 156). I had expected that as a student in
anthropology, a profession that is known for looking at aspects of traditional culture such
125

Section 5.8 notes the non-Indigenous interest in traditional medicine.
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as traditional healing and bush medicine, people might be inclined to tell me about how
things were traditionally, rather than changes brought about over time. To some extent
this proved correct. People often told me that I should visit more remote places, so I could
see “real” culture. With service providers, however, I did not find this to be the case. They
were more interested in getting me to find out how to get more Indigenous young people
to their services. When I started talking with Indigenous people who were not service
providers, bush medicine and traditional healing still did not seem part of the rhetoric
about health. I told people about my research and often had informal conversations with
young mothers at Good Beginnings about health and use of services. For example, they
would tell me that later in the day they were going to Wurli to get immunisations for their
son, that they missed the playgroup the previous week because they went to hospital to
get a boil on their daughter’s head removed, that they developed diabetes during their
pregnancy, and that their son may have attention deficit hyperactivity disorder. I also
noticed at one of the playgroups that the young children loved to “play doctor”. They
would listen to my heartbeat with a stethoscope, use a play medical instrument to look in
my ear, pretend to stick a needle in my arm, and so on, but they never “played traditional
healer”.126 During one of the service provider meetings it was said that an Indigenous
woman working for Flinders University “has been assisting the Banatjarl Strong Wimuns
Group ladies with bush medicine.” This was the only mention of bush medicine during the
entire time that I attended these meetings.
Stoner’s (1986) interpretation of medical pluralism states that there is some overlap in
systems, and that health care providers cannot strictly be divided in one or the other sector
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I did not include specific questions about traditional healing in my interview guide for youth.
Topics included the services that people had used, self-treatment, and ideas about health care in
general (biomedical/traditional medicine, value of health care, medications), expecting that it would
be mentioned there. I conceptualised traditional healers as a form of health care service, according
to Kleinman’s model (1980, pp. 50, 59-60). Yet, people did not perceive them as (health) “services”,
rather understanding them as being in a completely different field.
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of the health care system. Although this is true in Katherine in many ways, this way of
considering health systems overlooks power differences between them. Another issue is
whether one looks at the level of the system, the practitioner, or the users.127 In Katherine,
the systems and practitioners are mostly separate: biomedical practitioners do not
incorporate Indigenous medicine, and traditional healers, although they draw to some
extent on biomedical explanations, cannot incorporate biomedical techniques. In Australia,
although Aboriginal Health Workers are always Aboriginal people, and in that sense they
cross the boundary between “cultures”, they work in a biomedical way and do not do
traditional healing, at least not within the context of their jobs. Although there have been
marrnggitj (traditional healers) who have been trained as health workers (Reid, 1983, pp.
62-63), this seems uncommon and the two roles do not necessarily have much in
common.128
When biomedicine started to spread, it was believed worldwide that it would replace
traditional healing practices (Lock & Nguyen, 2010, pp. 61-62). Initially, medical
anthropologists advocated for more acceptance of traditional healers in primary health
care (Janes, 1999). In some countries, this integration can be seen. For example, McMillen
(2004) describes a healer in Tanzania who not only works closely together with hospital
staff, but whose plant medicines are actually dispensed by hospital staff. She describes
biomedical practitioners who “recognise the value of healers not simply as trainable village
health workers but as people with unique contributions for expanding health services in
ways that biomedical physicians cannot” (McMillen, 2004, p. 900). Another example of this
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An example of pluralism at the levels of both practitioners and patients is Obermeyer’s (2000)
study of child birth in Morocco. Pregnant women integrated local and biomedical health beliefs, and
used traditional healers and biomedical facilities interchangeably. At the same time, medical
personal adopted some traditional beliefs and practices, while traditional healers acquired some
biomedical knowledge and procedures.
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A different situation approach was found in a primary health care clinic in South Africa, where
traditional healers were encouraged to work within the biomedical paradigm, and often trained to
be community health workers (Digby & Sweet, 2011).
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kind of medical pluralism is a study in Morocco which found that both traditional healers
and clinic personnel such as nurses integrated some of each other’s practices and
knowledge in their own practice (Obermeyer, 2000). This is still somewhat anomalous. It is
more common for healers to incorporate aspects of biomedicine (for example, in
Guatemala lay pharmacists administer injections) than for biomedical doctors to
incorporate indigenous healing practices (Cominsky & Scrimshaw, 1980; Digby & Sweet,
2011; Russel, 1984). Healers are often open to working together with doctors, and consider
their respective practices to be complementary rather than competing. A different kind of
integration is legitimisation by the government. For example, in Tibet training and practice
of Tibetan medicine has been professionalised and brought under government control
(Janes, 1999; Wang et al., 2015). In other places, the two types of health practitioners stay
separate. In the Philippines, there was no integration of traditional healing and biomedical
practices; healers and doctors, as well as community members, preferred it that way
(Islam, 2005). A comparable complementarity, where the beliefs and practices stay
separate, was found in Indonesia (Hunter, 2001).
Rather than conceptualising Australia’s health care system as a pluralistic model, which has
the connotation of all sub-systems being relatively equal to each other, Baer (2008) argues
for a plural or dominative model, in which biomedicine is dominant. In Australia’s
dominative medical system, biomedicine is at the top of the system, followed by fullylegitimised and semi-legitimised professionalised heterodox medical systems and then
marginal heterodox medical systems. These are followed by religious healing systems, with
folk healing systems, including Aboriginal medical systems, at the bottom. Aboriginal
Medical Services are not mentioned in this model. Underlying the idea of the dominative
medical system is the view that medical systems are a reflection of society, medical
subsystems being aligned with racial, class, and gender subgroups of society (Baer, 2008).
The marginalised position of Aboriginal people in Australian society is clearly mirrored by
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the lack of recognition for their healing systems. The dominant status of biomedicine over
other medical systems is promoted by governments through legislature, funding, and
licensure (Singer & Baer, 1995, p. 68). Only biomedicine and fully-legitimised
professionalised heterodox medical systems have statutory recognition. Biomedicine is
further strengthened as the state finances it more than other types of health care, both in
terms of education and paying for health care provided. Banatjarl, like many services in
Katherine, was often dealing with funding difficulties. Despite their role in health, they
were not classified as a health organisation like ACCHOs. Kathy’s massage in the hospital
was not paid for by Medicare or private health insurance. Moreover, local knowledge such
as possessed by Banatjarl was generally regarded as opposite to “evidence-based”. With
the current push for evidence-based practice, this gives some indication as to how
Indigenous medicine and health practices are being incorporated into the Australian health
system: not even minimally. It might be interesting, it might be a culturally fascinating
experience, it might even be a good school excursion for middle class students to
Aboriginal townships, but as a system of knowledge, health and well-being, it is not taken
seriously at that wider national level.
Although this has negative consequences for the continuation of bush medicine and
traditional healing, integration of traditional medicine with biomedicine and more
involvement from the government can be challenging and problematic. This is due to
different underlying epistemologies, different ways of measuring efficacy, and status issues
in professionalisation (Janes, 1999; McMillen, 2004). A risk is that traditional healing will be
measured according to Western scientific standards, where it should have generalisable
effects and is likely to lose its social meaning and epistemological basis in a particular
context (Lock & Nguyen, 2010, pp. 65-66). In Australia, the fact that traditional healers do
not receive any professionalised training or licensure may to some extent be favourable. If
they did, it would put them at the bottom of the Western system rather than getting the
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respect they have in their own system. The way bush medicine and wider ideas about
Aboriginal health are often viewed by the wider society was clearly expressed by a nonIndigenous service provider in the following conversation:
Mascha: Did you learn anything about Aboriginal health here or during your
studies?
Brittany: I learned a bit about it during my studies. We learned that the Aboriginal
health system is very backward. In the communities, there’s no proper hospital.
They don’t have the knowledge about health.
Mascha: Do they tell you anything about how Aboriginal people see it?
Brittany: Like bush medicine?
Mascha: Yes, for example.
Brittany: It’s Sydney. They don’t trust bush medicine.

5.8 Traditional medicine: health or culture?
Earlier in this chapter I demonstrated the ways bush medicine is understood by some
primarily as a health practice, while for others it is strongly tied up to identity and culture.
Other researchers in Australia have also found that people did not always use bush
medicine, but still regarded it as part of the cultural knowledge (S. Saggers & Gray, 1991a,
p. 57). Bush medicine is often regarded as better than Western medicine, even if people do
not always use it. This is more an expression of Indigeneity than about efficacy (Saethre,
2009; 2013, p. 110). An extension of traditional medicine into the culture domain can be
seen in various countries, often in contexts of economic inequalities and discrimination
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(Janes, 1999). Culture or tradition becomes linked with political identities (Lindstrom,
2008). The focus on tradition invokes connections to a precolonial past. The invention of
tradition has been defined as “a set of practices, normally governed by overtly or tacitly
accepted rules and of a ritual or symbolic nature, which seek to inculcate certain values and
norms of behaviour by repetition, which automatically implies continuity with the past”
(Hobsbawm, 1983, p. 1). It is clear that the way Kathy has adapted her work as a traditional
healer contains elements of inventiveness. This, however, does not mean that her healing
is any less real or authentic. Cultural change is normal: humans are constantly shaping their
environment, transforming previous views on knowledge and bringing new forms of
knowledge into being. There is some continuity in that the change does not come out of
nowhere; it is always based on something already existing (Hobsbawm, 1983; Lindstrom,
2008). These changes have always taken place, although they have intensified now that
Indigenous people like Kathy are living in intercultural town contexts, are able to travel by
plane to attend international conferences, and use the internet to share information, and
are thus able to draw on many other knowledges and practices. The focus on traditionality
and its link with identity is in fact a contemporary development, a response to the
intercultural environment.
The partial shift in domains is accompanied by a shift in how and what knowledge about
bush medicine is transmitted. In terms of Kleinman’s (1980, p. 50) model, traditional
healing can be understood as part of the folk system: there are specialised healers with
knowledge and skills that are not widely shared in the community. 129 In many countries,
bush medicine is part of the knowledge of traditional healers (see for example McMillen,
2004). In Australia, on the other hand, bush medicine is better conceptualised as being part
129

It needs to be noted that sometimes “lay people” are conceptualised in opposition to medical
professionals, for example in Senior’s (2003) work which opposes lay people to health workers at the
clinic. Since traditional healers have specialist knowledge and skills, I do not classify them as lay
people in this sense.
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of the popular sector: it comprises non-specialised knowledge of home remedies that lay
people have (Berndt, 1982, pp. 131-132; Scarlett, White, & Reid, 1982, p. 167). In the past,
knowledge about bush medicine was held by everyone, transmitted within the family, and
preparation and use of it happened in the popular sector as self-treatment. During my
fieldwork in Katherine I observed that it was becoming more institutionalised as culture.
For Kathy, “preserving and spreading the culture” is important and something that she did
for example through the bush medicine workshops with Banatjarl. Banatjarl also took
younger women out to their gardens to learn about bush medicine, which was not only for
practical application, but also as a way “to keep the culture strong.” Several women
commented that their children learn about bush medicine through Banatjarl. Bush
medicine was also being acquired through Banatjarl; knowledge about it was held by fewer
people and it was being transmitted in a more professionalised way such as during
workshops. Hence, it was increasingly becoming part of the folk sector.
Not only Indigenous young women learned about bush medicine and traditional healing; so
did outsiders. Kathy’s work with non-Indigenous people was a part of her practice that was
unusual compared to most healers, although there are cases of healers worldwide who are
doing this as well (Russel, 1984; Steyn, 2003). I will present four short examples of Kathy
treating non-Indigenous people or having them involved in making bush medicine.
The first one was Robyn, who had cancer. When Kathy had initially told me that she was
treating someone with cancer, I had expected an Indigenous woman. Robyn, however,
turned out to be non-Indigenous. She had come up from Down South to spend a few weeks
with Kathy and get treatment from her.130 Kathy’s treatment consisted of a bush medicine
made from green ants, a lemongrass treatment, and massage. Robyn had a health
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Robyn and Kathy had met at a conference, and were also collaborating on sharing knowledge
about early childhood and intergenerational trauma.
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professional background, and additionally she had an interest in alternative healing
strategies such as energy healing, crystals, and reiki.
The second example is Kathy’s non-Indigenous friend Evie. One afternoon when Kathy and I
were spending time at Evie’s place, Kathy gave her a massage. Similar to the massage in the
hospital, she put her jewellery aside so it would not interfere with the energy. Kathy
massaged Evie’s head, neck, and shoulders. The massage lasted for approximately 10
minutes, but afterwards Evie said multiple times that she felt much better, and that it felt
like she had slept for two hours.
The third example is of massages done in a more commercial way, such as at Barunga
Festival. The massages were advertised to festival visitors as “traditional massage”, and
people had to pay for it. One massage I observed Kathy do was on a non-Indigenous
middle-aged man, whose neck and shoulders she massaged. As usual, she used the
‘flicking’ movement to throw away negative energy.
The final example is from the bush medicine workshop after the NAIDOC March. The nonIndigenous people who attended the festivities included both people living in Katherine
and tourists. At some point during the morning while we were making the bush medicine,
we were joined by two twenty-something-year-old females. They were hitchhiking from
Canberra to Darwin and were having a break in Katherine. I had noticed them walk into the
complex as they stood out carrying their big backpacks and hula-hoops. When I first saw
them, they were walking behind my housemate, who later told me that they had asked him
about workshops, and he had directed them towards us. When they came over to us, they
asked me what we were doing. By then I had heard Kathy explain it so often that I felt fairly
confident to tell them about making the bush medicine. They sat down with us and helped
us, and stayed until the very end. They showed a lot of interest in the bush medicine,
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asking many questions. As we discussed, not many people, especially from Down South,
have any idea about all of this.
Several studies have been conducted about the New Age interest in indigenous healing and
spirituality (Aldred, 2000; Steyn, 2003). They describe New Agers as a broad movement of
people who are interested in personal transformation and spiritual growth, a connection
with nature, who often believe in psychic powers, and have an interest in alternative
healing. They are often disenchanted with the Western, neoliberal, commercial world they
live in, which they perceive as lacking community and meaning. They show an interest in
various indigenous traditions, often having a romanticised view of native peoples who they
perceive as being closer to nature, more community-focused, and more spiritual. I do not
know whether any of the non-Indigenous people who engaged with bush medicine or
traditional healing identify with the New Age movement, and I would not necessarily
describe them as such. It is difficult to determine whether people are New Agers as there is
no clearly defined membership, and many of their ideas have become accepted in the
mainstream. Nonetheless, some observations that have been made about New Agers are
applicable to the non-Indigenous people who expressed an interest in traditional medicine.
New Agers often show little interest in the socio-economic circumstances of the indigenous
people whose cultures they admire:
New Age interest in Native American cultures appears more concerned with
exoticised images and romanticized rituals revolving around a distorted view of
Native American spirituality than with the indigenous peoples themselves and the
very real (and often ugly) socio-economic and political problems they face as
colonized peoples. (Aldred, 2000, p. 333)
They only look at a romanticised part of the culture, and only acceptable or sanitised parts
(Steyn, 2003). This is relevant for visitors of cultural festivals. They might get involved in
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making bush medicine and watch a spear-throwing contest, but visitors are unlikely to see,
or want to accept, someone getting a spear through their leg as a form of punishment.
Some have little awareness of what the daily lives of Indigenous people are really like. At
the same time, there are exceptions, for instance someone like Evie who is a genuine friend
of Kathy. She is part of her daily life, and helps out where she can. The comment that New
Agers are more interested in an exotic culture that helps them escape their own
predicaments rather than giving practical help, clearly does not apply to her.

Conclusion
Traditional medicine is another way in which Indigenous young women do think about
health. This chapter has shown that despite a lack of information about it in the literature,
and despite the lack of public visibility, bush medicine and traditional healing were still very
much alive in Katherine. However, their form and roles had changed. This chapter included
ethnographic descriptions of preparing bush medicine and of traditional healing. Both
descriptions showed modernised practices, which exist alongside more traditional
practices. Bush medicine was made with some ingredients bought from the supermarket
and with modern cooking tools. Traditional healing sometimes took place in the hospital,
and was done on patients with Western diseases. Various influences from other indigenous
traditions could be seen. Apart from bush medicine preparation at home, it is often made
by Banatjarl at festivals, to show both Indigenous and non-Indigenous people.
My aim in researching bush medicine in Katherine has not been to create a pharmacopeia,
like authors such as Dickson (2015, Chapter 6) have done. Rather than bush medicine itself,
my subject area was informants’ knowledge about and experience with it. The variety in
where young women came from was reflected in their various regional knowledge about
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bush medicine. Overall, the young women in this study had limited experience with and
knowledge of bush medicine, but they found it important and wanted to learn more about
it. They could broadly be divided in two groups. One group learned about bush medicine in
an implicit way, as part of the health domain, from a young age, and from their families.
The other group learned about it in a more explicit way, as part of the culture domain, from
the teenage age, and more often through unrelated people or through organisations. In
older generations it was also seen that some people collected and prepared bush medicine
themselves, while others acquired it through Banatjarl.
This chapter went back to Angel’s scenario which was discussed in Chapter 4. In this
chapter, the focus shifted to comparing biomedical practitioners with traditional healers.
No clear hierarchy of resort was found, although to some extent there is a correlation
between types of illness and what type of care the young women would seek. Comparing
physical and spiritual illness, the young women said that a traditional healer can treat both,
while a doctor can only treat physical illness. Not aware of Kathy’s work on people with
Western diseases, they thought that traditional healers did not treat new or Western
diseases. Overall they had little experience with traditional healers, although they did used
them at times. A belief in spirits persisted, and was not incompatible with Christian beliefs
according to the young women.
In addition to individual decision-making processes around what type of health practitioner
to access, this chapter also looked at the system level. There are obvious power differences
between the biomedical system and traditional healing, as seen in the conceptualisation of
Australia’s health care system as a dominative medical system (Baer, 2008).
Conceptualising the medical system in this way draws attention to the power differences
between the biomedical (professional) and Indigenous (folk) system, not just the
differences in content. The description of the Stolen Generation Healing Camp showed how
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a continuing belief in supernatural illness causation may be hidden from medical staff. The
suppression of these beliefs and the healing that accompanies it is no longer done by the
missionaries but now continued by the medical system. That there are some efforts within
Australia to address this process was shown by the many people who commented that
traditional healing is more recognised in Alice Springs than in Katherine.
Overall, as far as there is any interest in traditional medicine by governments and the
general public, it is usually in the domain of culture. When bush medicine was sold for
example at the Barunga Festival, it was sold to mostly non-Indigenous visitors more as a
cultural product than as a medicine. It may be seen as having some relevance in ‘preserving
culture’ but not taken seriously as health. This also happens with some non-Indigenous
people taking an interest in “Indigenous culture”, and even happens with the Indigenous
young women themselves, who learn about it explicitly as part of their culture. It becomes
an expression of identity rather than health.
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Chapter 6: Services, policy, and the
social determinants of Indigenous
health
Introduction
During one of my interviews with Carmen, she made the following comment:
I think that we really do need to stop … like at the high school, I don't agree with
this but at the high school that I was going to for example, they would have
barbeque breakfasts and barbeque lunches every Friday but it was for Indigenous
people only. And for me, I didn't hang around with Indigenous people, I hung
around with white people. So for me, I felt in a way that I didn't come under that
category. So I felt ashamed of me going up there and taking food and stuff like that.
I think that they need to do it for everyone in the school, rather than just for
Indigenous people because a lot of times there are people that go without lunch
and things like that. … But yes, that's what I found when I was growing up and to
me, I was ashamed to go and get lunch from the barbeque breakfast just because I
didn't feel like I fitted in.
Several issues stand out in this comment. Carmen felt uncomfortable with the barbeque
food being provided only to Indigenous students. She notes clearly that other students
went without lunch as well, and felt that they should have been given food too. In addition,
the comment shows some ambivalence around Carmen’s identity. Because she had many
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non-Indigenous friends, she felt ashamed of taking on an Indigenous identity when it could
be seen as an advantageous identity. She felt like she did not fit in, and also felt like she
had to choose one identity over the other, rather than being able to feel both.
Under Closing the Gap, many services and programs have been implemented, as well as
specific funding allocated, to address the “disadvantage” that Indigenous people are
suffering from. This divides people into Indigenous and non-Indigenous, thus making these
identities salient. It has been common for non-Indigenous people in similar small towns to
comment on what they perceive as special and undeserved treatment of Indigenous people
(Cowlishaw, 1997, pp. 182-187). Ignoring the funding that is largely spent on nonIndigenous people, they complained about “anti-white discrimination” (Kamien, 1978, p.
80). When Aboriginal identities became more fluid in the 1960s, the idea that people chose
the identity that gave them the most benefits, i.e. that people chose Aboriginality for
financial gain rather than for other reasons, began to take hold (Carlson, 2016, p. 50).
When I conducted my research in Katherine, non-Indigenous people were often outspoken
against Indigenous-specific services and funding. However, it was not just non-Indigenous
but also Indigenous people who often spoke out against this. Like Carmen, they
emphasised that others may be in need of assistance as well. Carmen’s comment also
showed the complexity in “choosing” an identity, demonstrating the incorrectness of
assuming that Indigenous people will choose that identity simply for any benefits
associated with it. In addition to the specific programs and funding, Indigeneity becomes
salient in the emphasis that is placed on the delivery of culturally appropriate or safe health
care for Indigenous people (Australian Government, 2013, pp. 14-17; Commonwealth of
Australia Department of the Prime Minister and Cabinet, 2016, p. 46).
Health and identity are interrelated in the way that Closing the Gap approaches health and
its determinants. Closing the Gap uses a statistical approach focusing on gaps between
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Indigenous and non-Indigenous people, with the goal of equalising, or bringing closer
together, the outcomes for Indigenous and non-Indigenous people (Department of the
Prime Minister and Cabinet, 2018a). The effect of this approach has been that the
characteristics described as needed for a healthy life are those that can be compared with
non-Indigenous people. As Kowal (2008, p. 343) wrote: “To the extent that statistics
construct what we mean by “healthy,” the concept is strongly associated with having a
good income, a professional job, a high level of education, and owning a house. These
characteristics are racialized as White.” Being at the lower end of the gap, with nonIndigenous people taken as the norm, Indigenous people are defined by deficit, as lacking
something that non-Indigenous people have (Pholi et al., 2009). Burbank (2011) has shown
how lower outcomes on education and employment, as well as powerlessness in defining
their own lives and identities can lead Indigenous people to experience their Indigeneity in
a way that affects health negatively.
As described earlier, there are several issues that need to be considered when looking at
the social determinants of Indigenous health. The social determinants do not affect
Indigenous and non-Indigenous people in an identical way, nor do they affect all Indigenous
groups in a homogenous way. Especially the former is important in regard to the
determinants education and employment. Some social determinants are Indigenousspecific and cannot be compared to the general population. In this chapter, racism and
history and governance will be described as Indigenous-specific determinants. Duff (2014)
has argued against viewing the social determinants of health as distant determinants;
instead seeing them as part of local assemblages of health. Doing this shows how they are
experienced at the local level, and the various positive and negative ways in which they
relate to health.
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This chapter starts with a discussion around whether people in Katherine think that health
services and social services should be Indigenous-specific or open to everyone. This is
followed by an exploration of how mainstream social services in Katherine ensure cultural
appropriateness of their services, and how they construct ‘Aboriginal culture’ through
doing this. The chapter then discusses the social determinants and Closing the Gap goals
education and employment, followed by racism and history and governance. Throughout
the chapter, each topic shows Indigenous identities in a certain way, illustrating how
identities are rarely straightforward, and how identity in itself can contribute to or
negatively affect health (Burbank, 2011). The section on racism deals specifically with
interpersonal racism, yet other sections show how racism takes place on various levels and
circumstances, affecting health.

6.1 Health services for everyone
Aboriginal Medical Services address poverty as a barrier to access health care for
Indigenous people (Marles et al., 2012). Poverty, however, does not just pose a barrier to
service utilisation for Indigenous people. Irrespective of Indigenous status, people in
remote and rural areas in Australia access GP services less often than people in urban
centres (Schofield, Shrestha, & Callander, 2012). One reason for this is likely the cost of
services. A study comparing data from 1995-2001 (Young & Dobson, 2003) found that there
was less bulk-billing in rural areas compared to in cities, and higher out-of-pocket costs.
Moreover, these differences were increasing. Despite increases in rates of bulk-billing
since, a lack of access to bulk-billing services is still a barrier for some people for accessing
GPs (Walkom, Loxton, & Robertson, 2013).
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During my fieldwork, there were two mainstream GP services in Katherine: Kintore Clinic
and Gorge Health. Kintore Clinic offered bulk-billing, but only for concession card holders,
and Gorge Health did not provide bulk-billing at all.131 Since I finished my fieldwork, Kintore
Clinic has closed. Gorge Health moved into the premises of former Kintore Clinic, and some
of Kintore’s doctors continued under Gorge Health (Katherine Times 22 Oct 2015).
Medicare rebates are low compared to the prices of visits to Gorge Health, with a standard
visit incurring a nearly $50 out-of-pocket expense (Gorge Health, 2017).
Although I did not look at non-Indigenous use of health services specifically during my
research, there are indications that the cost of services provided a barrier to GP utilisation.
A newspaper article in the Katherine Times in February 2017 (Lynch, 2017) commented on
Katherine residents having difficulty to afford GP visits, stating that many were traveling
300km to Darwin or Palmerston to see a GP at bulk-billing clinics. The article also indicated
a small increase in patients who attended the emergency clinic at the local hospital since
Kintore Clinic closed. Additionally, some people had started going to Wurli and around 20%
of the patients at Wurli at that time were non-Indigenous. Wurli’s medical services director
emphasised, however, that they are focused on the Aboriginal community, and that they
will only see non-Indigenous people “on a one off, unless they have a direct link to the
Aboriginal community we won’t put them on the books.” (Lynch, 2017)
Whether non-Indigenous people could access Wurli often came up when I talked with
people about the cost of the other clinics in town, but most people were not completely
sure about it. Brad, an Indigenous service provider who said he always went to Wurli when
he needed to see a GP, because it was free, commented that he had seen tourists and older
non-Indigenous people go there. Because several young women stressed that Wurli should
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The fact that Kintore Clinic provided bulk-billing was not noted by participants, who regularly
commented on the high prices for GP visits at Kintore.
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be for everyone, I assumed for some time that non-Indigenous people could not go there.
Some of the young women were not sure about it either. For example, Carmen said:
They only made up the rule a couple of years ago. Anyone that had signed up
before that time, whether they were Indigenous or non-Indigenous were still able
to. It’s just when you sign up, people can’t, unless they’re Indigenous. So my
partner for instance, he can still go because he’s been going there since he was like,
I don’t know, a newborn baby. Whereas if you were to sign up, were to go there
now, I’m not too sure if they would refuse you coz I don’t think that they can do
that …
Jennifer, a non-Indigenous service provider, said the following:
Wurli – they’ve got some great initiatives as well. And I think Wurli, it’s really
important because Aboriginal people will go to the Aboriginal Health Services. It’s
really important to have some, we should have another service that’s equivalent.
At the moment, I don’t feel that we do. Because to go to Gorge Health or
wherever, I think it’s $80 a visit or something – I believe that should be – I mean, I
know in saying that, I can go to Wurli. That’s not really an issue either, I guess.
Overall, it seems that Wurli would accept non-Indigenous people as a one-off, or if they
had been attending their entire lives. However, they do not seem to encourage it and do
not want to accept them as regular patients. Another question is whether, even if nonIndigenous people are allowed to go to Wurli, they actually would. If there is a perception
that Wurli is only for Indigenous people, and non-Indigenous people are not made to feel
welcome, they might feel intimidated about going there. Although Jennifer said that she
could go to Wurli, it did not seem like she did or would, and it seemed like many other nonIndigenous people would not go there either. Sarah, who looks and mostly identifies as
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non-Indigenous, went to Wurli sometimes, but she had at times felt unwelcome and
discriminated there. She said that some administrative staff at Wurli did not treat her right
because they perceived her as non-Aboriginal:
Mostly the actual doctors and nurses were professional, they were good – but it
was the staff, like the … kind of the lower staff. The actual proper nurses and
doctors, they’re Aboriginal or white, they both act the same towards a patient. But
the people who are learning administration, kind of just – they don’t treat you
right. … But in the other place [Kintore] they have …. They’re not all white or all
black. So they don’t expect all Aboriginals to come in. They expect both. But in that
one [Wurli], they kind of expect only Aboriginals to come to it. And then when we
do, they act kind of surprised, like, “Why did you come here?” And offensive. So I
think it’s a mistake making just Aboriginal workers.
She felt that because she looks like a non-Indigenous person, she sometimes has to wait a
long time before being seen by a doctor when she goes to Wurli. Patients are being put on
a list in the order that they come in, and according to Sarah, she was often taken off the
list. She added that one of her friends worked at Wurli, and this friend would often make
sure that she was seen by a doctor: “I reckon if she wasn’t there, I wouldn’t like it because I
would have been waiting forever. And she always used to make sure that I got in.”
There was a strong tendency among Indigenous young women to express that Wurli should
be open for everyone. There were two main reasons for thinking this, which were
summarised by Jocelyn, an Indigenous woman who was also a service provider:
Services should be for everyone. To help everyone in whatever needs they, you
know. Whatever needs they need help in, I suppose. Because it shouldn’t be just
for Indigenous people. It should be classed as one – altogether. Because you get
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people, you know, what’s that word, you know that word won’t even come out of
my mouth, people are racist, you know, white people. “Why does it have to be all
about blacks?” You know, I’m talking what white people are saying. But it shouldn’t
be like that. It should be all as one. Well, all are human beings.
The young women, as well as service providers, often pointed out to me that there were
many non-Indigenous people of a lower socio-economic background in Katherine, who
needed to have the opportunity to access free health care. They insisted on not making a
difference by Indigeneity. For example, Alexis said about Wurli: “In my opinion, I honestly
think it should be for everybody. No matter what race”, and as echoed by Carmen: “I do
think that it does need to be, for more than just, Indigenous people. It doesn’t matter what
race you are, your health is always still important.”
Research in Bourke, a town with a similar population ratio of Indigenous to non-Indigenous
people as Katherine, showed that there is often racism underlying how services and
assistance to Indigenous or non-Indigenous people are publically viewed (Cowlishaw, 1997,
pp. 182-187; Kamien, 1978, p. 80). Special support for Indigenous people is looked upon
critically as undeserved special treatment. Those in this study also had this perception that
special services leads to racism and some said that they understood this. For example,
Carmen noted: “I think that I would be pretty racist too if I felt like I was getting left out and
I needed that service or whatever.”
When informants said that Wurli should be for everyone, they did not elaborate on
whether the service would be the same as it is now, only open for everyone, or whether it
would change in how it addresses people (i.e. whether factors of Indigenous-friendliness
would change). I tried to get Alexis to think a bit more about this, asking whether Aboriginal
people need a service that is specifically for them, because it ties in more with the culture
and because they might speak languages other than English. She said that that is a good
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question, apparently never really having considered it. She repeated what she had said
before, that “all health centres should be for all races”, but added that it does not matter if
it is run by an Aboriginal organisation. It seemed like she focused more on whether it was
“technically” open for everyone, than whether less tangible matters such as the space and
staff made it “open” for everyone. As Sarah’s experience shows, however, being formally
open to everyone does not mean that everyone feels welcome to use the service.

6.2 Social services for everyone
Under Closing the Gap, many services and programs have been implemented to address
Indigenous disadvantage (Department of Families Housing Community Services and
Indigenous Affairs, 2009). Since 2014, specific services and programs for Indigenous people
have been funded through the Indigenous Advancement Strategy (IAS) (Commonwealth of
Australia Department of the Prime Minister and Cabinet, 2016, p. 23).132 The underlying
idea is that there are differences between Indigenous and non-Indigenous people which
need to be equalised through the provision of special services and funding. This idea draws
on a binary between Indigenous and non-Indigenous people, where the standard
connected with good health represents a non-Indigenous middle-class life (Kowal, 2008).
Rather than emphasising this binary, in Katherine, both Indigenous young women and
service providers emphasised that services should be open to everyone.
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The IAS replaced over 150 individual programs with five streamlined programs: jobs, land and
economy; children and schooling; safety and well-being; culture and capability; and remote Australia
strategies (Australian Health Ministers’ Advisory Council, 2015, pp. 18, 154; Department of Health,
2015b, pp. 4, 34). The programs are targeted to address the social and cultural determinants of
health. The strategy supports the Australian government’s three priorities of improving school
attendance, getting more adults into jobs, and making communities safer. The implementation of
the IAS is coordinated through the Department of Prime Minister and Cabinet and involves regional
managers who work with local communities to enable the programs to respond to the needs and
priorities of individual communities.
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Focusing on closing the gap between Indigenous and non-Indigenous people gives the
impression that non-Indigenous people are doing well on all indicators and that nothing
needs to be done for them. People in Katherine, however, often commented that there
were many non-Indigenous people in Katherine who were of a lower socio-economic class,
had a low educational level, and experienced various problems. Many Indigenous young
women commented on the fact that “white kids struggle too”:
Coz my friend, she was, she moved from foster home to foster home, coz her
mother was an alcoholic. And that’s some of the, things that Aboriginal kids don’t
see, like they think just coz they’re white oh, they got a nice life, rich and that you
know. (Alexis)
As noted earlier, when Carmen talked about barbeque lunches at school she noted the
same: “A lot of times there are people that go without lunch and things like that. Just
because it doesn't happen to as many white people as it has to Indigenous people, doesn't
mean it doesn't happen to them.” Essentially, the issue is related to individual versus group
need. Statistics are about populations, and in that sense they say little about individual
persons (Tarran, 2015). Although Indigenous people as a group experience disadvantage
compared to non-Indigenous people, on an individual basis this is not always the case. The
consequences of this were shown in a conversation I had with Jennifer about Closing the
Gap. Although she thought the concept of addressing Indigenous disadvantage was good,
she had some doubts about how it was executed:
Jennifer: It’s actually created more racism. Yes, I think from listening to, especially
in Katherine, I guess, so many things have come out of the Closing the Gap
initiative, that it focused on Aboriginal health, when it’s a lot of white people sitting
back saying, ‘Well, what about us? We face these issues too. Our kids aren’t going
to school’.
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Mascha: Statistically they don’t [face the same issues].
Jennifer: Statistically they don’t, no. But individually - - Mascha: Yes, individually, yes.
Jennifer: And that is where I think it needed to be sold a little differently. And
better. It’s all in the wording. And I think out of that whole Closing the Gap, there’s
been some amazing initiatives like Clontarf and stuff, that’s come out of that, which
is just amazing. But I don’t think Clontarf necessary need to say “We’re Indigenous”
because they’re not. They’re for everybody. And I think that’s where that – it’s not
inclusive.
Joyce, another non-Indigenous service provider, expressed similar opinions when talking
about Closing the Gap: “Also, some programs, like Clontarf, the football thing, why isn’t
that open for other cultures? In my opinion that’s widening the gap. These programs that
other people cannot access, I understand the need but others could use that advantage as
well.”133
In addition to having specific services, some service providers commented on Indigenousspecific funding. Jennifer said that in her view, whether an organisation is Aboriginal or
non-Aboriginal should not make a difference when it comes to funding. Regarding a specific
project that several organisations in Katherine were working on, she found that some
organisations had the opinion that “It’s an Aboriginal problem, so we only want Aboriginal
people involved”. She stressed that she did not want to distinguish between Indigenous
and non-Indigenous in terms of funding and services:
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The Clontarf Foundation actually started in 2000 (Clontarf Foundation, 2016) and the fact that
both Jennifer and Joyce linked it with Closing the Gap might be related to the fact that the Katherine
Clontarf Academy programme opened in 2008, the same year that Closing the Gap was
implemented. It was also an example of a highly visible Indigenous-specific youth service in
Katherine.
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I believe that it’s for our youth and our community, so unless it’s everybody
inclusive in that, and we all play our part – I think we all, it is important for us all to
play our part, I don’t think we are going to get very much done if it’s a ‘them and
us’ attitude.
Indigenous-specific funding also went to mainstream organisations. The YMCA received
money from the Australian Federal Government as IAS funding. The manager said that she
did not like that name because of it sounding very exclusive: “I don’t think we need to
emphasise whether it’s for Aboriginal or non-Aboriginal. It’s about everybody having access
to a service.” In reality, some of the IAS funding was used to run the Boys and Girls Program
and Drop-in Night, which, although mainly attended by Indigenous youth, was open for all
young people. In the end, as the manager said: “it’s all just Youth Services”.
Equity in regard to youth-friendliness of services relates to whether services are friendly for
all young people, regardless of factors such as gender, cultural group, religion, or socioeconomic status

(Tylee, Haller, Graham, Churchill, & Sanci, 2007; World Health

Organisation, 2002, p. 25). The focus is generally on the exclusion of cultural minorities and
people of lower social classes. What was noticeable in Katherine was that some services
seemed to (inadvertently) exclude non-Indigenous people or people from higher social
classes, even when they were strictly speaking open to everyone. The Girls Program and
the Drop-in Night at the YMCA were open to all youth, but the vast majority of young
people who frequented these programs were Indigenous. It had never been the goal of the
YMCA staff to construct an exclusively Indigenous space, it has just happened this way. A
staff member expressed that:
I think there’s a, almost a consensus that, Indigenous and lower socio-economic
kids would come here, whereas the other kids tend to not come here. ‘The naughty
kids’ or ‘the black kids come here’ is the general consensus.
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She worried that other young people did not feel welcome and consequently felt very
happy when a high achieving Indigenous girl came to the Girls Program:
I think Mia was the first one really. Like that she sort of come along – I mean, she’s
Indigenous but she’s really thrown that in the sense that she’s a straight-A student
and never really been in any trouble with anything in her life and she still comes to
Girls’ Program. … So that was really good for me because that was like that whole,
‘Okay, it is welcome. Everyone is welcome.
At Good Beginnings, staff members also pointed out that they were not just there for
Indigenous people. Some service providers, such as Brad, emphasized helping out the
underprivileged: “no matter if you’re Indigenous or non-Indigenous”. Other staff members,
however, such as Nathalie, said that the playgroups are open to everyone. She stressed
that the playgroups attract a mix of people: those who are doing well but also those who
are struggling.
The young women themselves also wanted social services to be open for everyone. Like for
health services, they identified that everyone could benefit from the services. Additionally,
they related it to mixing with non-Indigenous peers. Since the social services offered group
activities, they provided an opportunity to mix with a variety of people. Tamara said clearly
that having the opportunity to meet different people was one of the things she liked about
the Girls Program. Alexis commented specifically that she did not like to see services
separate for Indigenous and non-Indigenous youth:
Mascha: With the Girls Program, I don’t know what it was like when you were here,
but now, I think all the girls that come, are Indigenous?
Alexis: Ah yeah.
Mascha: Do you think there should be more white girls coming?
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Alexis: Yeah. I really don’t like, because I’m Aboriginal and I’m part [European] too.
I’m mixed, as they say. But, when it comes to race and all that, I don’t like to see
black and white separate. I really don’t like that. I mean, what I learn from music
and all that is that race shouldn’t really matter, you should respect each other for
what we really are. When it comes to like racial, like black and white I don’t like it. I
really don’t like it. I’d like to put all girls together, no matter what colour you are,
no matter what race.134
A final issue regarding services being open to everyone relates to multiculturalism.
Australia can be understood as having three population groups with different relations to
the nation-state, namely settlers, immigrants, and Indigenous people (K. Anderson, 2000).
These three groups are, however, rarely discussed together, rather a division is made
between the migrant and Australian society binary, and the binary of Aboriginal versus
mainstream Australia (K. Anderson, 2000). Dividing people in Indigenous and nonIndigenous, as happens when focusing on Indigenous-specific services or Indigenousfriendliness of services, means that people from a wide variety of cultures are lumped
together as being non-Indigenous. That this is not a good reflection of the population of
Katherine was often pointed out to me by service providers. They emphasised that
Katherine is multicultural, and does not just consist of Indigenous and non-Indigenous
people.
Although service providers talked about ways in which their services were Indigenousfriendly, people working at the YMCA and Good Beginnings put a lot of stress on their
services being open to all. When I asked Good Beginnings staff about working in a culturally
friendly manner with regard to Indigenous people, they emphasised that they are culturally
134

Music also played a uniting role at the Barunga Festival in 2018. Indigenous singers from Taiwan
shared the stage with Aboriginal rap groups, who sang in tandem and expressed their battles and
concerns as being global. The main sentiment was that indigenous people from around the world
are in it together.
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friendly and respectful to all cultures: “Good Beginnings is always there to help. No matter
what race you are.” (Brad). The playgroups were always attended by people from several
different cultures. Brad said that because they cater for all cultures, they employ a
multitude of different people. As an example he noted that they had a staff member from
Nepal; a beneficial quality in his perspective. Another person working at Good Beginnings,
Anya, also talked about this staff member when I asked her about how she, as an
Indigenous person, works together with non-Indigenous colleagues: “Anita is from a
different country altogether, so she asks lots of questions. I just ask her, how did you do it
in Nepal? So we are learning from each other, learning together.” Jocelyn commented on
learning about various cultures and people, and added that this did not just concern
Indigenous cultures, but all cultures. Although non-Indigenous attendance at the YMCA
activities was somewhat limited, they had some children from refugee backgrounds as well
as Asian migrants attending their youth activities.

6.3 Culturally appropriate services
Closing the Gap and the National Aboriginal and Torres Strait Islander Health Plan 20122023 articulate the importance of culturally appropriate or safe health care for Indigenous
people, for it to be effective in improving Indigenous health (Australian Government, 2013,
pp. 14-17; Commonwealth of Australia Department of the Prime Minister and Cabinet,
2016, p. 46). It is, however, rarely made explicit what these terms mean and what this goal
should look like in practice. For example, cultural safety is defined as follows: “Provide care
in a manner that is respectful of a person’s culture and beliefs, and that is free from
discrimination” (Department of Health, 2015b, p. 53). Indicators for cultural safety are
listed as discharge from hospitals without medical advice and equitable access to clinical

265

care (Department of Health, 2015b, p. 11). This raises the question how cultural
appropriateness is enacted in practice within services. One of the main strategies to
improve cultural appropriateness of services that was identified by service providers in
Katherine is through cultural awareness courses for staff members. This section starts with
a description of cultural awareness courses and similar ways of learning about Indigenous
culture. The second half of the section describes how service providers understand and
work with Indigenous culture.

6.3.1 Cultural awareness courses
Various ways of learning about Indigenous “culture” have been implemented for health
professionals and service providers working with Indigenous people. One of the main ways
is through cultural awareness courses. These courses draw on the idea that service
providers lack knowledge and understanding about Indigenous culture which leads to them
having negative stereotypes. It is believed that providing them with “correct” information
about a culture will undo this and lead to recognition and understanding (Kowal, Franklin,
& Paradies, 2013). A variety of concepts have built on the notion of cultural awareness.
These include terms such as cultural reflexivity, cultural sensitivity, cultural competence,
cultural proficiency, cultural capabilities, cultural respect, cultural congruence, and cultural
safety (Phillips, 2015, pp. 37-39). Although some of these terms are used interchangeably,
there is generally an assumption of linearity from awareness to sensitivity to competency.
Progress from one level to the next is achieved as practitioners build their knowledge and
move from knowledge to skills, as well as through the inclusion of reflexivity on people’s
own cultural norms and values. The terms also differ in the extent to which they focus on
individual versus systemic change, their focus on practitioners’ own culture or the Other’s
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culture, and whether they consider how processes of culture and identity work (Downing &
Kowal, 2011).
A critique on courses that focus on learning about Indigenous culture is that they present a
static and essentialised view of culture (Downing & Kowal, 2011; Kowal et al., 2013).135
Indigenous culture is presented as a number of characteristics that are the same for all
Indigenous people, without variation or the potential for change. By focusing on the
differences between non-Indigenous and Indigenous identities, Indigenous becomes the
only identity by which people are identified, overlooking other identities and personal
character (Y. M. Johnson & Munch, 2009). Additionally, cultural awareness programs
present Indigenous culture as something that is knowable and which can be learned by
non-Indigenous people (Downing & Kowal, 2011). The supposed linearity from awareness
to competency and whether cultural competence is achievable (has an endpoint) has been
questioned (Y. M. Johnson & Munch, 2009). It may lead service providers to get a false
sense of knowing about Aboriginal culture, and not being reflexive in their practice, instead
adhering to the simple rules that they have learned. The cultural knowledge about the
Other can become cultural capital amongst non-Indigenous service providers (Lea, 2008, p.
82). Evaluations of cultural awareness courses have found limited effect; there is possibly
even an increase in racial stereotyping (Downing & Kowal, 2011; Kowal et al., 2013).
In Katherine, the service providers I interviewed expressed that being culturally appropriate
for Indigenous people was important to them.136 All of them had done some form of
cultural training. For some, this was a sign that they work in a culturally appropriate way:
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Another important question that needs to be asked is what cultural awareness means to
Aboriginal people themselves (Heil, 2006). This is largely outside of scope of this thesis, although I
discussed this with some Indigenous service providers.
136

This view did not exclude a co-existing view of being open to and providing a culturally
appropriate service for other cultures.
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Mascha: So you think Good Beginnings is an Indigenous-friendly service?
Rachael: Yes it is because, we respect our clients in the culture, we did a workshop
- we attended a workshop on culture, so we respect the Indigenous culture, yeah.
So we’re culturally friendly – yes.
Some other staff members similarly stated that they were culturally appropriate by
“respecting their culture”.
Some of the information that service providers learned during cultural awareness courses
emphasised the differences between Indigenous cultural and non-Indigenous people.
Rather than being provided with contextualised and nuanced information, participants
were presented with simplified attributions about Aboriginal people (Lea, 2008). Examples
of what service providers in Katherine had learned during awareness courses were how to
dress when going to communities, differences in communication styles, and that “white
people sit on chairs and Aboriginal people like to sit on the ground; a meeting doesn’t
necessarily have to be rows of chairs” (Joyce). This led to a view of Indigenous culture that
did not apply to all Indigenous people. As Valerie said: “It’s a completely different way of
life and they’re not going to sit around at a dinner table, you know, because they’re coming
together maybe around a bush fire or just sitting on the floor or whatever.” Valerie
identifies as Indigenous herself, but used the word “they” here when talking about
Indigenous people.
In Katherine, service providers distinguished between general and specific local courses, a
point which is lacking in the literature concerning cultural training. Most service providers
had done a local cultural awareness course, and valued these as more important than
generic ones. During the local courses they had learned specific information about
Katherine, such as about languages in the communities near Katherine, connections
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between people, local skin names, and poison cousins. Broader information was put into
the local context and related to personal experiences. For example, Joyce discussed a
course she did in which participants were told about the history of the Stolen Generations:
the teacher talked about her personal experience of living under the threat of being taken
away. Anya commented that when she did a local course, the trainer was from Katherine:
“It wouldn’t work if she was from Darwin or Alice Springs.” Service providers also
communicated about connecting with the trainer: “She has kids the same age as me, so
there’s that connection.” Another person said that the trainer was her classificatory sister.
In addition to formal cultural awareness courses, some organisations also received cultural
advice on a more informal basis, by “just sitting down with them and having a chat” or
asking advice over the phone. The YMCA worked together with several well-known
Aboriginal people in the Katherine area, as well as with elders in the remote communities
that they worked in.
A possible risk associated with cultural awareness courses is that they become a “tick the
box” exercise. Yet, some service providers clearly keep learning. The importance of
continuous learning rather than doing a cultural awareness training once and feeling like
that in itself is sufficient has been emphasised not only by Indigenous researchers
(Fredericks, 2006) but also by non-Indigenous service providers themselves (Rix, Barclay,
Wilson, Stirling, & Tong, 2013). Melissa found that she learns much more at work, stating
that although she did gain some knowledge during the course, it was little compared to
“what you learn on the ground every day”. This learning is enhanced by discussing
particular issues with her Indigenous team leader. In this way, what she learns is directly
applicable in her job.
Another way to improve cultural appropriateness of services indicated by staff members of
Good Beginnings and the YMCA was by employing Indigenous staff. Although they
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acknowledged that some Indigenous people are comfortable engaging with non-Indigenous
workers, they said that others prefer Indigenous staff members.137 As noted earlier, having
Indigenous team leaders, as well as colleagues, can also assist non-Indigenous workers in
working better with Indigenous clients. The issue of local versus generic knowledge again
comes into play here. One Good Beginnings manager not only prided the organisation on
having a high number of Indigenous employees; she also emphasised that they are from
different regions, thus bringing a variety of experiences and knowledge into the
organisation. The manager at a different time put more emphasis on having local staff.138
All Indigenous staff at Good Beginnings and the YMCA had to do cultural training.
Indigenous people also needed to do this when studying certain degrees. Kimberley
pointed out that while studying for a Certificate IV, she had to learn about how to work in a
culturally appropriate way with Indigenous youth from a non-Aboriginal person, whose
knowledge about it, according to Kimberley, originated merely from university. Non-local
staff, however, appreciated the local courses. Anya focused on having had to learn the local
culture when she talked about the time she started her job in Katherine: “It took me years
to be accepted into this community. I didn’t know nothing about the culture. I had to learn
or they would’ve speared me or something.” She added that she has a different skin name
and is from a different area, so she is not automatically accepted. She also pointed out that
non-Indigenous service providers may think that she knows everything because she is
Aboriginal, but that she does not feel this to be the case. She found the local cultural
awareness courses very helpful.
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The various preferences were also observed when I participated at these organisations, and
expressed by young women during interviews.
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It is not always clear how ‘local’ is defined. There were some instances where people identified a
certain staff member as local, when that staff members themselves pointed out to me that they
were from a different region.
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6.3.2 “We do what we do”: the extent that culture is used in service
providers’ work
When service providers said that their services were culturally appropriate for Indigenous
people because they “respect their culture”, “culture” is identified as important, but not
actually defined. Yet, at other times they expressed clear ideas about what Indigenous
culture was, and often framed it in terms of difference with non-Indigenous culture. This
raises the question how people working at social services negotiate these differences in
their day-to-day jobs. When I asked Gemma to elaborate on being culturally appropriate,
she said that “Indigenous people have different ways of doing stuff, you know, I mean it
really is as simple as that. And the last thing you wanna be is offensive”. At Good
Beginnings, childrearing was mentioned as an area where cultural differences were at play.
In contrast to households from a European background, where children are primarily raised
in nuclear families, caring for children is more of a shared responsibility in Aboriginal
cultures (Tonkinson, 2011, p. 221). Although the mother is the primary carer, older siblings
and other members of the extended family take care of young children as well. For Good
Beginnings, this presents challenges when families are under the eye of the Department of
Children and Families, and they have to determine whether appropriate supervision is
given to the child. According to Anya, an Indigenous staff member, government agencies
did not recognise the differences in childrearing practices: “Why take children away from
families? Why not recognise that Aboriginal values are different? Why think that Aboriginal
people do not take good care of their children?” Melissa talked about how these
differences played out in her job:

The supervision is very different, I think, in Aboriginal culture and in non-Aboriginal
culture. And sometimes people might look at supervision as being … it’s important
to know where your children are, who your children are with, and that constant
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watching every child to make sure they are not playing with anything dangerous,
and that sort of thing. And I think one thing in Aboriginal culture that I have come
to learn is that, it’s very common for children to go with other family, and the child
might not be with the parent, but somebody is watching that child. It’s just not so,
what’s the word? It’s more discreet sort of, and it happens in a way, where people,
families, might not even really be like, “Okay, the child is with this person from
three to four and then this person.” It’s not like in that way. It’s not so overtly
noted, and things like that. It happens – you just have to be aware of how it’s
happening, and finding that out from the families. So, just differences like that.
Being able to, but still, knowing that supervision is an important thing, and at times
it might be that that child really isn’t with anybody. So just those differences in –
this is what supervision looks like in a general stance, and this is what it might look
like in an Aboriginal family, in an Aboriginal community where they are being raised
by, really, by that community where there’s lots of different family members, and
then what it looks like if that child really is at risk, and is that danger if they are not
being appropriately supervised, and being able to work around that in a cultural
way, as opposed to being like, “You must know this, this and this, because this
is….”. Being able to look at that realistically for that family in a way that makes
sense, within the structure that’s already there. So things like that – differences,
culturally that you have to be mindful and you have to really know and be able to
apply in a cultural way. Yes.
Although “understanding culture” was an aspect of Indigenous-friendliness which service
providers found important, they did not necessarily extend this to having to “work
according to that culture”. They often felt a tension between adapting the way they work
to the reality of communities, and working according to Good Beginnings’ standards.
Brittany noted this in regard to whether parents should be at the playgroups with their
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children. She stated that the children always need to be supervised by their parents, but
noted that in communities parents often did not accompany children to their activities.
Good Beginnings staff still aimed to get parents to the playgroups. Nevertheless, Brittany
said, they allow it in communities when children come without their parents because
“otherwise we wouldn’t have any!”139
Overall, Brittany seemed to lean towards doing her job in the Good Beginnings way and not
let the way in which the service was provided be influenced too much by culture. Although
she recognised that in communities such as Warlpiri, Binjari, and Kalano there are different
groups of Aboriginal people, who have different cultures and languages140, she stated: “We
do what we do, it doesn’t really influence that. For others such as Melissa culture seemed
to have much more impact: “it is a lot to be able to really understand another culture,
another way of living, another way of raising children.” She added that it was important to
be respectful and open minded about it. Other staff made it clear that there is a difference
between culturally aware and sensitive, and culturally focused. Like Brittany, Gemma said
that cultural differences influenced their work only to a limited extent. She emphasised
that the organisation is culturally sensitive and aware, but not culturally focused. In her
opinion, the latter “crosses the border line, like with religion”. She explained that Good
Beginnings does not do anything that is religiously inappropriate, but they do not read the
bible either. Similarly, she said, they do not promote nor disparage cultural ideas.
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Parents’ decisions to not attend the playgroup, however, may be caused by individual
considerations rather than “Aboriginal culture” or “how things go in communities”. Anna, one of the
mothers who used to come to the playgroup in Rockhole, stopped coming at some point, and when I
saw her again she explained to me that her son was often misbehaving when she went with him to
the playgroup, and that he behaves better when he goes by himself. She therefore opted to stay at
home rather than coming to the playgroup with her son. A study looking at differing expectations
with regard to Indigenous parents’ engagement with primary schools in Darwin, Palmerston, and
Katherine also found that low engagement was often caused by other factors than different cultures
or a lack of understanding of the importance of education on behalf of the parents (Lea, Thompson,
McRae‐Williams, & Wegner, 2011).
140

She was, however, not really able to explain what the differences in culture were.
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The following example illustrates some of the ways that “culture” is conceptualised in
contemporary Katherine. In April 2015, Good Beginnings launched a book entitled Growing
Strongbala Way: Stories About Parenting and Child Rearing from Aboriginal Families in
Katherine and Surrounds (Aquino et al., 2015). The book was co-written by Banatjarl
women, and funded by the Smith Family. The Good Beginnings manager at the time
showed it to me when it was still in its second-proof stage, and when it was finished, I
attended the book launch. The launch was advertised among other avenues through CHAIN
at a meeting and through their mailing list. It was well attended by service providers from
organisations such as Mission Australia and Anglicare, as well as staff members from
Charles Darwin University who were teaching in the childcare area. According to the Good
Beginnings manager, the book was primarily created as a resource for people who start
working in the Katherine region, for example at the Department of Children and Families,
to provide them with more awareness of the cultural norms and the everyday
circumstances of Indigenous people’s lives. She also told me that the Banatjarl women
wanted to openly share their culture with people “to create understanding and to stop
judging.”
The Growing Strongbala Way book shows “child-rearing and parenting from the
perspective of Aboriginal people living in Katherine and surrounding communities” (Aquino
et al., 2015, p. 4). For example, it shows how local Indigenous people conceptualise
different stages of development: newborn, rolling over, sitting up, and crawling, with
Indigenous language words for each stage provided. The book also provides an overview of
Aboriginal history nationally. Although the book often compares Aboriginal and Western
culture, it does warn against cultural essentialising, stating a few times that there are
differences between the Aboriginal families who participated in the creation of the book,
and that families may adopt Western behaviours and beliefs. The main focus, however, is
on what is deemed ‘traditional’. As the Good Beginnings manager said: “These are cultural
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norms and beliefs based on 60,000 years of history. But in the last 100, or 60, years, this is
significantly impacted by the dynamics of life in day-to-day living.” She stated that the
Banatjarl women fear that knowledge about topics such as bush medicine, how people
used to get married, and how children are viewed, is going to be lost, and that therefore
they wanted to save it “in a format which is more lasting than the historical tradition of the
spoken word.”
Despite the fact that Good Beginnings was engaged in the creation and promotion of the
book, and is the copyright holder, the manager emphasised that they were not involved in
the writing or in determining the content of it. They funded it and organised the book
launch, because the organisation wanted to support Indigenous people by enabling them
to share their knowledge and express their opinions. They recognised the importance of
the book as the knowledge presented in it affects decisions that impacts on people’s lives,
which are often made outside of their control. The manager said that because they are
“non-judgemental”, one of the values underpinning their work, Good Beginnings endorsed
the project. Yet, the way she talked about the book made it clear that the book does not
reflect Good Beginnings’ way of working; the manager seemed adamant to convince me
that they are not “culturally focused”.

6.4 Education
Education is regarded as an important social determinant for health (Australian Health
Ministers’ Advisory Council, 2015; Dunbar & Scrimgeour, 2007). It influences health
through employment and income, as well as impacting on a person’s social and emotional
well-being. Moreover, higher educated people have been found to attribute more
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importance to their health and take more responsibility for their health (Senior, 2003, pp.
31; 81-83). Health, in turn, also affects education and employment:
Good health enables participation in the labour force, which models good
behaviour for children to go to school and provides an income that can support
healthy choices (e.g. good nutrition and exercise for individuals and their families).
Conversely, chronic health problems can limit participation in the workforce and
educational and training opportunities, which can have adverse impacts on
families. (Department of Health, 2015b, p. 4)
The Closing the Gap goal for education is to halve the gap between Indigenous and nonIndigenous students in Year 12 attainment or equivalent attainment rates by 2020
(Department of Families Housing Community Services and Indigenous Affairs, 2009). This
gap is narrowing, and the goal is on track to be reached by 2020 (Australian Health
Ministers’ Advisory Council, 2015).
Discussions around education as a determinant of health and a Closing the Gap goal link
education and Indigeneity in various ways, which affect how education influences health. In
government policies such as Closing the Gap, the importance of education and the goal of
statistical equality are unquestioned (Lea, 2008, pp. 105-106; Lea et al., 2011). Education is
regarded as a universal good. Nonetheless, some academics have described education as a
Western value, linked with the non-Indigenous middle-class identity that forms the upper
line in Closing the Gap statistics, and schools as Western institutions whose way of working
conflicts with the ways that Aboriginal children are raised (Burbank, 2011, pp. 137-139). In
this way education can contribute negatively to health: education that is culturally
inappropriate can have long-term negative effects. There needs to be a focus on the
cultural and linguistic appropriateness of mainstream education (Dunbar & Scrimgeour,
2007). In these comments, the culture of Western institutions is posited against the culture
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of remote Indigenous communities. Yet, several studies in towns and cities have shown
that Aboriginal people do value education (Cowlishaw, 2009, pp. 146, 183; Kowal, 2008;
Lea et al., 2011). Conflating low education with Indigeneity means that those Indigenous
people who are highly educated may feel that their Indigeneity is being questioned
because of this (Paradies, 2006).
A second issue around how education influences health revolves specifically around how it
works as a determinant of health. Although some pathways, which also operate in reverse,
have been identified, a more recent approach is to replace social determinants with a view
of assemblages (Duff, 2014). Relationships between social determinants and health are
neither fixed nor linear; education may influence health in a variety of ways. As Duff (2014,
p. 54) argues: “There are no distal factors in the experience of health and contexts are
never structural or remote.” Research in Ngukurr has shown why it is important to look at
the assemblage in a local context (Chenhall & Senior, 2018). It showed for example one
young woman who had been to boarding school in Darwin and had attained a good
education there. On her return to the community, however, she felt that she did not fit in
anymore because of her education and having been away. Nonetheless, a few years later
she started working for the local language centre, helping to preserve one of the local
Aboriginal languages, which positively influenced her sense of Indigenous identity and her
well-being.
Of the twelve young women I worked with closely, four had dropped out in Year 11, four
had finished Year 11 but not Year 12, and two finished Year 12 around the same time as I
finished my fieldwork. One other young women was in Year 11 when I left Katherine, but
she also moved away from Katherine shortly after, interrupting her education.141 The final
young woman was in Year 10 when I interviewed her. Several young women had pursued
141

I am not sure whether she went back to school afterwards.
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further education, mostly at the Certificate III or Certificate IV level. I was able to follow up
with a few informants after finishing my fieldwork and am aware that two of them moved
away from Katherine to study; one moved to Melbourne and the other one to Brisbane. It
is not possible to state with certainty what the final educational levels of these young
women will be, as education can be ongoing or can be pursued later in life. For example,
the young woman who moved to Brisbane to study a Bachelor degree had worked for
several years before that.
The view that Indigenous people are lower educated than non-Indigenous people and do
not aspire to a Western education (Cowlishaw, 2009, pp. 44-45; Kowal, 2008) was to some
extent perpetuated by Indigenous people themselves in Katherine. Katherine high school
had programs such as “School Ready” for students who were not ready for mainstream
schooling. The young women commonly referred to these classes as the “Vertical Class”.
These classes had relatively many Indigenous students. For some young women, this led to
negative stereotyping of “Indigenous people” and distancing themselves from it. For
example, when I asked Shennicka what the Vertical Class was, she explained it as follows:
Like not dumb, but people that are, not as smart as mainstream, kids. That don’t
work very easily. They like have to know about it coz their parents aren’t gonna
teach them. Most of them are Indigenous. Coz they would just be teaching bush
stuff. Things that they do. Most of them drop out of school anyway. Can’t see the
point in them going to school.
When I talked about education with Carmen, she said that a Western education can have
negative consequences for Indigenous people, for instance because young people lose their
language. The idea that young people do not learn what they would normally learn because
they spend time in school instead of around their elders was already noted 30 years ago
(Burbank, 1988, pp. 21-22). It was later raised specifically in regard to boarding schools
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(Northern Territory Department of Education, 1999, p. 106). Carmen was, however,
applying this idea more to “other” Indigenous people than to herself. Shennicka and
Carmen are both “explicit learners” about Aboriginal culture.
To a limited extent, schools incorporated aspects of “Aboriginal culture” in their
curriculum. Young women usually responded enthusiastically when I asked them
something specific about their culture and were often positively surprised that I knew
certain things and was taking an interest in it. Therefore, incorporating “culture” could
make education more related to their personal experiences. Nonetheless, as the following
example shows, this did not necessarily happen. One day I was helping Julia with her
homework. She was doing an assignment on Aboriginal art, and her teacher had suggested
she needed more illustrations. One of the sections for which Julia wanted a picture was
about how individual Aboriginal artists need permission to paint certain things. We tried to
find pictures on the internet, but of course paintings that are not allowed to be shared
cannot be found online. I then tried to figure out if there was anything from Julia’s personal
experience that we could use. At this stage, I did not know much about her background or
how much she knew about “Aboriginal culture”. She noted that for example, if people from
her group wanted to paint the honey ant, they needed to ask a certain other group for
permission. We then searched for “honey ant paintings” on the internet, and Julia found a
picture she wanted to use. It was notable that she had been approaching this assignment in
an impersonal way when she could clearly relate to it in a personal way. Once we included
Julia’s personal knowledge and experience into the assignment, she was able to relate to it
better and she showed more enthusiasm about doing the assignment.
When speaking about their own education, the young women rarely commented on losing
culture because they had to follow a Western education, or on whether a Western
education was something that they, as Indigenous people, did or did not aspire to. When
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they did talk about the relevance of what was taught in schools, they did not link this with
Indigeneity. For example, Shennicka did not think that all subjects were relevant to her:
It’s like, I could be like twenty-five, have my own job and stuff like that, and it’ll be
like, “Where does algebra come into this?” … Does any job use that? I’m not sure.
… I think it’s just a strange curriculum, like they said, the teachers say that’s the
curriculum, like you have to do it and, you just have to know it.
She made this comment to say that it is irrelevant to everybody, not specifically to her as
an Indigenous person. A similar comment was made by a non-Indigenous service provider,
showing that it was not just Indigenous people criticising the curriculum:
And stuff that I learned at school I can honestly say – like, I’ve never used cos, sin,
and tan and we’ve had to do that and like algebra – adding apples and oranges –
I’ve not used that since I finished school.
According to her, the goals of Closing the Gap were wrong. As we had discussed earlier, she
disagreed that everyone, whether Indigenous or non-Indigenous, should finish Year 12.142
The fact that there were mostly Indigenous students in the School Ready program affected
Indigenous young people’s education. According to Carmen, who had never been in School
Ready herself, there were many smart Indigenous students in School Ready who did not
need to be there, but who were there because they felt comfortable “with their own
people”. According to her, they were held back in this way. Bridget talked about it from her
own experience, saying that when she was in Year 10 at school, she was in a mainstream
class, but only herself and one boy were Indigenous. She wanted to go into the “black
class”, but was “too smart” for that. She said that at the time she felt too shy to mix with
142

She also commented on how owning a house is seen as the best, but that she had consciously
chosen to rent a house rather than buy one. She had a high awareness that she was not living “every
Australians’ dream”.
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the non-Indigenous students and that in the “black class” she felt more comfortable to talk
and ask questions.
The fact that these classes were mainly attended by Indigenous people could also have
negative consequences for non-Indigenous people, as it was often overlooked that nonIndigenous students might also need some extra help. Bridget commented on the fact that
these classes are not just for Indigenous people:
Like this girl, her name was Nadia, and she was a white girl, and she was in our
vertical class. And she was the only white girl, and, one day, these girls, they just,
they’d always pick on her, like teasing. And I just told them like, what’s up with this.
She’s a part of this class. I know this is like the vertical class but, it’s not only
vertical for Aboriginal kids. And like, everybody is not that smart, she’s here for a
reason too.
It is clear that the high percentage of Indigenous students in the School Ready program
made education and Indigeneity linked; a connection that could have negative effects on
both Indigenous and non-Indigenous students.

6.5 Employment
The Closing the Gap target for employment is to “halve the gap in employment outcomes
between Indigenous and non-Indigenous Australians within a decade” (Department of
Families Housing Community Services and Indigenous Affairs, 2009). A connection has been
shown between unemployment and poor health (Marmot & Wilkinson, 2006). Income, job
security, and working conditions all play a role in this relationship. From 2008 until 20122013, the Indigenous employment rate decreased from 53.8 per cent to 47.5 per cent
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(Commonwealth of Australia Department of the Prime Minister and Cabinet, 2016).143 The
non-Indigenous employment rate also decreased, but only from 73.4 per cent to 72.1 per
cent. The reasons given for the decline in Indigenous employment are the “recent cyclical
softness in the labour market” as well as the slow cessation of the Community
Development Employment Projects (CDEP), which ceased on 30 June 2015 (Commonwealth
of Australia Department of the Prime Minister and Cabinet, 2016). The non-CDEP
employment rate did not decline in a statistically significant manner.
In the Indigenous context, however, neo-classical definitions of employment might not
always be easily applicable, influencing this relationship (Walter & Mooney, 2007). Work
and money do not necessarily have the same place in the value hierarchy for Indigenous
people as for non-Indigenous people (Burbank, 2011). An alternative proposed concept for
employment is “workfulness”, which includes not only market labour but also other jobs
that are considered to be positive for community and cultural development (Walter &
Mooney, 2007). An example of this was the CDEP, which allowed Indigenous people, mainly
in remote areas, to do flexible work that was useful to their communities (Altman, 2009).
Although it was linked with welfare payments, and commonly known as “work for the
dole”, it was counted as employment in official statistics. It was generally seen as positive
by the Indigenous people who participated in it. Nonetheless, Closing the Gap focuses on
moving Indigenous people from the CDEP into mainstream employment. Reforms to the
CDEP which were already implemented before Closing the Gap started were received
negatively by Aboriginal lobby groups, who stated that they were “based on the flawed
assumption that there are both jobs available to Indigenous Australians and employers that
wish to hire Indigenous Australians” (I. Anderson et al., 2007).
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Since then the Indigenous employment rate has remained mostly stable, being 48.0% in the 2016
Census (Australian Bureau of Statistics, 2018b).
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Even if Indigenous people have similar employment aspirations as non-Indigenous people,
opportunities might not be the same. Studies in remote communities such as Numbulwar
and Ngukurr have identified specific challenges for Indigenous people to achieve
employment. These include limited jobs available and a reluctance to leave the community
to find employment elsewhere, and low levels of education (Burbank, 2011). Regardless of
Indigeneity, young people in rural areas have fewer employment opportunities than those
in cities. This leads to some young people leaving the small towns where they have grown
up to move to urban areas (Alston, 2004). Young women who remain in rural areas are
more likely than those in cities to have a lower education and less ambitious employment
aspirations (Lee & Warner-Smith, 2001). In Ngukurr, a pattern was found where young
people moved around jobs and their aspirations were influenced strongly by what they saw
in their immediate surroundings (Senior & Chenhall, 2012). For young women specifically,
even if they have a good education, employment can be inhibited by expectations about
relationships and motherhood. Young women at Ngukurr considered being in a relationship
to be incompatible with having a job, because of jealousy from partners. Since having a
partner and children is highly valued, given the choice, young women usually opted for this
alternative, rather than for employment (Chenhall & Senior, 2018; Senior & Chenhall,
2012).
In Katherine, the aspirations of the young women with regard to employment did not seem
to be different from mainstream conceptualisations of employment. What they actually
attained, however, was not only influenced by their aspirations, but also by the
opportunities that they experienced. Of the eight young women who were not in school
when I interviewed them, three had a full-time job, two had a casual or part-time job, one
was starting a job soon, and two were not working. Of these last two, Lucy was not working
because she had a young son. Of the four young women who were in school during my
fieldwork, I have been able to follow up on three. All three had casual jobs when I last
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talked with them. Although this shows that few of the young women were full-time
employed, this is to some extent determined by their age and life-stage, and the
opportunities that Katherine presented.
The pattern of moving around jobs and being influenced directly by what jobs were around
(Senior & Chenhall, 2012) was also seen in Katherine. The young women who had finished
school mostly tried out different jobs that were available, rather than working consistently
towards a specific career. Jobs seemed opportunistic rather than chosen. Marita, who was
from a remote community and lived in Katherine to attend school, said that when she
finished school, she wanted to go to Adelaide University. She did not know yet what she
wanted to study. She was adamant that she wanted to work in her home community, and
had been thinking about jobs that are available there. These included positions at the store,
the school, and the clinic. Often after finishing high school young women worked in casual
jobs so they could find out what they wanted to do. Sarah was working at a restaurant
when I last saw her, but she was planning to go to Melbourne and work in various jobs to
see what area she liked best. Another example was Esther:
Mascha: What do you want to do after you finish Year 12?
Esther: First of all I’d like to go home. Like go out bush and that and then travel
around. And visit other friends and families. And other communities. …
Mascha: Do you know what you want to do after that? Are you thinking about
studying or getting a job or is there anything in particular you want to do?
Esther: Yeah. Probably get a job.
Mascha: Do you want to get a job in your home community?
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Esther: Yeah. Like for a while and then just make money and then go to other
places and stuff. Just like travel around and look at different jobs. And look at
different communities.
Mascha: Yeah. Any particular kind of job that you want to do or you don’t know
yet?
Esther: Um, well, one of them - because I’m interested in sports and that – I was
thinking of like doing a sports and rec. Just try out anything and see.
When I saw Esther again about a year after finishing my fieldwork she had in fact come
back to Katherine after returning to her home community for a short period after finishing
Year 12. At this time she was working as a casual tutor at Katherine High School and at
Callistemon boarding house, where she had previously lived. She was living with a friend
and her family in town, and had just bought her own car, which she proudly pointed out to
me.
Several service providers commented that girls in Katherine are often pushed into areas
like childcare. Although some young women consciously chose to work in this area (or
chose not to), some did end up in childcare, at least for a while, more because it came on
their path than because it was something they explicitly sought out to do. During one of my
early interviews with Tamara, when we were talking about her expectations for her future
health, she told me about her efforts to keep fit and about how sporty she is. She said that
after finishing high school she wanted to go to the Australian Institute of Sports in
Canberra. Yet, two months later, she started an apprenticeship in childcare. She had also
started a Certificate III in Children’s Services which would allow her to have a full-time job
when she finished Year 12. At this stage she was still going to school as well, doing Year 11.
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Although she was enthusiastic about the job, it still sounded like it was something she
rolled into rather than something that she consciously decided:
And I just thought like childcare, like I never thought I wanted to do it, but I just,
tried it and I like it. I get along very well with the people at work. Coz my cousin
works there and that's how I started. I got her to ask and, yeah, and then she just
said “Come in.”
As noted earlier in this section, efforts to get more Indigenous people into mainstream jobs
have been criticised because they overlook the availability of jobs for Indigenous people,
and whether employers want to hire them (I. Anderson et al., 2007). A study in Darwin
found that racism was reported relatively often in the work setting in comparison with
other settings (Paradies & Cunningham, 2009). In Katherine, barriers such as perceived or
actual racism stopped some young women from following their dreams in terms of what
kind of job they aspired to. On one occasion, when I was talking with Brianna and Alexis
about racism, they told me that one of their friends had tried to get a job at Target.
According to Brianna and Alexis, “the old lady was like “Nah, we don’t want um, Aboriginal
workers here.” That old lady, coz she thinks, she thinks Aboriginal workers would steal off
her.” Brianna and Alexis commented that Aboriginal young people did not have jobs in
Katherine because no-one gave them a chance. According to Brianna and Alexis, this was
why some Indigenous young people were breaking in, and “they end up in Don Dale or
Berrimah.”144
Alexis’ own story about her employment aspirations also showed the influence of racism.
One of the first things Alexis ever told me, which she brought up again on several other
occasions, is that she wanted to go to America to work with children and teenagers. She
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Don Dale is a youth detention centre in Darwin. Berrimah Prison was a prison in Darwin. When it
closed, Don Dale was moved to its location.
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felt inspired to work with young people. When I met Alexis, she was studying a Certificate
III in Community Services; previously she had had jobs at an art gallery and in research.
When I asked her if she had done any placements or work experience during her studies,
she replied that she had not, but that she was doing a lot of babysitting for her family,
mainly her nieces and nephews. She has been babysitting since she was 13 years old. The
idea to go overseas had come from an advertisement she had seen on television when she
was young:
I wanna like, when I was small I always, you know how you have those charity
funds that come on commercial breaks? About Africa, or Indonesia. When I was
small I always had a, like one of my big, biggest dreams in life, to accomplish was to
like, go to those countries, and just help out.
Another influence on this dream was a woman from California who had visited Alexis’
school when she was in Year 8. This woman had talked about the ‘black history’, including
slavery. She had created her own service in which she worked with youth from many
different ethnicities. This had inspired Alexis to want to do something similar. Alexis had
clear views on what she wanted to do: At some point, after talking about the Drop-in Night
offered by the YMCA and whether the YMCA offers enough activities that are interesting
for older teenagers, she said she would like to work with teenagers in Katherine, but that
“it is hard, because I would like to do my own activities … you know, do it my way and not
the YMCA way.”
Alexis, like others in this study demonstrated little awareness on how to bridge the gap
from their current reality to accomplishing these dreams. Small steps such as doing
placements in Katherine and working at the YMCA in their way might be necessary before
taking larger steps such as working overseas. The various jobs that Alexis had been
employed in were mainly a way to earn an income, rather than a thought-out pathway that
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would lead her to a specific future career. This is similar to the lack of strategies to
accomplish life goals which was found in Ngukurr (Senior & Chenhall, 2012).
Alexis’ reluctance to actively pursue a job in youth work or child care, however, was also
influenced by the experience of racism. One of her cousins who had been working in a
childcare centre had said to her: “White people do not like black people to touch their
children”. Alexis herself had also felt racism at work. She had worked at a local nursing
home, in a job that was provided to her by Centrelink. She said that some of the people
there were “white prejudiced people”, and that they did not communicate properly. She
commented that sometimes she could handle it, and sometimes she could not. She had
ended up quitting, stating that “it is not good to work where you’re not comfortable”, and
that she would not be able to cope with working in an environment where she would not
feel accepted or welcome as an Indigenous person.
Despite the challenges Alexis was facing, she expressed a determination to reach her goal:
Some of my friends, they fall back, they dropped out, or they got pregnant … And I
never wanted to have that lifestyle. Coz I always, stayed, by myself. I don’t wanna
have kids and I don’t want a boyfriend at that age. I still don’t. I’m only 20 and, so I
don’t want that. My main thing in life is just to get my dream job, that’s what I’m
really focused on. I got no time for everything else.
Other young women, such as Brianna and Julia, also said that they were still too young to
have children. For Lucy, having a son did not mean that she did not want to go back to
work, although it did prevent her from working for some time:
I want to, I wanna go back to my job, I’m really dying to go back to my job. I am
impatient. I really wanna get him on the bottle so I can go out and you know, um,
go back to my old job.
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Clearly, a variety of factors influence young women’s ambitions and the possibilities to
make these ambitions true.

6.6 Racism
Racism has been recognised as a determinant of health for Indigenous people in Australia
(Paradies, 2007). The National Aboriginal and Torres Strait Islander Health Plan 2013-2023
has as its vision that “the Australian health system is free of racism and inequality.”
(Australian Government, 2013; Department of Health, 2015b). Closing the Gap, however,
makes no mention of it (Commonwealth of Australia Department of the Prime Minister and
Cabinet, 2018; Department of Families Housing Community Services and Indigenous Affairs,
2009). Racism can be defined as “that which maintains or exacerbates inequality of
opportunity among ethnoracial groups” (Berman & Paradies, 2010, p. 217). It ranges from
direct individual experiences of threats and insults to the societal level that keeps existing
socio-economic structures intact (Nazroo & Williams, 2006, p. 264; Paradies, 2007). At the
systemic level it is not always intentional and it may continue unwittingly. It results in an
avoidable and unfair uneven distribution of power, resources, and opportunities (Priest,
Paradies, Stewart, & Luke, 2011).
In this section, I focus on experiences of racism at the individual level. Studies about selfreported racism and health found a strong relationship between racism and poor overall
mental and general health, as well as increased depression (Paradies, 2007, p. 70; Priest et
al., 2011). Surveys about the subjective experience of racism among Indigenous people
found the prevalence ranging from 17.7%-70%, depending on the location, age group, and
the used definition of racism (Paradies, 2007, p. 66; Priest et al., 2011). There is some
evidence that the experience of subjective racism is higher in urban environments
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compared to remote areas (Priest et al., 2011). Studies in racialised towns like Katherine,
where Aboriginal people form a significant minority of the population and where race is
therefore invariably present, showed that racism is a recurrent experience (Cowlishaw,
2004; Kamien, 1978, pp. 41-42).
Section 6.5 already showed that experiences of racism influence opportunities for work for
young Indigenous women in Katherine. Other stories about racism often came up during
my fieldwork. When I first brought up the topic of racism with Alexis, she responded by
saying that racism is “big”.145 To get a better understanding about everyday racism in
Katherine, Alexis and I created a scenario about it. The story that Alexis wrote was the
following:
A 16 year old black girl was chilling with her friends at the ska8 park when a group
of other white girls came telling them they had to leave the area cause they didn’t
want to chill there while black people were around.
1. How would you feel if this happened to you?
2. Do you think its okay to get treated in that manner. How do you think the girl
would of felt?
3. What do you think the girl done after she got told to leave?
The young women who we discussed this scenario with all said that the non-Indigenous
girls’ behaviour was disrespectful. In this situation, they would have felt hurt, upset, and
offended. All participants also responded with anger. Loretta replied “I just wanna talk shit
back” and Felicity said that “they can’t tell me where to go.” Aleisha noted that she would
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She told me several stories about family members who had been unjustly treated by the police,
where a hit-and-run and other violence against them were allegedly brushed off by the police as
suicide attempts. Alexis also commented on the racism exhibited at bottle shops. She had the
impression that non-Indigenous people could buy any amount of alcohol they wanted, while for
Indigenous people laws that limit the sale of alcohol were applied much more stringently.
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stand up for herself, arguing that the girls did not need to be so racist and that they were
there first. Brianna said that the skate park was for everyone, adding: “Some black girls do
give white girls hidings. So actually, she would got beaten”. Defiance is a frequently
expressed response of Aboriginal people experiencing ill-treatment and racism (Cowlishaw,
2004, pp. 68-78; Paradies & Cunningham, 2009). To some extent, this might be a beneficial
response, as a study with young urban Aboriginal people showed that professing their
anger mediated the negative effect that racism had on general health (Priest et al., 2011).
That the scenario and the answers given reflected actual life in Katherine was clear:
Mascha: Do you think its okay to get treated in that manner?
Aleisha: No, because, they don’t deserve that coz, that’s just wrong!
Aleisha (softly, more to Alexis): How they treat you and that ey.
Aleisha (to Mascha): You know like how they treat you that’s wrong. They act like,
they just act like they want everything their way.
The way she communicated with Alexis about it made it clear that they both
experienced.146
Racism, by definition, judges people by their “race”. Young women in Katherine felt that
Indigenous people were seen and judged as a whole race rather than as an individual
person. They commented that racism was often perpetrated to the stereotype of what
Indigenous people are like. Policies such as Closing the Gap can contribute negatively to
this. As Kimberley noted: “Statistics provide a stereotypical image. Closing the Gap has
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Although racism was a frequent experience, and sometimes those in this study commented on
racism from the society overall, they made it clear that it was only some non-Indigenous people who
were racist, not all of them.
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highlighted Aboriginal people as second rate citizens.” Participants said that other people
think all “black” people are the same, and they feel judged by their skin colour.
During the interviews young women often explicitly detached themselves from this
negative portrayal of Indigenous people. At times, some of the young women talked about
“Indigenous people” as if they were not Indigenous themselves. All these young women did
identify as Indigenous and were able to talk about their Indigeneity, however, they often
switched between talking about themselves and about “Indigenous people”. They made it
clear that they differed from what Indigenous people are considered to be like:
I know who I am. I know that, you know, I work hard and I'm an honest person and
what not. … I'm not going to be like everyone else thinks that every other
Indigenous person is going to be like. I'm going to work hard for my money and I'm
going to achieve stuff and things like that. (Alexis)
Some people see me as more of, sometimes my friends, more my friends see me as
a white person rather than a black person because I don't go out drinking and
smoking weed and sleeping on the streets, and things like that. That's the sort of
Indigenous people they are discriminating against. But yes, I think that sometimes
they have exceptions, they have that “I am more white than I am black” when in
actual fact, I am just as much white as I am black. They say hurtful things but don't
realise it hurts me because they don't see me as the people they are discriminating
against. It does make me feel a little bit self-conscious, because I don't ever want to
be like, I don't know how to explain it without sounding racist but like, I don't ever
want to be put into that category of those people, homeless people that just drink
and things like that. (Carmen)
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It is clear that the young women were aware of negative stereotypes in society of
Indigenous people, which negatively affected their self-understandings as Indigenous
people. As noted earlier, having these negative identities can have hurtful effects on
people’s health (Burbank, 2011). Distancing themselves from them was a way of
negotiating these negative views. They also thought people should stop discriminating like
this:
People shouldn't really judge anyone, but if you are going to judge people, judge
them as an individual person rather than every black fella is the same or things like
that. Or every white fella is the same, which they're not. There could be just as
messed up black fellas as there are white fellas, sort of thing, with just as many
problems. It does get pretty hurtful sometimes but the more that you try and prove
your point, the more that I feel like, I don't know how to put it, like the way that I
see it is just stop referring to that person as a 'black fella' and that person as a
'white fella'. If they're a drunk, refer to them as a drunk. If they're sleeping on the
ground, they're sleeping on the ground. Not as 'Oh, I'm a working black fella and
he's a homeless black fella' sort of thing. I'm a working person and he's a homeless
person. I don't know. I think that it's just individual people are in charge of their
own life. Just because they're Indigenous doesn't mean that they're all going to be
the same.

6.7 History and governance
The history of colonisation, dispossession, and marginalisation are social determinants
specifically influencing Indigenous health (Calma, 2008; Nazroo & Williams, 2006).
Government interventions continue to influence Indigenous health in various ways.
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Intergenerational trauma due to the policies of successive governments, such as the Stolen
Generation and dispossession have a continuing negative effect on Indigenous health (J.
Atkinson, 2002; Nadew, 2012). What is clear is that Indigenous health is a politicised field
and that power differences continue to underlie government involvement in it, if not
increasing since the shift away from self-determination. The politisation of and power
differentials in Indigenous health have been commented on in regard to the Intervention,
which is linked together with Closing the Gap (Altman & Russell, 2012; Hunt, 2010). As
Altman (2012) argued, results of the Intervention are difficult to measure and evaluation in
itself may in fact be constructed to serve political goals as they conceal power differences
between the government and Indigenous people. Although some measures might have
been welcomed in communities, it is exactly this power differential, as well as the fact that
it was a race-based policy, that contributes negatively on Indigenous health and other
outcomes (Hunt, 2010).

Service providers in Katherine often expressed negative sentiments regarding the
government’s approach to Indigenous policy. Jennifer commented on the continuous
subjection of Indigenous people to various government policies: “They’ve been promised
the world; they’ve told their stories a thousand times before – to have someone new come
out and have to tell that same story.” Brad likewise said that “different governments come
in with different ways of trying to help, but it is not working.” They also commented on
political decisions being made in Canberra, indicating their views that politicians do not
know what Katherine is like and do not always make decisions that allow services to
function in an optimal way.
Some young women did not only comment on the injustices done in the past, but linked
them directly to health. Despite the fact that pre-colonial health cannot be ascertained
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with any certainty (see Section 1.2), “We were healthy [before colonisation]” was an oftenheard comment:
Alexis: There should be like, a non-Indigenous president, or prime minister, and an
Aboriginal prime minister. And then we … We didn’t say come here, we didn’t say
come here and oh yeah, you take over our land. It got taken away from us, you
know. They just came here and “Oh, this land belongs to no-one. Now it belongs to
us.” I honestly think that there should be an Indigenous prime minister. It’s two
ways. This is our land.
Brianna: And we didn’t have drugs or alcohol and …
Alexis: We just healthy, we was healthy.
Brianna: Out bush. Healthy for everything.
Alexis: It’d be so much easier if there was an Indigenous president and you know, a
non-Indigenous president. Or prime minister.
Brianna: Yeah, there’s too much ice in Australia and it’ll make people wanna
suicide. It kills people.
Alexis: We didn’t have alcohol, we didn’t have drugs when the white people came
here. We didn’t have alcohol or any of that.
Brianna: We didn’t have cigarettes.
Alexis: We just had our land and our culture.
Brianna: People didn’t gamble. We were just stick with our culture. And our land
and our tribe.
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In this regard, they often commented that diseases such as diabetes were not present
before colonisation. The discourse of “We were healthy” was used when young women
identified with Aboriginal people as a whole, in contrast to non-Aboriginal people. This
narrative of being healthy before colonisation, emphasising the effects of introduced
diseases as well as the introduction of alcohol, was also used by the colonisers in the late
19th and early 20th century, at this time to support the “doomed race theory”, as it
supposedly showed that Indigenous people had more vulnerable bodies than the European
colonisers and therefore would not survive the contact situation in the long term (Thomas,
2004, pp. 25, 26). Notwithstanding the various reasons this rhetoric is drawn on, it is clear
that introduced diseases as well as alcohol and illicit drugs have had devastating
consequences on Indigenous health (I. Anderson et al., 2007; J. Mitchell, 2007; S. Saggers &
Gray, 1991a).

The young women in Katherine had various levels of awareness of political issues affecting
Indigenous people, as well as varying opinions. Except for one young woman who
expressed the common mainstream and racist rhetoric about the Stolen Generations: “To
me, the Stolen Generation happened hundreds and hundreds of years ago. There's got to
be a time when you sort of have to let it go”, young women either did not know about it or
were negative about it, linking it with loss of culture:
Mum is part of the Stolen Generation. They lost a lot of the cultural ways,
language, culture. We had to research it back. … Lots of traditional ways have been
lost. People had to conform to the white man way, have to live that way. Lots of
people are caught in between worlds, they don’t function in the Aboriginal world
or the white world. For me, my nanna, her dad didn’t teach them the traditional
language, they were scared that they’d been taken to the mission. Their language
and ways were lost, they were taught to live in white society. (Kimberley)
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Statements like this were not only common among Indigenous people, as non-Indigenous
people commented in a similar way:
There’s been a loss of their cultural language, loss of attachment to country and all
that sort of stuff. So I mean, yes we gave them houses and we gave them roads and
we gave them electricity and all that sort of stuff, well good for us but we took a lot
from them in the meantime. (Gemma)

As seen earlier, service providers in Katherine expressed a variety of negative feelings
about Closing the Gap. Most of the young women had not heard about it. Additionally,
even some Indigenous service providers were not familiar with it, for example Jocelyn:
Isn’t it, is that a health thing, or what? Closing the Gap? Yeah, I did hear about it,
I’ve got to remember now. Got to think back. Closing the Gap, I’ve heard of that.
But I forgot what it is. [Mascha explains and shows the 6 goals.] Yeah, I’m sure I
heard this before. Close the Gap in - . Yeah, I’ve only heard the term, but I’ve never
read all about it. Yeah. See. I don’t know about that.
It was notable that the people who knew what Closing the Gap was connected it more
often to their work, than to their being Indigenous. Hence, while it is a policy directly aimed
at influencing Indigenous lives, it was not something they were engaged with.
It also became clear that just because people are Indigenous, this does not mean that they
automatically view as negative those things that are generally seen as negative by
Indigenous people or progressive anti-racist non-Indigenous people. An example of this is
Australia Day, which has come under increasing criticism from Indigenous and nonIndigenous people (Calma, 2015; Wainwright, 2017). A few days after Australia Day 2015, I
met up with Tamara. I asked her what she had done on Australia Day, after she had left my
place where she had been to pick up her Ochre Card. She said that she had just hung out
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with friends. She told me that they usually have lunch together, have a barbeque for
dinner, or go swimming. I asked her what she knew about Australia Day, but she replied
that she did not know much about it. She said that she did not put much thought into the
fact that it is Australia Day; she just celebrates it. I explained that some Aboriginal people
call it Invasion Day or Survival Day (Calma, 2015). Tamara had not heard of that, and said
that she does not discuss it with others. She compared it to Easter and Christmas: “I just eat
the chocolates, I don’t care that it’s Easter… My family doesn’t believe in Christmas, but
they still buy me presents and stuff. You just celebrate it but you don’t care that it’s that
day”. At some point I said, relating to myself, that I do not celebrate the birth of Jesus at
Christmas, because I am not a Christian, but that I still celebrate Christmas by having a nice
dinner with family or friends and exchanging presents. Tamara agreed: “That’s how to
explain it in a good way”.
The power relations between the Australian government and Indigenous people are often
identified as negatively contributing to Indigenous people’s well-being. The fact that
Closing the Gap was so little known is one example where policy which affects Indigenous
people is at the same time something they are distanced from. Concretely, service
providers felt that the way the government makes decisions does not always allow them to
work in the best way, thus negatively affecting Indigenous and non-Indigenous well-being.
Yet, as the examples of Alexis and Brianna and Tamara showed, there are varying opinions
about governance among the young women. They were certainly aware of negative effects
of colonisation, but did not necessarily engage with political topics, like Tamara who just
celebrated Australia Day without thinking about it.
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Conclusion
This chapter has discussed how government policies and services in Katherine influence
Indigenous health. By focusing specifically on Indigenous health and cultural
appropriateness of services, an emphasis is placed on Indigenous identity vis-à-vis nonIndigenous identity. This affects health in several ways. Looking at how the social
determinants of health are experienced at the local level shows these various effects.
On the one hand, it has become clear that the social determinants do not affect Indigenous
and non-Indigenous people in exactly the same ways (Chenhall & Senior, 2018; Shepherd et
al., 2012). For example, when Indigenous people experience racism in their jobs, or cannot
find a job because of racism, this negatively affects their sense of self and thus their health.
Therefore, employment cannot be considered to always affect health positively. Similarly,
education was often linked to identity. As School Ready was a program which mainly had
Indigenous students, low education and Indigeneity became linked in many people’s eyes.
This can contribute to negatively experiencing one’s own identity, and thus negatively
affecting health (Burbank, 2011).
At the same time, Indigenous young women and service providers often played down the
binary Indigenous versus non-Indigenous. They emphasised for example that nonIndigenous youth needed assistance too, such as food provided at school, and educational
assistance through special programs. Having special services for Indigenous people, such as
Clontarf, contributed to negative attitudes from non-Indigenous people and possibly to
increased racism, which negatively impacts on health. People working at social services
insisted that their services were open to everyone, and worried when non-Indigenous
people did not attend. Katherine residents also highlighted the fact that there was a need
for an affordable health service that non-Indigenous people could easily access.
Additionally, Indigenous young women drew attention to the idea that their aspirations
299

with regard to education and employment did not always differ from those of nonIndigenous young people. When it is said that a Western education conflicts with
Indigenous culture (Burbank, 2011, pp. 137-139; Dunbar & Scrimgeour, 2007), the culture
of Western institutions is posited against the culture of remote Indigenous communities.
This is quite different in the intercultural context of Katherine, where Indigenous and nonIndigenous ideas and values are more mixed.
Discussions about cultural appropriateness with service providers revealed that although
sometimes Indigenous culture was posited simply against non-Indigenous culture, they
were generally aware of local Indigenous cultures. Some service providers considered
knowledge and understanding of Indigenous habits and practices to be important to do
their jobs in the best possible way. Others noted that although they were culturally aware,
they were not culturally focused and as such they “did what they did”. This is not
necessarily a negative; as Kowal (2015, p. 148) has pointed out, overstressing cultural
appropriateness can make service providers too anxious to do a good job.
Government policy, while attempting to improve Indigenous health, can have negative
effects as power differences are not addressed and Indigenous people are portrayed as
victims or as lacking in characteristics that non-Indigenous people have (Pholi et al., 2009).
The statistics focus on Indigenous people not doing well and needing to improve, rather
than on non-Indigenous people who might not have a full-time job or finish Year 12. At the
same time, the statistics also do not pay attention to those Indigenous people who are
doing well on the Closing the Gap indicators. The particular images that Closing the Gap
conjures of Indigenous people such as having lower incomes, homelessness, and not having
a job affect Indigenous people and how they view themselves and how they are viewed by
society. When talking about racism, young women felt that they were often judged on the
basis of these negative stereotypical views, rather than as the individual person they were.
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It was clear that Closing the Gap was a remote issue for many Indigenous young women in
Katherine, even though it is a policy directly aimed at Indigenous people. As many service
providers stated, Indigenous people keep being subjected to various government policies
without any real change. Some participants’ statements that there should be not just a
non-Indigenous, but also an Indigenous Prime Minister, show awareness of inequality at
the government level. This also again stresses the duality of identities.
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Chapter 7: Conclusion
This thesis has demonstrated the many ways in which young Indigenous women think
about health, how they engage with health care, including traditional medicine, and how
social services and government policies fit into this picture. In addition, it has demonstrated
how health is linked with culture and identity. In this thesis, beliefs and behaviour about
health have been described at three different levels: the individual level, the services level,
and the policy level. The young women in this study engaged with health at each of these
levels.
This conclusion starts with presenting the findings of this study at the individual and
services level. The next section shows how health, identity, and culture are interrelated.
This is followed by a discussion of health at the policy level. I will then reflect on the
process of doing research with young people and in towns. Recommendations for future
research are made. The chapter concludes with a final reflection on Closing the Gap, health
and identity.

7.1 Individual health beliefs
In terms of defining what health is, there was a difference between the narrow definitions
that young women gave when asked directly what health is, and wider views that came up
during my fieldwork. A limited description of “health” was given in terms of behaviour. The
young women had internalised the standard health messages of healthy eating and
physical activity. Although public health focuses on a broad range of areas, including for
example environmental risks and the consequences of a stressful lifestyle, diet and exercise
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are important aspects of health that are paid attention to by public health professionals
(Lupton, 1995, pp. 142-143; Petersen & Lupton, 1996, pp. 15, 49, 112-113, Chapter 4;
Potvin & Jones, 2011). In Katherine, young women were exposed to messages about
healthy eating and being physically active from a young age; it was promoted at Good
Beginnings playgroups, at schools, at youth programs at the YMCA, and at various activities
in and around the town. While school was identified as a highly authoritative source when
it comes to health beliefs, with the young women stating that school has taught them what
they belief health is, it is likely that the dissemination of similar ideas by a wide range of
organisations and in different places, reinforces the internalisation of these beliefs, even if
young women do not explicitly state that they learned these beliefs for example at the
YMCA.
This particular way of thinking about health is not Indigenous-specific. Similar ways of
conceptualising health have been found in studies with lay people in studies in the United
States and Poland (Borowiec & Lignowska, 2015; Buck & Ryan-Wenger, 2003). Despite
being identified as lay beliefs in these studies, I contend that they cannot be opposed to
professional views as they reflect what people have learned from professionals. When
asked what health is, young women repeated what they had learned from service providers
and at school. Additionally, some young women worked in health or health-related areas
themselves and had therefore received training in this field, which made their views on
health as much professional as lay.
Despite these narrow definitions, wider ideas that can be regarded as belonging within the
domain of health were held by informants. Although young women did not define health in
the biomedical way, as the absence of disease, or according to the Indigenous definition, as
holistic well-being involving not just the individual but the whole community (National
Aboriginal Health Strategy Working Party, 1989, p. x), both these views came through
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during conversations about health. Young women thought about specific diseases and how
to prevent them. They placed issues such as domestic violence in the realm of health, and
recognised both natural and spiritual causes of illness. “Social, emotional, and cultural wellbeing”, which is included in the Indigenous definition of health (National Aboriginal Health
Strategy Working Party, 1989, p. x), was important to them, even if they did not explicitly
mention this when talking about health. Friendships and relationships with family were
highly valued, they recognised mental health problems, and in general they attached
considerable significance to culture, with a connection to their country being important for
some participants. Aboriginal and Western ideas about health could not be seen as
irreconcilable. The young women had been exposed to behavioural ideas about health
from a young age and had internalised them as their own ideas. Aboriginal people have
always incorporated health beliefs that they found useful, and rather than viewing these
ideas as Western views imposed on an Indigenous population, they should not be labelled
Aboriginal or non-Aboriginal as the line between the health beliefs becomes blurred (Reid,
1983, pp. 19, 152-153; Rowse, 1996, p. 8).
In addition to defining health as a behaviour, the young women viewed health as
something that is important, that is under the individual person’s control, and subsequently
that is an individual responsibility, again echoing public health beliefs (Lupton, 1995, p. 70).
Informants consistently stated that they thought that health was important as a goal in
itself: an expressive, positive view that focuses on “the realization of the self for the self”,
in contrast to negative definitions that focus on not being sick and the body having an
instrumental role in performing functions in society (D'Houtaud & Field, 1984, pp. 4647).The young women generally rated their current health as good and had optimistic
expectations for their future health. Those who were less sure about their future health,
often because of family members’ diseases, still expressed the view that behaving in a
healthy way would help to ameliorate these predictions to some extent.
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Despite international recognition of health as a right (United Nations General Assembly,
1948; World Health Organisation, 1948), and policies that aim to achieve health equality
and focus on health as a human right (Blas & Kurup, 2010; Calma, 2008), the way that
young women understood health was more in terms of an obligation than as an individual
right. To whom this obligation was felt remained opaque as young women and females of
their parents’ generation made statements such as that they “should” exercise and that if
people wanted to be healthy, they would make sure they were, thus at most making it an
obligation to the self. However, if the body is understood as reflecting virtues such as selfcontrol and discipline (Petersen & Lupton, 1996, p. 25) and service providers’ rhetoric
about Indigenous health behaviour as a form of moral judgement (Saethre, 2009, 2013),
then it is more likely an obligation to the undefined, but judgemental, wider society, of
which the young women themselves are also part as shown through their negative
judgements about what they considered to be unhealthy. There was little recognition of
factors outside of the individual’s control determining health such as social and structural
determinants and chance. Although participants identified some factors influencing how
much control they had over how they live their own lives, they did not always take these
factors into account when talking about their future health and individual responsibility for
health. Different narratives, however, were expressed at different times, depending on the
topic of the conversation. When talking about health in a direct way, the rhetoric of
individual responsibility was strong. Yet, at other times young women stressed that “we
were healthy before colonisation”, linking Aboriginal ill-health with political factors.
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7.2 Health care systems
To conceptualise health systems, I have used Kleinman’s (1980, p. 50) model, which divides
health systems into the popular, folk, and professional sector.
Self-treatment, which takes place in the popular sector, was ubiquitous in Katherine, as
elsewhere (Kleinman, 1980, pp. 50-53). The popular sector does not specifically distinguish
between indigenous and Western systems, and as such can include both Western
medications and bush medicine (Kleinman, 1980, p. 68). In contrast to remote communities
where people expressed differing views pertaining to them, emphasising dangers
associated with Western medications while noting the safety and efficacy of bush medicine
(Saethre, 2007; 2013, pp. 108-110; Senior, 2003, p. 155; Senior & Chenhall, 2013), young
women in Katherine used Western medications and bush medicine interchangeably. Taking
Western pharmaceuticals was an ingrained practice which they did without much thought.
Only one young woman expressed doubt about the safety of medications, however, rather
than taking bush medicine she preferred herbal medications.
The distinction between the professional and folk sector corresponds with a distinction
between the Western and Indigenous medical systems (Kleinman, 1980, pp. 53-60). In
terms of treatment, this represents biomedical practitioners and traditional healers,
respectively. Although to some extent conceptualised as separate and incommensurate
systems, the boundaries are not completely fixed and people in remote communities have
been shown to exhibit complex health care seeking behaviour using multiple treatment
methods for a variety of reasons (McCoy, 2008; Saethre, 2007; 2013, Chapter 4). This
complexity was also found in Katherine. The young women considered the two systems as
separate to some extent, as they were adamant that seeking biomedical care was futile in
the case of spiritual illness, and did not think that traditional healing happened for
emergent diseases, thus suggesting that this type of illness was always treated by Western
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doctors, and that the perceived cause of the illness determined the treatment sought. At
the same time, informants perceived traditional healers to be able to treat natural
illnesses, therefore for natural illnesses either type of health care can be sought. Moreover,
although the young women were not aware of traditional healing being used for
introduced diseases, Kathy, a self-proclaimed traditional healer, treated what are regarded
as Western or emergent diseases such as stroke and cancer. Although she was not
representative of all traditional healers, she was doing much work in teaching bush
medicine and traditional healing in Katherine and often worked with young women; it is
likely that changes in her work will influence how at least some young women understand
traditional healing over time. In general, the young women showed acceptance of
biomedicine. It was not regarded as originating from a different culture, rather it was seen
as efficiently dealing with emergent as well as natural diseases. As such, a complex
understanding of health is emerging that integrates aspects from different systems in
particular ways, depending on the local context as well as people’s personal experiences
(Craig, 2000).
In addition to the distinction between Indigenous and biomedical health care traditions,
Australia also has a distinction between mainstream clinics and ACCHOs. The young women
in this study perceived Wurli, the ACCHO in Katherine, to provide biomedical care. This
seemed to be a view widely held in the Katherine community as shown by discussions
about whether non-Indigenous people were able to access the service. This view on the
type of health care delivered by Wurli was reinforced since Aboriginal Health Workers
became Aboriginal Health Practitioners. Although cultural brokerage is still part of the role,
much emphasis is placed on clinical tasks (Wurli-Wurlinjang Health Service, 2018a). An
Aboriginal Health Practitioner in this study understood his role as having become more
biomedical, and young women had little understanding of the different tasks performed by
Aboriginal Health Practitioners and doctors, thus viewing the clinical responsibilities as
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similar. Although Wurli adhered to the Indigenous definition of health, and provided a wellbeing clinic and other programs addressing wider issues around health than just clinical
care, there was little evidence that the care itself that was provided in their clinics differed
from the care provided at mainstream clinics in Katherine. The young women accessed
Wurli more regularly than other GP services. In these cases, decisions around seeking
health care did not depend on the perceived cause of the illness, but Wurli was preferred
on the basis of factors such as lack of cost, availability of transport, providing a walk-in
service, the presence of Indigenous staff, and habit forming behaviours such as “being used
to” going there. The hospital was used for more serious health problems and outside
Wurli’s opening hours, and one young woman used Gorge Health sometimes because of a
higher perceived quality of care. Confidentiality is often mentioned in the literature and by
service providers as an issue at ACCHOs (James et al., 2009; M. Mitchell & Hussey, 2006).
From my discussions with young women, it became clear that perceived confidentiality
issues were a bigger problem than actual breaches in confidentiality. This does not negate
the problem, however, as it may still inhibit some young women from seeking sexual and
reproductive health care, as no other affordable options were available in Katherine at the
time.
Change has occurred in how bush medicine and traditional healing are applied. Bush
medicine was at times made with some ingredients bought from the supermarket and with
modern cooking tools. In addition to preparation at home, it was regularly made by
Banatjarl at festivals, for both Indigenous and non-Indigenous people. In terms of
Kleinman’s model, traditional healing can be seen as part of the folk system: a healer is a
specialised role, held only by selected individuals who have knowledge and skills that are
not widely shared in the community (Kleinman, 1980, p. 59; Reid, 1983, pp. 57-59; Scarlett
et al., 1982, p. 167). Bush medicine, on the other hand, is part of the popular sector: it
comprises non-specialised knowledge of home remedies that lay people have (Kleinman,
308

1980, p. 50). Knowledge about bush medicine is common knowledge, held by most
community members, with the only difference pertaining to age as knowledge is acquired
as people grow older (Dickson, 2015, Chapter 6; Scarlett et al., 1982, p. 167). Changes in
the way that bush medicine knowledge was held and taught, however, have caused it to in
some ways move into the folk system, with experts who held the knowledge and taught it
to others.
These results have shown that although Kleinman’s model is useful in some ways, there are
some difficulties in applying it to the health system in Katherine. These issues apply firstly
to the sectors themselves. ACCHOs such as Wurli cannot easily be placed in any category,
as they provide biomedical care but at the same time set themselves apart as Indigenous,
community controlled organisations, different from mainstream biomedical clinics.
Changes in how traditional medicine is carried out and understood make it shift between
sectors. Traditional healers treat emergent illnesses, and as such cross the boundary
between systems, though in limited ways. Moreover, changes in bush medicine make it
partially shift from the popular to the folk sector. In terms of users, there is overlap as
young Indigenous women use both. In terms of services, there is both separation and
overlap.
Furthermore, Kleinman’s model does not look at power differences between the sectors,
which is necessary to get a full understanding of the health system in Australia and the
consequences for Indigenous people’s health. Conceptualising the medical system as a
dominative medical system draws attention to differences not just in content but in power
between the biomedical (professional) and Aboriginal (folk) system, with the Aboriginal
health system placed at the bottom (Baer, 2008). Each sector and system has its own body
of expertise. This expertise resides with the patient and their family in the popular sector,
with alternative practitioners and traditional healers in the folk sector, and with biomedical
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health professionals in the professional sector; bodies of knowledge which are not being
perceived as equally legitimate (Stevenson et al., 2003). In Katherine, this was shown for
example when women at the Stolen Generation Healing Camp did not express part of their
sickness beliefs to the paramedics, or when service providers conceptualised Banatjarl’s
local knowledge as being opposed to evidence-based knowledge.

7.3 Culture, identity, and health
Over time, Indigenous policy has shifted from a focus on assimilation to self-determination
to the current focus on equality. Each of these policy directions has a different underlying
emphasis on sameness or difference. When looking at health beliefs, health behaviour, and
the social determinants of health, there is always the question whether Indigenous values
and behaviours are different from those of non-Indigenous people. In this sense, any
statements or policies about Indigenous health are always related to Indigenous identity.
Moreover, health and identity are also linked to culture. In Katherine, these links were
given shape when talking about traditional medicine, in cultural appropriateness of
services, and in stereotypical ideas of how Indigenous people engage with health.
Introducing Culture Crisis: Anthropology and Politics in Aboriginal Australia (Altman &
Hinkson, 2010), an edited volume that explores how culture is understood and constructed
in Indigenous politics in Australia, Hinkson (2010, p. 5) notes the two broad ways in which
anthropologists working with Indigenous people in Australia understand the concept of
culture: classicism, which focuses on relatively independent and stable cultural practices,
and interculturalism, which focuses more on processes of change that need to be
understood in the wider context. Somewhat similarly, Merlan (1998, pp. 227-228)
distinguishes high culture, specific visible cultural practices with their roots in the past, and
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the less visible everyday lived realities and social relations. In Katherine, culture was mostly
understood as high culture by the young women and by service providers. The young
women described it as including language, art, respect, hunting and fishing, “knowledge
about my tribe”, songlines, their Dreaming, the Law, kinship, and bush medicine and
traditional healing. Culture was talked about in terms of that it could be lost, and could be
strong or weak. Conceptualising culture in this way does not mean that less visible or
intercultural aspects of culture did not exist. People just generally did not understand this
as culture.
This thesis has distinguished between two groups of young women with regard to culture
and identity. For some, their Indigenous identity was implicit. They had grown up with their
culture and acquired knowledge that was specific to their language group. Other
participants felt more equivocal about their identities. Although they had a similar view of
what Aboriginal culture was, they had not grown up with it and often made an explicit
effort, starting in their teenage years, to learn about it. They did this as a way to strengthen
their Indigenous identity. Whereas the latter group identified mostly with Indigenous as a
nationwide identity, the former identified either as Indigenous or with a particular “tribe”,
as they called it, depending on the context. Rather than understanding the two ways of
identifying and engaging with culture as leading to two discrete groups of Indigenous
youth, there is some overlap and they are better conceptualised as continua. It is for this
reason that I have not designated the young women into specific groups. Sarah is
illustrative of the complexity around identifying as Indigenous and what role culture plays
herein. Although she had grown up with Indigenous culture as an implicit part of her life,
she did not actually identify as Indigenous.
It also follows that language group or tribe has limited value in designating the young
women in this study. In the Katherine context, this identity provides a sense of belonging
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only in certain instances, and the young women are grouping themselves in many different
ways. This study should therefore be seen as involving a group of Indigenous young women
consisting of a variety of individuals, who are connected in some ways and separate in
others, rather than representing clearly identifiable subgroups in Katherine. It is, however,
likely that certain sectors of the Aboriginal community differ from each other with regard
to health beliefs and behaviour. Indigenous urban populations across the world differ from
traditional communities such as reservation-based communities in America and Alaska
(Yuan, Bartgis, & Demers, 2014). They form heterogeneous communities with regard to
their identities, including how strong their indigenous identity is, and having multiple
backgrounds, being part non-indigenous and/or identifying with multiple tribes (Fast,
Drouin-Gagné, Bertrand, Bertrand, & Allouche, 2017; Place, 2012; Voyle & Simmons, 1999;
Yuan et al., 2014). These different identities affect health and how health services should
be provided, however, urban indigenous health remains under researched (Place, 2012;
Yuan et al., 2014), and while outside of the scope of my research, this thesis raises
questions about differing conceptions of health and the relative importance of belonging to
a certain language group for people’s health beliefs in their widest sense.
One aspect of what young women called culture was bush medicine and traditional healing.
Originally part of the domain of health and illness, they have an increasing importance in
the cultural domain. The National Aboriginal and Torres Strait Islander Health Plan 20132023 treats traditional healing as a cultural practice instead of a health care modality. It is
encouraged as a way to making people healthier by strengthening culture, thus developing
an identity that people are proud of, rather than as part of the health system (Australian
Government, 2013, pp. 9, 35; Department of Health, 2015b, pp. 24, 33). Bush medicine is
not specifically mentioned in this Health Plan. Traditional medicine is not mentioned in the
Closing the Gap initiative (Commonwealth of Australia Department of the Prime Minister
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and Cabinet, 2018; Department of Families Housing Community Services and Indigenous
Affairs, 2009).
Traditional medicine was part of health for some of the young women, and part of culture
for others. For the latter, learning about bush medicine and traditional healing, for example
at camps where young people learn about culture (Blignault et al., 2013; Jawoyn
Association Aboriginal Corporation, 2016), was one way of giving expression to their
Indigenous identities. How traditional medicine was used as culture also became clear
through my work with Kathy. Kathy was very engaged with what she called “sharing
culture”: teaching it to the younger generation as well as sharing it with non-Indigenous
people. When Kathy talked about her healing, she focused on the differences between her
work and Western medicine, downplaying the ways in which her practice was modernised
and drew on worldwide indigenous healing practices. These adaptations included the use
of modern cooking utensils and using ingredients such as olive oil for making bush
medicine, and for traditional healing the use of heat, an emphasis on the feet, and the
application of healing techniques for emergent diseases. That “preserving the culture” can
lead to essentialising of culture was also clear in the Growing Strongbala Way book (Aquino
et al., 2015). Although there is value in making service providers and the general public
aware of the possibilities of differing worldviews between Indigenous and non-Indigenous
people, making culture explicit by drawing on differences with another culture can lead to
artificial maintenance of a culture, preserving it at one point in time and thus excluding the
possibility for change (Y. M. Johnson & Munch, 2009).
The link between identity, culture, and health is also relevant in terms of cultural
appropriateness of services. The emphasis on culturally appropriate services as promoted
by the government as a strategy to contribute to health equality (Department of Health,
2015b, pp. 1, 25, 27) was reflected by service providers in Katherine. They placed much
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emphasis on cultural awareness courses as a way to make their services culturally
appropriate, although learning on the job, often in collaboration with Indigenous
colleagues, was also a valued way of learning about Indigenous culture. The value service
providers placed on local cultural awareness courses over general ones, and the fact that
Indigenous staff from elsewhere emphasised that they were not local and said that they
needed to learn too, showed an importance of local knowledge and a recognition that not
all Aboriginal groups nationally are the same. Despite finding knowledge about the local
culture important, service providers made it clear that they felt that being culturally
appropriate or safe did not equate to working according to that culture. This can be linked
with ideas about what culture is. If culture is understood as something that can be lost, and
generally thought of as high culture (Merlan, 1998, pp. 227-228), it follows that it is only
part of a person’s life, rather than pervading every aspect of it. Some researchers have
posed the question what cultural appropriateness means to Indigenous people, as it is
often defined by non-Indigenous people (Fredericks, 2006; Heil, 2006, p. 104). The young
women in this study did not specifically comment on cultural appropriateness of services,
although factors such as having Indigenous staff can be understood as part of it. In general,
however, they seemed to understand and accept Western institutions as working in
Western ways and not expect “Aboriginal culture” there; like service providers they viewed
culture as an alienable part of a person’s life.
Health, culture, and identity are also linked in narratives about Indigenous health. Those
discourses that focus on the difference between Indigenous health beliefs and the
biomedical system, as well as those that focus on the idea that Indigenous people do not
think, nor care, about health, are underpinned by an emphasis on Indigenous difference.
The commonly heard refrain, in Katherine and elsewhere, that Indigenous people “don’t
think about health” is usually a commentary on what health professionals see as behaviour
that does not fit with their idea of how people should behave (Kowal, 2008; Saethre, 2009).
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Like other general statements about Indigenous health, it becomes part of a “public health
shop talk”: a way of bonding between non-Indigenous people, rather than detailed
information supported by evidence (Lea, 2008, pp. 164-165). It is not a comment on health
behaviour as such, but on Indigeneity. Contrary to these expressions of people not caring
about health and not accessing health services when needed, this thesis has shown that
Indigenous young women do think about health, and that with some variability they
accessed health care regularly. The young women, however, had to negotiate the
stereotypical view of Indigenous people who do not care about their health. They distanced
themselves from Indigenous people who they perceived as not caring about their health or
not going to the doctor. This expression of negative ideas about other Aboriginal people is
not new; for example Burbank (2011, p. 108) compares contemporary experiences of
Indigenous identity which are constructed in interaction with non-Indigenous people with
“Aboriginal rejections of the ‘wild blackfella’ identity of earlier times.” Noticeably, Sarah,
who did not identify as Indigenous, did not generally talk about “Aboriginal people” like the
other young women did. The Aboriginal people Sarah talked about were just part of her
world, and she did not distinguish them from herself.
Overall, young women often foregrounded ideas of sameness. Many of them emphasised
that health is important for everyone, and when talking about health narrowly they did not
express that their views differed from those held by non-Indigenous people. It is not
surprising that they have similar ideas, as all young people in Katherine are exposed to the
same health messages at schools and at social services. Sameness was also expressed when
talking about health care. Young women thought that Wurli should be for everyone, thus
implying not only that Wurli delivers biomedical care similar to other clinics, but also that
all people need the same type of health care. Traditional medicine was understood as
being in the Indigenous domain, although this was mostly implied rather than given specific
emphasis.
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7.4 Health policy and the social determinants of health
The Closing the Gap policy recognises the influence of the social determinants on health
(Department of Families Housing Community Services and Indigenous Affairs, 2012, p. 69;
2013, p. 67). Several social determinants of Indigenous health can be compared to the nonIndigenous population; others are Indigenous-specific. The former include education and
employment, the latter include racism, history, and attachment to country (Carson et al.,
2007b). Closing the Gap, because it looks at gaps between Indigenous and non-Indigenous
outcomes, by default focuses on those determinants that can be compared with the nonIndigenous population. Although the National Aboriginal and Torres Strait Islander Health
Plan 2013-2023 recognises “the centrality of culture” (Australian Government, 2013, p. 9),
this is treated separately from the social determinants which include only the comparable
ones (Department of Health, 2015b, p. 33). By conceptualising health and its social
determinants in this way, health becomes connected with higher outcomes on education,
employment, income, and housing, which are characterised as non-Indigenous lifestyles
(Kowal, 2008). Similarly, by focusing on the gap, sickness becomes equated with
Indigeneity, and “Whiteness” becomes equated with health (Pholi et al., 2009, p. 10). The
only side that is the focus of attention and that needs to change is the Indigenous side.
Non-Indigenous characteristics form the standard; they are the goals that need to be
reached by all. Non-Indigenous measures are not problematised and Closing the Gap gives
the impression that all non-Indigenous people are doing well.
The focus on Indigenous deficits influences how people understand their own identity.
Young women were aware of the stigmatised identity as it is portrayed by Closing the Gap.
Closing the Gap and the National Aboriginal and Torres Strait Islander Health Plan 20132023 aim to encourage Indigenous people to be proud of their identities (Australian
Government, 2013, pp. 34-35; Department of Families Housing Community Services and
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Indigenous Affairs, 2013, p. 44). This is especially important in regard to young people, with
the inclusion of “strategies and actions such as empowering youth and adolescents to be
proud of their identity and culture” (Department of Health, 2015b, p. 1). When people are
defined by what needs to be changed about them, however, this negative experience of
their own identity can negatively influence their health (Burbank, 2011).
A criticism that is often levelled at the social determinants of health approach is that the
so-called determinants are not necessarily universal and that Aboriginal aspirations with
regard to education and employment may differ from mainstream goals (Altman, 2009;
Kowal, 2008). Although this is important to acknowledge, my research showed that
focusing on different aspirations runs the risk of overemphasising differences between
Indigenous and non-Indigenous people, as well as overlooking differences within these
populations. Finishing Year 12 and having a full-time job was a valued goal for some, but
not all, of the Indigenous young women. At the same time, this was also true for nonIndigenous people, as comments on Year 12 attainment not being necessary for everyone
demonstrated.
Despite the recognition of their importance for Indigenous health in the literature (Carson
et al., 2007b), Closing the Gap and the National Aboriginal and Torres Strait Islander Health
Plan 2013-2023 pay limited attention to the Indigenous-specific social determinants.
Interpersonal racism was a problem commonly experienced by Indigenous young women in
Katherine. For several young women, racism stood in the way of actively pursuing a job.
Thus, it is not necessarily aspirations, but also opportunities that influence employment
outcomes for Indigenous people. It needs to be noted that young women often felt that
having specific services for them might make other people racist towards them, an
expectation that is supported by research from towns with a similar proportion of
Indigenous inhabitants such as Bourke (Cowlishaw, 1997, pp. 182-187; Kamien, 1978, p.
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80). Another Indigenous-specific social determinant of health is history and governance.
Young women expressed a variety of views on political issues such as Australia Day, which
were not all negative. They did, however, comment on the effects of colonisation and the
negative effects of previous government policies, for example by stating that Aboriginal
people were healthy before colonisation. As noted, these kind of statements are better
understood as political statements about identity and current power differentials than as
expressions of concrete facts about pre-colonial health. For most of the young women, as
well as for most Indigenous people in Katherine generally, Closing the Gap was a distant
government policy that they were unfamiliar with. If people knew it, it was because they
had come across it through their jobs, rather than as an Indigenous person.
Pholi et al. (2009) have argued that the Closing the Gap policy overlooks issues of control
and power inequality. They noted that the social determinants of health are measured and
intervened in at the individual level rather than at the systemic level, and that the
government having the power to define population groups and proscribe how people
should live keeps power differences at the systemic level intact. This type of argument is
not new: Nearly 30 years ago, S. Saggers and Gray (1991b, p. 417) already concluded that
“[no Australian governments] have acted in a way that would significantly alter existing
power relationships – the very relationships that need to be altered if Aborigines are to
have equal life chances in Australian society.” Racism in the health system is one aspect
where this happens. The National Aboriginal and Torres Strait Islander Health Plan 20132023 defines systemic racism as the “failure of the health system to provide an appropriate
and professional service to people because of their colour, culture, or ethnic origin”
(Australian Government, 2013, p. 51). What this definition lacks is a recognition of different
health systems and that each health system, including biomedicine, is a cultural system
(Kleinman, 1980, p. 35; Lock & Nguyen, 2010, p. 59). The National Aboriginal and Torres
Strait Islander Health Plan 2013-2023 emphasises an evidence-based approach to health
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policy and programs, based on extensive research, advocating this type of approach also
for traditional medicine (Australian Government, 2013, p. 19). The focus on an evidencebased approach, however, is in itself a cultural aspect of biomedicine, as the efficacy of
traditional healing is usually measured in different ways (Janes, 1999; Lock & Nguyen, 2010,
p. 65). The Western values underlying the Closing the Gap goals and strategies are not
recognised as being cultural. The idea of “remedialism”, meaning that government
intervention is necessary to improve Indigenous lives, a trust in numbers combined with a
focus on statistical equality, and the neoliberal values underlying the valuation of
employment, are all cultural values (Kowal, 2008; Lea, 2008, pp. 128, 212; Pholi et al.,
2009). Reflecting back on the goal of making Indigenous youth proud of their culture, it
should be questioned how privileging biomedicine, advocating for an evidence-based
approach to traditional medicine, and supporting traditional medicine only as culture,
rather than as a legitimate system of medicine, contributes to this goal.

7.5 Research with Indigenous young women
This thesis focuses on young women who are between 16-24 years old. Several issues arose
with regard to youth research. The first is whether young women in Katherine can be
divided into a disadvantaged and a privileged group. Secondly, I will discuss the usefulness
of the age boundaries of 16-24 years old. Thirdly, I will reflect back on the methodological
implications of my study for research with young people.
It has been recognised in youth research that it is important to include both easy and hard
to reach groups, as the disadvantaged and disengaged are often excluded (Australian Youth
Affairs Coalition, 2010; Heath et al., 2009, p. 50). In Alice Springs, service providers
distinguished between groups of young people who are more or less engaged in education
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and other services, and who are easy and hard to reach, respectively (Friderichs, 2012, pp.
93-94) . I question whether youth in Katherine can be divided in this way. Although young
women sometimes distanced themselves from “Indigenous people”, it did not seem like
they differed significantly from the wider group of Indigenous people in many aspects. An
example is doctor’s visits. Not accessing health care when needed can be interpreted as a
sign of not engaging with services, and thus being “hard to reach” youth. One of the young
women, Carmen, was very vocal in her dislike of going to a GP, yet she was employed fulltime and generally engaged with services, and as such not a vulnerable or disengaged
person. Other young women also showed signs of both vulnerability and non-vulnerability.
For example, Bridget came from an alcoholic family, had sometimes drunk heavily, and at
some point tried to get housing through Anglicare because she could not stay with her
family. At the same time, she was engaged in work, had lived by herself, and did not
currently drink.
Pregnancy at a young age is also regarded as a characteristic of vulnerability. As a result of
growing up in harsh and unpredictable environments, Indigenous young women in remote
areas have been found to have fast life history strategies which are characterised by
shorter lifespans, less parental investment, earlier pregnancy, and less long-term
investment in areas such as schooling, saving money, and home ownership (Brumbach,
Figueredo, & Ellis, 2009; Burbank et al., 2015).147 Yet, looking at the two young women in
this study who became pregnant at a young age, Michelle was working full-time and Lucy
was hoping to go back to work soon. Carmen’s perception that Indigenous people,
including herself, need to grow up quickly confers with the fast life history strategy.

147

Although Brumbach et al. (2009, p. 27) recognise that people with slower life history strategies
“adhere more closely to the social norms of modern industrialized societies”, the idea that these
norms reflect Western norms is not further explored in their study.
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Nonetheless, her current life, which included a full-time job and long-term partner, was
different.
Defining “young people” by age is a theoretical construct that comes from Western
research rather than a local, culturally, defined approach to adolescence (Burbank, 1988, p.
xii). Moreover, even when using age to define youth, this varies between countries, with
some countries defining youth as up to 30 years old (UNESCO, 2017). During my fieldwork, I
found out that the young women I worked with could broadly be divided into two life
stages. The main differences existed between those who were still in school and lived with
their parents, and those who had left school, might be working, and lived by themselves or
with their partner. There was some overlap, mostly when young women had left school but
still (or again) lived with family. These differences are important for the findings of this
study. For those women who lived with their parents or under the care of houseparents at
a boarding house, decisions such as when and where to access health care were regularly
made by their (house-)parents. Those who lived with family members had less input in
matters such as their diet, as it was influenced by what was available in the household. To
some extent this also applied to those living with a partner, as they were not the sole
decision-makers in the household. These influences can significantly affect how much
responsibility young women can take for their health, even if they express ideas about
individual responsibility.
When working with young people, power imbalances and authority issues can hamper
getting real knowledge about what they think (Best, 2007, pp. 12-17; Heath et al., 2009).
Involving local youth as peer-researchers and using scenarios have been useful ways of
overcoming this challenge during my fieldwork. One of the peer researchers was only 16
years old, still going to school, and living with her parents, while the other was 21, was
working and had lived by herself. This allowed me to get different perspectives, reflecting
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the broad differences within the larger group of young women. In addition, ethnographic
fieldwork itself is a suitable method for research with young people (Heath et al., 2009, p.
101). When I asked questions about certain topics, young women sometimes felt the
necessity to give the “correct” answer. For instance, interview questions about health
generated a narrow definition of health. The fact that broader definitions arose at other
times shows the importance of being aware of how questions are asked, of what the
underlying power differences may be, and of ethnographic fieldwork as a way to elicit
information which may not be told otherwise.

7.6 Identities in the town context of Katherine
Theoretically, this study contributes to the ethnographic study of young Indigenous people
living in town contexts. This is important as the majority of indigenous people, in Australia
as well as other countries such as America, Canada, and New Zealand, live in urban
contexts and there is a lack of research about their health (Azzopardi et al., 2013; Eades et
al., 2010; Place, 2012; Voyle & Simmons, 1999; Yuan et al., 2014).148 Many studies about
Aboriginal health beliefs and engagement with health services have taken place in remote
communities (Reid, 1983; Senior, 2003; Senior & Chenhall, 2013) or in cities where
Aboriginal people form a very small minority of the population (Fredericks, 2014), in
contrast to towns like Katherine where they form a substantial and visible minority.
Although remote communities are not isolated from the wider world and should be
considered to be intercultural in some ways (Burbank, 2011, Chapter 2), the population
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Eades et al. (2010) conducted a review of research about Australian Indigenous health published
from 2004 to 2009. They found that 9% of publications focused exclusively on urban populations,
and 3% included urban populations. Azzopardi et al (2013) reviewed articles published between
1994 and 2010 that included data about the health of Indigenous young people (10-24 years old).
They found that 17% of studies focused exclusively on youth living in urban areas, while 39%
included mixed data from rural and urban areas.
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composition in Katherine makes understanding the town as an intercultural space even
more salient (Merlan, 1998). It influences how young women think about health issues and
how they perceive their Indigenous identities. It has been recognised in anthropology for
quite some time that cultures can and do change, and that there are always differences
between people within cultures (Agar, 1996). This is especially important to recognise in
towns and with youth research, as youth in towns are influenced by Indigenous and
Western culture in various ways, as the two ways of identifying and engaging with “culture”
showed.
Closing the Gap and other policies, as well as services focusing on Indigenous people,
emphasise the difference between Indigenous and non-Indigenous people. Research in
Bourke, a town with a population similar to that of Katherine showed that although there is
mixing between Indigenous and non-Indigenous people, people living there emphasised
the perceived boundaries between the two groups rather than the overlap (Cowlishaw,
2004, Chapter 5). In Katherine, service providers and Indigenous young women expressed
different ideas, recognising that identities in Katherine are more complex. It is a
multicultural town, and service providers stressed that their services are open to people
from all cultures. People were aware of the usual emphasis on the dichotomy, as this
comment from Gemma shows: “Especially a multi-cultural community like Katherine is. I
mean, a lot of people think it’s just Indigenous people and white people, but it’s not.”
People stated that emphasising the two groups divides people and thus contributes to a
widening gap. The broad range of areas where Aboriginal people in this study came from
also shows the diversity within the Aboriginal population.
Several anthropologists who have looked at health professionals’ views on Aboriginal
health, such as Kowal (2015) and Lea (2008), focused on health professionals working in
remote communities. The world in their works consists only of non-Indigenous middle-class
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health professionals and the remote Indigenous populations that are serviced by them. In
such a context, similar to in the Closing the Gap policy, “Whiteness” corresponds with being
healthy, having a high income and education, and a professional job, while the Indigenous
people become the powerless whose health and lives need to be improved by others
(Kowal, 2008). In contrast to the situation in these contexts, the population of Katherine is
more complex with non-Indigenous service providers being part of the population, rather
than outsiders whose day-to-day lives are lived elsewhere, and also including Indigenous
service providers. What is most important in comparison to remote communities is that
Katherine has a significant non-Indigenous population who are neither service providers
nor belong to the upper-middle class. This diminishes the applicability of the dichotomy
between non-Indigenous people who are healthy and do well in terms of the social
determinants of health and Indigenous people whose health, education, and employment
outcomes need to be improved. In addition to the “white” aspect of it and cultural
differences between Indigenous and non-Indigenous people, the “middle-class” part of the
non-Indigenous identities becomes salient. For example, non-Indigenous people from the
lower socio-economic class in Katherine needed assistance such as subsidised health care,
which Aboriginal people could access through Wurli.

7.7 Recommendations for future research
This thesis has given an overview of how young Indigenous women in Katherine think
about health. It has provided information about which health services they use and why,
and includes findings on traditional healing and bush medicine, as well as the social
determinants of health. Some issues identified are recommended to be explored in future
research.
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I found that bush medicine and traditional healing were more common than I expected on
the basis of government documents, literature research, and initial conversations with
service providers. Even when talking with Indigenous people, it was easy to get the
impression that it was not very prevalent. It is possible that knowledge and use of
traditional medicine has declined over time. Stating this with any certainty, however, is not
possible. Not only is there limited information available on the use of it in Katherine in
earlier times, this study focuses on young people who are likely to learn more about it as
they grow older. Therefore, even a comparison between them and their parents’ or
grandparents’ generation would not provide a definite conclusion about this. Additionally,
the form and use of traditional medicine has changed, which in some ways may contribute
to increased availability and usage. An analysis of the changes in the knowledge and use of
traditional medicine in Katherine is recommended.
Traditional medicine is not generally recognised by the Australian government and by
health services as a legitimate form of health care; rather, it is promoted as culture.
Although some young women indeed understood it as culture, and engaged with it to
strengthen their cultural knowledge and Indigenous identity, others used it primarily for
health. Most young women accepted traditional medicine as being in a different domain
than Western health care, which was illustrated by the fact that they did not talk about it
when asked about health, and they demonstrated little concern about it. However, some
older people such as Kathy expressed discontent with the non-recognition of it. Medical
anthropologists have noted concerns regarding integration of traditional medicine in
national health care systems (Janes, 1999; Lock & Nguyen, 2010, p. 65). At the time of my
research, Kathy had only recently started to do her healing at the Katherine hospital. It is
recommended for future research to look further into the long-term effects of integration
and government recognition of traditional medicine, not just in Katherine but also in towns
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like Alice Springs where it already happened more according to several Indigenous people
in Katherine.
In this thesis, a distinction is made between young women who learned implicitly or
explicitly about Indigenous culture. Although the different learning styles have been
identified before, this was largely as a generational difference (Merlan, 1998, pp. 107-109);
the more simultaneous existence of them within a generation, and sometimes even within
one person, has not been mentioned in any other research. I did not set out to research the
differences between the groups. Further research into the two ways of learning culture for
young women and how they are linked to identity, including being proud of their identity
and therefore influencing health, is recommended.
A limitation of this study is that I was not able to work together with Wurli, the ACCHO in
Katherine. From casual conversations with Wurli staff members who I met through general
participation in life in Katherine, I was able to get some insight in how they work.
Furthermore, I did get the perspectives of young women of how they viewed Wurli and
negotiated access to health care. Interviews with service providers working elsewhere and
participation at social services gave me much insight in how their work relates to health,
how they work with young women, and what messages about health young women take
away from these services. It is recommended that further research is done to look into
these questions in regard to ACCHOs. Moreover, working closely together with ACCHOs can
provide knowledge about how the Aboriginal definition of health influences their work and
in what ways their work is similar to or different from that of mainstream clinics.
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7.8 Towards a healthier future
This year (2018) marks ten years since Closing the Gap was initiated. On 10 February 2018,
the tenth Closing the Gap report was released (Commonwealth of Australia Department of
the Prime Minister and Cabinet, 2018; Department of the Prime Minister and Cabinet,
2018a). Of the original six goals, three are on track nationally. The education goal for Year
12 attainment is the only goal that is on track in the NT (Department of the Prime Minister
and Cabinet, 2018a, p. 10). As several goals are running out this year, the Council of
Australian Governments has planned a Closing the Gap Refresh (Department of the Prime
Minister and Cabinet, 2018b). The Refresh has a strong emphasis on increasing partnership
with Indigenous Australians, and the government is asking for people to submit their views
on Closing the Gap. The goal to close the life expectancy gap by 2031, which is the gap
most related to health, and thus to this study, is not on track. This final section discusses
the links between Closing the Gap, health, identity and culture, and provides some
suggestions for how Indigenous young women can move towards a healthier future.
Health can include factors such as education and employment rather than seeing them as
distant determinants (Duff, 2014). Understanding them as part of local constructions of
health, it becomes clear that targets such as Year 12 attainment do not have unilineal
positive effects on health, but that they can contribute to health in ways that differ
between locations, times, and individual people. The focus in Closing the Gap is on social
determinants which can be compared with non-Indigenous people, meaning that aspects
that are unique for Indigenous people, and which can positively contribute to their health
and lives, have been overlooked. In some way, the government is addressing this with an
increasing focus on recognising Indigenous cultures (Department of the Prime Minister and
Cabinet, 2018a, Chapter 1). For some of the young women culture indeed seemed to
contribute to positive identities, and as such to health. The power differentials between

327

Western and Indigenous cultures, and biomedicine and traditional medicine specifically,
however, are not addressed. Without recognising the Western cultural values that underlie
the provision of biomedicine, the way Closing the Gap targets are measured, and how
identities are produced, no real shift in power takes place.
Whether or not a focus on Indigenous identity is necessary is an ongoing debate.
Researchers such as Kowal (2015, pp. 167-170) have explored tentative ideas about
overcoming the binary identities. There are several reasons why not using the binary can be
advantageous. Indigenous youth are often talked about as if ‘Indigenous’ is the only
characteristic that matters. Yet there are many influences on their ideas about health, and
their views cannot be simply categorised as only Indigenous, lay, or as belonging to
adolescents. In terms of health care, the young women stressed that everyone should be
able to go to Wurli. Hence, it is important to recognise other aspects of their identities, and
that they often aligned themselves with other Katherine residents, rather than enforcing
the binary identities found in similar towns (Cowlishaw, 2004, Chapter 5).
The young women, several of whom had a part-European background, often felt that they
had to identify as either Indigenous or non-Indigenous. Closing the Gap exacerbates this
division. To close a gap, the existence of that gap needs to be emphasised first. Specific
characteristics are made important through the policy of Closing the Gap; in focusing on
the differences boundaries between groups are strengthened, with the paradoxical result
of creating and sustaining a gap between Indigenous and non-Indigenous people instead of
closing it. Indigenous authors such as Paradies (2006) have advocated for an approach to
Indigeneity that minimises essentialising. Indigeneity should not be regarded as a fixed
category of being, and there should be a recognition that people can change and that this
does not make them less culturally authentic. For example, having a Western job should
not be considered to make people less Indigenous. Furthermore, although identifying
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people of mixed identity in censuses is challenging, it is important as they have specific
health needs (Valles, Bhopal, & Aspinall, 2015). Although an identity based on exclusion is
problematic, overcoming the binary has the risk of overlooking the injustices done to
Indigenous people in the past, as well as current inequalities (Kowal, 2015, pp. 167-168;
Paradies, 2006). A balance should be strived for where people are recognised for who they
are, without focusing solely on the differences between Indigenous and non-Indigenous
people, but not ignoring the history and ongoing inequalities either.
For service providers in Katherine, it is necessary to recognise that multiple ideas about
health can exist within one person and that they do not exclude one another. The fact that
young women defined health as eating good food and keeping fit does not mean that they
are completely Westernised and that bush medicine and traditional healing are not
important for them, even if for some they are not. At the same time, their Indigenous
identity should not be overemphasised, as being Indigenous does not mean that they will
only use Indigenous-specific services or that they do not think about the concept of
“health”. Biomedicine should not be seen as an imposed and alien form of health care, yet
young women should be able to express ideas about traditional medicine and spiritual
causes of illness freely. Focusing on individual needs shows that some Indigenous young
women need ACCHOs; others do not. Essentialising identities can also have negative effects
as service providers struggle with how to be culturally appropriate and not do harm to
Indigenous people (Kowal, 2015, p. 148; Kowal et al., 2013). Rather than worrying
extensively about it and feeling unable to act, a more productive alternative may be to
focus on being proficient at their professions (Lea, 2008, p. 235).
Kamien (1978, pp. 49, 64) already pointed out the importance of interacting with Aboriginal
people as individuals in the 1970s, at a time when this type of interaction was not the
norm. His work shows that when this happens, much progress can be made. Unfortunately,

329

generalised statements about Aboriginal people, portraying them as problems to be solved,
were regularly made in Katherine. I could rarely talk about my research without people
asking me what “the solution” is. There was little recognition of individuals’ personalities,
experiences, hopes and dreams. Only when it is recognised that Indigenous young women
are more than the stereotypical image of Indigenous people, and that they are at the same
time different from and similar to non-Indigenous young women, is there a possibility for
“health for all” (World Health Organisation, 1978). As several young women said to me:
“Race shouldn’t really matter. At the end of the day, we're all humans.”
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Appendix A: Interview guide Indigenous young women149
Before interview, discuss mandatory reporting. Want to know from them, no right/wrong
answers.
General: name, age, where are you from? (language/clangroup), education/job,
siblings/fam sit, hobbies.
Ind culture: diff from white? What does being Ind mean to you? Where/how do you learn
about own culture (incl trad healing & bush med)? Knowledge as part of identity?

1) How do young women conceptualise health?


What is health? i.e. physical, psychological, social (relationships), social
determinants of health. What is being healthy? What does a healthy person
look/feel like? And an unhealthy person? Well-being? Know holistic def?



Do you feel healthy? /How healthy do you feel? Why? If behaviour, also physical
signs?



Main health issues (general for young Indigenous women in Katherine and for
yourself)



What is the last time you went to the doctor? Reason last dr.’s visit



Knowledge about trad healing / bush med / sorcery. Have you used bush med/trad
h? What for? Why? (why not biomed?) Two separate systems?



White dr different from Wurli? Does it matter that/if dr is white? How are other
serv different from Ind-spec?

149

Adaptations made during the course of the research are italicised.
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Role dr vs AHW?

2) How do young women behave in relation to their health and what influences this
behaviour?


Health maintenance and disease prevention (if not already mentioned); also
unhealthy behaviour



Self-treatment



Health socialisation: influence and information from family and friends, school,
media, mobile apps, internet, etc.



If possible, discuss behaviour in relation to health issues given in previous section.



Ideas about health care in general (Western/traditional medicine, value of health
care, medications)



Do you take any meds (incl. Panadol, pill, antibiotics)? Opinion?

3) Value of health and responsibility for health


Expectations of future health (why? From older generations/stats/…?)
o

future aspirations in general



Importance of health



Control over health



Responsibility for health: individual, community level, government, services, social
determinants (discuss in next section)



Heard of Closing the Gap? Stats? Human rights? Soc det?
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4) How do young women engage with health related services in Katherine?


Which services do you use/have you used? When, how long, etc.
o

E.g. Wurli, other dr./dentist/physio/chiro, hospital, YMCA, Somerville,
Anglicare, Kintore clinic.



Why would you use or not use a certain service/practitioner? Experience with
services
o



E.g. gender, skin name / poison cousins, GB strength-based

Youth-friendliness of services
o

Location, accessibility, price, look, attitude service providers.

o

Actual confidentiality issues?



Cultural appropriateness of services?



Expectations from services



Services missing? E.g. Family Planning, Headspace

5) What are young women’s views on the influence of the social determinants as barriers
and enablers of health?


Social determinants named in topic ‘Responsibility for health’?



Discuss role social determinants as barriers and enablers for health.
o

History (includes self-determination + right to have own health services)

o

Racism (includes avoidable and unfair uneven distribution of power,
resources, and opportunities, and subjective racism)

o

Country, dispossession

o

Poverty and social class
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o

Social

capital

(socialisation,

alienation/exclusion,

being

part

of

organisations/groups)
o

Education

o

Employment

o

Housing (healthy living practices, neighbourhood including access to
services)

Follow-up ok? Contact details?
Other ppl for interviews?
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Appendix B: Interview guide service providers150


Name, gender, age, cultural background, clangroup, language (at home, others
known)



Try out voice recorder, want conversation

1) General information about working at this service


Which service?



How long have you worked here?



Why did you choose to start working here?



What is your education? How has it prepared you for this job?



Have you done any training here?



Which jobs have you had before? How have they prepared you for this job?



Information about role



Information about service (if not already known), approach and goals in relation to
Indigenous young women
o

GB values: child-focused, strength-based, local ownership, inclusiveness &
collaboration, evidence-based practice, learning through innovation



Evidence-based vs local knowledge

2) Approach to working with Indigenous young women


Youth-friendliness of service



Barriers for young people using their service? How to overcome them?

150

Adaptations made during the course of the research are italicised. Questions for Indigenous
service providers are put in bold font.
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Indigenous-friendliness of service



Opinion on Indigenous-specific services like Wurli

3) Approach to health


What is health? What does a healthy person look like?



Definition of health. Holistic definition? How is health incorporated in your job?
Aware of Aboriginal definition?



Ideas about traditional medicine, bush medicines? Illness with supernatural
causes? Where do you go for health care?



Outreach



Providing information, using internet / mobile apps, leaflets, sessions?



Expectations future health, importance of health, control over health,
responsibility for health – Is there anything you/Katherine/government can do
for better health?

4) What are the difficulties that health professionals experience in their jobs?


Start with open question, but issues to discuss can include: support for service
providers (also providing support), different context, insider/outsider (different Ab
groups), expectations of clients vs own expectations.

Other


Use of volunteers



Collaboration with other services
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How do you work together with other staff? (incl other office)



How do Ind and non-Ind staff work together?



Culturally appropriate care, cultural awareness training



Closing the Gap



o

What is it?

o

What do ppl think of the goals?

o

Does it work? What are the effects? (pos or neg)

Discuss role social determinants as barriers and enablers for health.
o

History (includes self-determination + right to have own health services)

o

Racism (includes avoidable and unfair uneven distribution of power,
resources, and opportunities, and subjective racism)

o

Country, dispossession

o

Poverty and social class

o

Social

capital

(socialisation,

alienation/exclusion,

being

part

of

organisations/groups)
o

Education

o

Employment

o

Housing (healthy living practices, neighbourhood including access to
services)

Follow-up? Contact details?
Other people for interviews?
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Appendix C: Scenario - Healthcare and domestic violence
Fay is 19 and still living with her mother and step-dad. One day she came home and her
mother and step-dad were arguing. He use to hit fay as well. She would try and call the
police but he would always smash the phone. One day she got home to find her mum on
the floor. She called for help.
1. Do you think its healthy to be around violence?
2. Is it healthy not to tell anyone?
3. Is fay mother happy on how she gets treated if not, why isn’t she?
4. What would you do and where would you go if you were in a situation like this?
5. And what would you think about the people who help you?
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Appendix D: Scenario – Drinking alcohol
Ashley and her friends were planning a girls night out so they thought of going to a party.
Ashley is the youngest in her crew just being 16 she can’t get alcohol so her friend jade who
is 18 gets it. Now the group of girls got drunk and party all night. Ashley is a little to drunk
so a guy helps her out. He takes her upstairs. Next morning she’s upset with herself.
1. Do you think its a good idea to give alcohol out to younger people?
2. Do you think its safe to go out to parties without a friend who is sober?
3. What do you think happen to Ashley and why do you think it happen after the guy
took her upstairs?
4. How do you think the parents will feel about it and what do you think they’ll do?
5. How do you think Ashley will be afterwards. Do you think she’ll drink again.
6. What would you do?
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Appendix E: Scenario – Ice
Louise was with her friends one day after school they went to the park and chilled. Channy
pulled out ice and told her to try it. Louise was scared but she took it. Now Louise is
addicted and shes starting to change her ways, she drop out of school, steal off her parents
to buy the drug.
1. Why do you think Louise took the drug the first time even though she was scared?
2. Do you think Channy is a good friend of Louise when she gave her the drug?
3. Do you think Louise will ever stop using ice, and how will she do this?
4. Do you think Louise’s parents know that she’s using ice, and how would they feel
about it?
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Appendix F: Moieties and subsections in Katherine
There are two main systems of moieties and subsections in Katherine: the “eastern” and
the “western” system (Bauman, 2002). The two moieties, which each contain eight
subsections, are called Yirritja and Duwa in the east, and Yilyiku and Lirraku in the west.
Jawoyn usage is the same as that of the neighbouring groups to the north-east of
Katherine, including Rembarrnga. During my fieldwork, I mostly encountered the eastern
system. Only an Indigenous woman of Jingili-Mudburra descent told me about the western
system. Some young women who were in Katherine to attend school and lived in a
boarding house had skin names from further away, which were from a different system
again. Because subsections differ per region, equivalences of subsection terms are
sometimes used (Bauman, 2002). Dual subsection affiliation also happens. I found this as
well, for example one young women said that her skin name was Wamutjan, then added:
“And from father’s side it’s Njenji, but I don’t know how to spell that [laughs]”. An older
woman, Anna, said that she has a skin name from Katherine and one from Central
Australia.
Table F.1 gives an overview of the two moieties and 16 skin names used by most of my
informants. I use the spelling that Kathy has taught me. Figure F.2 shows the cycles of 4
generations. It shows children and who can marry who. The big arrows going in a round
fashion show the passing on of skin names through the mother. For example, Galijan’s
children are named Kotjan (female) and Kojok (male). The straight arrows indicate straight
marriages. For example, Galijan can marry Bulany or Ngarritj, and Gela can marry Bulanyan
or Ngarritjan. As children always have the opposite moiety of their mother, and straight
marriage is always between moieties, it follows that children have the same moiety as their
father.
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Moiety
Dua
Female
Male
Beliny
Balang
Galijan
Gela
Wamutjan
Wamut
Gamany
Gamarrang
Table F.1. Skin names and moieties

Yirritja
Female
Ngarritjan
Bulanyjan
Bangoern
Kotjan

Figure F.2. Mothers and children, and possible marriages.
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Male
Ngarritj
Bulany
Bangardi
Kojok

Appendix G: “I’m not going to be a statistic”: Carmen’s story
Mascha: What are your expectations for your health in the future? How do you think your
health will be?
Carmen: I’m not too sure. I think that sometimes when you’re naturally built slim you get
the perception that you’re already fit and healthy, but since I found out I’ve got high
cholesterol I’ve really taken to try and improve my health a little bit more. I think that with
your diet and your exercise and things like that, when you want to lose weight sometimes
your meal plan and your workout plan – it’s not really realistic in the sense that it’s not
sustainable for the rest of your life. I think that my health would be – I don’t really want to
say this – but “average” because I don’t want to be a gym junkie sort of person. I just want
to be reasonably fit and healthy. You know, healthy food, light exercise every now and then
but nothing too extensive because being realistic, I won’t be able to sustain that sort of
lifestyle.
Mascha: Yes. All right, for example, the high cholesterol – does that worry you?
Carmen: It does. I think because my grandad died from a heart attack at a fairly young age
and my grandma, she died when she was 56 so she was fairly young then but also I do just
have a high family history of heart disease and diabetes and things like that so I sort of
want to break the cycle and if I had kids I want them to be able to look at me as an example
so it really does worry me. I think when you’re younger you don’t really realise how
important your health is until it’s sort of the only thing that you have.
Mascha: So when you say your health – you expect it to be average – what is average
health or what does the average person – how is their health?
Carmen: … I don’t see myself personally, in a gym working out every day. That’s not the
lifestyle that I want to lead. I think it’s just light meals – light healthy meals, lots of
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vegetables. I think sometimes it is really important to really eat healthy as best you can
because at the end of the day you are what you eat. If you eat yuk food, then you’re going
to feel like crap and you’re not going to want to exercise when you’re not going to have the
energy. I think that it’s just light exercise and light meals.
… Mascha: If you have the statistics that say, for example: “Indigenous people have five
times151 more chance to get diabetes than a non-Indigenous person” – does that worry you
that you’re more likely to get diabetes than me, for example?
Carmen: I think that you’re in charge of your own life and your own health so if you want to
make a change, then it’s up to you. It does come down to the individual person. The fact
that I have high cholesterol and I have such a big family history of poor health, I think that’s
what sort of motivated me a little bit more to keep my health a little more on the positive
side because at the end of the day, everything that I do to my body is going to affect me in
the future. It doesn’t matter how small. Whatever I put into my body today is going to
affect me in twenty years down the track. So it does worry me in the sense that I’ve already
got everything against me. I’ve got a poor family history of health and the Indigenous
statistics that you just told me. It is worrying but like I said, only you can change that – you.
You are the only one who can say, “Right. I’m not going to be a statistic”. That’s my thing.
Mascha: Why do you think you have that idea whereas a lot of people [don’t think like
that]?
Carmen: They’re sort of like, “Oh, it’s inevitable” … I think it’s because I never really got the
chance to meet my grandmother. She died when she was 56 so I never really got to meet
her. I don’t want that for my grandchildren. I want to be able to meet my greatgrandchildren and I think that being around for as long as possible is what it really comes
151

This example was meant to illustrate that the statistics nearly always focus on Indigenous people
having much higher rates of diseases than non-Indigenous people, rather than an accurate figure.
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down to because you want to be there for your family. You can’t be there if you’ve got such
poor health and not only that but I want to be able to live happily and I don’t think you can
do that when you’ve got health problems and you’re constantly in and out of hospital for –
you know, things like that.
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