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Abstract 

 

The current research was guided by the findings of the Choose Life Report (Kimberley 

Aboriginal Medical Services Council [KAMSC], 1999), in which Kimberley Aboriginal youth 

described a context of family deaths, interpersonal violence, unsafe environments, lack of self 

esteem and a general sense of failure, to underlie the suicidal behaviour of peers (in 1998 

suicide amongst Aboriginal youth in the region had escalated to a rate per capita 12 times the 

national average).  The concept of cumulative trauma was introduced to represent the impact of 

multiple layers of trauma on the developing well being of Aboriginal adolescents in the region, 

and included; the adolescents chronic exposure to the trauma of significant others and the long 

term effects of this trauma on others, the adolescents’ own direct exposure to trauma and 

victimisation, and the transgenerational transposition of an entity of unresolved historical 

trauma and grief.  It was argued that the structure for transgenerational trauma was forged in 

colonial and post colonial periods, and that sociopolitical influences continued to exacerbate the 

experiences of contemporary Aboriginal children and adolescents.  It was thought that the 

Aboriginal adolescents would report considerable lifetime direct and secondary trauma 

exposure, and the manner in which this was manifest in posttraumatic stress disorder (PTSD) 

symptoms, suicidal ideation, depression and substance misuse was to be examined.  At the same 

time, the influence of anger, shame, coping strategies, hopelessness, self esteem and cultural 

identity on this dynamic were also to be explored.      

 

The sample comprised 327 Aboriginal adolescents (M=14 years, SD=1.4 years) and 283 non-

Aboriginal adolescents (M=14 years, SD=1.2 years) predominantly drawn from secondary 

schools (and minimally from youth oriented services) in rural towns and remote communities 

across the Kimberley.  This sample constituted one tenth of both the estimated regional 

Aboriginal and non-Aboriginal youth populations aged 12 to 25 years.  For the population 12 to 

14 years, 22% of the Aboriginal population and 45% of the non-Aboriginal populations were 

included (ABS 2001).  After thorough consultation, a research partnership was formalised with 

KAMSC.  A questionnaire was developed in focus groups with Aboriginal and non-Aboriginal 

health professionals from KAMSC, which was then trialled with their adolescent children in 

Broome before being piloted in a remote community.  The questionnaire included specially 

adapted or developed measures of each indicator of trauma exposure, psychological distress and 

wellbeing.  Parental consent was obtained prior to testing.  The informed consent protocol and 

the questionnaire were delivered by young male and female Aboriginal research assistants, who 

achieved fantastic rapport with the adolescents.  Post testing, participants received mental health 

information packs with contact details for support services.  Individuals who indicated risk of 
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self harm or sexual abuse were later seen for a brief clinical interview and appropriate referrals 

were made. 

 

The Aboriginal adolescents reported considerable lifetime exposure to self directed violence, 

interpersonal violence and unsafe environments.  A diagnosis of PTSD (by self report) was met 

by 14% and 12% of the Aboriginal and non-Aboriginal adolescents; clinically significant 

suicidal ideation by 14% and 8%; dysphoria by 8% of each group, and clinical depression by 

12% and 9% respectively.  The Aboriginal adolescents recorded statistically significantly 

greater scores for direct and secondary trauma exposure (p<.05; p<.005), suicidal ideation 

(p<.05), depression (p<.05), anger (p<.05), shame (p<.001), hopelessness (p<.05), and lower 

self esteem (p<.01) than their non-Aboriginal peers.  Significant differences in total symptom 

scores were not found for PTSD or substance misuse.  The symptom profiles for PTSD varied 

greatly between the two adolescent groups, with the Aboriginal adolescents reporting more re-

experiencing phenomena (particularly visually based) and avoidance phenomena (particularly 

behaviourally based approaches).  Gender effects were seen on all the measured variables, with 

the female adolescents tending to report the poorest outcomes.  A series of regression analyses 

found PTSD to act as a mediator between direct trauma exposure and the development of 

suicidal ideation and depression.  In addition, anger, poor self esteem and hopelessness had a 

clear interaction with this dynamic, as did, to a lesser extent maladaptive coping strategies, 

substance misuse and some aspects of cultural identity (eg conflicting identification, racism, 

feeling like an outsider). 

 

Aboriginal adolescents in the Kimberley encounter massive amounts of trauma in the lives of 

family and peers – and yet it is the adolescents’ own direct trauma exposure and victimisation 

that appears to overwhelm resources and resilience.  Traditionally, suicide has more commonly 

been associated with depression, and the current research provides strong support for trauma 

pathways to underpin suicidal ideation and behaviours (with or without comorbid depression).  

This highlights the critical importance of assessing for PTSD, and ensuring the entire 

community (of children and adolescents, family and professionals) are able to acknowledge and 

access resources to address these traumatic origins for healing and recovery to occur.  The 

sociopolitical influences that have sustained this trauma must also be resolved, with the 

imperative for healing narratives across the entire fabric of Australia as a nation.  
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Preface 
 

The Research Story (Part I) 

 

The development of the current research took place at a point of significant juncture in the 

mental health research practices of non-indigenous researchers and institutions, and the 

involvement of Aboriginal communities and community controlled organisations in the 

Kimberley region.  In June of 2000, when I stepped onto the tarmac at the Broome Airport with 

my pre-approved research proposal from an Institutional Ethics Committee, I was largely 

unaware of the preceding 20 years of heated discussions, advocacy and action by peak 

Aboriginal organisations to reform health research practices.  Objections that were raised 

through the 70s and 80s related to the exploitative treatment of Aboriginal people as the 

‘subjects’ of academic research that resulted in the growth of non-indigenous academic 

knowledge and reputations, and the subsequent misrepresentation by non-indigenous academics 

of Aboriginal society, culture and the complexity of issues experienced (Humphrey, 2000).  In 

practical terms, objections were also raised in relation to the ‘non-delivery’ of clearly defined 

short term and long term benefits of the research to the Aboriginal individuals and communities 

engaged as ‘subjects’ (Humphrey, 2000).   

 

At meetings held in 1986 and 1987 to discuss ‘Research Priorities in Aboriginal Health’ the 

conventional modes of non-indigenous research in Aboriginal health were challenged (as 

funded by the National Health & Medical Research Council [NH&MRC] and the Menzies 

Foundation, and chaired by the National Aboriginal and Islander Health Organisation 

[NAIHO]).  It was argued that Aboriginal peoples should have the power to determine research 

priorities, the allocation of research funding, and to prioritise research in partnership with 

Aboriginal communities and organisations over an individuals, externally based research project 

(Paul & Atkinson, 1999).  Furthermore, that the conduction of the research must involve 

Aboriginal communities in every step of the research design and execution, and that skills 

transfer to Aboriginal people must occur in the course of the project (Paul & Atkinson, 1999).  

The results of these discussions were seen in the development of the ethical ‘Principles, 

Standards and Rules’ by which it was stipulated that Aboriginal health research should be 

conducted (Houston, 1987 in Humphrey, 2000).   

 

When writing the research proposal in Victoria I had been guided by the NH&MRC ethical 

guidelines on Indigenous health research (1991), a ‘watered down’ version of those formulated 

by Aboriginal organisations in the late 80s (p.18 Humphrey, 2000).  The NH&MRC guidelines 

emphasised the need for ‘consultation’ with Aboriginal stakeholders, and in my research 
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proposal I noted having secured (through a phone conversation) the ‘in principle’ support (of a 

staff member) of the Kimberley Aboriginal Medical Services Council (KAMSC).  Having 

demonstrated an awareness of the NH&MRC guidelines and compliance with standard research 

processes and protocol, the proposal was approved by the Institutional Ethics Committee.  I was 

then given the permission of the Institution to begin the fieldwork in the Kimberley.   

 

Prior to this, the KAMSC Regional Centre for Social and Emotional Well Being (RCSEWB) 

was beginning to be approached by a growing number of non-Indigenous researchers interested 

in conducting mental health research with Aboriginal communities in the region.  The peak of 

Aboriginal youth suicides in 1998 and the release of the Bringing Them Home Report in 1997 

had generated increased academic interest in mental health research with Aboriginal youth.  

KAMSC, the peak body representing Aboriginal health in the region was a member of National 

Aboriginal Community Controlled Health Organisation ([NACHO], formerly NAIHO) which 

had served as the lead organisation developing the ethical ‘Principles, Standards and Rules’ by 

which Aboriginal health research was to be conducted.  KAMSC had begun engaging in health 

research that was in accordance with the principles and protocols of Aboriginal community 

control.  As seen at the same time in other States (see Bernard, 2000 in the VicHealth Koori 

Health Research and Community Development Unit’s ‘We don’t like research…But in Koori 

hands it could make a difference’), KAMSC was also involved in the establishment of an 

independent State ethics committee (later known as the Western Australian Aboriginal Health 

Information and Ethics Committee [WAAHIEC]), and played an instrumental role in vetting 

Aboriginal health research proposals, determining local application, brokering research 

partnerships, and the ongoing monitoring of health research conducted in the region.    

 

In the first series of face to face discussions with senior Aboriginal and non-Aboriginal staff 

with KAMSC, it was apparent that the research proposal I had formulated ex situ in Melbourne 

was not pertinent, and would need to be dismissed.  Instead, I was asked to read a copy of the 

Choose Life Report (KAMSC, 1999) and identify any gaps warranting further exploration that 

would build upon the report’s findings.  It was in this manner that the balance of power and 

knowledge traditionally held by the researcher in a research relationship was repositioned, and 

the proposition of ‘how can you (the researcher) be of use to ‘us’(the participants)’ was made.  

The ethos behind this challenge, and indeed this period in Aboriginal health research was 

clearly stated by the then Chairperson of KAMSC, the late Dr Arnold ‘Puggy’ Hunter in 1997 

for Aboriginal people to be ‘not just participants in research’, rather ‘we are in charge’ (see 

Couzos, Lea, Murray & Culbong, 2005 for further discussion on this theme).   

 

This approach ensured that the project would serve an agreed upon purpose; supplementing 

existing work and contributing further knowledge on an issue of immense local concern - as 
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critically self determined by the lead Aboriginal health organisation with regional 

representational responsibilities.  In a practical sense, this repositioning of power and 

knowledge also provided me with a series of safeguards for working in an ethically and 

culturally safe manner.  As was noted by Fielder, Roberts and Abdullah (2000) of modern non-

Indigenous researchers ‘Being ethically well intentioned does not necessarily mean being 

ethically well informed or working ethically in an indigenous context’ (p.351 in Dudgeon, 

Garvey & Pickett, 2000).  Furthermore, this was also essentially a basic test of trust, to establish 

if I was willing work in a meaningful collaboration with the organisation and adopt the 

‘Principles, Standards and Rules’ of Aboriginal health research as originally defined in 1987.  

 

Four months of informal and formal discussions followed these initial meetings in August 2000.  

Over this time, the theoretical underpinnings of the research project were determined, and the 

plan for the manner in which these could be operationalised was decided upon.  This was then 

formally presented at the December 2000 meeting of the KAMSC Council, a body which 

comprises senior representatives of all member Aboriginal Community Controlled Health 

Organisations in the region.  Formal approval was granted by the Council for the research 

project to proceed and a research partnership was to be drawn up between myself and the 

Institution I represented and KAMSC.  I had been nervous when presenting the research 

proposal, as to me this was the critical end point of several months discussion and work.  

Following the meeting I commented on my relief that the project had been formally accepted.  

To my surprise, it was explained that the staff involved in the development of the research 

would not have allowed the proposal to go to Council if it was thought that approval was 

unlikely.  Hence, although the Council meeting provided the formal acceptance of the project, 

the several months of discussion and working collaboratively was what essentially underwrote 

that acceptance.   

 

I leave the research story behind here for a moment for the sake of brevity.  This story continues 

in the Methodology Chapter where the stages that followed the conception, development and 

research partnership are described across two parts (see p.88 and p.147).   

 

Position of the Speaker 

 

Soon after arriving in Broome, I was strongly encouraged to observe, to listen, and to think.  As 

I did this I was incredibly humbled, first with my growing understanding of how little I knew, 

and secondly by the magnitude of the stories I was hearing of pain and anguish, survival and 

love.  It is commonly assumed that as a doctoral student you will eventually become an expert 

in your field.  And yet I gradually came to understand that I would never be an expert in the 

field of Indigenous mental health and social and emotional well being; I would never know in 
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the pit of my stomach what it is to survive disfranchisement, massacre, displacement and the 

continued fracture of family, culture and place.  White privilege had kept me fairly safe.  At first 

I felt a keen sense of failure, and exclusion.  The irony of this is perhaps all too evident given 

the exclusion Indigenous people have faced in all aspects of Australian society – education been 

only one.  This understanding has however made my position as speaker in the current thesis 

quite simple.  I have observed keenly, I have listened deeply, and I have thought deeply, often 

and for long periods.  I have documented thoroughly.  Along with others I have attempted to 

make connections between cause and effect and the whole myriad of complexities contained 

therein.  I have tried to read widely, I have tested ideas with respected colleagues and friends, 

and I have critically self reflected.  However, at the end of all this I remain as deeply humbled 

as I was in those first few months of my arrival in Broome.  For now I truly understand how 

little it is that I know.  This thesis is not an expert’s opinion. Rather, this thesis is the 

documentation of contemporary Kimberley Aboriginal adolescents experience of trauma, 

posttraumatic stress disorder, suicide and aspects of well being.  Equally, this thesis is a 

comment on the sociopolitical influences in Australian society, that have over time and place 

permitted and exacerbated the transgenerational transmission of trauma and all associated 

adversities.  As a non-Indigenous researcher this is all that I can present, hopefully astute and 

insightful, but nonetheless from the chair of the observer and not the maelstrom of lived 

expertise.  My voice should only be small.  Indigenous voices must be loud.  

 

Thesis Structure 

 

The current thesis spans eight chapters.  The first three chapters review pertinent aspects of the 

literature, the middle four detail the methodology and statistical findings, while the final one 

presents the discussion.  Others have written brilliantly and extensively on Australia’s recent 

history and the intention of Chapter One is to provide only the backdrop against which the 

consequences may be considered (see Appendix One, p.360).  The manner in which this history 

is manifest in and continues to inform the world encountered by contemporary Aboriginal 

adolescents is explored in Chapter Two.  Chapter Three examines the consequences of trauma 

exposure during childhood and adolescence.  Given the exploratory nature of the research, the 

methodology is described in depth in Chapter Four.  The breadth and immense value of the 

collected information also warranted detailed analysis, and a full descriptive account of the 

adolescents responses on the psychopathology and well being measures is presented in Chapters 

Five and Six.  Chapter Seven then presents a considered exploration of the interaction between 

all of these measures and the demographic variables.  Bravely, Chapter Eight then attempts to 

draw all of these threads together and reflect on the meaning this knowledge brings.   
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Chapter One 
Aboriginal and Settler Australian Relations 

 

‘Some are more equal than others’ George Orwell, 1945.  

 

Overview 

 

The intention of this chapter is to provide a brief overview of aspects of Australian history that 

are critical to understanding the current conditions experienced by Aboriginal people.  Of 

particular focus is the pattern of the relationships fashioned between settler Australian and 

Aboriginal people.  From these relationships the tendrils of vested interest, misperception and 

failed best intentions have tenaciously woven themselves throughout time and place - and with 

consequence for contemporary generations of Aboriginal adolescents.    

 

 

Checks and Balances 

 

Soon after the Federation of Australia in 1901 there was a sense of urgency to ‘populate’ the 

vast expanses of the continent ‘or perish’.  A growing populace was thought to be needed to 

ensure economic growth and safeguard the moral virtues of the Nation.  In line with the ethos of 

a ‘White Australia’, the necessary numbers were sought from within.  This was largely to the 

exclusion of Aboriginal peoples who had lived in the country for some 40,000 years.  Pro-

natalist measures for white settler Australian women were state sanctioned, officially promoted 

and buttressed by social policy.  Government interventionist strategies focussed on supporting 

the needs of the ‘modern nuclear family’ through adequate housing, healthcare, education and 

labour reform (Haebich, 2000).  This saw the provision of improved child and infant health 

services, with the rate of infant mortality halved over 1903-1914 (Bacchi, 1980 in Haebich, 

2000); the introduction in 1912 of the Federal Maternity Allowance, with a 5 pound remittance 

for each newborn of Australian citizenship (Women’s History Month Australia, 2006); an 

expanded child welfare system; and the emergence of the children’s court that viewed the ‘best 

interests of the child’ to be met by the maintenance of family systems (Haebich, 2000).        

 

During the same period, running along a parallel track – but in a markedly different direction, 

the ‘protection’ and nurturance of Aboriginal children by the State held the distinctive flavour 
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that there was a need to protect the children not only from themselves, but all maternal, familial 

and cultural ways of being.  Federation had seen the exclusion of Aboriginal peoples from the 

privileges of citizenship, and the drafting of separate, decidedly different legislation.  While the 

Western Australian State Children’s Department was enacting the State Children’s Act 1907 

mandating the provision of specialist intervention and support for the disadvantaged children of 

Australian citizens - without undue interference in family relationships which were considered 

sacrosanct by the State (Haebich, 1998), the Aborigines Department was charged with 

implementing the Aborigines Act 1905.   

 

The 1905 Act gave the Chief Protector of Aborigines unprecedented control over every aspect 

of Aboriginal people’s lives and favoured the view that it was in the ‘best interests of the 

[Aboriginal] child’ that they be removed from maternal care and all associations with familial 

and cultural systems (Human Rights and Equal Opportunity Commission [HREOC], 1997).  

Although Government officers (predominantly police constables in geographically remote 

areas) and mission staff were answerable to the Chief Protector, there were no legal guidelines 

defining the criteria and procedures for removal, there were no processes of notification or 

negotiation with parents, no court committal processes and no right of appeal (Haebich, 2000).  

Removal focussed on ‘half caste’ or lighter skinned Aboriginal children, but all other 

Aboriginal children were readily deemed neglected or at risk by virtue of being Aboriginal, and 

were therefore also subject to removal from families.  Removal led to the indefinite 

institutionalisation of the children and the expectation of latter life servitude to Australian 

citizens, through apprenticing in a variety of menial labour fields (domestic services for girls 

and young women, farm and other labouring for boys and young men).    

 

This is in stark contrast to the parallel systems for white settler Australian children, in which 

several ‘checks and balances’ were in place to ensure due legal process in respect to the rights 

of the child and their parents.  Only those deemed irretrievably problematic, delinquent, 

neglected or abused were institutionalised (Haebich, 2000).   It also went against professional 

knowledge at the time from abroad, and indeed as witnessed in Tasmania during earlier colonial 

settlement, that institutionalisation had poor emotional and behavioural outcomes for children in 

general, and for Aboriginal children in particular (Haebich, 2000; HREOC, 1997).  

 

Vested Interests 

 

Relations between Aboriginal peoples and white settler Australians have been marked by 

various intersecting points of vested interests, as nestled in amongst a pervasive fear of threat to 

the property, moral virtue and the hegemony of white settler Australia (Collingshaw, 1993).  
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Perceived threats to the dominant culture (stemming from within and from without the country) 

have continued to pinprick this notion of cultural homogeneity and hegemony (James, 1993).  

Evincing at times public outcry and the occasional public display of inter-racial violence, but 

more commonly covert forms of oppression and undue control over the lives of those that do 

not fit this mould.  ‘Protection’ is a term commonly employed throughout history in relation to 

the welfare of Aboriginal people, however there is good cause to speculate that the interests 

actually lay more in protecting economic growth, the privileges and beliefs of citizens and the 

hegemonies of the settler Australian State and Nation.     

 

Prior to colonial settlement, the continent was held by the British to be in a state of ‘terra 

nullius’.  Implying the absence of political organisation, authority or legal codes (sovereignty as 

recognisable to the British Empire), and a lack of ownership or land tenure as observable 

through cultivation for subsistence, industry or trade (Reynolds, 1987).  British settlers were 

considered by international law to be the first ‘occupiers’ of the land, and hence the entire 

continent was deemed Crown property by 1826.   However, as early settlers encroached further 

across the land they were continually confronted by the twin issues of Aboriginal resistance to 

invasion.  The first issue been the clearly apparent difference of opinion in regards to 

sovereignty, and the second the obvious relationship Aboriginal people had with the land 

through management and comprehensive knowledge of use (Hughes, 1987).    

 

By the 1830s and 1840s, well informed Australian settlers and colonial officials were aware that 

Aboriginal people were in possession of the land in a manner recognised by international and 

common law (Reynolds, 1987).  James Stephen, the pre-eminent authority on colonial law, 

noted in a dispatch in 1840 from South Australia that ‘these Tribes had Proprietary in the Soil – 

that is, in particular sections of it which were clearly defined and well understood before the 

occupation of their country’ (Colonial Office Records, File Numbers 13/16 in Reynolds, 1987, 

p.85).  The maintenance of the duplicitous claims of terra nullius required a form of ‘mental 

gymnastics’ (p.85, Reynolds, 1987) on the part of the early settler Australians and their 

governing bodies.   Notwithstanding this, the belief persisted and slowly evolved into the view 

that as settler Australians had made proper use of the country through the obvious impacts of 

established settlements, pastoralism and commerce, they had brought civilisation, had 

‘occupied’ from a Eurocentric viewpoint, and were therefore entitled to the land ‘hard won’ by 

their labours (Reynolds, 1987).  This ran contrary to observation and knowledge during the 

period, but in terms of political and economic self interest, it was advantageous to the State to 

not be impeded by recognition of Native Tittle.  This debate continues today.  

 

The Aborigines Act 1905 in Western Australia reflects the vested interests of several sectors of 

settler Australian society in the ‘well being’ of Aboriginal people.  The legislation followed the 
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1904 Roth Royal Commission into the Conditions of Aborigines, which inquired into the 

treatment, health and living conditions of Aboriginal people across the State.  Reports of ill 

treatment through contact with developing industries in the Kimberley region had contributed to 

the formal inquiry.   Industry driven settlement in the Kimberley was observed in pearling from 

the 1870’s (primarily coastal bound settlements in the west), in pastoralism from the 1880’s and 

in mining from 1885 (at which time gold was discovered in central areas).  Each successive 

wave of fresh industry brought the expansion of settlement areas, as actively contested through 

the resistance of Aboriginal tribal groups to the invasion of their country.  None had greater 

impact than the pastoralism industry which brought not only the complexities of Aboriginal – 

settler Australian relations, but the potential threat of livestock to ecosystems that had provided 

the livelihood of Aboriginal people in the region and were imbued with cultural practices.    

 

In 1901 further parcels of land were opened in the north of the region for pastoral lease, 

intensifying the conflict with greater police activity necessary to suppress Aboriginal resistance 

(Jebb, 2002).  The appropriation of settler Australian livestock or property by Aboriginal people 

excluded from their lands; the sexual exploitation of Aboriginal women and girls by white men; 

and at other times the coercion of Aboriginal labour, all made major contributions to an 

escalating cycle of violence.   This was compounded by the extreme geographical isolation of 

the Kimberley, the ‘last frontier’ of pastoralist expansion in Australia (a term more commonly 

used in the last decade in tourist promotions).  Violence towards Aboriginal tribal groups was 

not officially sanctioned by the State, which was sensitive to public opinion (particularly of the 

Colonial Offices in Britain).  However, the reports of escalating lawlessness, martial order and 

massacre filtering back to central offices in Perth were warped over time and distance, and their 

directives increasingly compromised by internal State pressure to secure economic success in 

the region, and by the lobbying of the pastoralists themselves for increasingly militant 

intervention (Pederson & Woorunmurra, 1985).    

 

In a comprehensive examination of oral histories and written documentation, Jebb (2002) 

described the complexity of relations between Aboriginal people and settler Australian 

stockman and police in the Kimberley during 1901 to 1930; ‘Although, in this period, 

relationships between white men and Aboriginal people were circumscribed by matters of life 

and death… By learning the rules of occupation, they [Aboriginal people] found a place that 

assured their survival and laid the groundwork for their children’s incorporation into the 

station system’ (p.26).  Jebb (2002), suggests that relationships in the pastoral industry were 

maintained with instances of ‘violence, coercion, social dislocation and fear’ (p.26).  However 

these relationships were tempered by the settlers involvement in the Aboriginal people lives, 

through the provision of rations, introduction to station work and the limited maintenance of 

children and family members.  This afforded some protection from the arbitrary violence of 
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‘police round ups’ targeting Aboriginal groups not on stations, and allowed ongoing connection 

to and maintenance of tribal lands.  Thus, violence and protection were intertwined in these 

early relationships, which marked the manner of White paternalism in northern regions (Jebb, 

2002).  These patterns of violence and control, that characterised relations between settler 

Australians and Aboriginal people across much of the 20th and early 21st Centuries has 

continued through various forms to impact on contemporary generations of Aboriginal 

adolescents.    

 

Rowley (1972, in Hunter, 1993) described the ‘triangle of tension’ created by the intersecting 

interests of government departments, pastoralists and missionaries in the well being of 

Aboriginal peoples, and the resultant strain and ambivalence stemming from such ‘uneasy 

relationship of necessity’ (p.43).  This was reflected across the broader settler Australian society 

in regional areas, to whom the continual presence and proximity of Aboriginal groups was an 

affront, yet conceded necessary as a labour resource for industry and domestic service.   When 

Haebich (2000), reviewed the role of the Western Australian Aborigines Department from 1880 

– 1910 she found that ‘Most whites were convinced that the Department’s role was to protect 

their interests: to prevent Aboriginal law-breaking; to maintain patterns of employment; to 

assist alliances of towns people, organisations and government departments to enforce 

segregation of Aborigines; and to siphon off those Aborigines offending white sensibilities – 

from the criminal and the diseased to the ‘near white’ children in the camps (p.224).  

Implementation of the 1905 Act largely placated the anxieties of settler Australian groups, 

whilst further subverting the rights of Aboriginal men, women, children and families.  The 

development and expansion of pastoralism was assured with the regulation of Aboriginal 

employment; the continuation of State provisioned rations; and exemption from the Act for all 

Aboriginal workers retained on stations.    

 

The 1905 Act also saw unprecedented control over the lives of Aboriginal women, with the 

prohibition of sexual contact with white settler Australian or Asian men, and the removal of all 

illegitimate half caste Aboriginal children.  A highly salient issue for the pearling industry 

which had strong links to southeast Asia – and a double bind considering white Australia policy 

principles that discriminated against both Aboriginal and Asian peoples.  All marriages had to 

be approved by the Chief Inspector of Aborigines, and in a period fearful of miscegenation, 

official marriages were rare making most children at risk of being apprehended under the Act.  

In the Kimberley region, Aboriginal reserves were established at Moola Bulla and Mardoc 

(Violet Valley).  Several missions were established, principally Beagle Bay in the West and 

Forrest River in the East.  Children were routinely moved from east to the west across the 

region, or to mission run institutions in the southernmost part of the State.  Adults not employed 

in industry were segregated onto the reserves which served as centralised ration distribution 
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posts, aimed at minimising the high costs to the State of imprisonment for killing livestock 

(Jebb, 2002).  The missions focussed on the moral development and education of Aboriginal 

children, with the end purpose of producing those trained for servile industry and ideally the 

creation of isolated Christian communities.      

 

Missions in the Kimberley received minimal government funding for each Aboriginal child in 

their care, and at a rate considerably less than that provided to mainstream institutions for the 

care of disadvantaged settler Australian children (Haebich, 2002).   The mission communities 

were an economically attractive option for the Government pressed by the ‘problem’ of half 

caste Aboriginal children.  However, the care provided by the mission communities was 

compromised by their meagre budgets, bolstered only somewhat by donations from the 

Christian public for their remote evangelical work.  There was a firm belief in the need to 

Civilise and Christianise, segregate and protect the Aboriginal children from the vices of the 

towns, reserves, stations and all familial and cultural systems.  The Christian vision for the 

future of ‘half caste’ Aboriginal children, and indeed the establishment and maintenance of the 

mission communities required a ‘flock’.  Hence, the missionaries became an effective lobby 

group to the Department of Aborigines, intervening and petitioning for the removal of children 

to their communities (often in conflict with the interests of industry) to become a significant 

influence on governmental social policy decisions (Choo, 1997).    

 

Social Darwinism 

 

Such extraordinary intervention and control by the State over every facet of Aboriginal peoples 

lives was however, not purely to meet the competing economic interests of industry and 

government or the public and moral concerns of townsfolk and missions.   Underpinning ‘best 

interests’ were biological models of racial difference, which it is argued have continued to 

subtly inform racism in Australia, and Aboriginal and settler Australian relations since (Morris, 

1997).  From the time of colonial settlement until the 1940’s, the practical imaginings of social 

Darwinism were evident across all levels of settler Australian society.  Popular opinion held that 

the only future available to Aboriginal people, as a biologically inferior, uncivilised race - was 

one of extinction.  Or at the very most, menial servitude through basic training.  Hence, the 

move to segregate people onto reserves where rations were provisioned was viewed with 

humane sentiments to ‘smooth the dying pillow’ of remnant Aboriginal people not required by 

industry (HREOC, 1997).  This belief subverted settler Australian responsibility for the 

declining population of Aboriginal tribal groups as it was viewed to be the product of the laws 

of natural selection, speeded up as it were by the colonising processes of the civilised 
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(Reynolds, 2001).  It also positioned the succession of settler Australian occupation and industry 

in the country as the just advancement of human civilisation and social evolution.  

 

These beliefs and rationalisations were mutually reinforced by local settler Australian 

experience and observation that ‘full blood’ Aboriginal people were as a social group, dying 

(Reynolds, 2001).  From the perspective of a ‘survival of the fittest’ model, contemplation was 

unnecessary on the losses of life through; guerrilla warfare and massacres; severe interruptions 

to kinship systems; the combined impact of male death and incarceration with the sexual 

exploitation of women – thus reducing the number of ‘full blood’ aboriginal children born; 

epidemics of introduced infectious disease; high infant mortality; and the impact of severely 

restricted access to traditional food sources.  Population decline was attributed largely to the 

biological typology of race – Aboriginality per se was sufficient causation for an inevitable 

demise.    

 

At the turn of the century reports by travelling inspectors in the Kimberley region of near white 

children in Aboriginal camps were met with abhorrence (Haebich, 2000).  Settler Australian 

notions of biological models of race, evolution and civilisation held that the ‘half caste’ 

children, by virtue of their white blood, were racially superior to their Aboriginal peers and a 

closer approximation of the settler Australian.  The children’s presence in settings widely 

disparate to those of settler Australian citizens offended public sensibilities.  A reflection in 

itself on the conditions that were deemed acceptable for aboriginal people following wide scale 

dispossession and martial order, but not for those with the colourings of settler Australians.   It 

was conceded plausible for ‘half caste’ aboriginal children to approach levels of social, 

educational and behavioural development approximate to that of settler Australian citizens.   

Therefore, to leave ‘half caste’ children within their maternal and familial systems was not only 

‘wrong, unjust and a disgrace to the State’, but a ‘maudlin sentiment’ (p.233, Haebich, 2000, 

quoting from the reports of Isdell) as it was contended that the maternal bonds held between 

Aboriginal mother[s] and child were easily severed.   The ‘half-caste’ children did not however 

reverberate well with notions of Nationhood, as Isdell the Travelling Inspector in the northern 

regions of the State in 1907 noted ‘we are talking about White Australia and we are cultivating 

a piebald one. ’ (p.233, Haebich, 2000).   

 

The precursor to the problem posed by the ‘half caste’ children, the unions with, and / or the 

sexual exploitation of Aboriginal women by settler Australian men was at times tolerated as the 

hapless product of geographical isolation on the needs of frontier pioneering men.  As 

acknowledged by the Solicitor General in 1900 ‘some allowances must be made for the utter 

lonely and monotonous existence which people living out in our never never country are called 

upon to face’ (p.239, Haebich, 2000).  Thus, Aboriginal women were viewed as simplistic, 
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sexualised objects – requiring protection at times from the wanton sexual exploitation of men, 

and at other times from their own unguarded proclivities.  Behrendt (2005), noted that for 

Aboriginal women ‘violence, and especially sexual violence have been a legacy of colonisation’ 

(p.249).  Behrendt presented legal precedents of contemporary sexual assault cases.  In the first 

of which, the settler Australian judge found ‘there is evidence before me, which I accept, that 

rape is not considered as seriously in Aboriginal communities as it is in the white community… 

and indeed the chastity of women is not as importantly regarded as in white communities’ (R. v. 

Burt Lane, Ronald Hunt and Reggie Smith, 1980).  Furthermore, in the second case, that 

‘forcing women to have sexual intercourse is not socially acceptable, but it is not regarded with 

the seriousness that it is by the white people’ (R. v. Mingkilli, Marin and Mintuma, 1980, p.250, 

Behrendt, 2005).  Hence, the long term pervasiveness of racially based misperceptions and 

judgements amongst contemporary settler Australian society stemming from the original 

biological models of racial superiority and cultural difference.  In which the violation of a 

woman’s rights and body is conceded to be more acceptable in one culture, than in another.  

This allows attribution of causality to be made by the double burden of race and gender.  

 

The ‘harrowing grief’ (Isdell, 1909 letter to Chief Protector Gale, in Manne, 2004) of 

Aboriginal mothers on separation from their children had been noted across the course of the 

colonies expansion.  At times this was the subject of Aboriginal and settler Australian advocacy 

and activism, demanding the return of children and challenging the practices of child removal 

(see submission by Bennet and Aboriginal deputations to Mosely Inquiry in Haebich, 2000).  

However, dominant public opinion maintained two threads of false belief, the first informed by 

earlier reports of travelling inspectors such as Isdell in the Kimberley region in the early 1900s 

that Aboriginal mothers ‘forgot their children in twenty-four hours and as a rule [were] glad to 

be rid of them’ (p.233 in Haebich, 2000), ie there was an absence of maternal bond - and hence 

maternal grief.   This implies a sub-human view of Aboriginal women and lessens the impact of 

the action.  This view is also at odds with the fact that Aboriginal women were highly prized as 

wet nurses and nannies for white children.  Hence Aboriginal women were considered unfit to 

care for black children but capable of caring for white children - a position of astounding 

hypocrisy (Milroy, personal communication, 2008).  Secondly, and potentially more 

dangerously, was the misbelief that removal was in the best interests of Aboriginal children, 

who were held to be genuinely neglected within Aboriginal familial systems and would 

unquestionably be advantaged by the civilising and Christianising influences of settler 

Australian culture (Reynolds, 2001, Haebich, 2000).   This was furthered by the actions of the 

State, as social policy continued to legislate for the removal of Aboriginal children.  Such 

disparities and duplicity across all sectors of Australian society have heavily influenced 

aboriginal and settler Australian relations.  
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When it was noted with alarm in the 1920s to 1930s that the number of Aboriginal ‘half caste’ 

children was increasing, racially weighted solutions were sought (Charlton, 2001).   Segregative 

models of thinking in the Aborigines Department were replaced by those of absorption in an 

attempt to dilute racial differences through social eugenics (as coined in the Americas ‘to pour 

in the white blood’ p.272, Haebich, 2000, citing Skidmore, 1993).  This reduced the threat posed 

from within by the ‘half caste problem’ to the hegemony of a white Australia.  A threat publicly 

commented on by Cook, the Northern Territory Premier where the ‘half caste’ may outnumber 

the settler Australian population and compete for economic resources and employment 

(Haebich, 2000).  Neville, the Chief Protector in Western Australia represented these views in 

his speech to the 1937 conference of the Commonwealth and State Aboriginal authorities; ‘Are 

we going to have a population of 1,000,000 blacks in the Commonwealth, or are we going to 

merge them into our white community and eventually forget that there ever were any Aborigines 

in Australia?’ (p.153, Reynolds, 2001).  The conference concluded with the resolution, as 

adopted in policy by all State and Territory governments that ‘the destiny of the natives of 

Aboriginal origin, but not of full-blood, lies in their ultimate absorption by the people of the 

Commonwealth and it therefore recommends that all efforts be directed to that end. ’ (p.153, 

Reynolds, 2001) 

 

The Native Administration Act 1936 was legislated late in Neville’s career as Chief Protector, 

yet largely enshrined the ideals of biological absorption he had put forth (Haebich, 2000).  

Neville, sharing similarly ‘progressive’ scientific views with Cook in the Northern Territory and 

Bleakly in Queensland, advocated together for the implementation of a social eugenics 

programs aimed at ‘breeding out the colour’.  Their views were not publicly sanctioned by the 

State, the Chief Protectors having met with some public condemnation due to the implied 

suggestion of interracial marriage, and their Departments with the attention of human rights 

groups.  However, the new legislation provided for even greater control by the Chief Protectors, 

including the summary removal of all adults and children from any location to another reserve, 

district, institution or hospital, and guardianship powers over any Native child without parent or 

living relative up to the age of twenty one (Aboriginal Legal Service of Western Australia [ALS 

WA], 1995).    

 

Not all Aboriginal children were removed, but those who had remained with families in camps 

on the fringes of townships or nearby reserves were met with greater intolerance by settler 

Australians following the depression in the early 1930’s.  In the southwest of Western Australia, 

petitions were put forth by townsfolk to exclude Aboriginal children from schools and 

segregation was increasingly sought as competition for resources increased.  The drain of the 

First World War on the settler Australian workforce had initially buoyed the financial position 

of many Aboriginal families, men and women.  But the scarcity of resources and employment 
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during the depression markedly reduced the living standards of those that had previously been 

able to stay under the radar of the Aborigines Department (Haebich, 2000).  Neglect is easily 

prescribed in situations of economic and social marginalisation.  Parents were placed in 

unenviable situations of duress and at times coercion to consent to the removal of their children 

to institutions for the seemingly innocuous purpose of education, generally unaware that they 

were signing away guardianship powers.  The women of Broome sent a petition to the Mosely 

Royal Commission into the social and economic conditions of Aborigines in 1934 seeking 

exclusion from the 1905 Act stating; ‘would you like to think that when you send your children 

to school that you would never see them again?’ (p.109, HREOC, 1997).  Yet the resultant 1936 

Act did little to meet the pleas of Aboriginal people.  On the contrary, the Act entrusted the 

Aborigines Department with greater power and control, and as mentioned, furthered the ideals 

of biological absorption.  

 

Although the Aborigines Department was under funded, Neville had during his career sufficient 

determination and power whilst implementing the 1905 Act and - albeit briefly, the 1936 Act to 

advance models of social eugenics.  This was based on the systematic graduation of skin colour, 

knowledge of maternal and paternal blood lines, control of family interactions and marriages.   

Institutions and missions were similarly colour graded during the period with the ‘fairer’ ‘half 

caste’ Aboriginal children singled out, and received by organisations dedicated to provide the 

instructions necessary for the approximation of and absorption into settler Australian society.   

Once removed, all connections between the children and their Aboriginal family, identity and 

culture were severed (or all attempts made) and this  was replaced with what was thought to be 

the advantages of settler Australian education and values.  

 

To Be Made White 

 

Social eugenics were tainted by association to the atrocities committed by the Nazi regime in 

World War Two.  Social movements internationally and in Australia advocated with increasing 

success for the equality of indigenous people.  Consequently, biological models of racial 

difference and the interplay between science and the State were denounced.   In their place, the 

1950’s saw the adoption of sociocultural models of assimilation (HREOC, 1997).  Social policy 

came with the expectation that Aboriginal people would ‘attain the same manner of living as 

others…enjoying the same rights and privileges, accepting the same responsibilities, observing 

the same customs and influenced by the same beliefs, hope and loyalties as other Australians’ 

(Hasluck, 1961 in Reynolds, 2001, p.166).  Essentially, assimilation meant that Aboriginal 

people were to ‘stop being culturally distinctive’ (paragraph 20.3.7, HREOC, 1991), and learn 

to blend with the dominant settler Australian society’s idealisation of a homogenous white 
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nation.  This translated into tremendous cultural losses through the continued fracturing of 

Aboriginal families under the State sanctioned assimilation policy.  

 

The Native Welfare Act of 1954 (WA) reduced the restrictive provisions of the 1936 Act, but 

maintained control with the newly named Department of Native Welfare for the removal of 

Aboriginal children, and guardianship powers with the Commissioner (ALS WA, 1995).  The 

new brand of racial-social engineering under the banner of ‘equality’ was no less damaging to 

Aboriginal society than previous periods.  It was mandatory for the Aboriginal family unit to 

espouse the characteristics, household appearance, work ethic and values of the modern settler 

Australian family.  Aboriginal families were subject to invasive welfare monitoring and 

scrutiny, and failure to maintain these characteristics of outward comeliness were considered 

neglectful, contributing to the removal of children.  Manne (2001) surmised that Aboriginal 

child removal had over such a long period of enactment gradually become an indifferent and 

thoughtless ‘administrative habit, the more or less routine response of police, welfare workers 

and the courts to the difficulties Aboriginal families so frequently faced’ (p.21).    

 

Assimilation did not live up to the expectations of creating an equal society, as to be made 

‘White’ did not result in acceptance.  Settler Australian society had not been similarly prepared 

with the corresponding vigour of public promotion and intervention to accept and integrate 

(Haebich, 2000).  This represents the greatest paradox of assimilation, as to be ‘made white’ did 

not result in mainstream acceptance, and generations of Aboriginal people were further 

displaced and marginalised from both Settler Australian and Aboriginal cultures (see Dudgeon, 

2000a). Furthermore, amongst those settler Australians working in the field of Aboriginal 

affairs and welfare, those who received placement of foster children, and the general public was 

the often genuine belief that these culturally destructive processes were actually in the best 

interests of the child, the family and the future of Aboriginal people.  Reynolds (2001) pointed 

out that underpinning all discussions on assimilation ‘was the practically universal belief that 

indigenous culture was inferior, primitive and of little value.  Few people thought that its 

disappearance would represent a loss to the world’ (p.155).  

 

In the 1970’s the Children’s Welfare Department assumed the responsibilities of the 

Department of Aboriginal Affairs for Aboriginal children.  It was only at this very late stage 

(and very recent historical period), that the ‘normal family model’ was encouraged as the best 

place for intervention with Aboriginal children brought to the attention of the Department (ALS 

WA, 1995).  Sadly, as earlier noted, this had been the predominant school of thought for settler 

Australian children from the turn of the century (Haebich, 2000).  As such, the practices of 

Aboriginal child removal had continued in various incarnations for more than 60 years.  It is 
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estimated that between 1 in 3 and 1 in 10 Aboriginal children were removed from maternal care 

over the period 1910 to 1970 (HREOC, 1997).    

 

 

Summary  

 

Others have written far more extensively on Australia’s recent history and the intention here is 

only to provide the backdrop against which the consequences may be considered.  A backdrop 

against which words such as ‘protection’ were experienced as violence, control and destruction; 

‘nurture’ as the forced severing of all critical relationships and a complete dislocation of self 

meaning; and where the privilege of some was considered to negate the existence of others.  The 

manner in which this history is manifest in and continues to inform the world encountered by 

contemporary Aboriginal adolescents is explored in the following chapter.    
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Chapter Two 
The Collective Impact of Historical Trauma on Societies:  

A Sociopolitical Model of Transgenerational Trauma 
 

 ‘Homo homini lupus.  (Man is a Wolf to Man)’ Sigmund Freud, 19611 

 

Overview 

 

Nationally, the Bringing Them Home Report (HREOC, 1997) determined that the impacts of 

Aboriginal child removal policies did not stop with the children that were removed.  Rather, that 

these impacts have continued to ‘resound through the generations of Indigenous families’, with 

the effects ‘inherited by their own children in complex and sometimes heightened ways’ (p.222).  

This chapter attempts to provide the framework necessary to be able to begin to understand 

these effects.    

 

Critical to this framework is a brief reflection on the sociopolitical influences that have 

permitted - and at times fuelled - the massive trauma, grief and loss experienced by Aboriginal 

people, across time, place and crucial relationships.  The mechanisms and manifestation of 

trauma transmission across successive generations (multigenerational or transgenerational) and 

between parent and child (intergenerational) are then examined.  This is to place in context the 

experiential world of contemporary Aboriginal adolescents. This is not, it is emphatically stated, 

to denote blame to older generations or to ascribe victim status to Aboriginal people.  Rather, 

this is an attempt to find meaning - amongst histories of massive, layered and compounded 

trauma – for that which is at times incomprehensible and beyond words.  

 

 

The Sociopolitical  

 

For indigenous people worldwide, the considerable body of trauma syndrome work stemming 

from the psychosocial experiences of Jewish Holocaust survivors and their children has 

provided a benchmark that draws attention to the long term implications of racial violence, 

genocide and oppression on survivors (for example see Danieli, 1998).  Duran, Duran, Brave 

                                                 
1 As drawn from ‘Civilization and Its Discontents’, in McCann & Pearlman (1990, p.144) who were illustrating the 
cynical view of humankind that may arise when working with victims of interpersonal violence, as seen in the 
vicarious traumatisation of the helping professional. 
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Heart and Yellow Horse-Davis (1998) noted that American Indian peoples’ knowledge of the 

‘soul wound’ stemming from colonisation had been present for many generations.  But that 

literature and research documenting the American Indian Holocaust has brought some 

‘validation to the feelings of a community that has not had the world acknowledge the 

systematic genocide perpetrated on it’.   

 

Acknowledgement of the symptomatic experiences of many Vietnam Veterans, (that persisted 

long after combat exposure) was also critical to the refinement and acceptance of Post 

Traumatic Stress Disorder (PTSD) nosology.  Blake, Albano and Keane (1992) found that the 

inclusion of PTSD as a discrete diagnostic entity in the third edition of the American Psychiatric 

Associations’ Diagnostic and Statistical Manual of Mental Disorders in 1980 resulted in a rapid 

increase in trauma literature, with the greatest growth seen in war and sexual abuse related 

research fields.  The authors found that the increase in war literature corresponded with world 

events, but that the increase in sexual abuse trauma literature was more cyclical, with upsurges 

seen at points across the 1980’s.  This fluctuation was thought to be associated with social and 

political events outside the scientific community, with examples given of publicised sexual 

assault cases, attention from media and heightened public awareness due to judicial rulings 

(Blake et al., 1992).   

 

Herman (1992a) contended that the systematic study of psychological trauma was conditional 

upon social and political factors.  Illustrating that war trauma was legitimised by anti-war 

movements (most poignantly following the Vietnam war) and that rape trauma primarily 

attained recognition through feminist movements.  In the same manner the work of Aboriginal 

and non-Aboriginal social justice advocates and the release of several seminal reports (such as 

Bringing Them Home in 1997 and the Royal Commission Into Aboriginal Deaths in Custody in 

1991, as well as Ways Forward by Swan & Raphael in 1995) have positioned the colonisation 

experiences of Aboriginal people in the sociopolitical landscape.  Thus allowing for the 

validation of these experiences within a trauma framework.  Herman (1992a) also drew 

attention to the retraction made by Freud of his original finding that the source of hysteria in his 

female patients was due to childhood sexual abuse.  She contended that the patriarchal world of 

Freud was not able to accept this theory originally and that he replaced it with one more in 

keeping with the political and social climate of his time - that women with hysteria fabricated 

stories of childhood sexual abuse.  Thus implying that the parameters of what is considered, or 

acknowledged to be traumatic, is bound by social knowledge and the level of acceptance 

permissible at that time for the crimes of humanity (Prince, 1998).   

 

This has an important resonance with the current issue of defining and seeking acceptance for 

transgenerational trauma amongst Aboriginal people in Australia.  Recognition by the wider 
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non-Aboriginal society of the historical legacy of trauma for Aboriginal people - originally 

blanketed in silence, and on recognition by the attendant responses of impunity, denial and a 

tendency to pathologise as an Aboriginal ‘problem’ (HREOC, 1991; Chamarette, 2000; Doolan, 

Dudgeon & Fielder, 2000; Behrendt, 2005) make this proposition contentious.  It is in the ebb 

and flow of these sociopolitical forces that the lived reality of the effects of transgenerational 

trauma experienced by Aboriginal people are regarded.  Although the recent release of such 

seminal reports have generated a supportive social movement and to some extent a period of 

awakening for many non-Aboriginal Australians - Aboriginal people have been telling their 

stories through a diversity of public and private modes for many years.  Further to this, the 

findings of these reports were not dissimilar to any number of previous Reports or Inquiries (eg 

the Roth Royal commission of 1905 or the Mosely Report of 1935) conducted over the last two 

centuries stating disadvantage and inequality.  Yet, Australian society has not been able to 

acknowledge, understand or integrate these findings.  Currently there has only been partial 

legitimisation of the experiences of Aboriginal people following colonisation, as 

acknowledgement continues to be minimised within sociopolitical structures, and is at times met 

with significant opposition.  It is also in this sociopolitical context that the current thesis has 

been written.    

 

Silence, Impunity & Stains 

 

From 1976 to 1983 a military dictatorship overthrew the Argentine government and installed 

itself by means of state terrorism, which included the ‘disappearance’, torture and murder of up 

to 30,000 people; the misappropriation of up to 10,000 children; and most potently, the 

inducement of a pervasive, impenetrable silence on the repressive and violent events of the 

period (Edelman, Kordon & Lagos, 1998).  The dictatorship was protected by their own 

granting of impunity to all members of the regime.  Furthermore, before the end of the 

dictatorship through free election, self-amnesty laws were sanctioned by the dictatorship for all 

members of the party.  Both the use of state mandated silence and legal impunity were 

recognised by Edelman et al. (1998) to be traumatic factors in their own right that have had 

resounding impacts on the whole social body of Argentina, and significant implications for the 

transmission of trauma across generations.  

 

Silence has been an important feature of Australian history.  Silence has dominated non-

Aboriginal people’s knowledge of the historical legacy of trauma, and has diminished validation 

of past experiences for Aboriginal people.  The sense of impunity commonly stated in 

contemporary non-Aboriginal societies and by recent government (ie comments ‘not 

responsible for forebears’ etc) is contentious and has been actively wrestled by opposing 
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sectors of non-Aboriginal society and Aboriginal groups alike.  The following comparisons are 

not made with the intent of labelling past Australian governments as dictatorial.  They are to 

examine the broader implications of silence, a lack of symbolic repatriation, a sense of 

impunity, and an absence of a cohesive agreed upon national narrative.  It is argued that these 

have assisted to create not only the framework, but to also provide the fuel for the ongoing 

transmission of trauma across generations of Aboriginal people.   

 

Australia’s history of human right infractions with Aboriginal people, once termed ‘an indelible 

stain’ (Reynolds, 2001), has cultivated a sense of unease amongst non-Aboriginal society on the 

nature of the countries identity and nationhood.  It is not surprising that there has existed a ‘cult 

of forgetfulness’ or ‘disremembering’ as noted by Stanner in his 1968 Boyer Lecture series as 

part of the wider ‘great Australian silence’ on the historical events briefly touched upon in 

Chapter One.  Guilt is an unpleasant emotion, and one that is stealthily guarded by emotional 

defences (Pederson, Beven, Walker & Griffiths, 2004).  Guilt also becomes much more 

complex at the collective level of society and State (Williams, 2000).  

 

Stanner put his finger on the trigger when he noted historians had ‘given the Aborigines no 

place in our past except that of “a melancholy footnote”’, and his ‘68 lecture became a 

watershed in the way academics viewed Australia’s history and identity.  Such an entry wound 

to the Australian psyche left a raw, painful, gaping hole that contemporary historians, feeling 

cheated by the previous inadequacies in the Australian narrative have sought to redress (see 

Reynolds, 1999).  However, Stanner did not just observe these gaps, he further implied that 

there was a structural intent ‘a view from a window that has been carefully placed to exclude a 

whole quadrant of the landscape’.  He contends that such omissions could not possibly be 

explained by ‘absentmindedness’.   

 

Objectivism would maintain that every entry wound must also have an exit wound, and this has 

been seen in the work of revisionist historians.  This branch of historical research is based on 

the reductionism of the written document to the exclusion of oral history or contemporary 

interpretation (Attwood, 1996) and has found a large audience.  As Damousi (2002) noted 

‘history is fluid and shaped in the present – it is the way that we make sense of ourselves and 

the world and our culture in the present moment’(p.100).  It is telling then, that this form of 

history that minimises the impact of events on Aboriginal people, whittles away at the body 

count and is devoid of an emotional recognition of grievous past and present wrongs, has been 

accorded popularity by influential sectors of past governments and media.   

 

Impunity has been recognised by Edelman et al. (1998) and others (see Danieli, 1998) to block 

the symbolic repatriation offered by justice for those that have been traumatised.  Indeed, at the 
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time of writing earlier drafts of this thesis, few symbolic measures of repatriation had been 

enacted or sustained in the broader Australian community with Aboriginal people.  Of 

considerable significance, the Bringing Them Home inquiry accorded Aboriginal people the 

opportunity to tell of and receive recognition of their traumatic experiences stemming from 

child removal within the confines of a judicial hearing.  The narratives of the Argentinean 

families whose members were a part of the generation of people that ‘disappeared’ were 

dismissed by latter Governments as ‘fantasies’.  This invalidated for many their direct and 

indirect exposure to kidnappings, murder and child taking.  For Aboriginal people the stories of 

those that formed a part of the ‘Stolen Generation’ were dismissed by latter governments 

largely as ‘falsified memories’, with attempts made to minimise the number of children taken, 

and doubt cast upon the nature or reason for their removal (Haebich, 2000; Behrendt, 2005).   

 

Edelman et al. (1998) noted the trend for the victims of the oppressive governmental period to 

be successively blamed and degraded.  Furthermore, how this resulted in the misbelief held by 

the children of the ‘disappeared’ that they had been abandoned by choice (particularly when 

combined with the pervasive silence).  Throughout the practices of child removal in Australia, 

Aboriginal children were denied knowledge of their Aboriginality, and in attempts to sever 

cultural links many were informed that their parents were deceased or incapable of care 

(Haebich, 2000).  This was set against the wider society’s false belief that Aboriginal children 

were taken due to genuine neglect, and that such responses were actually in ‘the best interests’ 

of the child.  Thus, there has been a severely disjointed narrative between the experiences of 

Aboriginal individuals and families, and that of the wider non-Aboriginal society.  

Consequently, there is a disjointedness in the fabric of a cohesive National narrative on 

Australia’s past.  That has far reaching consequences for Aboriginal youth contending 

emotionally, socially, financially and politically with the past in the present.   

 

Myths & Meaning 

 

Prince (1998) suggested that history can be thought of as a form of memory, and that each 

society and culture had a ‘unique psychological fabric’ derived in part from past common 

experiences.  Where there has been the collective experience of historical trauma, the societal 

memory may exist in a manner that is analogous to the ‘personal myth’ or narrative that is 

created by individuals to support the repression of traumatic events.  The effects of trauma can 

be understood as a function of a system of meanings, which irrevocably reshapes self 

knowledge and worldview due to the incongruity of the events with previously held views of 

humanity.  In examining the current meaning of the Jewish Holocaust, Prince contended that 

survivors, perpetrators, bystanders and their successive generations share a common - yet 
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polarised struggle with the tension between meaning and its destruction.  Prince drew from 

examples of revisionist history, in which claims were made that the Jewish Holocaust was a 

historical fabrication.  Although discounted, Prince contended that these allegations facilitated 

subtle distortions within society that acted as a safeguard for maintaining meaning.  

Furthermore, that these distortions may occur to such an extent that those involved in 

perpetrating the genocide were able to be viewed as the victims.  Prince went on to examine five 

myths relating to holocaust survivors that were accepted uncritically by the ‘non-holocaust-

survivor’ society.  Those relating to ‘passivity’, ‘pathology’ and ‘myths as a defence’ are 

explored here as they bear direct relevance to the sociopolitical forces in which the historical 

trauma of Aboriginal people in Australia has been maintained and translated into a legacy for 

Aboriginal youth.   

 

Prior to Reynolds’ (1982) landmark publication The Other Side of The Frontier, the myth that 

the Australian continent had been colonised unchallenged by Aboriginal resistance was well 

established (Collingshaw, 1992).  Prince denotes the manner in which the myth of ‘passivity’ 

was ascribed to concentration camp detainees.  In a similar sense, the myth of Aboriginal 

passivity to invasion removes ‘conflict’ from the frontier, thus altering the true traumatic 

meaning of these early periods and allowing the reality of sustained frontier conflict to be 

translated into the hardship of pioneers.  Prince also noted how the myth of passivity detracted 

from the integrity of those who survived.  In the Australian context, the resilience of those who 

survived these periods is often understated.  Furthermore, the integrity of those who survived 

through merger with non-Aboriginal Australian society is often denigrated and perceived as a 

loss of cultural distinctiveness, or the right to cultural distinctiveness (Haebich, 2000; 

Collingshaw, 1987).  In addition, when discussing historical trauma to focus on only the first 

150 years of colonisation detracts from the impact of government intervention in recent decades 

as a perpetuation of trauma, which in effect invalidates the experiences of contemporary 

Aboriginal youth (Atkinson, 2000a; Raphael, Swan & Martinek, 1998).   

 

Prince also examined the application of ‘pathology’ to survivors of the Jewish Holocaust.  In the 

Australian context ‘pathologising’ more aptly refers to the tendency of wider society to view 

Aboriginality as sufficient causation for a range of social, emotional and behavioural disorders.  

These arguments are not dissimilar to those of the 20th Century, in which biological models of 

racial difference and natural selection were used to explain the dwindling population of 

Aboriginal people, with little consideration given to the direct implications of collective 

violence and oppression, as discussed in Chapter One.  Milroy (2005) noted that the Western 

biomedical model had failed to understand or recognise the extent to which trauma, racism and 

continuing oppression contribute to mental health, stating; ‘the continued failure of health and 

mental health professions to take account of the sustained and prolonged psychological impact 
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of colonisation on Aboriginal peoples perpetuates the continuing high rates of mental health 

morbidity’ (p.xxi).  Importantly, Prince noted that the insistence on a standardised trauma 

syndrome undermined the notion of a highly individualistic posttraumatic adaptation, which in 

turn permitted the denial of posttraumatic effects when uniformity is not observed.  Hunter 

(1993), on reflection of psychiatric practice with Aboriginal people in the Kimberley, observed 

that ‘Denying or minimising disorder or disease in a cross-cultural context is disarmingly easy 

and dangerous’ and that the practitioner needed to remain open to the ‘cultural dimensions of 

human existence while retaining clinical vigilance’ (p.xxi, in Milroy, 2005).  In application to 

the trauma complex Aboriginal people in the Kimberley may present, it is unlikely to fit neatly 

with the prescribed western diagnostic modes.  Yet this is not to discount its occurrence, rather 

to let the psychological dynamic be described by Aboriginal people, particularly the young, who 

currently grapple with layers of trauma.  

 

Prince contended that such myths as passivity and pathology are used by societies in defense of 

meaning and of world view, serving to distance wider society from identification with the 

victim.  Thus ‘by perpetrating the fantasy of the essential otherness of the survivor, we can 

disavow the possibility of being victimised ourselves, and then assert that our own world is 

safe… A special derivative of the flight from identification is the denial of individuality, the 

negation of personal experience’ (p.51, Prince, 1998).  This, Prince noted, blunts the trauma of 

witnessing as a society, as ‘our internalised values make it almost impossible to accept the 

blamelessness of the victim of persecution.  It is virtually intolerable not to impute at least a 

slight responsibility on the victim and thereby to remove it from the perpetrator… Further, by 

blaming the victim, however subtly, we are freed of any moral obligation to make meaningful 

reparation, and are protected from any guilt incurred by identifying with the aggressor.’ (p.51).   

 

The use of the terms genocide (as inclusive of cultural genocide) to describe the destruction 

brought by colonisation to Aboriginal people is not widely accepted within the Australian 

sociopolitical environment.  Notwithstanding the work of several respected authors and reports 

that have explored the defensible legal application of the term (Tatz, 2001b; Reynolds, 2001; 

HREOC, 1997), and have found that in the very least, government intervention in Aboriginal 

people’s lives was conducted with genocidal intent (Reynolds, 2001).  However, the legal 

application of the term is not the focus here.  Rather it is the significance of the term in 

providing meaning for experience through an internationally recognised code for the crimes of 

humanity.  This in effect gives meaning and acknowledgement to the historical trauma of 

Aboriginal people, and a point of reckoning for non-Aboriginal society.  As asserted by Prince 

‘Myths protect us from what we do not want to know, including just how much blame there is or 

how far it goes – in our direction.’ (p.51).   
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Multigenerational Legacies of Trauma  

 

Brave Heart & DeBruyn (1998) employed the terms ‘historical trauma’ and ‘historical 

unresolved grief’ to describe the legacy held by contemporary American Indians and Alaskan 

Natives of the collective violence and gross injustices experienced by their forebears during 

colonial and post colonial periods.  The massacres of frontier conflict were contended to 

represent the first wave of widespread violence, trauma, loss and grief, and the separation of 

families through the removal of children and placement in the residential school system, the 

second wave.  This conceptualisation is clearly analogous with historical experiences of 

Aboriginal people in Australia, although this is not to simplify the varying experiences of 

people across time and geographical regions.  Rather, it is employed here to begin marking out 

the long term consequences of colonial invasion and of invasive post colonial government 

intervention in the lives of Aboriginal families across successive generations.   

 

Atkinson (2002a, 2002b) acknowledged the role government intervention has played in setting 

in place and compounding the chronic conditions of ongoing victimisation and traumatisation 

for Aboriginal people.  Throughout history, government policy and process has employed 

structural violence (ie that which is exclusionary, paternalistic or authoritarian), as enacted 

region by region through government deputations or departments, pastoralists and missionaries 

with physical and psychological violence.  It is well argued that such forms of violence are still 

covertly in place today, as a function of the massively imbalanced power relations held between 

Aboriginal people as a marginalised group in Australian society and current governmental and 

societal structures.  Milroy (2005), has observed that ‘In the minds of many Aboriginal people, 

the violent frontier has never ended and continues in the form of experience of being over-

governed and in the continuing high levels of welfare dependency and chronic ill-health’ 

(p.xvi).   

 

Trudgen (2000), illustrates well the pervasiveness of historical violence in the lives of 

contemporary Yolu people of the Northern Territory of Australia; ‘Wherever we travelled, 

Yolu could tell graphic stories of slaughter.  Yet to them these were not distant historical 

events; they were like yesterday – and the evidence was the continuing deaths of loved ones 

from modern development’ (p.191).  Trudgen then indicated the depth of emotional scarring 

through recounting a trip with a group of middle aged Yolu men, of whom the nominated 

marksman was unable to fire when presented with the opportunity to kill a bullock for some 

fresh meat; ‘I asked him why he had not fired at the bullock.  ‘I just couldn’t’, he said.  ‘What 

do you mean?’ ‘Well, it’s like the past can’t let us go.  When I took aim at that buliki, it’s like all 

the stories of the past came racing back to my mind.  I know that many of our people died just 
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for killing buliki’ on their own land.  When I was aiming at that buliki’, all that past came back 

and made me shake in my guts.’ ‘Yes, but you have land rights and these cattle clearly belong to 

your people now.’ ‘I know all that, but it’s just here, shaking my guts,’ he said, holding his hand 

to his stomach’ (p.192).  As the group continued to travel across the county, the Yolu men 

stopped every few kilometres at sites of the death of their people to recount these stories to 

Trudgen, who gained some understanding of the ‘deep and lasting effect’ of the trauma that the 

Yolu had experienced.   

 

As highlighted by the above narrative, profound pain is felt by Aboriginal people across many 

generations - even though the social conditions may appear to the external observer to be greatly 

changed.  Gagne (1998), described the manner in which trauma is imbedded in the society of 

the James Bay Cree peoples, stating ‘trauma…is not intergenerational in the same way as that 

experienced by war survivors.  In the case of war, the traumatic experience itself is experienced 

by the first generation only.  This theoretically alters the behaviour of the victim and 

consequently alters the behaviour of family members.  In the case of First Nation citizens, 

several generations have been continuously exposed to the traumatic experiences of sexual 

abuse, family violence, child abuse, accidental death, and suicide.  The trauma here is 

intergenerational in the sense that economic, social and political dependence – the effects of 

colonialism – are intergenerational.’ (p.368).   

 

Atkinson (2002a) explained the multigenerational legacy of trauma held by Aboriginal people 

in Australia as a series of ‘trauma trails’ that run across the country and throughout generations.  

Stemming from original sites of frontier violence and extending across the country as people 

moved away from places of pain, and across generations as people were later forcibly removed.  

Atkinson noted two orphanages for children that had been removed or orphaned were located 

along the periphery of this trauma trail, as was in recent times a large correctional facility.  

Atkinson explained that ‘these trauma trails carried fragmented, fractured people and families. 

They are a record of the distress that occurred when relationships between people and their 

land and between people and people were wilfully destroyed.’ (p.88). Atkinson then drew on 

genograms to powerfully illustrate the specific nature of transgenerational trauma trails in 

families where the impact on up to six generations could be traced.  This effectively 

demonstrated the onset of the original trauma through epidemics, starvation, massacres and 

removals (1860s to 1930s), the emergence of cyclical patterns of interpersonal violence, mental 

illness, sexual assault and suicide attempts during child removal periods (1880s to 1980s) and 

the resulting traumatisation of successive generations.  Atkinson noted that evident in the 

genograms is the increase in all traumata, but most noticeable was that of intra-familial violence 

in the fourth, fifth and sixth generations, which represent the present day grandparental, parental 

and child generations.  The pattern noted by Atkinson (2002a) is supported by the findings of 
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several other Australian studies and inquiries that have associated periods of child removal and 

institutionalisation with the later emergence of a broad range of mental health, social and 

emotional issues which all bring ongoing consequences for contemporary Aboriginal adults, 

youth and children (see Raphael et al. 1998; Mc Kendrick, 1992; HREOC, 1997; ALS WA, 

1995; Dodson, 1991). Atkinson (2002a) observed the results of continued government 

intervention in Aboriginal peoples lives to be seen in the profound hurt of ‘people living with 

multiple layers of traumatic distress,, chronic anxiety, physical ill health, mental distress, fears, 

depression, substance abuse, and high imprisonment rates’ (p.70).   

 

The term mass trauma is used when numerous people simultaneously experience a 

frightening, potentially life-threatening event (Boyd Webb, 2004). Diagnostically, there are 

similarities with the trauma experienced by individuals, and this includes increased adverse 

outcomes when the trauma event is deliberately brought about by the actions of an individual 

or group. Common reactions in these settings include intense rage, confusion and a loss of 

belief in the essential goodness of humankind. When these reactions are experienced by an 

individual, there is a greater chance that their familial and social networks will be able to 

contain these reactions and support the healing of the effected person. However, in cases of 

mass trauma, as experienced by Aboriginal people in Australia, these crucial familial and 

social networks were over time and place the target of brutal practices by government and 

non-government agencies alike.  

 

Unequal Relationships of Power  

 

Collective violence at the level of society and state may be transmuted to interpersonal violence 

within families and communities.  At the core of these transformative processes lie unequal 

relationships of power.  Historically, massive imbalances of power have been sustained between 

the dominant structures of Australian society and Aboriginal people, and it is suggested that in 

some spheres this still remains the case (HREOC, 1991; Anderson 06; Milroy, 2005).  The 

manner in which such societal imbalances of power may permeate the social fabric of family 

and community are considered here, first through an examination of institutionalised racism and 

the way racism can be interwoven with personal trauma, and then through the dynamics of 

internalised oppression.     

 

William Cross (1998) argued that contemporary encounters of discrimination, injustice and 

racism explained more of his own experience than a ‘transcendent racial anxiety from the past’ 

(p.388).  Although Cross acknowledged the legacy of American slavery and the manner in 

which generational atrocities had shaped his own parents worldview, he vehemently asserted 
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that it was the oppressive periods that have followed American slavery and that continue today 

that had potentiated current adversities for African American people, stating that ‘the real 

legacy of slavery,…[is not black deficits, but white racism’ (p.391).  Through examining 

historical documents, Cross found that it was sociocultural forces rooted in racism and prejudice 

that had seen the development of white Americans at the expense of the education and 

employment of black Americans.  Furthermore, that the result of these ‘missed opportunities’ 

was poverty, and it was this poverty that underlined all contemporary social problems.  Cross 

strongly contended that in this manner, racism was a variable of trauma in it’s own right, in both 

the oppressive periods that followed slavery and of contemporary societal encounters.   

 

The Royal Commission into Aboriginal Deaths in Custody (1991) defined institutionalised 

racism as the ‘pattern of distribution of social goods, including power, which regularly and 

systematically advantages some ethnic and racial groups and disadvantages others. It operates 

through key institutions... These include the public service, the legal and medical systems, the 

education system.’ (Vol 2, paragraph 12.1.12).  The Royal Commission into Aboriginal Deaths 

in Custody (1991) identified the origins of racial exclusion in the dispossession of Aboriginal 

people of their lands (and thus their economies) for the succession of settler Australians.  That 

this process was written into policy throughout protectionist periods exemplifies the manner 

through which the rights of one group were subordinated for the benefits of another, and the 

way in which these unequal relationships of power may be enshrined in policy, law and systems 

of governance. Further, the marginalisation of Aboriginal people through removal to artificial 

communities (be they reserves, missions or institutions) occurred with a near complete disregard 

for the interests of Aboriginal clan groups and families.  This was maintained by the almost 

absolute control over peoples’ lives through government departments and social service 

systems, and this only intensified during the assimilation period.  

 

Atkinson (2002a) recognised racism as a trauma variable in its own right.  Therapeutic group 

work with chronically traumatised Aboriginal adults found that the groups everyday experiences 

of prejudice (as set against larger political and social injustices) resulted in the normalisation of 

the experience of racism in Australia.  In this way, racism was intertwined with other traumatic 

memories associated with gender and poverty, which made little sense when considered in 

isolation from these wider sociopolitical influences.   For Aboriginal children in Australia, the 

experience of racism in their daily lives may work to further reinforce the view that the world is 

not a safe or just place (Milroy, 2005), and that their actions within this world are not able to 

alter their position of relative powerlessness.  This sentiment was reflected in a story by 

Dudgeon (in Doolan et al., 2000) of witnessing and intervening in a situation of racial conflict 

‘And what about those kids growing up with that treatment as a part of their daily lives? They 

were powerless; racism was a part of their daily lives.’ (p.62). 
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In contemporary Australian society racial prejudice towards Aboriginal people is commonplace 

(Pederson, Griffiths, Contos, Biship & Walker, 2000), persistent (Dunn, Forrest, Burnley, 

McDonald, 2004), obtuse and generally covert.  Recent research suggests contemporary forms 

of racism include cultural intolerance, denial of White privilege and narrow constructions of 

nation (Dunn et al., 2004).  There is also an emerging body of literature documenting the impact 

of racism on physical and mental health (Paradies, 2005; Paradies, 2006).  For example, 

amongst adolescents in the Western Australian Aboriginal Child Health Survey (Zubrick et al., 

2005) exposure to racism was found to be associated with an increased risk of clinically 

significant emotional or behavioural difficulties, and was independently associated with suicidal 

thoughts.  Wyatt (1990), an American clinician who considered racism to be a trauma variable 

in it’s own right, emphasised that children of a cultural minority are at a high risk of 

encountering institutionalised racism, and that this must always be considered as an additional 

form of trauma exposure, interacting with other forms of exposure to detrimentally impact on 

the child’s social and emotional outcomes.  Aboriginal children are born into a society that is 

largely indifferent, denying or hostile towards their Aboriginality, and due to such influences 

alone may encounter additional forms of trauma exposure than their non-Aboriginal peers.     

 

Dudgeon (2000b) contended that because Aboriginal people over many generations in Australia 

have not been able to safely express their frustration and anger against non-Aboriginal 

oppression, that this rage has been turned inwards – towards ones self and ones own people.  

This process has been observed amongst other groups. Brave Heart and DeBruyn (1998) 

acknowledged the distinction made in the Jewish Holocaust survivor literature between 

survivors who found refuge abroad and those that continued to live post war amongst the 

perpetrators of their genocide in Europe.  These authors argued that the repression by Jewish 

survivors remaining in Europe of intense emotional reactions - the ‘uncontrollable rage locked 

within them’ (p.61, Fogelman, 1988 in Brave Heart & DeBruyn, 1998) and the associated 

delayed and impaired grief for their massive losses, was akin to that experienced by 

contemporary American Indians and Alaskan Natives, for whom the United States are the 

perpetrators of their Holocaust.  In Australia, Dodson (2003) has surmised ‘There have been our 

own individual experiences of violations and violence as children; our continued collective 

social marginalisation and economic exclusion and impoverishment, all of which combine into 

a volatile cocktail of despair, anger, powerlessness, and hopelessness’ (p.5). 

 

Dudgeon and Mitchell (1991) explained that ‘By internalising their oppression, oppressed 

people oppress themselves and therefore justify, to themselves and to society, the oppressive 

view society holds of them.  They also tend to take on at least some of the negative values of the 

oppressor groups, they call themselves the same names their oppressors use against them, and 

sometimes they seek the approval of their oppressors.’(p.5).  The internalised oppression of the 
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individual results in ‘self-doubt, self-hatred, self deprecation, a sense of worthlessness and 

powerlessness and self abuse in the form of self mutilation, suicide, depression, despair, alcohol 

abuse and other addictions.’(p.5).  Whilst the associated oppression of others will take the form 

of ‘blaming, attacking, criticising and victimising other individuals or factions in ones own 

group.  It may also take the form of feelings of mistrust, fear and suspicion of others in the 

group.’(p.6). The total sum of which is oppression from within family and community, as set 

against wider oppression by external societal forces.  The authors observed that the individuals 

sense of powerlessness, confusion and despair is increased and this ‘makes it easier for the 

oppressors who can then blame the victims for their behaviour and use it as a justification for 

their own oppressive attitudes’(p.6).  This last point was considered earlier in this Chapter. 

What however resounds loudly from the authors descriptive account is the perpetuity of such 

cycles of oppression and consequence. Dudgeon and Mitchell (1991) concluded that the process 

of oppressing self and others magnifies the effects of the original external oppression many 

times over ‘It also virtually ensures its perpetuation from generation to generation.’ (p.6).   

 

Multigenerational Trauma Transmission  

 

The transmission of trauma across generations is contended to occur largely through patterns of 

interaction between the grandparent or parental survivor and their child/ren.  There is a certain 

degree of ambiguity in the literature regarding the exact manner in which this occurs (Weiss & 

Weiss, 2000).  Seeking clarity, the remaining sections of this chapter are structured around the 

two relatively distinct categories of direct specific trauma transmission and indirect trauma 

transmission.  This attempts to present the theoretical, experimental and therapeutic 

understandings of trauma transmission garnered by the research of academics, researchers and 

clinicians globally.   

 

Direct specific transmission encompasses the mechanisms through which the children of 

massively traumatised adults learn to perceive, understand and respond to their environment and 

self experience in ways that are similar to those of their parents (Weiss & Weiss, 2000).  In this 

context the experiences of the second or third generation will bear some resemblance – although 

in a totally different historical or social context, to that of the original trauma experiences of the 

grandparental or parental generation (Cross, 1998).  Weiss and Weiss (2000) observed of the 

second generation of Jewish Holocaust survivors, that their ‘world of associations is that of the 

Holocaust, and at times one gets the impression that they themselves had been there’ (p.373).  

This has a clear resonance with that narrated by Trudgen (2000) of the Yolu peoples in the 

Northern Territory.   
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Direct specific transmission is often explained in psychotherapeutic terms, as based on clinical 

presentations and therapeutic group work with the adult second or third generation children of 

survivors.  Direct specific transmission has also been examined quantitatively through the 

transmission of trauma related symptom patterns in line with discrete diagnostic categories and 

more recently through the developing field of epigenetic research.  However, it is difficult to 

establish if the emergence of trauma symptomatology in subsequent generations is the product 

of direct specific transmission of these symptoms, or the impact of the parents own trauma on 

their parenting style.  This alternate position, in which the capacity for massive trauma to 

compromise parenting and disrupt familial patterns is encompassed in the category of indirect 

trauma transmission (Weiss & Weiss, 2000).  Again, this concept is explained through the 

slightly divergent and opposed sociological, family systems and psychotherapeutic approaches.  

 

Children of traumatised groups do not present with a homogenous set of responses, and 

considerable variability is observed in the symptomatological manifestations of trauma 

transmission (see Weiss & Weiss, 2000; Nader, 1998; and Rowland-Klein & Dunlop, 1997).  

Danieli (1981 in Weiss & Weiss, 2000) found the effects of trauma transmission amongst 

second generation Jewish Holocaust survivors were differentiated by the form their parents 

trauma took, with the children of partisan survivors differing from those of concentration camp 

survivors, and again from those whose parents survived in hiding.  In the Australian context, 

Hunter (1993) amongst others (see Jebb 2002; Trudgen, 2000) have described the very different 

outcomes between Aboriginal peoples who became involved in the pastoral industry and those 

that were relegated to camps or town dwellings and mission.  Where those ‘employed’ in 

industry were able to have some sense of personal achievement despite oppression, while in the 

camps there was little capacity for a sense of purpose and hopelessness was magnified.  These 

varying experiences have had some bearing on subsequent generations.  Hunter (1991) also 

acknowledged the very different experiences of grandparental and parental generations prior to 

the 1960’s and those beyond prohibition and self determination in the 1970’s.  Hence, it is 

acknowledged that although there may be many common themes amongst the experiences of 

Aboriginal peoples and families - there will also be many differences, and this will be evident in 

the varying manifestations of trauma transmission amongst contemporary Aboriginal 

adolescents.  This is a clear function of the varying experiences of survivor groups in general, 

and specifically for Aboriginal peoples across diverse geographical regions, periods in time and 

the wide array of non-Aboriginal groups that carried out and continue to carry out post colonial 

processes.   

 

This stated, the measurement and documentation of trauma transmission is made difficult by the 

heterogeneity of the symptoms noted and the diversity of groups acknowledged as survivors of 

massive trauma (for example see The International Handbook of Multigenerational Legacies of 
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Trauma, edited by Danieli, 1998).  Furthermore, considerable discrepancies are observed in the 

literature between the understandings gained from clinical presentations or therapeutic groups, 

and quantitative research protocols.  Where the former generally documents the effects of direct 

specific transmission, and the latter diagnostic symptoms and/or the effects of indirect trauma 

transmission (Felsen, 1995).  Such disparities are perhaps best explained by the different forms 

of measurement and should not detract from the strength of understanding gained from the large 

body of work documenting trauma transmission.  In the current thesis it is thought that trauma 

transmission will be multifaceted, and within the family unit will encompass elements of direct 

specific and indirect transmission.  These processes are addressed below in application to the 

possible experiences of Aboriginal adolescents in Australia.   

 

Direct Specific Transmission of Trauma  

 
Psychotherapeutic Understandings  

 

To explain the manner through which trauma may be transmitted transgenerationally amongst 

American Indians and Alaskan Natives, Brave Heart and DeBruyn (1998) drew from the large 

body of psychotherapeutic work relating to transmission amongst Jewish Holocaust survivors.  

Central to this work is Kesternberg’s 1989 concept of ‘transposition’, by which the parents 

trauma is transposed to the child.  Transposition was described by Kesternberg as ‘an 

organisation of the self’ (p.64, in Brave Heart & DeBruyn, 1998) that is transmitted along with 

familial and cultural knowledge.  A part of this psychological organisation (which includes 

world and self understanding) is a mechanism beyond simple identification, that perpetuates the 

influence of major historical events on contemporary generations.  In this way the past is 

continually transposed onto the present (Prince, 1998).  Brave Heart and DeBruyn (1998) 

asserted that underpinning all of the observable social and familial effects of transgenerational 

trauma amongst American Indians and Alaskan Natives was the transmission of this profound 

sense of the historical trauma and unresolved grief of their people.   

 

In Queensland, the Aboriginal and Torres Strait Islander Women’s Taskforce on Violence 

(1999), explained transgenerational trauma and transmission through submissions by ‘those that 

had lived it’.  Citing evidence from an elderly woman of the trauma her family had experienced 

through massacre, dispossession, slavery, rape and further violence in the missions: ‘How can 

anyone forget that? And why should we forget? We pass it on to our kids just like my parents 

passed it onto me.  It stays with you ‘til you die.  I’ve seen pain all my life’ (p.46).  This is in 

essence a statement on the transmission of unresolved historical trauma and grief. It is 
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contended in the current thesis that unresolved historical trauma and grief is an entity passed on 

to younger generations along with identity, cultural and familial knowledge, and that this entity 

presents the first layer of trauma many Aboriginal adolescents experience, underscoring their 

interpretations of their world.  

 

Disenfranchised Grief 

 

Disenfranchised grief is that which a person or group experiences when the loss cannot be 

openly acknowledged or publicly mourned (Brave Heart and DeBruyn, 1998, citing Doka, 

1989).  In terms of the culturally marginalised, the expression of grief is not socially sanctioned 

and the experience of grief is devalued.  This concept has resonance with the grief and loss 

experienced by Aboriginal people in non-Aboriginal society, where the right to mourn is 

steeped in racist views.  It is argued that the disenfranchisement of contemporary grief for the 

continual loss of immediate and extended family members, as well as historical unresolved grief 

for the loss of ancestors, and cultural systems of being, heavily underscores transgenerational 

trauma in the Australian context. 

 

In line with social Darwinism the early belief that Aboriginal people were ‘subhuman’ 

suggested little capacity for grief.  As a consequence the right to grieve was not respected and a 

space for grief was seldom afforded.  This was most poignantly demonstrated in comments 

relating to the alleged ‘temporary’ nature of maternal grief from the early 1900’s (Haebich, 

2000) which had a considerable bearing on policy and practice, as discussed in this and the 

preceding chapter.  In addition, the mourning practices of Aboriginal people were largely denied 

as part of the wider suppression of all cultural practices, resulting in the incomplete mourning 

also described by Brave Heart and DeBruyn (1998).  With such a history of devaluing 

Aboriginal life and all cultural systems of relating, there is little broad scale social sanctioning, 

or even understanding of the depth of grief and loss experienced by Aboriginal people within 

Australia.  This was exemplified in 1988 - the year of Australia’s Bicentennial - which was 

termed the ‘celebration of a nation’ by the Federal Government, and the ‘National Year of 

Mourning’ by leading Aboriginal agencies and political bodies.   In the latter it was felt that 

there was the need to ‘mark out an emotional space…specifying pain and loss as defining 

characteristics of Aboriginality’ (p.219, James, 1993) that could not be easily transcended for a 

national celebration or superficial sense of a unified nationalism.  

 

Brave Heart & DeBruyn, (1998) described the outcome of disenfranchised grief to be an 

intensification of normative emotional reactions, with the emergence of extremes of anger, guilt, 

sadness and hopelessness.  Resolution of the initial grief is limited in the absence of the rituals 

necessary to work through mourning.  Further to this, a lack of social legitimacy for the 
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prolonged grief reinforces feelings of shame.  The emergence of shame further inhibits the 

mourning process, has a negative impact on relationships between self and others, and 

diminishes the sense of sacredness of self and others.  Overall this results in associated feelings 

of inferiority, helplessness, powerlessness, and disorders of self identification (Brave Heart & 

DeBruyn, 1998).     

 

Historically, disenfranchised grief is applied to the grief experienced by Aboriginal people 

across the central concepts of relating; spiritually to country, to kin and to lore (Maher, 1999).  

Including the loss of country as the nucleus of self identification; the loss of ancestors and the 

loss of relationships with grandparents, parents and siblings; the loss of traditional cultural 

practices, including the expressive oral traditions of language, story, dance and song; and the 

systems of kinship and lore that nurtured and protected the collective enclave of family and 

clan.  Cultural bereavement, Gagne (1998) explained, is the loss of the narrative traditions that 

once defined and sustained communal life, and were the means through which people came to 

value themselves.  Historical unresolved grief is that which relates to these losses, those that 

were not socially sanctioned or valued at the time as a loss to the wider society, which 

engendered anger, shame, and a sense of powerlessness in all those who needed to grieve.   

 

Along with the entity of historical unresolved trauma, unresolved grief is also transposed to 

successive generations of Aboriginal people, and is persistent as manifest in the processes of 

self identification shaped by family systems and cultural knowledge.  Brave Heart and DeBruyn 

(1998) noted that subsequent generations of American Indians, like holocaust survivors, have a 

‘pervasive sense of pain from what happened to their ancestors and incomplete mourning of 

those losses’ (p 64).  When working with communities in the Kimberley region, a similar sense 

of pain and grief at the loss of traditional cultural practices and systems of relating was 

commonly expressed.  This was in all instances associated with extremes of anger towards non-

Aboriginal society, shame at the gravity of the losses, and shame in regards to the relative 

feelings of powerlessness by people who were once massacred, segregated, absorbed and 

assimilated, to reverse the order of current realities.   

 

Young Aboriginal people carry the legacy of historical unresolved grief, and all of the attendant 

emotions.  Yet disenfranchised grief also has application to contemporary losses.  Thus 

impacting further on Aboriginal youth, who bear the burden of the disproportionate rates of 

premature mortality and morbidity of their adult family and community members. Resulting in a 

distorted population pyramid with the loss of primary caregivers and the influence of elders.  

Milroy (2005) noted that the degree of grief and loss experienced by young Aboriginal people is 

underestimated, and that the constancy of death through chronic illnesses, accidents and other 

injuries have in some communities lead to the normalisation of these experiences.  Further 
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stating ‘Youth bear the brunt of caring for sick relatives while still been children themselves. In 

essence, they grow up too fast, spark early and die young.’ (Milroy, personal communication, 

2008). 

 

In the wider context of Australian society, death has long been a part of societal representations 

of Aboriginal people.  As discussed previously, the belief that Aboriginal people were a ‘dying 

race’ was prevalent up until the 1940’s (see p.12).  Recently, a well intentioned article in The 

Age headlined ‘Diabetes threatens to wipe out Aborigines’ (13th November, 2006), reporting 

that ‘The Aboriginal population of Australia could be wiped out by the end of the Century 

unless urgent action is taken to curb a global diabetes disaster described as the biggest 

epidemic in world history’.  It is certainly true that renal disease is epidemic amongst Aboriginal 

communities, and that the rate of mortality through diabetes in the Kimberley region is 12 times 

that of the non-Aboriginal population (Watson, Ejueyitsi & Codde, 2001).  However, this 

article, furthers the representation in current society of Aboriginal people as a dying race, in 

much the same way that such associations have been made with criminality and substance 

misuse (see Langton, 1993).  These stereotypes have the effect of diminishing the attribution of 

affect to these situations, and normalises across the whole of society the highly disproportionate 

rate of death amongst Aboriginal people.   

 

The current grief of young Aboriginal people, families and communities remains 

disenfranchised by the wider society, as it is not only normalised and stereotyped, but also 

perceived in association with ‘trouble’ rather than grief.  In small regional towns and 

communities, the significance of many deaths is superseded by resident non-Aboriginals fears 

of the ‘trouble’ that will arise, and an alertness not to the depth of grief experienced, but to the 

possible repercussions for the public of excessive substance misuse, unlawful behaviour, and 

violence through inter or intra family conflict.  A past colleague of mine expressed her 

frustration at these types of knee jerk reactions in response to one of the many horrific deaths 

through injury, commenting ‘What do they think we’re going to do? We’re not animals, we 

grieve the same way as everyone else’.   

 

Disenfranchised grief in contemporary society is further compounded by the dominant societies 

belief system that only validates bereavement for the loss of immediate family members, to the 

exclusion of the extended family.  Too few employers recognise compassionate leave for deaths 

outside of the immediate family.  The constancy of Aboriginal deaths and the significance of the 

extended family in the Aboriginal collective familial systems is not often recognised when 

Aboriginal people take leave to attend family funerals and participate in the necessary mourning 

periods.  This furthers other stereotypes suggesting Aboriginal people have a poor work ethic 

that are encountered by young Aboriginal people when seeking employment.   
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It is in these contemporary ways that the grief of Aboriginal people remains disenfranchised.  

This when combined with the legacy of historical unresolved grief, and the constancy of the 

premature mortality of care providers, the death of peers through injury, accident or suicide, and 

other key figures during the developmental period, suggest a heavy grievous burden for young 

Aboriginal people in today’s society. Milroy has referred to ‘malignant grief’, suggesting that 

the pervasiveness of the grief experienced by young Aboriginal people, which when intertwined 

with continued exposure to traumatic events, is highly injurious to emotional well being (2006, 

personal communication).  Furthermore, grief on the scale it is experienced by Aboriginal 

people accelerates further losses, or as Milroy stated simply stated ‘Grief kills us’ (personal 

communication, 2008).  Grief, as experienced by Aboriginal adolescents is most certainly 

perpetual, disenfranchised and underscored by the entity of historically unresolved trauma and 

grief.  

 

Intergenerational Patterns in Trauma Symptom Transmission  

 

Nader (1998), examined the effects of a school ground sniper attack on a group of American 

children, and the possible relationship the children’s symptomatology held with their parents 

previous experience of trauma (n=80, 10 years).  It was found that having a parent with a 

previous trauma was associated with the presence of trauma symptoms in the children following 

exposure to the sniper attack (as related to that incident or another prior trauma).  The author 

concluded that although the parents specific trauma were generally not explicitly repeated in the 

child’s experience, that there appeared to be a transgenerational transmission of vulnerability.  

Where the children were found to be more vulnerable to trauma exposure of some kind (prior to 

the sniper attack), and to increased trauma symptoms after the sniper attack.  Nader was 

cautious to specify that not all parents who have been traumatised have children who are 

similarly traumatised, but she did assert that the research lent ‘strong evidence to an association 

between a parents prior experience and a child’s subsequent traumatic experience’ (p.580).  

Suggesting that ‘children whose parents have been previously traumatised may have a subset of 

traumatic symptoms, specifically psychological and behavioural disturbances, and increased 

vulnerabilities to or during traumatic exposure’ (p.580, Nader, 1998).    

 

Several studies have investigated the intergenerational transmission of posttraumatic symptoms 

amongst families.  In a longitudinal study involving children, youth and adult Cambodian 

refugees resettled in America, Kinzie, Boehnlein and Sack (1998) found a consistently 

significant relationship between parental PTSD and the youths’ diagnosis of PTSD.  Higher 

rates of PTSD were evident when both parents reported PTSD (41%), than when one parent 

reported PTSD (23%), and when neither parent reported PTSD (13%).  In a sample involving 

the families of American war Veterans, Rosenheck and Fontana (1998) found elevated levels of 
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PTSD amongst Vietnam Veterans whose fathers were also Veterans exposed to combat in 

conflicts prior to Vietnam.  The authors concluded that intergenerational effects emerge when 

the second generation are themselves exposed to trauma and develop PTSD. Further suggesting 

that the second generation may have greater difficulty recovering because of difficulties in 

obtaining support from their Veteran parents/family, and because as children they did not 

develop internalised self healing capacities as the ‘healing capacities of their parents were so 

thoroughly overwhelmed’ (p.240, citing Krystal, 1988). 

 

Underpinning findings of an increased risk of PTSD in the children of traumatised parents may 

also be neurobiological and epigenetic factors.  Raphael, Swan and Martinek (1998) argued that 

the long term impact of chronic stress on the physical health of parental generations of 

Aboriginal people may be seen not only in the illnesses, problems and premature deaths of care 

providers, but in creating a further substrate for the health problems of subsequent generations.  

Nader (1998) presented earlier findings from animal and human research that suggested stress 

induced physiological changes in one generation may be present in sequential generations, even 

after a return to normal conditions.   

 

More recently, Yehuda and LeDoux (2007) have asserted that parental PTSD is most certainly a 

risk factor for PTSD.  These authors contend that PTSD represents a specific phenotype 

associated with the failure of neurobiological mechanisms to recover from the normal effects of 

trauma.  Stress response mechanisms include the regulation of cortisol levels, and it is evident 

from longitudinal studies of adults with PTSD that low cortisol levels accompany the course of 

the disorder (see Yehuda & LeDoux, 2007).  When considered intergenerationally, in a small 

Australian longitudinal study of 44 mother and child dyads, infant morning cortisol levels at 13 

months were found to be significantly predicted by maternal trauma experience and the 

subsequent PTSD symptoms of hyperarousal (Beall, 2006).  Yehuda and LeDoux (2007) would 

describe this type of finding in terms of epigenetics, which suggests a link between early 

environmental exposure, changes in gene expression, and subsequent changes in the recovery 

function of the mechanisms involved in PTSD.  Although not able to be explored any further 

here, emerging findings from neuroscience and epigenetics are compelling, and this field will 

significantly contribute to our understanding of PTSD and transmission phenomena in the 

future.  

 

Two separate extensive literature reviews of research relating to intergenerational patterns in 

trauma symptom transmission amongst second and third generation children of Jewish 

Holocaust survivors have identified vulnerability to trauma symptom development as the central 

unifying concept (Baranowsky, Young, Johnson-Douglas, Williams-Keeler & McCarrey, 1998; 

van Ijzendoorn, Bakermans-Kranenburg, Sagi-Schwartz, 2003).  Where, a similar set of 



 41

symptoms emerge amongst the adult children of survivors when they are themselves exposed to 

trauma or stress.  Baranowsky et al., (1998) concluded ‘the literature does point to a tendency 

toward latent vulnerability, where offspring exposed to trauma respond with a greater number 

of PTSD symptoms which last for a longer duration’ (p.254).  It is this vulnerability that is of 

central importance to the current thesis and it is acknowledged that there are both socio-political 

and psychobiological antecedents that have contributed as to this vulnerability among 

contemporary generations of Aboriginal adolescents.  It is argued that many Aboriginal 

adolescents will be exposed to trauma in their young lifetimes and when combined with family 

patterns of trauma reactions, and the legacy of historical unresolved trauma and grief, that this 

vulnerability to trauma symptom development will be exacerbated.  

 

Indirect Transmission of Trauma 

 
Impact of Trauma on Families 

 

Recently, in another extensive review, Kiser and Black (2005) concluded that chronically harsh 

traumatic circumstances erode familial processes.  The authors considered the impact of chronic 

stress and trauma across three areas of familial functioning; structure, relations and coping.  

Although each of these areas were prefaced with examples of cohesive, supportive, child 

focussed reactions to chronic stress and trauma, overall their review suggested that more 

commonly reactions to these conditions included ‘negative parenting characteristics such as 

insensitivity, lack of responsiveness, withdrawal, low warmth, reactivity, irritability, negativity, 

harshness, and punitiveness’ (p.732, Kiser & Black, 2005).  In relation to family structure, the 

poor delineation of family roles and blurred boundaries were found by the authors, along with 

limited assumptions of responsibility and lack of leadership.  In terms of relationships, the 

disengagement and isolation of family members was noted, along with heightened levels of 

negativity and conflict, and disruptions in attachment bonds.  Because of the chronic nature of 

the stress and trauma, the coping resources of families were continually depleted, which in 

combination with reactive coping styles often meant that the families moved through one crisis 

after another.  It was noted that ‘When trauma is followed by uncertainty about recurrence, 

families must cope with feelings of fearfulness, suspiciousness, and threat.  As uncertainty 

persists, families tend to react with vigilance and anxiety then shift to anger and increased 

aggression or to avoidance’.  (p.737).   

 

Harkness (1993) witnessed similar dynamics in the families of Vietnam Veterans.  Describing 

the impact of the fathers post traumatic stress reactions on the family to be seen through 
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impaired, disengaged family relations and structure; the families enmeshment in the fathers 

reactions and subsequent social isolation as a closed family unit; and the impulsivity and 

violence of the father to create a highly reactive and unpredictable family environment with 

little affect modulation.  Overall, Harkness (1993) observed that ‘the most profound impact of 

PTSD on family life centers around the emotional inaccessibility of the father…  as parents 

become enmeshed in their own pain, there is little time or energy to devote to the child/ren’ 

(p.636).  Such emotional unavailability may also be a reflection of the fathers attempts at 

dissociation, where in order to avoid strong affect it is easier not to feel at all (Milroy, personal 

communication, 2008).  Clearly this may be misinterpreted by the child or adopted as a response 

to the ongoing reactivity of the family.  The parents trauma and posttraumatic symptoms may 

reduce their likelihood of seeking help (see Amaya-Jackson et al., 1999), and the tendency 

towards closed family units may also seriously jeopardise the likelihood of the child or 

adolescent accessing services or supports external to the family unit.  In the remote and rural 

context of the Kimberley, this decreased access would be further limited by socioeconomic 

issues and the availability of such services, in addition to entrenched historical racial and gender 

tensions. 

 

Parenting Compromised by the Trauma of Child Removal 

 

The history of continued separation of Aboriginal children from their parents is one of the most 

direct and devastating ways in which critical familial structures and relationships were 

fractured.  As Haebich (2000) observed ‘Overlapping circles of extended family lie at the heart 

of the lives of most Aboriginal Australians... And yet, these same familial systems have been the 

site of repeated attacks by successive waves of Australian governments, tearing at the very heart 

of Aboriginal family life.’  Dodson (1994) pointed out that the family, and child rearing, were 

the frameworks for the transmission of knowledge, language and culture, and that the ability of 

Indigenous cultures to do so had been severely interfered with (in Raphael, Swan & Martinek, 

1998). The Bringing Them Home Report (HREOC, 1997) observed that with forcible removal 

‘the child’s entire community lost, often permanently, its chance to perpetuate itself in that 

child’ (p.218).  Parenting roles and adult authority were undermined, and the responsibility for 

education and discipline claimed by government departments, missions, pastoralists and foster 

parents (Hunter, 1995 submission to HREOC, 1997).  Multiple generations of parents (eg 

grandmother, mother and daughter) have experienced the effects of their respective parents 

removal in their own childhoods and then as adults the profound pain of having their own 

child/ren removed.   

 

The Bringing Them Home Report (HREOC, 1997) acknowledged the link between the severing 

of the attachment bonds in infancy and the parenting difficulties experienced later.  Attachment 
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theory clearly articulates that disruptions in a child’s maternal and paternal attachment during 

infancy is highly injurious to future social relationships and may be conducive to considerable 

mental health problems (HREOC, 1997).  Aboriginal child rearing practises emphasise 

autonomy and affiliation, independence and responsibility, learning through experience, 

listening and observing (Malin, Campbell & Aguis, 1997; Nelson & Allison, 2000).  Along with 

the transmission of all other cultural information, this rich resource for building resilient, strong 

children was dismissed by successive governments and departments.  In addition these 

culturally distinctive child raising practises, that have been adapted over time in contemporary 

families to inoculate Aboriginal children (for example, against racism) are still not respected by 

wider society (Malin, Campbell & Aguis, 1997) or recognised in a court of law (Dewar, 1997).  

The effects of this on current generations of adolescents was summarised by Atkinson (2002a) 

‘It is also vital to understand how the responsibility to nurture, protect and teach children has 

been fractured and dismantled under colonisation and how much of the learning of children 

today comes from witnessing acts of violence in institutional situations, in families and 

communities, and in Western media. The fractured relationships between men and women as 

partners are also important in understanding the dysfunction in Aboriginal families and 

communities today.’ (p.41). 

 

Psychotherapeutic Understandings 

 

In defining indirect trauma transmission Weiss and Weiss (2000) stated ‘what is transmitted is 

not the trauma itself, but that, as a result of having being traumatised, the first generations’ 

parenting abilities were diminished.  These parental weaknesses affected their children’ 

(p.373).  The authors therapeutic group work with second generation adult children of Jewish 

Holocaust survivors documented the dominant themes felt by the adult children of their 

present/absent parents; feelings of anger, disappointment, pain and guilt.  During therapeutic 

group work, the group essentially recreates the dynamic of family, enabling the working 

through of shared themes and difficult familial interactions.  Although contrived, the group 

becomes the container that is able to safely hold these powerful emotions and allow the 

necessary reflection for understanding of experience.  In Western literature, Bion (1951 in 

Brown, 1998) originally defined the concept of the parent as ‘container’, emphasising that the 

parents acceptance and ‘holding’ of the child’s strong emotions prevent the child from 

becoming overwhelmed by rage, anxiety, grief and all other strong affects that may fragment the 

developing self, allowing the development of affect regulation.  Brown (1998) drew on this 

concept when explaining the interactions between the massively traumatised parents and their 

child.  Stating ‘Since many survivor-parents’ capacity for ‘holding’ their own heightened affects 

has been compromised by Holocaust experiences, their capacity to help their children ‘hold 

affect’ is often circumscribed.’ (p.269).  Brown (1998) noted that in these cases the child’s 
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emotional needs for containment are not met, and in addition the child is also confronted by the 

overpowering affects of the parent.  With the result that ‘Under such circumstances, many 

children withdraw their request for parental care, choosing silence instead.’ (p.269).   

 

Amongst Aboriginal peoples of Kujunka region in the Kimberley, McCoy (2004) described 

‘Kanyirninpa’ or ‘holding’ as a deeply embedded cultural value.  In this context, Kanyirninpa is 

the provision of authority with nurturance, where older generations assume the responsibility to 

care for and look after younger people.  By the older generations metaphysical ‘holding’ of the 

child and adolescent, autonomy is permitted and relatedness encouraged.  From parent to child 

these values are transmitted across generations and provide desert society with ‘identity, 

cohesion and strength.’ (p.iii). McCoy (2004) examined contemporary expressions of 

Kanyirninpa in light of familial fragmentation following post colonial periods.  Finding that 

‘when a young person experiences they are not being held – either as the result of highly 

autonomous behaviour or they discover there is no one to hold them – they can experience great 

vulnerability, especially when their separation is exacerbated by the threat or the actual loss of 

a close personal relationship.  The oscillating between autonomy and relatedness can lead, 

especially without the support of the interpersonal structure, care and authority that holding 

provides, to a personal awareness of extreme isolation from others.’ (p.243).  Because of a 

distorted population pyramid there is a sheer lack of older people in communities to do the 

holding, therefore young people are vulnerable not necessarily because of dysfunction but due 

to the lack of human capital.  However, holding is crucial in adolescence throughout the 

processes of individuation and separation and during this period they are especially vulnerable 

to the experience of loss and hence the need for holding is greater at this time (Milroy, personal 

communication, 2008). 

 

Both the western and the Kujunka peoples interpretations of ‘holding’ suggest that when 

disrupted, silence, withdrawal and perceived isolation are key responses amongst younger 

generations.  Abrams (1999) noted silence as a central clinical feature occurring in families 

surrounding traumatic experiences.  Whilst Bar On (1955) coined the term ‘double walls of 

silence’ that may exist when the ‘parents do not tell and children do not ask (speak up)’ (in 

Brown, 1998).  The silence by parents or older generations of their traumatic experiences may 

be conscious, as a means to protect children from traumatisation, or through fear that in telling 

their story they will be re-traumatised, or not understood (Brown, 1999).  This silence may also 

be unconscious on the part of the parental or older generations, who may through denial or 

repression keep the distressing events ‘outside of awareness and without words.’ (p.268, Brown, 

1999).  What is not stated however, may intensify and become amplified, as younger 

generations try to find meaning for their experiences, and an explanation of their parents’ 

profound distress or prolonged grief (Brown, 1999).   
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In summary there is the sense that parental resources are overwhelmed in families encountering 

the lived reality of chronic stress and trauma (in addition to personal histories of trauma), and 

that silence, repression or denial are understandable responses in the face of ongoing adversity.  

However, the impacts on the child and adolescents generation, the resulting felt isolation, 

difficulty of affect, search for understanding and gaps in self narrative may in turn create 

vulnerability.  On occasion during field work, an adolescents distress when disclosing childhood 

abuse to a significant care provider would be heightened when met with denial and 

admonishment.  The reasons for these reactions were not known, but it was thought that the 

adolescents experience may have acted as a trigger for the traumatic experiences of older 

generations.  Nader (1998) noted that the child’s exposure to the sniper attack frequently 

‘reawakened’ symptoms in the parent from a previous trauma, or an intense avoidance which 

resulted in the parents emotional unavailability to the child and an intolerance of their trauma 

reactions.  These form of responses may perpetuate the adolescents own use of avoidance, 

psychological numbing or denial.  Hence suggesting another manner in which trauma is 

transmitted through the repression of that which is not spoken of across generations.   

 

It is emphatically stated that this is not to place blame on older generations (Atkinson, 2002a) as 

their pain is appreciable and their right to non-disclosure respected.  Especially in 

acknowledgement of the complexity of fractured relationships, place (see p.184, Atkinson, 

2002a) and personal histories of immense trauma, grief and loss.  This is also understood in the 

social and cultural context that will determine how a life story or narrative will be remembered 

and interpreted, and the sanctions that may surround what is acceptable to be spoken of or 

acknowledged (Gagne, 1998), and to whom.  However, the search for meaning or 

understanding of ones experience is critical, particularly given the adolescents continual 

exposure to contemporary traumas.  As Milroy (2005) stated ‘Even where children are 

protected from the traumatic stories of their ancestors, the effects of past traumas still impact 

on children in the form of ill health, family dysfunction, community violence, psychological 

morbidity and early mortality’ (p.xxi).  Thus, finding the words to communicate these 

experiences is essential, as Atkinson (2002a) observed, ‘Acknowledgement of the trauma-lines 

that run through families and communities provides a context to the pain and the behaviours 

that articulate that pain, so that people in the present can make more sense of their lived 

reality.’ (p.186).  In the current thesis the behaviours that articulate the pain of chronic trauma 

and grief are considered to include the high rates of violence against others and self (Atkinson, 

2002a; Memmot, Stacy, Chambers & Keys, 2001; Stanley, 2003), self medication / anaesthesia 

through substance misuse (Aboriginal and Torres Strait Islander Women’s Taskforce on 

Violence Report, 1999) related altercations, assaults, homicides and incarcerations (see Mouzos, 

2001; Aboriginal and Torres Strait Islander Social Justice Commissioner, 2002), and associated 

injuries and accidents (Atkinson, Bridge & Gray, 1999).   
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Kimberley Context As Defined By Aboriginal Youth In 1999 

 

In 1999, a qualitatively based social research project was conducted by the Kimberley 

Aboriginal Medical Services Council.  The project aimed to contextualise the experiences of 

Aboriginal youth, in an attempt to elucidate causation for the disproportionate rate of Aboriginal 

youth suicide in the region (in 1998 the suicide rate for Aboriginal youth was found to be 12 

times that of the National Average).  The methodology was unique for it’s time, with an 

Aboriginal youth team informally interviewing and holding workshops with Aboriginal youth 

(12-25 years) in a diversity of community based settings across the Kimberley region.  This 

provided the youth with an opportunity to voice what they considered to be the most critical 

issues impacting on their own lives and their peers.  The resultant Choose Life Report (KAMSC, 

1999), presented the issues and speaks overwhelmingly of the traumatic environments in which 

many live.   

 

The contextual experience of Aboriginal adolescent in the Kimberley was self defined by the 

youth across four broad area’s; relating to self and relating to others as set in the local living 

environment and as influenced by the poor or unacceptable behaviour of others.  The Aboriginal 

youth perceived the local living environment to be unsafe, with run down facilities, little 

privacy in the home, inadequate access to public facilities and increased exposure to criminal 

activities, drunkenness, drug taking, drink driving and gambling.  Relationships with others 

were marked by family deaths, domestic violence, sexual abuse, child abuse, gang fighting, 

authoritative parenting or an absence of parental care, and amongst the peer group by premature 

and intermittent relationships, casual sex (with little sexual education), inter-group prejudice, 

bullying and teasing.  The youth defined their own and their peers personal well being to be 

influenced by a lack of self esteem, a sense of failure and boredom, with limited education and 

training opportunities and or achievement (p.28, KAMSC, 1999).  

 

This largely sets the scene for the chronic form of trauma exposure Kimberley Aboriginal 

adolescents experience. Either through direct victimisation, or witnessing the impact of 

victimisation on others, within the home and within their community.  There are three main 

types of trauma exposure relevant to that which the Aboriginal youth reported, that of chronic 

community ‘chaos’ or violence, family violence and child maltreatment.  Each of these are 

forms of interpersonal violence, and given the overcrowding of Aboriginal homes, the 

geographical remoteness, and the strong inter connectedness of Aboriginal family and 

community, it is reasonable to suggest that instances of interpersonal violence are witnessed by 

and directly impact upon many Aboriginal adolescents.  The other types of trauma exposure 

indicated by the Aboriginal youth, relating to family deaths, accidents and drink driving are 



 47

evident in the disproportionately high mortality rates of disease and injury in the region of the 

Aboriginal population.  Violent deaths through homicide and suicide are also considered here as 

forms of exposure to extremely violent traumatic incidents.   

 

Cumulative Trauma  

 

‘How are they going to get [out]of those memories? Us old ones can’t forget our memories.  

How do we expect the little ones to forgive and forget? What those little ones are going through 

is adding to the bad memories we’ve given them from our stories’ (p.46, senior female elder in 

Aboriginal and Torres Strait Islander Women’s Taskforce on Violence (1999).   

 

Aboriginal adolescents in the Kimberley encounter and negotiate their way through layer upon 

layer of trauma and grief.  The concept of cumulative trauma is introduced here as a way to 

represent and attempt to understand the impact of multiple layers of trauma on the developing 

well being of Aboriginal adolescents in the region.  Cumulative trauma in this context includes 

the transgenerational transposition of an entity of unresolved historical trauma and grief; the 

adolescents chronic exposure to the trauma of significant others and the long term effects of this 

trauma on others, and the adolescents own direct exposure to trauma and victimisation.    

 

Milroy (2000) illustrated the impact multiple layers of trauma may have on the development of 

Aboriginal children ‘living with the reality of 200 years of accumulated trauma’ (p.21) by 

drawing on the theory of vicarious traumatisation first posited by McCann and Pearlman in 

1990.  McCann and Pearlman (1990) observed that trauma therapists ‘are not immune to the 

painful images, thoughts and feelings associated with exposure to their clients traumatic 

memories’ (p.132), and that this exposure will gradually effect their worldview, emotional and 

psychological needs, belief system, and cognitions (Salston & Figley, 2003).  In this way the 

therapist is vicariously traumatised by frequent exposure to the trauma content of others, and 

may experience the full range of trauma symptoms and changes in self and world 

understanding.  Central to the theory of vicarious traumatisation is the principle that trauma will 

disrupt the beliefs, expectations and assumptions that an individual may have held, namely; that 

the world is benign, that the world is meaningful, the self is worthy, and that people are 

trustworthy (Epstein, 1989 in McCann & Pearlman, 1990).  In the Australian context, Milroy 

(2000) suggested that Aboriginal children and adolescents in response to several generations of 

trauma (and the sociopolitical influences that sustain this trauma), may reasonably conclude that 

‘the world is definitely not safe, the world does not make sense, the self is not valued and people 

still cannot be trusted’ (p.21, Milroy, 2000).   
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Of their observations McCann and Pearlman (1990) surmised ‘In addition, we understand the 

effects on therapists as pervasive, that is, potentially affecting all realms of the therapists life; 

cumulative, in that each client’s story can reinforce the therapists gradually changing schemas; 

and likely permanently, even if worked through completely.’ (p.136).  In the current thesis each 

layer of trauma Aboriginal adolescents encounter is considered to disrupt the adolescents 

worldview, and each instance of trauma exposure to reinforce the negatively attuned 

assumptions that the world is not safe and is meaningless, that others are not to be trusted and 

that the self is worthless.  In this way, trauma is considered to be cumulative as each layer and 

every instance serves to perpetually reinforce the Aboriginal adolescents negatively attuned 

assumptions of world, self and others.  These traumas do not take place in isolation from the 

wider society in which they are embedded.  Australian society has over time, place and 

relationships of massively imbalanced power, provided not only the structure through colonial 

and post colonial intervention in Aboriginal peoples lives, but also the fuel through 

sociopolitical influences such as institutional racism, marginalisation and paternalism, for the 

perpetuation of transgenerational trauma across generations of Aboriginal people.  These are the 

‘missed opportunities’ described by Cross (1998) of past governments to redress inequality in 

education, employment, housing and health outcomes that underpin current social problems in 

America.  Hence, it is lastly suggested that these sociopolitical influences further exacerbate and 

intensify the trauma exposure of Aboriginal children and adolescents.  

 

 

 

Summary 

 

The possible consequences of such influences and experiences on the Aboriginal adolescents 

well being are considered in the following chapter.  
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Chapter Three 
Trauma & Its Consequences With Children & Adolescents 

 

Overview 

 

This chapter examines the manifestations of trauma exposure amongst children and adolescents.  

The symptom features of post traumatic stress disorder (PTSD) is considered in some detail, 

before interactions with coping strategies, anger and shame are described.  The distinction 

between adolescent suicidal ideation and attempts is then drawn, and the association these 

thoughts and behaviours have with trauma exposure, substance misuse and impulsivity; 

depression and hopelessness; self esteem and cultural identity are examined.  The impact of 

psychosocial stressors on adolescent suicidal ideation and attempts is then considered, before a 

final reflection on the possible additive effects of chronic, multiple trauma on the adolescents 

experience of psychopathology and wellbeing.   

 

In it’s pure form, the aetiology of trauma related disorders is narrowed down to the exposure of 

an individual or group to a traumatic event or succession of events, that are sufficient to induce 

maladaptive stress reactions in most people (Milgram, 1989).  The stress reactions may remit 

soon after the exposure, or persist to become a crystallised psychological syndrome with a 

distinctive clustering of core symptoms and an increased risk of comorbidity with other 

psychological disorders (Donnelly & Amaya-Jackson, 2002).  This definition of the traumatic 

event quite deliberately stems from the perspective that trauma syndromes are caused by events 

external to the child and adolescent. A view clearly articulated by Terr (1991) ‘All childhood 

traumas… originate from the outside. None is generated solely within the child’s own mind’ 

(p.11).  The impact of trauma exposure on the child and adolescent will be tempered by several 

overlapping factors.  These factors include: the age of the child, the nature of exposure; the 

context in which exposure occurs; risk and protective factors (individual, familial, social and 

cultural); and the subjective meaning attributed to the event by the child and adolescent.  

Nonetheless, it is the trauma exposure that has brought change, and this change is seen to 

reverberate across the developing psychological and physiological systems of the child and 

adolescent.   

 

Trauma Related Disorders in Childhood & Adolescence 

 

Childhood trauma is marked by several key syndrome features that differentiate the symptom 

pattern from that of other disorders (Terr, 1991).  Amongst the diagnostic nomenclature of the 
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fourth edition (text revision) of the Diagnostic and Statistical Manual of Mental Disorders 

([DSM-IV-TR] American Psychiatric Association [APA], 2000), the nosological categories of 

Acute Stress Disorder, Adjustment Disorder, and Post Traumatic Stress Disorder (PTSD) have 

been applied to the varying stress reactions of children and adolescents following trauma 

exposure (APA, 2000).  The current thesis is principally focussed on the consequences of 

chronic trauma exposure (rather than acute, single episode exposure as pertinent for example to 

Acute Stress Disorder) and the quantification of some of the features of trauma syndromes 

through the diagnostic category of PTSD.  

 

The incidence and prevalence of PTSD amongst children and adolescents has been measured 

largely against the diagnostic criteria of the DSM.  The formative work of Eth and Pynoos 

(1985) documented posttraumatic symptomatology in children and adolescents in the 1980’s.  

This saw the criteria for childhood presentations of PTSD included in the 3rd revised edition of 

the DSM in 1990 and the 10th edition of the World Health Organisations International 

Classification of Disorders in 1992.  The core symptom clusters of a PTSD diagnosis following 

exposure to a traumatic event (Criterion A) include; the onset of recurrent re-experiencing 

symptoms (Criterion B); cognitive and behavioural avoidance, and a general numbing of affect 

or responsiveness (Criterion C); and hyperarousal and/or hypervigilance (Criterion D) (APA, 

2000; Donnelly & Amaya-Jackson, 2002).  The DSM-IV-TR (2000) specifies that the full 

symptom picture must be present for more than one month, and that the disturbance must cause 

clinically significant distress or impairment across social, scholastic and other domains of pre-

trauma functioning.  In children and adolescents posttraumatic stress symptomatology has been 

noted to be ‘extraordinarily heterogenous’ with a ‘bewildering array’ of symptoms (p.160, 

Donnelly & Amaya-Jackson, 2002).  Clinical presentations are suggested to be ‘exceedingly 

complex’ with an increased likelihood of comorbidity with other psychiatric diagnoses (p.160, 

Donnelly & Amaya-Jackson, 2002).  

 

The 1997 Australian National Survey of Mental Health and Well Being (Creamer, Burgess, & 

McFarlane, 2001), found that 2.9% of Australian women and 1.9% of men met the DSM-IIIR 

diagnostic criteria for PTSD (n=10,641; 18+years).  This was considerably lower than the 

prevalence rate identified in the American epidemiological study upon which the Australian 

Survey was based, where 10.4% of American women and 5.0% of American men met the 

diagnostic criteria for PTSD (Kessler, Sonnega, Bromet, Hughes & Nelson, 1995).  Australian 

Vietnam Veterans, a population in which PTSD has an increased likelihood of occurrence, have 

retrospectively reported past diagnosis at 10% and current diagnosis at 11% (Parslow, Jorm, 

O’Toole, Marshall & Grayson, 2000).    
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Amongst Australian adolescents there is a paucity of literature reporting the prevalence and 

incidence of PTSD.  In an extensive literature review for this thesis only one published study 

was identified.  Bickel and Campbell (2002) examined PTSD amongst juveniles in detention in 

Tasmania (n=111, mean age 16 years) and found that 36% of new admissions to the detention 

facility met the diagnostic criteria for PTSD.  This was comparable to the prevalence identified 

amongst a sample of African, Hispanic and Caucasian American juveniles admitted to a high 

security treatment facility in the United States (n=51, mean age 17.5 years), of whom 35% met 

the diagnostic criteria for PTSD (Erwin, Newman, McMackin, Morrissey & Kaloupek, 2000).  

 

Internationally however, there is a growing body of literature examining PTSD in an ever 

increasing diversity of adolescent populations - although few are epidemiologically based.  The 

study by Giaconia, Reinherz, Silverman, Pakiz, Frost and Cohen (1995) provides some 

epidemiological estimates of PTSD  amongst a general community sample of semi urban and 

rural American adolescents (n=384, aged 18 years).  The authors found that 43% of the 

adolescents reported exposure to a qualifying traumatic event (Criterion A).  In 39% of these 

cases, the qualifying traumas had occurred by the age of 14 years.  Of those reporting qualifying 

traumas 14.5% developed PTSD, representing 6.3% of the total sample and 2.1% of the male 

and 10.5% of the female adolescents.  The median age of onset of PTSD was 16 years, although 

the disorder had developed in one third of the sample by 14 years.  Giaconia et al. (1995) noted 

that the duration of the PTSD was substantial for these youth, with nearly two fifths reporting 

symptomatology lasting between 1 and 3 years.     

 

The prevalence found by Giaconia et al. (1995) is slightly more conservative than that observed 

in general community samples of adolescents elsewhere.  A study of Danish school youth 

(n=289, mean age 14.5 years) found 9% of students met the criteria for a PTSD diagnosis, 

comprising 5.6% of the male and 12.3% of the female students (Elkit, 2001).  Another study in 

South Africa found PTSD to be the presenting issue for 11.5% of rural children and adolescents 

accessing medical clinics (Pillay, Naidoo & Lockhat, 1999).  By contrast, general urban 

community samples of adolescents in America (African, Hispanic and Caucasian American), 

residing in low socioeconomic areas and reporting exposure to community violence have 

recorded PTSD prevalence rates ranging from 25% (Berton & Stabb, 1996) to 43% (moderate 

PTSD reactions, Duckworth, Hale, Clair & Adams, 2000).  These rates are comparable to 

American adolescent clinical admissions or inpatient samples, in which the prevalence of PTSD 

has been found to range from 21% (Jaycox, Marshall & Orlando, 2003) to 32% (Lipschitz, 

Winegar, Hartnick, Foote & Southwick, 1999).  In summary, internationally it is well 

documented that the incidence and prevalence of PTSD is elevated in child and adolescent 

populations at risk of high levels of exposure to traumatic events.   
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Trauma Symptomatology: Exposure 

 

The frequency of trauma exposure ranges from ‘acute’ exposure to a single extreme event, 

‘chronic’ exposure by repeat victimisation or exposure over a prolonged period, and ‘lifetime’ 

exposure to multiple traumatic events that may or may not be related.  Lifetime trauma exposure 

is contextually different to that of chronic trauma exposure, which implies an environment in 

which the stressors are interrelated and without remittance for a prolonged period during the 

course of development.  Chronic trauma exposure has been applied to situations of community 

violence, where the young persons environment is informed by crime and violence, and they are 

subject to recurrent exposure (Fitzpatrick & Boldizar, 1993; Duckworth et al., 2000).  The term 

‘recurrent’ is more often applied to child maltreatment, where the young person is victimised 

repeatedly over a prolonged period (Terr, 1991; Thompson & Kaslow, 2000; Ullman & 

Brecklin, 2002; Anderson, Tiro, Webb Price, Bender & Kaslow, 2002), although the term 

chronic equally applies and is used throughout this thesis.  As previously mentioned, trauma 

exposure may be ‘direct’, relating to events which the child or adolescent were directly 

victimised by or exposed too or ‘secondary’ through witnessing or learning of the impact of a 

traumatic event on a close family member or friend.  The child and adolescent may also be re-

traumatised by situations that inadvertently reinforce the original trauma.  

 

The form of the trauma exposure tends to flow along a continuum of perceived intentionality or 

causality (Green, 1993b).  Natural disasters and human or technological accidents have a low 

level of intentionality.  Whereas interpersonal traumas, including childhood maltreatment, peer 

group violence, family violence, community violence and collective violence all carry a high 

degree of malevolent human intentionality.  These interactions are often set within significantly 

imbalanced power relations where the perpetrator may be known to the child or adolescent, and 

the exposure may take place in the family or in the community or be directed towards the family 

or community.  Further, the exposure may relate to a single acute event, but is more likely to be 

chronic and set amongst continued exposure to other stressors.  Unfortunately, trauma for 

children and adolescents most commonly occurs within a family context and represents a 

breakdown of the attachment and caretaking relationships between significant adults in the 

child’s life – and the child as noted in Chapter Two (see p.42-43). It is recognised that 

interpersonal traumas are more likely to produce severe or pervasive posttraumatic stress 

symptomatology than natural or technological disasters (APA, 2000; Donnelly & Amaya-

Jackson, 2002; McGruder-Johnson & Davidson, 2000).  

 

The DSM-IV-TR (2000) recognises exposure to a ‘stressor event’ as Criterion A for a diagnosis 

of PTSD.  To satisfy this criterion, both of the following should be present; that ‘the person 

experienced, witnessed, or was confronted with an event or events that involved actual or 
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threatened death or serious injury, or a threat to the physical integrity of self or others’; and 

that the ‘person’s response involved intense fear, helplessness, or horror’.  With the provision 

made that in children ‘this may be expressed instead by disorganized or agitated behaviour’ 

(p.463).   Based on the contextual environments described by Kimberley youth in the Choose 

Life Report (KAMSC, 1999) it is acknowledged that Aboriginal adolescents in the region may 

be exposed to several types of trauma that would meet the DSM-IV-TR criteria for a stressor 

event (see p.46 in preceding chapter). 

 

Crime statistics for a given area or objective estimates of the prevalence and incidence of 

violence in a community may not however, necessarily predict increased trauma exposure and 

associated increased posttraumatic symptomatology.  Berton and Stabb (1996), in a school 

based survey of African, Hispanic and Caucasian American adolescents (n=97, aged 15-19 

years), found that the actual criminal violence statistics in the vicinity of the schools did not 

predict severity of post traumatic symptoms, which was predicted instead by the extent of the 

adolescents self-reported exposure to violence.  Hence it is inferred that subjective experience, 

which includes perceived threats to life and the safety of self and others, may be more important 

in determining psychological distress than objective factors such as the extent of injury (see 

Weaver & Clum in Berton & Stabb, 1996).  Further, children’s and parents’ perception of the 

children’s exposure to trauma have been found to be remarkably disparate (Hills & Jones in 

Elkit 2002).  Parents may not be aware of the child or adolescents exposure to trauma external 

to the home, or within the home, to the child or adolescents witnessing of critical events such as 

family violence, or news of a fatal accident etc (Atkinson, 2002a; Milroy, personal 

communication, 2008).   

 

In the study by Giaconia et al. (1995), childhood sexual abuse/assault was found to be the 

greatest predictor of adolescent post traumatic symptoms, with a seven fold risk of meeting the 

DSM diagnostic criteria for PTSD.  In addition however, it was found that adolescents who 

listed ‘other events’ (not specified on the given list of traumatic events) reported a comparable 

rate of PTSD to the sexual abuse/assault victims.  Other events included; a parent being sent to 

prison, a parent revealing a past suicide attempt, terminating a pregnancy, and those that the 

adolescents identified as terrible experiences but declined to describe, responding ‘can’t talk 

about it’.  The subjective element of a range of traumatic events were also examined in the Elkit 

(2001) study of Danish students.  After self reporting exposure to a list of 20 traumatic events, 

the adolescents were asked to nominate their most distressing event and to keep that event in 

mind while answering items relating to post traumatic stress symptoms.  The most commonly 

reported events were the death of a family member, threats of violence, or serious accidents; and 

the most distressing events subjectively rated were rape, the adolescents own suicide attempts, a 

death in the family, serious illness and childhood abuse.  Analysis found a modest consistency 
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between the adolescents subjective choice of their most distressing event, and the occurrence of 

PTSD and subclinical PTSD.   

 

These studies demonstrate the difficulty of ascribing clear pathways between trauma type and 

the development of trauma symptomatology, as this is influenced by the subjective experience 

of the child or adolescent.  It is clearly evident that childhood sexual abuse/assault is extremely 

distressing and highly predictive of PTSD.  Other events also emerge that may be subjectively 

experienced as highly distressing and are associated with posttraumatic symptomatology.  This 

lead Elkit (2000) to conclude that ‘the distinction between traumatic events and life events 

generally is sensible, but in the individual case there should be no automatic equation between 

a certain event and the expected outcome’ (p.179).  This is supplemented by the finding that 

some children and adolescents that have been exposed to highly traumatic events, will not 

evince persistent trauma responses or develop trauma related disorders, whilst other children 

and adolescents exposed to seemingly minor traumatic events, will evince maladaptive trauma 

responses and develop trauma related disorders (Milgram, 1989).   

 

In the current thesis it is anticipated that the Aboriginal adolescents will indicate considerable 

exposure to a wide range of traumatic events, as guided by the findings of the Chose Life Report 

(KAMSC, 1999).  That these will relate to the adolescents own direct or witnessed exposure to 

trauma, as well as the adolescents secondary exposure through their knowledge of, or 

witnessing of the impact of trauma on significant others in their family, peer group and 

community.  Because of this increased direct and secondary trauma exposure, it is also 

anticipated that the Aboriginal adolescents will indicate heightened levels of posttraumatic 

symptomatology in comparison to other school or community based samples.  In addition, 

simple relationships between trauma exposure and symptomatology are not presumed in the 

absence of understanding which events the adolescents consider to be important or perceive to 

be traumatic.  

 

Trauma Symptomatology: Recurrence & Re-experience 

 

‘If one could live a thousand years, one might completely work through a childhood trauma by 

playing out the terrifying scenario until it no longer terrified.   The lifetime allotted to the 

ordinary person, however, does not appear to be enough’ (p.13, Terr, 1991).  

 

Central to posttraumatic stress symptomatology is the phenomena of recurrent intrusive re-

experiencing of various aspects of the traumatic exposure, long after the exposure has occurred, 

and in physical settings far removed from the original event/s (Milgram, 1989).  Re-
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experiencing most commonly includes visualisations and recurrent thoughts of the exposure that 

are accompanied by heightened psychological distress and physiological reactivity, as the child 

or adolescent has the sensation that the event/s are happening again. This may also re-evoke a 

sense of un-preparedness and lack of control (Pynoos, Steinberg & Piacentini, 1999).     

 

At the time of the trauma exposure characteristics of the event/s, and the child and adolescents 

responses to the event/s, were encoded as highly salient traumatic memory.   These memories 

may or may not be accessible later to the young person.  Re-experiencing is initiated by 

environmental cues that symbolize or resemble an aspect of the traumatic event; internally 

(sounds, smells, tastes, images, bodily sensations or positions) or from the external environment 

(media reports, disclosure by friend, similar incident in community).  Although re-experiencing 

may also arise entirely unbidden (Terr, 1991).  As trauma exposure generally occurs in everyday 

settings, there may be many cues or reminders that up until the exposure held neutral or even 

positive associations, that are then imbued with associations to the trauma exposure (Pynoos et 

al., 1999).   Further, an additional set of reminders may stem from events that follow in the 

wake of the exposure, including extreme sadness, anger over losses, separation anxieties and 

worries about the future (Pynoos et al., 1999).    

 

The DSM-IV-TR recognises the symptom features of ‘Recurrence and Re-experiencing’ as 

Criterion B for a diagnosis of PTSD.   In order to meet Criterion B one or more of the following 

symptom features must be present; (1)‘Recurrent and intrusive distressing recollections of the 

event, including images, thoughts, or perceptions’; (2)‘Recurrent distressing dreams of the 

event’; (3)‘Acting or feeling as if the traumatic event were recurring (including a sense of re-

enactment of the experience, illusions, hallucinations, and dissociative flashback episodes, 

including those that occur on awakening or when intoxicated’ (4)‘Intense psychological distress 

at exposure to internal or external cues that symbolize or resemble an aspect of the traumatic 

event’; and (5)‘Physiological reactivity on exposure to internal or external cues that symbolize 

or resemble an aspect of the traumatic event’ (p.468, APA, 2000).  

 

In children, these symptoms may be observed in repetitive play with the re-enactment of 

traumatic themes, recurrent frightening dreams, and intense distress at reminders of the trauma 

(Donnelly & Amaya-Jackson, 2002; APA, 2000).   These are the child’s way of processing 

information from the traumatic event, and provide insights into the nature of the trauma 

exposure if this is not already known (Milgram, 1989; Terr, 1991).   The adolescent exposed to 

chronic trauma is more likely to use self-destructive behaviours to suppress or distract from the 

psychological and physiological distress of re-experiencing symptoms (Macksound, Dyregrov 

& Raundalen, 1993).  Hence, trauma exposure in adolescence may increase the risk of antisocial 

and acting out behaviours that are characterised by truancy, precocious and risky sexual activity, 
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substance abuse and delinquency (Macksound et al. 1993; Evans-Campbell, Lindhorst, Huang 

& Walters, 2006).  Further, in the context of chronic trauma exposure (specifically intra familial 

child sexual abuse), impacts are noted on the survivors ability to assess danger accurately, with 

impairment in the capacity for self-protection and assertiveness in intimate relations, poor self-

esteem and disrupted identity formation (Herman, 1993).  As a feature of complex PTSD 

Herman (1992b) observed ‘the survivor may be at risk for repeated harm, either self inflicted or 

at the hands of others’ (p.386).  At the same time, Herman (1992b) acknowledged self 

mutilation to be a form of self injurious repetitive behaviour, and sexual assault, harassment, 

and battering through intimate partner violence, as forms of repeat victimisation - all of which 

survivors of childhood abuse have an increased likelihood of experiencing (Fergusson, 

Horwood & Lynskey, 1997).    

 

Essentially, recurrent intrusive re-experiencing is thought to be a form of psychological 

‘unfinished business’ (p.407 Milgram, 1989).  The purpose of which is to process the trauma 

exposure information and eventually diminish the impact of the affective content (Milgram, 

1989).  However, due to the distressing nature of the original trauma exposure, and the re-

evoking of the psychological and physiological distress on re-experiencing, this is not a 

conscious process, and may be particularly distressing.  Hence there is an interplay between 

recurrent re-experiencing and mechanisms of avoidance, as described in the next section.  

 

Trauma Symptomatology: Avoidance & Psychological Numbing 

 

Avoidance of all trauma and loss reminders (contexts or cues) may initially serve a protective 

function; minimising psychological distress following trauma exposure by reducing the 

probability of recurrent re-experiencing.   In the same manner psychological numbing and 

denial may permit adaptive functioning for a brief period by acting as a control mechanism and 

monitoring the level of psychological distress (Horowitz, 1976, 1979, 1983 cited in Milgram 

1989).   However, when the initially protective functions of avoidance, psychological numbing 

and denial persist beyond the periods in which they serve a protective function, they become 

central symptomatologic features of PTSD (Milgram, 1989), and in the instance of chronic 

trauma exposure, underpin significant long term changes in the child and adolescent.      

 

The DSM-IV-TR (2000) recognises the symptomatology of ‘Avoidance and Numbing’ as 

Criterion C of a diagnosis of PTSD.   The persistent avoidance of stimuli associated with the 

trauma and numbing of general responsiveness as distinct from the pre-trauma state is indicated 

by three or more of the following symptoms; (1) ‘Efforts to avoid thoughts, feelings, or 

conversations associated with the trauma’; (2) ‘Efforts to avoid activities, places, or people that 



 59

arouse recollections of the trauma’; (3) ‘Inability to recall an important aspect of the trauma’; 

(4) ‘Markedly diminished interest or participation in significant activities’; (5) ‘Feeling of 

detachment or estrangement from others’; (6) ‘Restricted range of affect’; and a  (7) ‘Sense of a 

foreshortened future’ (p.468, APA, 2000).    

 

Terr (1991) observed that children exposed to chronic trauma will appear withdrawn, as they 

employ psychological numbing and denial to minimise the ongoing impact of the trauma 

exposure.   The same response was noted by Macksound et al. (1993) of children exposed to 

chronic trauma through war and political violence.  In less extreme forms of trauma exposure, 

psychological numbing as a feature of PTSD is observed in children through blunted affect 

(restricted range and flattened affect), detachment, listlessness, a lack of responsiveness and a 

diminished interest in, or withdrawal from regular activities, schoolwork and peers (Donnelly & 

Amaya-Jackson, 2002; Milgram, 1989).    

 

As a result of avoidance and psychological numbing, survivors of chronic trauma exposure may 

be unable to recall the periods of childhood during which the trauma exposure occurred, 

resulting in an incomplete narrative of self experience.   Likened to the shining of a spotlight in 

a darkened room, only certain features of the event/s or entire childhood periods are able to be 

retrieved (Briere, 2004), leaving a childhood picture that is seemingly inconsistent, unclear and 

lacking in sequential order.   Terr (1991) noted that such memory gaps are distinguishable from 

the forgetfulness of non-traumatised children and adolescents.  Further, children exposed to 

chronic trauma may lack insight into the emotional or behavioural changes associated with 

psychological numbing or avoidance, as this ‘depends upon years of subjectively knowing what 

it was to feel alive’ (p.16, Terr, 1991).   In addition, the child and adolescent may avoid talking 

about themselves, may not disclose the nature of trauma exposure for many years, may retract 

disclosures once made and may not have the language development to be able to find the words 

to elucidate on such difficult experiences.  This may have intergenerational and 

transgenerational elements, with traumatised parents having inadequate language development 

to be able to describe their experience and emotional responses to their children, and the parents 

(and grandparents) use of avoidance, psychological numbing and denial inadvertently 

reinforcing the child and adolescents use of these mechanisms. 

 

In instances of chronic and multiple trauma exposure, the child or adolescent is faced with the 

challenge of integrating successive amounts of interrelated or unrelated trauma exposure 

information.   This may overwhelm cognitive and affective processes, having long term 

psychological implications, bringing significant characterlogical change – all of which is 

underwritten by the high arousal state induced by chronic and multiple trauma exposure, as 

discussed below.      
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Trauma Symptomatology: Physiological Arousal & Neurobiological 

Mechanism’s 

 

Trauma exposure initially induces a state of heightened autonomic nervous system arousal, as 

part of the stress adaptation response (Milgram, 1989).   The persistence of this heightened 

arousal - well beyond the period of the trauma exposure, is a feature of the trauma syndrome 

and ‘Physiological Arousal’ is recognised as the final symptom cluster of a DSM-IV-TR 

diagnosis of PTSD.   Criterion D is observed by the presence of two or more of the following 

symptoms; (1) ‘Difficulty falling or staying asleep’; (2) ‘Irritability or outbursts of anger’; (3) 

‘Difficulty concentrating’; (4) ‘Hypervigilance’; and (5) an ‘Exaggerated startle response’ 

(p.468, APA, 2000).  All of these symptoms are standard features of the stress response, and are 

the features most commonly observed in anxiety disorders, of which PTSD is a member.    

 

Following trauma exposure, the immune system, neuroendocrine system, and central nervous 

system work together in a dynamic integrated manner to regulate cognition, memory, affect and 

behaviour (Donnelly & Amaya-Jackson, 2002).  Trauma exposure during childhood and 

adolescence is significant, as ‘uncontrollable, terrifying experiences may have their most 

profound effects when the central nervous system and cognitive functions have not yet fully 

matured, leading to a global impairment that may be manifested in adulthood in 

psychopathological conditions’ (p.49, Van der Kolk, 1987 in Armsworth & Holaday, 1993).   

Impacts on physical health have also been noted later in life amongst trauma survivors, with 

exposure to chronic psychosocial stressors attributed to have a direct effect on the physical 

health of Aboriginal people (Sibthorpe, 1988 in Raphael et al., 1993), and to account for a 

significant proportion of the known risks for serious adult health problems (Milroy, 2002, 

noting cardiovascular disease and depression).  Thus contributing to the elevation of mortality 

and morbidity rates, and further perpetuating the trauma exposure of children and adolescents 

through continued exposure to illness, injury and death.       

 

Donnelly and Amaya-Jackson (2002), attributed the frequent comorbidity that complicates 

PTSD presentation and detection, to the neurobiological consequences of trauma exposure 

during developmentally sensitive periods.  Noting that the biological sequela of the stress 

response renders children vulnerable to dysregulation of cognitive, affective and behaviour 

controls.  Pynoos et al. (1999), observed trauma exposure in childhood to have a general effect 

on the allocation of attentional resources, and quite a selective effect on age-related cognitive 

developmental tasks.  Finding, that when PTSD is observed, increased attentional demands are 

placed on the developing cognitive system through the symptoms of re-experiencing, the 

mechanism’s of avoidance and denial, and the cognitive suppression necessary for 
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psychological numbing.  All of which cause significant disruptions in the concentration required 

for learning.  Hence, impaired language, communication development and memory have all 

been associated with poor academic performance following chronic trauma exposure in children 

and adolescents (Armsworth & Holaday, 1993; McFarlane, 1993; Green 1993a).  These 

cognitive processes may all be further exacerbated by sleep difficulties (Milgram, 1989).   

 

In instances of chronic trauma exposure, the high state of arousal is consistently reactivated and 

maintained with little remittance between events due to their succession, and the potential for 

continual reactivation due to existing posttraumatic symptoms from earlier events.  This is 

particularly damaging to children and adolescents, who in the course of the developmental 

period may grow up in a state of semi-permanent hypervigilance and fear (Milroy, 2003).  The 

persistence of heightened autonomic nervous system arousal can also easily manifest in a range 

of maladaptive coping behaviours, and be seen in the origin of many common health and mental 

health problems amongst Aboriginal children and adolescents (Milroy, 2003).  Coping strategies 

are explored in the following section.     

 

In summary, it is contended that Aboriginal adolescents exposed to chronic, multiple trauma 

may indicate significant levels of recurrence and re-experiencing, avoidance and psychological 

numbing, and hyperarousal symptomatology - as part of the PTSD spectrum.  The pattern of 

post traumatic symptoms that the Aboriginal adolescents report and their interaction with other 

well being and psychopathology variables is to be explored.  It is not assumed that these 

adolescents will present neat, circumscribed PTSD profiles, but that their reports will reflect the 

unique experiences and histories of Aboriginal adolescents and their families in the region.  

 

Coping Strategies  

 

Coping strategies are integral to the stress response (Milgram, 1989), and the ability of 

individuals to cope with significant and chronic stressors is a hallmark of resiliency (Flannery, 

1998).  Lazarus (1991) defined coping from the standpoint of psychological process (rather than 

characteristic or trait), to be the ‘constantly changing cognitive and behavioural efforts to 

manage specific external and / or internal demands that are appraised as taxing or exceeding 

the resources of the person’ (p.237).  According to this view coping is dynamic, and the 

strategies employed are situation specific, with multiple forms possible in response to a range of 

internal or externally based problems (Knapp, Stark, Kurkjian & Spirito, 1991).  

 

In response to trauma exposure, coping is thought to act as a moderator variable, interacting 

with the exposure to differentially impact the development of post traumatic symptoms 
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(Dempsey, Overstreet and Moely, 2000).  However, coping strategies may also be adversely 

effected by existing posttraumatic symptoms due to the overlap of core symptom features and 

coping approaches.  In instances of chronic trauma exposure, the continual presence of 

posttraumatic symptoms may result in the impairment and dysregulation of the developing child 

and adolescents cognitive, behavioural and affective mechanisms. This will have an impact on 

the coping strategies that the child and adolescent employ.   

 

Characteristics of the child and adolescent (eg attributional style, self esteem, problem solving 

orientation), their family (eg social connectedness, access to support, family functioning) and 

the situational factors of the problem (eg controllable or uncontrollable) have all been found to 

mediate between coping and psychological outcomes (Dempsey et al 2000, citing Rudolph, 

Denning & Weisz, 1995).   The social interconnectedness and group autonomy of African 

American families and communities has been shown to promote social coping strategies, 

positive identity formation and self esteem, which are thought to increase the resilience of 

adolescents to stressors such as racism and economic disadvantage (Chapman & Mullis, 2000).   

For example, Chapman and Mullis (2000) found that African American adolescents will draw 

on peer and family social support systems more often than Caucasian American adolescents.  

Such prosocial coping strategies have been shown to ensure survival, reduce current stress, 

stimulate higher mental processes and reinforce social skills (Flannery, 1998 citing Blechman et 

al 1994).  Thus, strong identity formation, with a sense of belonging within a wide network of 

extended family and community may prove to be protective amongst Aboriginal adolescents in 

the Kimberley region by encouraging prosocial coping strategies.    

 

However, when families are exposed to chronic violence or victimisation the development of 

prosocial coping strategies may be impeded as the focus of the child and adolescent switches to 

strategies for survival that may be both asocial and antisocial (Flannery, 1998).  Furthermore, 

the changes to cognitive and affective mechanisms amongst chronically traumatised children 

and adolescents may also detrimentally effect their ability to communicate their experiences to 

others.  Behavioural changes, such as withdrawal, aggression, impulsivity and risk taking may 

further isolate the child and adolescent and reduce the number of available social supports.   

There is also evidence to suggest that the circumstances of chronic trauma exposure slowly 

erodes pre trauma familial processes (Kiser & Black, 2005), impacting on the familial structure; 

with the child and adolescent possibly assuming adult roles and responsibilities; the reduced 

availability of support in parental and sibling relationships; and the families combined coping 

strategies as a unified or disengaged front.  

 

Overall this suggests that the use of prosocial coping strategies is determined in part by the 

origin of the stress.  When the source is external to the family and community, for example 
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through racism and social, economic or political marginalisation, the increased use of prosocial 

coping may be a product – particularly amongst collectively based cultures.  When the source is 

within the family and/or community, for example through interpersonal violence, grief and loss, 

the availability of supportive networks may be compromised and prosocial coping decreased.  

Given that Aboriginal adolescents in the Kimberley region are exposed to trauma both external 

to the family and community and internal, use of prosocial coping skills may vary as a function 

of the adolescents attribution of cause and the appraisals made of available resources.    

 

When coping is viewed as a dynamic process, emphasis is placed on the function of coping to 

be either primarily ‘problem-focussed’ or ‘emotion-focussed’ (Lazarus, 1999).   Problem 

focussed coping includes all cognitive and behavioural strategies that directly address the 

problem (Lazarus, 1982, cited in Halvarsson, Lunner & Sjoden, 2001; Milgram 1989, Lazarus 

1999).  Whereas emotion-focussed coping strategies are aimed at the management and reduction 

of the distress brought about by the problem (Lazarus, 1982, cited in Halvarsson et al., 2001).   

This may be achieved by altering the degree of psychological attendance to the problem through 

cognitive or behavioural strategies such as hypervigilance and avoidance; or, by changing the 

relational meaning of what is happening by using cognitive and behavioural strategies such as 

denial and distancing (Lazarus, 1999).  Emotion focussed coping strategies may be employed 

when the individual perceives there is nothing that can be done to resolve the problem and 

focuses instead on the control of affective states stemming from the events that are beyond 

personal control  (Knapp et al., 1991; Halvarsson et al., 2001).  This speaks from a place of 

perceived or actual powerlessness, which as already mentioned, may be the case for children 

and adolescents exposed to chronic trauma through the imbalanced power relations endemic in 

each form of interpersonal violence and perpetual grief and loss.   

 

Emotion focussed coping strategies have been found to be associated with increased 

psychopathology and maladjustment in children and adolescents.   Certain forms of emotion 

focussed coping, such as cognitive and behavioural avoidance may be maladaptive over the long 

term as they can prevent children and adolescents from using problem focussed and prosocial 

coping strategies. Whereas problem focussed and prosocial coping strategies include working 

through, reconstructing and integrating, and learning from or mastering the painful experiences 

(Punamaki, Muhammed & Abdulrahman, 2004 citing Dempsey et al. 2000).  Lazarus (1999) 

noted that the term coping is used whether or not the process is adaptive or maladaptive, and he 

further defined adaptive coping strategies as those which are effective in improving the 

adaptational outcome for the individual.   

 

Avoidance based coping strategies may expressed cognitively or behaviourally.  The adolescent 

literature generally finds that following trauma exposure, the child and adolescents use of 
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strategies such as cognitive distraction are associated with the development of PTSD, and in 

particular an increase in Criterion B recurrent re-experiencing symptoms as associated with the 

increased cognitive arousal (Kaplow, Dodge, Amaya-Jackson, & Saxe 2005; Dempsey et al, 

2000).  This supports the relationship previously acknowledged amongst adult survivors of 

childhood abuse; that denial, minimisation, or purposeful forgetting are associated with greater 

psychological difficulties in the long term (Kaplow et al., 2005).  Cognitive avoidant coping 

strategies such as denial and disengagement have also been found to be associated with 

increased suicidal ideation in ethnic minority adolescents (Olvera, 2001).   However, studies of 

children in war prone regions have found that cognitive avoidance strategies may also be 

protective of mental health outcomes.  Where, for example, conscious efforts of distraction, 

denial and psychological numbing may prove adaptive in mastering overwhelmingly painful 

experiences and filtering frightening memories (Punamaki et al., 2004).  Behavioural avoidance, 

on the other hand, has been reported to moderate between the level of violence exposure and the 

development of behavioural arousal symptoms as seen in physiological arousal, Criterion D of a 

PTSD diagnosis (Dempsey et al, 2000).  For this reason it has been contended that behavioural 

avoidance strategies may in some instances serve a protective function when children and 

adolescents face uncontrollable events such as community violence.    

 

Generally, it is acknowledged that the particular coping strategies used by adolescents may not 

be universally adaptive or maladaptive, as dependent on the circumstances or over time.  At the 

same time, there is evidence to suggest that adolescents exposed to high levels of violence and 

victimisation will utilise both increased adaptive and maladaptive coping strategies (Flannery, 

1998).  In summary, given the chronic, multiple trauma many Aboriginal adolescents encounter, 

it is suggested that the increased use of both adaptive and maladaptive coping skills will be 

found with increased direct and secondary trauma exposure, and that considerable overlap 

between the symptom features of PTSD (with a focus on avoidance and psychological numbing) 

and the use of maladaptive coping strategies will be observed. 

 

Anger  

 

Excessive anger or rage, is a key long term outcome of chronic trauma exposure during 

childhood and adolescence, originating in places where trust once resided (Terr, 1991; Milgram 

1989).  Anger is recognised as one of the symptoms of the Criterion D cluster for a PTSD 

diagnosis, as noted earlier (see p.60).  Although a normal response, anger following many 

trauma types (motor vehicle accident, child maltreatment, community violence) is strongly 

predictive of subsequent psychopathology - particularly PTSD (Hawthorne, Mouthan, Forbes & 

Novaco, 2006; Connor, Davidson & Lee, 2003).   Anger following chronic trauma exposure is 
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also found to be related to suicidal ideation and attempts, through the internalisation of the 

affect (Terr, 1991; Herman, 1992b; Herman 1993) and associations with heightened impulsivity 

and aggression (Brodsky, Oquendo, Ellis, Haas, Malone & Mann, 2001).  Studies of war 

veterans have shown that when PTSD is assessed independently of anger (ie anger items 

removed from PTSD assessment measures), anger consistently and markedly differentiates 

between non-clinical and clinical PTSD groups (see Novaco & Chemtob, 2002; Hawthorne et 

al., 2006).  Suggesting the pervasive importance of anger to interact with and contribute to 

PTSD symptoms (Novaco & Chemtob, 2002).   

 

As with coping strategies, the relationship between cause and effect may be cyclical.  Chronic 

trauma exposure elicits overwhelming affective responses and heightened arousal, of which 

anger is a common feature.  The onset of trauma symptomatology and the disorganisation or 

dysregulation of cognitive, behavioural and affective mechanisms changes the manner in which 

the child and adolescent interacts with the world.  Thus altering the mechanisms through which 

anger is experienced and expressed.  Anger that is turned inwards may lead to self mutilating 

and self harmful behaviours, which is common in adolescents who have experienced chronic 

trauma (Terr, 1991), and in the latter life of adults reporting current and/or childhood histories 

of chronic trauma (Herman 1993).  Young women are reported to be more likely to internalise 

anger, placing them at greater risk of self harmful behaviours (Herman, 1992b; Swaffer & Epps, 

1999).  Whereas anger that is externalised results in aggressive, violent and antisocial 

behaviours (Terr, 1991; Milgram, 1989), increasing the likelihood of further violence exposure 

and victimisation (Flannery, 1998; Flannery et al., 2001).  Both the internalising and 

externalising behaviours stemming from anger with trauma origins, further isolates the 

adolescent from peer, familial and other social networks (Macksound et al., 1993).  This is 

particularly the case if the trauma is not identified as the precipitant cause of the behavioural 

changes, due for example to the nature of the trauma (eg secrecy, social or familial sanction). 

 

State Trait Personality theory considers anger to be both a stable personality ‘trait’, and an 

emotional-physiological response ‘state’ to the individuals environment.  State anger varies in 

intensity and can fluctuate rapidly over short periods.  Trait anger however, is considered a 

stable personality dimension of ‘anger proneness’, which will impact on the individuals 

perception of events as threats (Novaco & Chemtob, 2002).  This trait results in lower 

thresholds for activation, and a tendency to respond with elevated levels of state anger.  The 

heightened arousal and dysregulation of cognitive, behavioural and affective mechanisms in 

children and adolescents exposed to chronic trauma, creates a susceptibility to increased state 

anger.  Over time this may cause changes in the underlying baseline of trait anger.  Similar 

transformations have been noted with impulsivity and aggression (Green, 1993a), as personality 
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traits that develop or become more pronounced in response to early childhood experiences of 

trauma and loss (Brodsky et al., 2001).    

 

In children it is thought that the anger from the precipitant traumatic events may be re-enacted 

so frequently that habitual patterns of aggression are established (Terr, 1991).  With impaired 

cognitive development (language and communication), creating a reliance on behavioural re-

enactment and the direct motor discharge of affect, with weakened defenses against aggressive 

impulses and intolerable emotions (Green, 1993a).   In adolescence, disruptions to the maturing 

mechanisms of emotion regulation are thought to impede efforts to achieve a sophisticated 

understanding of the origin and consequence of negative emotions (Pynoos et al., 1999).  With 

the dysregulation of aggression adversely effecting the maturing capacity for restraint and 

knowledge of the appropriate use of instrumental aggression (Pynoos et al., 1999).   The child 

and adolescent exposed to chronic trauma may also identify with the aggressor or perpetrator of 

the trauma, and thus mimic these aggressive behaviours (Terr, 1991; Herman 1993; Macksound 

et al., 1993).  Atkinson (2002a) has written extensively on learnt violence, and the way this 

perpetuates cycles of interpersonal violence across generations of Aboriginal peoples until 

redressed through healing.     

 

Without redress or resolution of the precipitant trauma, anger that is externalised through 

aggression may persist as a characterlogical feature throughout adolescence and adulthood 

(Green, 1993a).   Studies of violent adolescents in the general community (Flannery et al., 

2001), and in juvenile detention centres consistently find histories of recent and childhood 

exposure to high levels of violent trauma and victimisation, and associations with elevated 

levels of post traumatic symptoms, suicidal ideation and or attempts (Lawlor & Kosky, 1992; 

Blaauw, Arensman, Kraaij, Winkel & Bout, 2002; Erwin et al., 2000).  This has been found to 

be particularly marked for the smaller number of violent female adolescents, who have been 

shown to be more likely to report clinical levels of depression, anxiety, PTSD, anger, 

dissociation and suicide potential than violent male adolescents and non-violent adolescents of 

both genders (Flannery et al., 2001).  The intergenerational nature of violence and aggression is 

also widely acknowledged, with children who are maltreated or exposed to chronic violence, at 

an increased risk as adults of being violent or aggressive care providers and partners (Green, 

1993a), or for women, to have aggressive or violent partners (Herman 1992b; Herman 1993).      

 

When considering anger amongst Aboriginal adolescents historical and societal factors must 

also be considered.  The historical legacy of trauma and grief transmitted transgenerationally, 

and contemporary forms of marginalisation, inequality and racism all form a justifiable 

background for elevated anger towards society.  Whilst continuing chronic exposure to 

contemporary forms of trauma,  victimisation and grief within families and communities further 
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perpetuates anger.  Perhaps, it can be said that in addition to layers of trauma, Aboriginal 

adolescents may also experience layers of anger.  Further, that this anger may interact with and 

exacerbate post traumatic symptoms, and be associated with suicidal ideation and attempts.  

 

Shame 

 

Andrews, Brewin, Rose and Kirk (2000), contended that instead of simply being concomitant 

with PTSD, that anger and shame may play significant roles in the development and course of 

symptomatology.  In a study of victims of violent crime (n=157, 18 years+; actual or attempted 

physical or sexual assault, or bag snatch), the authors found that anger and shame were the only 

independent predictors of PTSD symptoms 1 month post crime (after controlling for gender, 

education and injury).  At 6 month post crime, symptoms that had developed at 1 month 

accounted for the greatest variance in PTSD symptoms, with shame the only independent 

variable to predict the course of PTSD symptoms.  Shame was also positively correlated with 

retrospective reports by the victim of childhood abuse, and both of these variables were 

significantly associated with PTSD symptoms.  When examining the interaction between 

childhood abuse and PTSD symptoms (independent of anger) shame was found to mediate 

between child abuse and PTSD symptoms at six months.   Suggesting, as Andrews et al. (2000) 

contended, that both shame and anger play a critical role in the phenomenology of crime related 

PTSD symptoms, with shame appearing to contribute to the subsequent course of 

symptomatology.  Similar associations have been identified amongst former prisoners of war, in 

which a proneness to shame was positively associated with PTSD symptom severity (Leskela, 

Dieperink & Thuras, 2002), and self blame amongst adult survivors of childhood sexual abuse 

with suicide attempts (Barker-Collo, 2001).    

 

Several differing theories dominate the developmental literature on shame.   Generally, shame is 

considered a pervasive feeling of worthlessness and inadequacy, which like anger may be a 

transient state in response to stimuli, or a dispositional trait of shame proneness (Mills, 2005).  

Cognitive-attributional theories suggest that shame is the product of negative evaluations of the 

self as a whole.  Thus differing from guilt, which is the negative self evaluation of specific 

behaviours (Lewis, 1971 in Leskela, et al., 2002).  Shame is contended to be rooted in the need 

for attachment to others, with rejection perceived as a global and uncontrollable rejection of the 

entire self (Lewis, 1971 in Mills, 2005).  From an evolutionary-biological perspective, moderate 

experiences of shame aid social cohesion by sensitising the individual to the opinions and 

feelings of others.   For example shame plays an important role in the regulation of sexuality, 

and in fostering the development of the skills and competencies necessary for survival (Izzard, 

1971 in Luyten, Fontaine & Corveleyn, 2002).  In this manner shame is contended to be 
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adaptive by contributing to the maintenance of social acceptance and the preservation of self 

esteem (Barrett, 1995 in Mills, 2005).  Shame in Aboriginal society is a part of child rearing and 

to feel ‘shame‘ is a common reaction, possibly heightened for Aboriginal youth.  Shame, respect 

and relatedness are linked as part of social regulation.  The term ‘shame’ is used frequently in 

the Kimberley Aboriginal vernacular as a collective statement, grouping together affective, 

cognitive and behavioural aspects.  A young person may ‘feel shame’, may be ‘too shame’, or 

be judged as having ‘no shame’ in a wide range of circumstances.   

 

Through rigorous observation and interview Malin (1997), examined the early school 

experiences of three Aboriginal children in a predominantly non-Aboriginal classroom.  The 

cultural orientation of Aboriginal families to value and develop autonomy, independence and 

self sufficiency in children was seen to conflict with the authoritarian nature of the non-

Aboriginal classroom.  Malin (1997) reported the view of several Aboriginal parents that 

autonomy was particularly important for their children in a world largely hostile to their 

Aboriginality.  In the context of autonomy, shame arises when the child is confronted with 

unfamiliar situations and is not given adequate time to appraise the entire situation before 

responding with competence.  At the start of the school year, the Aboriginal children were 

found to be skilled observers, with good practical competence in comparison to their peers, that 

were sensitive and helpful with younger children and sought help from older children, and 

displayed emotional resilience and assertiveness with their peers.  Yet the children’s 

autonomous responses to tasks were misinterpreted by the teacher and largely perceived as 

problem behaviours.  Over the course of the year, the Aboriginal children were seriously 

academically and socially disadvantaged by the teachers misinterpretation of their task 

orientation.  With pleas for clemency and the occasional outburst of anger in response to the 

class room situation further ostracising the children from their peers and the teacher.  Resulting 

in the removal of two of the children to other schools, and the passivity and withdrawal of the 

one remaining child.    

 

In the vignette provided above (which was contended by the author to be not dissimilar to many 

Aboriginal children’s educational experiences), the children consistently experienced shame 

inducing rejection, stigmatisation and eventually racially based stereotyping of ‘problem 

behaviours’ (Malin, 1997).  According to relational / attachment theory, shame is triggered from 

birth by interruptions in the infants sense of connectedness (Nathanson, 1987, 1992 in Mills 

2005).  As the child grows in awareness of their environment, shame may be activated within 

the family, community, peer group and school environment.  External shame is the feeling that 

others look down on you, see you as inferior, inadequate or weak, whilst internal shame is the 

experience of self devaluation and as such is damaging to self identification (Tangney, 1996 in 

Lee, Scragg & Turner, 2001).  During adolescence, self identity formation increases sensitivity 
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to sociocultural influences and shame may be heightened in response to increased self appraisals 

or overvaluing of the opinions of others.   In adulthood, shame may be experienced as a sense of 

powerlessness in the facets of life that are necessary for survival, including relationships, 

employment, home and health (Kaufman, 1985, 1989 in Mills, 2005).  Many of the case studies 

given in the Bringing Them Home Report (HREOC, 1997) and others have noted the long term 

implications that disruptions to attachment and separations from family have had on the 

psychological and social well being of Aboriginal people that were removed (and their families 

– as discussed earlier, see p.29, p.42).   All of which meet with the above trajectory of shame 

that is induced and reinforced by adverse experiences within Australian society across the life 

span.      

 

Continual exposure to shame inducing environments may promote dispositional changes in the 

child, increasing shame proneness (Mills, 2005).  Children may also chronically experience 

‘empathetic shame’, when parents themselves are prone to shame or are involved in ongoing 

conflicts that induce shame experiences (Lewis, 1971 in Mills, 2005).  Atkinson (2002a) 

described through detailed therapeutic work with Aboriginal adult survivors of chronic trauma, 

the manner in which shame was empathetically experienced as children when witnessing 

parental experiences of institutional racism and powerlessness through undue government 

intervention in family homes.  Mills (2005) notes that the sense of helplessness experienced by 

children in shame environments may further their shame proneness and feelings of inefficacy 

and self blaming attributions.   In the Atkinson (2002a) study, the shame of witnessing was 

exacerbated by the children’s own maltreatment and ongoing chronic trauma exposure.  The 

adults retrospectively reported childhoods in which they never felt good enough, believed they 

possessed an innate badness, and were unclean and unlovable - all highly negative self 

evaluations.    

 

Kaufman (1985, 1989 in Mills, 2005) contended that as the child develops, the shame 

experiences may become internalised through a store of shame memories that are then linked to 

other emotions (eg anger as shameful), physiological drives (eg sexuality is shameful) and 

interpersonal needs.  Thus creating a multitude of internally driven triggers for the shame 

experience, that may be felt by the individual as a deep sense of defectiveness.  In response, 

defenses such as rage, contempt, strivings for power, blaming, internal withdrawal, humour and 

denial may all be employed (Kaufman, 1985, 1989 in Mills, 2005).  In another case study 

presented by Atkinson (2002a), the childhood feelings of being fearful, afraid, insecure and 

alone, were linked with adult experiences of anger, hurt and shame.  Parents with low self 

esteem and perceived powerlessness are noted to be more vulnerable to cycles of shame and 

rage, in which feelings of shame in the caregiver role or environment may translate into a harsh 

or hostile manner in order to regain control (Mills, 2005).    
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It is contended in the current thesis that Aboriginal adolescents may encounter many shame 

inducing situations, including racism and stigmatisation within the wider society and in 

instances of chronic trauma exposure, through empathetic witnessing of shame inducing 

environments (peers, family, community) or direct victimisation.  Just as anger was contended 

to be related to post traumatic symptomatology among Aboriginal adolescents, it is also thought 

that shame may be predictive of PTSD symptomatology.   At the same time, it is thought that 

shame will also be related to suicidal ideation and attempts with the internalisation of affect.   

 

Suicidal Ideation & Attempts in Adolescence 

 

As was discussed in the preceding Chapter, the suicide rate amongst Aboriginal youth in the 

Kimberley region saw a marked increase in the late 1990’s.  Escalating to 12 completed suicides 

in 1998 representing a rate per capita 12 times the national average.  This was not dissimilar to 

many other regions and communities across Australia where the emergence of Aboriginal youth 

suicide at rates massively disparate to non-Aboriginal populations have been documented.  

However, completed suicides represent the end point of suicidal behaviours, and are relatively 

rare in comparison with thoughts of suicide and suicide attempts in any given population 

(Mazza & Reynolds, 2001; Keane, Dick, Bechtold & Manson, 1996; Ullman & Brecklin, 2002).  

Hence, suicidal thoughts and behaviours are likely to be more pervasive and endemic amongst 

Aboriginal youth in Australia than the already dire and disproportionate rate of completed 

suicides suggests.      

 

Suicidal ideation is considered the first point along a continuum of suicidal behaviours and has 

been defined as ‘the domain of thoughts and ideas about: death, suicide, and serious self 

injurious behaviours, including thoughts related to the planning, conduct and outcome of 

suicidal behaviour’ (p.4 Reynolds, 1988).   In this manner, suicidal ideation begins with general 

thoughts of death which may proceed to thoughts of suicide and then culminate with specific 

plans for suicide attempts (Keane et al., 1996).  These thoughts may be transient or persistently 

experienced (Fairweather, Anstey, Rodgers & Butterworth, 2006).   Suicide attempts are then 

considered the next progression along the continuum of suicidal behaviours, directly preceding 

and leading to completed suicides (Mazza & Reynolds, 2001).  Suicide attempts are marked by 

self inflicted behaviours expressly intended to end ones own life (Sandin, Chorot, Santed, 

Valiente & Joiner, 1998).   As such, suicide attempts are distinct from classes of parasuicide, 

which include all other non-fatal self harmful or injurious behaviours (Fairweather et al., 2006).    

Clinically significant levels of suicidal ideation amongst school based adolescent samples 

internationally have commonly been assessed using the Suicidal Ideation Questionnaire 

(Reynolds, 1988).   Rates are found to range from 8 to 11% amongst Caucasian, African and 
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Hispanic adolescents (Reynolds & Mazza, 1999; Mazza & Reynolds, 1998; Reynolds, 1988; 

Mazza, 2000) and at 18% amongst a sample of Native American adolescent students (Keane et 

al., 1996).    

 

Suicidal ideation amongst Australian populations have most often been assessed using single 

item statements.  The West Australian Aboriginal Child Health Survey (Zubrick et al., 2005), 

found that 16% of Aboriginal adolescents (n=9100, 12-17 years) reported suicidal ideation 

through endorsement of the item ‘during the past 12 months have you ever seriously thought 

about ending your own life’.  Whilst suicide attempts were reported by 6.5% of the adolescent 

sample by endorsement of the item ‘during the past 12 months have you tried to end your own 

life’.   In the Kimberley region, Hunter (1988b) assessed suicidal ideation as part of a mental 

state examination with Aboriginal detainees in the Broome Police lockup prior to court 

appearances (n=100, 9% juvenile).   Past suicidal ideation was reported by 25 of the detainees 

(20% of males, 37% of females) and a previous suicide attempt by 15 (12% of males, 30% of 

females).    

 

Suicidal ideation is recognised to be highly predictive of later suicide attempts and, in turn, 

suicide attempts are strongly predictive of eventual completed suicides (Keane et al., 1996).  

The West Australian Aboriginal Child Health Survey (Zubrick et al., 2005), found a moderate to 

strong association between suicidal ideation and attempts with more than one third (39%) of the 

Aboriginal adolescents that reported ideation also reporting an attempt in the last 12 months.  In 

the study by Keane et al. (1996) with a school based Native American Indian sample (n=163, 

mean of 16 years), of whom 10 students attempted suicide in a period following the initial 

research, suicidal ideation was found to be a significant predictor of retrospective suicide 

attempt.  Initially, depression and anxiety were also found to significantly predict the later 

attempts.  But when the shared variance with suicidal ideation was adjusted for, suicidal 

ideation remained the only variable to make a unique contribution to the attempts.  Keane et al. 

(1996) also assessed during the research the self reported history of a previous suicide attempt.  

Of the 10 adolescents that later attempted, 9 had reported a history of a previous suicide attempt.  

However, when the authors used this as a criterion to predict those that would attempt in the 

future a greater number of adolescents than the original 9 were falsely identified by this item.  

Thus, not all adolescents that indicate suicidal ideation will later attempt, and not all adolescents 

that attempt will do so again.    

 

Adolescent who engage in suicidal behaviours are considered a heterogenous population 

(Mazza & Reynolds, 2001).  For example, the West Australian Aboriginal Child Health Survey 

(Zubrick et al., 2005), noted significant gender effects, with a greater proportion of the girls than 

the boys reporting suicidal ideation (20% vs. 12%), and attempts (9% vs. 4%).   Generally, it is 
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found that boys are more likely to complete suicide, while girls are more likely to make 

unsuccessful attempts (Mazza & Reynolds, 2001).  Secondly, whilst suicide attempts and 

completed suicides may be part of the same clinical spectrum, suicidal ideation may not be 

(Brent, Moritz, Bridge, Perper & Canobbio, 1996 in Sandin et al., 1998).  It has been suggested 

that in addition to the continuum theory of suicidal behaviours, that ideation, attempts and 

completions may be separate phenomena (Sandin et al., 1998) representing separate or 

overlapping populations (in Hunter, 1988b).  Further, evidence suggests that suicidal behaviours 

are associated with a varying range of psychosocial stressors and traumatic events (Fairweather 

et al., 2006; Radford, Brice, Harris, Van Der Byl, & McNeece-Neeson, 1999), and that each will 

evince different psychopathology profiles (Mazza & Reynolds, 2001).    

 

In relation to the association between psychopathology and suicidal behaviours the Australian 

National Child Health Survey (Sawyer et al., 2001) found that children and adolescents 

(n=4509, 4 to 17 years) scoring within the clinical range for significant emotional or 

behavioural difficulties (Child Behaviour Check List by Achenbach, 1991) were 4.8 times more 

likely to report suicidal ideation and 10.4 times more likely to have made a suicide attempt 

(after controlling for age and other sociodemographic variables).  Higher rates were observed 

amongst Aboriginal adolescents in The West Australian Aboriginal Child Health Survey 

(Zubrick et al., 2005).  Of the Aboriginal adolescents found to be at high risk of clinically 

significant emotional or behavioural difficulties (as assessed by the Youth Self Report by 

Achenbach, 1991), 37% reported concurrent suicidal ideation and 21% having made a previous 

suicide attempt in the last 12 months.  Of those found to be at low risk of clinically significant 

emotional or behavioural difficulties, 10% reported concurrent suicidal ideation and 3% having 

made a previous suicide attempt in the last 12 months.  Given the emergence of completed 

suicides at rates massively disparate with the rest of the Australian population, it appears likely 

that suicidal ideation amongst Aboriginal youth and young adults will be elevated and the 

current thesis intends to examine how common suicidal ideation is amongst Aboriginal 

adolescents in the Kimberley.   

 

Trauma, Substance Misuse, Impulsivity and Suicide 

 

The interplay of intoxication and impulsivity with Aboriginal youth suicide is considered here 

through the lense of chronic, layered trauma.  The dysregulation of neurobiological systems 

following chronic trauma exposure has been already established in this chapter to have a bearing 

on impulse control, as is seen in the hypo or hyper arousal of children and adolescents with 

trauma syndrome features (Terr, 1991).  It is argued that in the same manner increased levels of 

anger arising from chronic trauma exposure may be seen in self destructive behaviours, that the 
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impacts of chronic trauma on impulse regulation, may underpin the impulsivity commonly 

noted in association with the suicidal behaviours of Aboriginal adolescents.  The heightened 

impulsivity of Aboriginal adolescents – particularly when combined with intoxication, to 

engage in suicidal behaviours, has been observed in Western Australia (Westerman, personal 

communication, 2002), New South Wales and the Australian Capital Territory (Tatz, 2001a), 

and with youth and adults in Queensland (Hunter, Reser, Baird & Reser, 2001).   

 

During the Kimberley focus groups (and in all subsequent work on suicide prevention), it was 

generally thought that alcohol and drugs increased the likelihood of suicide behaviour in those 

that had existing ideation.  The increased likelihood was considered to be due to a heightened 

impulsivity when intoxicated, with a minimisation of the usually perceived barriers to 

attempting suicide, or otherwise protective factors (eg thoughts about the impact on family, or 

looking forward to an event in the near future).  De Leo, Cerin, Spathonis and Burgis (2005) 

identified in a large community sample of adults in Queensland (n=11,572, 18 years +) that 

‘almost half of the subjects contended with their suicidal crisis [increase in thoughts and 

behaviours] by over-drinking alcohol, and 1/3 through other forms of reckless behaviour’ 

(p.215).   

 

Walters (2002) described the relationship between trauma and substance abuse among 

American Indian and Alaskan Natives (AIs) to be temporal, complex and multidirectional, 

stating that for Indigenous people the cumulative impact of historical trauma, discrimination and 

interpersonal violence needed to be recognised when considering outcomes.  Substance abuse in 

association with existing suicidal ideation amongst Aboriginal adolescents may in part be the 

self anaesthesia commonly noted as a feature of the trauma syndrome (Terr, 1991; Herman, 

1992b).  In this manner, the impulsivity and intoxication frequently observed in relation to 

Aboriginal youth suicide originates in the conditions of chronic multiple trauma, and is 

symptomatic of the deeper, underlying cause for the suicidal behaviour.  Yet, as was noted to be 

the case for increased anger and maladaptive coping strategies, the use of alcohol and or drugs 

to self anaesthetise may be multidirectional and place the adolescent at a greater risk of further 

trauma exposure (ie drink driving, sexual assault, peer violence) and isolation from supportive 

networks (ie reduced school attendance, increased conflict with parents). Substance abuse in 

response to suicidal ideation or behaviours, as arising from a chronic, layered trauma and 

associated symptomatology also prevents the necessary working through of the original trauma, 

to form a cohesive self narrative.  Prolonging the cycle of intrusive re-experiencing and 

avoidance as seen in PTSD symptomatology.    
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Depression and Suicide 

 

The association between depression and suicidal behaviours is well established in the literature 

(Steinhausen & Winkler Metzke, 2004; Olvera, 2001; Goldney et al., 1999).   It has been 

estimated that one to two thirds of adolescent suicide attempts occur in clinically depressed 

patients (Toros et al., 2004).  Suicidal ideation, plans and attempts are recognised in the 

symptom cluster for a DSM-IV-TR diagnosis of Major Depressive Disorder (MDD, APA, 

2000).  Along with the symptoms of a depressed or sad mood (or irritable mood in children and 

adolescents), diminished interest or pleasure in activities, significant weight changes, insomnia 

or hypersomnia, psychomotor agitation or retardation, fatigue, feelings of worthlessness, 

hopelessness, guilt and a diminished ability to concentrate or make decisions (APA, 2000).  

With MDD, the symptoms need to have been present most of the day, everyday for a two week 

period.  Alternately, Dysthymic Disorder (DD) is a depressive disorder of lower intensity - yet 

greater pervasiveness.  With symptoms of a continuously depressed mood present for more than 

a year, as accompanied by changes in appetite, insomnia or hypersomnia, fatigue, low self 

esteem, poor concentration or difficulty making decisions and feelings of hopelessness (APA, 

2000).    

 

Sawyer et al., (2001), identified internalising symptoms (which are largely inclusive of 

depressive symptomatology) amongst 12.8% of a national sample of Australian children and 

adolescents (n=4083, 4 to 17 years, Child Behaviour Checklist).  By state, the West Australian 

Aboriginal Child Health Survey (Zubrick et al., 2005) similarly identified a high risk of 

clinically significant emotional symptoms amongst 10.6%, and a moderate risk amongst 11.2% 

of the sample of 12 to 17 year old Aboriginal adolescents at (n=1073, Youth Self Report).  

These rates are comparable to international estimates of clinically significant depressive 

symptoms by adolescent self report (Beck Depression Inventory) which have been found to 

range from 9% to 16% in large scale community samples of American, Canadian, Swedish, 

Brazilian and Turkish adolescents (Gorenstein, Andrade, Zanolo & Artes, 2005; Toros et al., 

2004).   

 

Across the course of the lifespan, core depressive symptoms do not vary greatly.   Although it is 

acknowledged that in adolescence depressive symptoms may manifest and be expressed in a 

wider range of behaviours than adults (APA, 1994 in Toros et al., 2004).  With increasing age, 

gender differences also become more apparent.  Affective disorders during childhood will 

generally be equally experienced by boys and girls.  Although it should be noted that the 

national Australian study reported by Sawyer et al. (2001) did not support this contention.  In 

adolescence, it is however widely acknowledged that a predominant gender bias emerges, with 

female adolescents more likely to report increased presence and severity of depressive 
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symptoms than male adolescents (Toros et al., 2004; Gorenstein et al., 2005; Bennett, 

Ambrosini, Kudes, Metz & Rabinovich, 2005; Chinet et al., 2005).  Of the Aboriginal 

adolescents involved in the West Australian Aboriginal Child Health Survey (Zubrick et al., 

2005), the female adolescents were more likely to report clinically significant emotional 

symptoms than their male peers.  Furthermore, the proportion of female adolescents reporting 

moderate to high risk of symptoms increased with age, a trend not observed amongst the male 

adolescents in the study.  For example, in the oldest age group (17 years), 20.5% of female 

adolescents and 2.6% of male adolescents were identified with a high risk of clinically 

significant emotional problems.   

 

Several reports have noted the high incidence of depressive symptoms amongst parental 

generations of Aboriginal people that were removed as children (Radford et al., 1999; HREOC, 

1997; McKendrick, 1992; Raphael et al., 1998; Hunter, 1993), and have suggested the 

association this has with suicidal behaviour in young Aboriginal people (Swan & Raphael, 

1995; Milroy, 2005; Atkinson, 2002a; Hunter, 1991).  While others have noted the likelihood of 

initial depressive symptoms being unnoticed or tolerated by family and community until 

reaching an acute or severe depressive state (Vicary & Westerman, 2004; Sheldon, 2001), that 

in adolescents is most often detected when associated with overt suicidal behaviours (Swan & 

Raphael, 1995).   

 

It has been contended that a lack of a cultural identity foundation has a significant impact on 

rates of adolescent depression and anxiety amongst Navaho youth (Aronilth, 1994, in 

Reickmann, Wadsworth & Deyhle, 2004).  Similarly, during the development phase of the 

current research, members of the Kimberley focus groups contended that the origin of 

adolescent depression, suicidal ideation and suicidal behaviours lay in disruptions to the 

adolescent’s cultural identity formation and age appropriate cultural knowledge.  

 

Trauma fundamentally alters an individual’s worldview, and it is likely that the worldview of 

many Kimberley Aboriginal adolescents is negatively attuned in the context of chronic, multiple 

trauma.  Reickmann et al. (2004) examined the significance of cultural identity in determining 

Navaho adolescent students (n=332, 14 to 20 years) attributions and appraisals of stressful 

events and depressive symptoms.  The authors contended that poverty, violence and cultural 

trauma - a history of ‘forced relocation and acculturation, societal prejudice, and systematic 

genocide’ (p.366), negatively shaped the adolescents attributions and appraisals of stressful 

events, resulting in an increase in depressive symptoms.  A strong cultural identity was thought 

to be associated with positive attributions and appraisals, and an absence of depressive 

symptoms.  Moderate support was found for the association between increased cultural identity 

and reduced depressive symptoms.  Furthermore, increased positive attributions and appraisals 
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regarding control, predictability and duration of stressful events was associated with decreased 

depressive symptoms.  In the current thesis it is contended that a positive strength of cultural 

identity may be protective in ameliorating depressive symptomatology related to a negative 

worldview stemming from chronic, multiple trauma exposure.  

 

Depression, Hopelessness and Suicide 

 

There is a natural overlap between depressive symptoms and a sense of hopelessness.  Cognitive 

theories of depression suggest that past experiences shape current critical attitudes towards self 

and the future (Glanz, Haas & Sweeney, 1995).  Hopelessness is the component of depression 

associated with these attitudes or beliefs, in which ‘negative expectancies about the future’ 

(p.864, Beck, Weissman, Lester & Trexler, 1974) dominate cognitive schemas.  In the post 

colonial context of Australian Aboriginal peoples and society, hopelessness has more often been 

remarked upon by Aboriginal and non-Aboriginal commentators as a pervasive absence of 

hope.  This is evident, as Tse, Lloyd, Petchkovsky & Manaia (2005) observed, in the despair 

that haunts many Aboriginal communities.   

 

In 1975, Beck and his colleagues observed hopelessness to be a common feature of adult 

depressive patients that attempted suicide, and later argued that hopelessness was the ‘key 

variable linking depression to suicidal behaviour’ (p.1146, Beck, Kovacs & Weissman, 1975).  

These authors contented that the suicidal behaviour of those with clinical depression stemmed 

from cognitive distortions.  Where the individual systematically misconstrues their experiences 

as negative, and in the absence of objectivity, anticipates negative outcomes will follow any 

attempts to attain life goals.  Again, this has clear correlates with the negatively attuned 

worldview of those that have been chronically traumatised, and may be considered a normal 

response to environments of chronic traumatisation across collective societies or cultures.  

 

When measured, hopelessness has consistently been found to discriminate between adults with 

depression that eventually complete suicide - and those that do not (Beck, Steer, Kovacs & 

Garrison, 1985; Beck, Brown & Steer, 1989; Beck, Brown, Berchick, Stewart & Steer, 1990).  

For example, 90% to 94% of completed suicides amongst adult patients that had received 

treatment for depression had scores above the clinical cut-off for the Beck Hopelessness Scale 

(see Beck et al., 1985; Beck et al., 1989; Beck et al., 1990).  In the U.S. National Comorbidity 

Survey (Kessler et al., 1994), a single item assessing hopelessness was found to be robustly 

associated with previous suicide attempts across three groups reporting lifetime, current and 

past histories of suicidal ideation (Cox, Enns & Clara, 2004).  The consistency of these type of 

findings lead Holden, Mehta et al (2001) to state that ‘the construct of hopelessness is currently 
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regarded as the pre-eminent psychological predictor of suicide’ (p.226).  Sidley, Calam, Wells, 

Hughes and Whitaker (1999) found amongst a group of adult repeat suicide attemptors in the 

UK (n=66) that hopelessness scores were the ‘most potent short-term’ predictor of repeat 

suicide attempts.  Over the course of a year however, the number of suicide attempts made was 

the greatest overall predictor of repeat attempts.  This is in line with suicidology literature that 

maintains a previous suicide attempt is the best instrumental predictor of eventual completed 

suicide.  Nonetheless, this does strongly suggest that the despair represented by hopelessness 

may be specifically associated with the cognitive and affective states necessary for attempting 

behaviours.       

 

Studies with adolescent psychiatric inpatients generally replicate the striking association 

identified amongst adult samples between hopelessness and suicide (Steer, Kumar & Beck, 

1993; Geetha & Steer, 1995).  To the extent that it was contended that hopelessness was a more 

important estimator of suicidal ideation in adolescent psychiatric inpatients than depression 

(Steer et al., 1993; Geetha & Steer, 1995).  Community based samples of adolescents show 

somewhat more mixed results.  It is evident that hopelessness is clearly correlated with 

depression, an external locus of control (where the adolescent perceives that they have little 

control over their environment) and general maladjustment (Johnson & McCutcheon, 1981).  

Further, in relation to suicidal ideation and attempts, gender differences and the interplay of 

psychosocial events become more apparent.   

 

In a year long study Mazza and Reynolds (1998), identified that increases in depression and 

hopelessness were an important risk factor for suicidal ideation with male and female American 

High School students (n=734, mean of 15 years).  However, at the end of the twelve months the 

psychosocial variables of negative major or minor life events and level of perceived social 

support had the greatest unique relationship with suicidal ideation.  In an Australian study of 

high school students, Martin et al. (2004a) identified striking gender differences when 

examining the relationship between sexual abuse and suicidal ideation (South Australia, 

n=2485, mean of 14 years).  Amongst the girls, the association between sexual abuse and 

ideation appeared to be mediated by depression, hopelessness and family functioning.  When 

these three factors were controlled for amongst the boys, a 10-fold risk of making suicidal plans 

and threats, and a 15-fold risk of attempting suicide were observed with those that had been 

sexually abused.  These findings were used to assert the unequivocal relationship childhood 

sexual abuse has with suicidal ideation and attempts.  However, they also demonstrate that 

hopelessness, in combination with other psychosocial factors (ie family functioning), may 

exacerbate suicidal risk - particularly amongst girls.  It is contended in the current thesis that 

hopelessness is likely to be a critical construct associated with trauma exposure, post traumatic 

and depressive symptomatology, suicidal ideation and attempts among Kimberley adolescents.   



 78 

The Contribution of Self Esteem and Identity 

 

Self esteem is a global construct of self, reflecting an individuals core underlying self concept.  

Low self esteem indicates a self deprecatory view of self, and high self esteem a confidence in 

ones ability (Owens, 1993).  The former is consistently associated with the cognitive and 

affective aspects of depression amongst adolescents (Gerrard & Buehler, 2004; Cheng & 

Furnam, 2003), including social withdrawal, self isolating behaviours, and heightened self 

consciousness (Rosenberg, 1965).  Whilst the latter is commonly found to be associated with 

positive well being and achievement, for example scholastic or sporting success (Miyamoto et 

al., 2000; Pyant & Yanico, 1991; Aunola, Stattin & Nurmi, 2000).   

 

Positive and negative environmental conditions or life experiences may influence fluctuations in 

self esteem across the life span.  Such fluctuations were considered by Rosenberg (1986 in 

Pears and Noller, 1995) to be the individuals response to their perceived ability to control or 

influence outcomes.  From a cognitive perspective, Lazarus and Folkman (1984) posited that an 

individuals attitudes and beliefs can also serve as coping resources if they give the person a 

positive sense of self, a sense of control or mastery, or reasons to maintain hope or effort (Pyant 

& Yanico, 1991).  Amongst a sample of homeless Australian adolescents, Pears and Noller 

(1995) found that those reporting a history of childhood abuse (both male and female) also 

reported higher self esteem than their homeless peers without abusive histories (n=66, 13 to 18 

years).  This finding was contrary to the authors expectations, and was explained through the 

sense of control the adolescents felt in leaving the abusive home environment, even in the face 

of continual adversity when living on the streets.  This is important, as it indicates the manner in 

which self esteem may fluctuate – in unexpected directions, and the high association held with 

perceived control or mastery of life’s challenges.  This association between self esteem and 

perceived control may be heightened for Aboriginal adolescents due to the emphasis placed on 

autonomy and self reliance in childhood.  Further, the importance placed on interpersonal 

relationships, which fosters a strong sense of belonging and interconnectedness to a wide 

number of people also serves to inform the self construct and reinforce self esteem.  This is also 

the case for cultural identity knowledge of country, the protocols of lore and aspects of 

spirituality as taught at appropriate developmental or age periods.  Running counter to this 

however is the history of oppression and social marginalisation, which in combination with 

hopelessness and a sense of powerlessness following massive trauma erodes at the collective 

level a perception of control over events.  This may also contribute on an individual level to an 

adolescent’s perception of control over life events, as further diminished by disruptions to 

interpersonal relationships, the passing on of cultural identity knowledge and negative shame 

experiences.   
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In a large scale epidemiological study of African American adolescents Gerrard and Buehler 

(2004) found self esteem to be somewhat impervious to the amount of cumulative risk in the 

adolescents lives (n=5,070, 11 to 18 years).  Suggesting a resilience amongst African American 

adolescents that was not explained by self esteem in isolation, and may be associated (as noted 

elsewhere) with a strong sense of cultural identity and interpersonal relationship networks that 

assist when coping with continual social adversity.  As was stated by Banks (1992, in Robinson 

2000) ‘for Black adolescents being Black is a significant factor in the construction of self’, and 

for Black adolescents living as the minority in a society that is imbued with racism, exclusion 

and prejudice ‘it is likely that racial identity is self-identity which in turn is self-concept’ (p.9).  

Hence the meshing of self esteem and cultural identity as the self construct when the adolescent, 

their family and community collectively and continuously face social, economic and political 

adversity (Pyant & Yanico, 1991; Robinson, 2000).  In this manner, Gerrard and Buehler (2004) 

surmised that black American adolescents may perceive social disadvantage in relation to 

externally based societal factors - thus preserving their self esteem, whilst white American 

adolescents may attribute their experiences to personal failings, and thus report lower self 

esteem.  This was contended in an attempt to explain the consistent findings in the literature that 

black American adolescents will report higher self esteem than white American adolescents.   

 

Evident also are gender differences in self esteem, with male adolescents from a diverse range 

of populations generally recording higher self esteem scores than their female counterparts 

(Miyamoto et al., 2000; Haj-Yahia, 2001).  Potentially, male adolescents may perceive greater 

control and mastery over their environments than female adolescents.  Alternately female 

adolescents may be more likely to endorse both positive and negative statements of self esteem 

than their male counterparts.  This makes it difficult to establish if the self reported differences 

are true reflections of gender differences or only that of reporting styles.  The same may be 

noted for the differences in self esteem observed between identity groups.  

 

It is suggested however that gender differences in self esteem may have implications across the 

life span.  For example, the positive health practises of Nepalese female adolescents (n=101, 15-

17 years) were found to be strongly associated with self esteem, and moderately with 

‘hopefulness’ (Mahat & Scoloveno, 2001).  Potentially, having a long term impact on the health 

and well being of these adolescents through their access to health services.  Whilst the 

Australian study by McVeigh and Smith (2000) found that post partum adolescent mothers in 

New South Wales reported lower self esteem scores than the adult mothers in the sample.  The 

authors contended that self esteem was critical for the adolescents’ transition to a maternal role, 

and loss of self esteem during this period could adversely impact parenting style and increase 

parental distress.  In addition, high positive self esteem has been found to be associated with 

positive parental relationships in British adolescents (Cheng & Furnam, 2003) and perceived 
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parental warmth and acceptance in a cross cultural sample of American, Czech Republic, 

Chinese and Korean adolescents (Farruggia et al., 2004).  Thus, if self esteem is positively 

effected by parental relationships, than it may also be equally impacted upon when family 

relationships are severely disrupted.  As such, the adolescents self esteem may be compromised 

by the disrupted interpersonal relationships of families under stress or conditions of chronic 

trauma.   

 

Amongst adolescents exposed to family violence and other negative life events, poor self 

esteem (in combination with other factors such as hopelessness, family cohesion, depression, 

anxiety etc), has been found to contribute to general psychological maladjustment (Tait, French 

& Hulse, 2003; Haj-Yahia, 2001), and to suicidal ideation (Steinhausen & Winkler Metzke, 

2004) in Australia and internationally.  It has thus been suggested that self esteem may be 

protective, mediating the impact of negative life events on distress or the emergence of 

depressive symptoms (Cassidy, O’Connor, Howe & Warden, 2004).  In this manner, high self 

esteem provides resilience when the adolescent is exposed to stressful events, and may 

minimise vulnerability to distress.   

 

In the current research, it is thought that self esteem (as intertwined with a strong sense of 

cultural identity), in the absence of hopelessness, may be protective amongst the Aboriginal 

adolescents, with an associated decrease in all psychopathology symptomatology, including 

suicidal ideation and attempts.  This interaction is inextricably influenced by historical trauma, 

and the resultant severely disrupted familial interpersonal relationships and intrapersonal 

resources, and the transmission of cultural identity knowledge.  The interplay of disrupted 

interpersonal relationships with suicide amongst adolescents is explored in the next section.      

 

The Interplay of Psychosocial Stressors with Suicide 

 

Of the psychosocial stressors that may impact on suicidal ideation and attempts amongst 

adolescents, particular emphasis has been placed on negative family experiences (in Sandin et 

al., 1998; GencÖz & Or, 2006).  Amongst the youngest age group in the Canberra study (20-24 

years, Fairweather, Anstey, Rodgers & Buttersworth, 2006), anxiety, depression and negative 

interactions with friends and family were found to significantly differentiate between those with 

suicidal ideation and those with suicidal ideation who attempted.  Specifically, negative 

interactions with friends and family increased the likelihood of a suicide attempt by 30% 

(Fairweather et al., 2006).   These relationships were not found to be significant amongst the 

older groups of adult respondents, suggesting that amongst the general population, conflicts 
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with family and friends may be particularly salient to young adult suicidal ideators, heightening 

the risk of suicide attempt.    

 

Hunter (1988a/b) identified both alcoholism and disrupted interpersonal attachments to play a 

causal role in completed suicides (Male: n=12, mean 31 years; female: n=2, mean of 21 years) 

amongst Aboriginal youth and adults in the Kimberley region between 1962 and 1987.  Finding 

in 9 of the cases that a significant loss or threatened disruption to an important interpersonal 

attachment had preceded the completed suicide and included; a partner and/or children leaving; 

death of a close relative or partner; break-up of a longstanding relationship; and a major 

altercation with a partner.  Further, a descriptive study of Aboriginal Juvenile suicide attemptors 

(n=12, 11-17 years) in a Western Australian remand centre found the adolescents commonly 

reported coming from ‘broken homes’ in which the family breakdown had been chronically 

stressful and bitter, and had resulted in time spent in foster care or institutions (Lawlor & 

Kosky, 1992).  Of the juvenile suicide attemptors, 75% had been living on the streets with 

friends or family prior to their offence and admission, and 75% had also made a previous 

suicide attempt.  Another study of Aboriginal and non-Aboriginal sole parents in South 

Australia (Radford et al., 1999) also documented that many of those that had attempted suicide 

were raised in foster care and had a history of having ‘missed an absent care-giver’ when 

young.  More than three quarters of the Aboriginal attemptors reported having a partner with an 

alcohol problem, and at least one sibling with an alcohol problem.  However self abuse of 

alcohol was only reported by one third of the attemptors.    

 

Although drawing from a diverse but small range of samples, the story begins to emerge of the 

potentially confounding impact disrupted family systems at an early age, or familial conflicts at 

an older age, may have with Aboriginal suicide attempts.  This is in accordance with the 

findings of numerous other reports (eg Royal Commission into Aboriginal Deaths in Custody, 

Bringing Them Home) that have noted the association between a history of child separation, 

foster care, institutionalisation and social marginalisation with suicide attempting.  The salience 

of peer relationships to adolescents, as well as the strong interconnectedness of Aboriginal 

families in the region may heighten Aboriginal adolescents sensitivity to conflicts within these 

networks, and amongst adolescents with suicidal ideation, increase the risk of suicide attempt. 

 

In addition to this, the association between suicidal ideation and attempting behaviours and a 

history of exposure to more severe forms of interpersonal conflict and the disruption of 

critically important relationships (ie in instances of family violence, or childhood neglect or 

abuse) is well established (Lipschitz et al., 1999; Anderson et al., 2002).  For example, in the 

West Australian Aboriginal Child Health Survey (Zubrick et al., 2005) the proportion of 

Aboriginal adolescents with suicidal ideation that had been exposed to some form of family 
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violence (22.4%) was significantly higher than those not exposed to family violence (9.3%).  

Further, family violence was independently associated with suicidal ideation, with exposure 

resulting in a two fold increase in the likelihood of suicidal thoughts.  In the Radford et al. 

(1999) study, Aboriginal attemptors were statistically more likely to report childhood sexual 

abuse than non-Aboriginal attemptors.  The extent of Aboriginal adults experiences of child 

sexual abuse amongst foster care, institutionalisation and in the mission system has been 

established in reports such as Bringing Them Home, and the Aboriginal and Torres Strait 

Islander Women’s Taskforce on Violence, and evidence was also presented of the relationship 

this holds with suicide attempts later in life.  Atkinson (2002a), further documented through 

several detailed case histories the association between sexual victimisation in childhood and 

suicide attempts in adulthood.     

  

The suggestion that exposure to the suicide of peers increases suicidal ideation and attempts 

during adolescence remains unclear.  Evidence from international literature has found that 

exposure to the suicide of a close friend or acquaintance during adolescence does not increase 

the likelihood of a later suicide attempt (Brent, Moritz, Bridge, Perper & Canobbio, 1996).   

However, the exposure is likely to increase levels of psychopathology.   In the Brent et al. 

(1996) study, PTSD severity was found to be elevated amongst the exposed group (n=166, 

mean of 21 years; Caucasian American), six months following the friends completed suicide, 

and over the remaining three years of the study.   Further, the adolescents that had known the 

plans of their friend to commit suicide were at the greatest risk for increased depression and 

PTSD over the three year period.  Within the Australian literature, a closer link has been found 

between the suicide of a friend, and the suicidal ideation and attempts of Aboriginal peers.  The 

West Australian Aboriginal Child Health Survey (Zubrick et al., 2005), found one third (35%) 

of the Aboriginal adolescents that reported suicidal ideation and one fifth (19%) that reported a 

previous suicide attempt, had had a friend attempt suicide.  This pattern was particularly strong 

amongst the female adolescents. 

 

The proposition that one suicide may create further suicides through ‘behavioural contagion’, 

and a ‘copy cat’ type effect amongst peer groups and communities was examined by Reser 

(1989), in a cluster of completed suicide in remote North Queensland police lockups in 1987.  

In several isolated, yet socially interconnected communities, self injury and suicide attempts 

amongst Aboriginal youth had drastically increased over a ten year period.  Of the nine suicides 

in custody in 1987, five were aged between 17 and 23 years.  Reser (1989) noted that of the 

complex events surrounding the nine suicides, binge drinking, anger, frustration, conflict and 

arrest were all present.  A history of self injury and previously made threats of suicide were also 

evident, whilst family settings involved conflict and other immediate family who had attempted 

and completed suicide.  Although Reser (1989) found that it may be plausible for one suicide to 
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have ‘suggested’ the other he concluded that ‘suicide threats and attempts appear to have 

become an institutionalised response to varying sets of circumstances in many Aboriginal 

communities, with suicide being a …salient ‘option’.  Finding that ‘any cluster effect is 

probably overlaying a more endemic situation… it is clear that the causes engendering 

Aboriginal despair and suicide are more complex and confronting’ (p.340).  Thus, it is thought 

that the complexity of Aboriginal youth suicide may be further understood through interactions 

with chronic multiple trauma and grief, as detailed throughout this chapter and the preceding 

chapter.  Where exposure, either directly or indirectly to the completed or attempted suicide of a 

friend or family member is considered to be a traumatic life event complicated by grief.   That, 

as apart of the trauma response, may increase the likelihood of psychopathology leading to the 

development of suicidal ideation and attempts.  This is particularly relevant, given the already 

overburdened social networks of families and communities in crisis, the social and economic 

marginalisation of many Aboriginal communities, and reduced access to both mainstream 

mental health services and culturally based therapeutic healing programs and centres.      

 

Cumulative Trauma and Suicide 

 

At the end of Chapter Two, cumulative trauma in the context of the current thesis was defined 

to include; the transgenerational transposition of an entity of unresolved historical trauma and 

grief; the adolescents chronic exposure to the trauma of significant others and the long term 

effects of this trauma on others; and the adolescents own direct exposure to trauma and 

victimisation.  It is clear in the literature, that exposure to multiple trauma or negative life stress 

events can have an additive effect and be strongly, positively associated with the suicidal 

thoughts, behaviours and attempts of some adolescents (see Sandin et al., 1998) and adults 

(Anderson et al., 2002; Thompson & Kaslow, 2000).   

 

In the context of lifetime exposure to chronic multiple trauma, it is also apparent that PTSD 

symptomatology may greatly exacerbate and increase the risk of suicide attempt/s.  In the 

Thompson and Kaslow (2000) study with low income African American women presenting to 

emergency following a suicide attempt (and controls; n=335, age 18-64 years), current PTSD in 

combination with any one form of childhood maltreatment (physical and emotional neglect; 

physical, emotional and sexual abuse) statistically significantly increased the risk of a nonfatal 

suicide attempt.  Furthermore, the presence of current PTSD appeared to be the most powerful 

predictor of suicide attempt, as women reporting no childhood maltreatment, but current PTSD 

were more likely to have made a non-fatal suicide attempt, than those with a history of 

childhood maltreatment and an absence of current PSTD.  Thus suggesting that childhood 
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maltreatment is associated with an increased risk for PTSD and suicidal behaviour, and that 

PTSD is a significant risk factor for suicidal behaviour (Thompson and Kaslow, 2000).         

 

In the current research it is thought the Aboriginal adolescents exposure to chronic multiple 

trauma over their young lifetimes will have an additive effect, and this will be associated with 

the adolescents’ suicidal ideation and experience of PTSD symptoms.  Other adolescent 

research has suggested PTSD may act in a mediatory role, mediating the impact of interpersonal 

violence exposure on the development of suicidal ideation and depression (Mazza & Reynolds, 

1999).  This mediatory pathway is also to be explored amongst the Kimberley adolescent 

sample, as this may provide a useful causal pathway to explain the possible association between 

lifetime trauma exposure, PTSD, suicidal ideation and depression. 

 

Summary  

 

This chapter has covered a considerable breadth of literature relating to trauma exposure and the 

consequences of this exposure during childhood and adolescence.  In the current thesis, the 

Kimberley Aboriginal adolescents lifetime exposure to chronic, multiple trauma, and the 

consequences of this exposure as manifest in trauma response symptoms and other associated 

indicators of psychological distress and well being is to be explored.  In this context, it is 

proposed that Aboriginal adolescents in the Kimberley region may indicate the following; 

 

i. Considerable direct and secondary exposure to a wide range of traumatic events, and 

associated heightened levels of posttraumatic stress symptomatology (see p.56) and 

suicidal ideation (see p.72) in comparison with other school or community based samples. 

ii. The additive effect of exposure to chronic, multiple trauma will be seen in strong 

associations between increasing direct and secondary lifetime trauma exposure, 

posttraumatic stress symptoms, suicidal ideation and depression. PTSD may mediate 

between trauma exposure and suicidal ideation and depression (see p.84). 

iii. The full spectrum of posttraumatic stress disorder symptoms will be present (Criterion A, 

B, C and D) in unique symptom profiles that are reflective of cultural expression and 

historical sociopolitical influences (see p.61).  

iv. Greater use of both adaptive and maladaptive coping strategies is anticipated to 

accompany increasing direct and secondary trauma exposure (see p.64).  Due to shared 

symptom features, maladaptive coping strategies and substance misuse (see p.64, p.73), 

anger and shame (see p.67, p.70) may interact with posttraumatic stress symptoms and 

suicidal ideation.  At the same time, hopelessness may further explain the associations 
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between trauma exposure, posttraumatic stress symptoms, suicidal ideation and 

depression (see p.77).   

v. Self esteem and cultural identity will be protective and associated with a reduced presence 

of all symptomatology (see p.75, p.80).  

 

The following Chapter presents in detail the manner through which these exploratory aims were 

operationalised.  
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Chapter Four 
Methodology 

 

Overview 

 

Due to its length, this chapter is divided into four parts.  Part one continues the story that began 

in preface, of the sequence of events that led to the conduction of the current research, as a way 

to convey ethical approaches and principles to conducting mental health research with an 

Aboriginal adolescent population.  In part two the composition of the research sample is 

considered for identity, age, gender, site of testing (eg school or youth centre) and geographic 

location of testing.  Part three details the development of the research measures that comprised 

the questionnaire used in the current research.  As this section is lengthy, an overview of the 

generic factors that influenced the selection and adaptation of the measures is first provided to 

avoid repetition.  Following this, the thirteen measures of psychopathology and wellbeing are 

examined individually.   

 

The principal issues that guided the administration of the research across the region are 

presented in part four.  This section traces step by step the approach taken to administering the 

questionnaire regionally, and all post testing procedures for those identified by the research as 

being ‘at risk’ of possible self harm or sexual abuse.  Finally, in part five, the statistical design 

of the project is considered.  Noting first the plan for analysis, and then in direct relation to the 

questionnaire, the observed response rate, reliability, validity and participant evaluations.  

 

 

Part One. Ethical Considerations  
 

‘…it’s all very simple. No use asking about things that can’t be changed or that we all know 

anyway. Most Aborigines feel bad most of the time – that’s why we drink and drug so much. 

Who cares how it’s different from white people – we know it’s different so why bother asking. 

The colonised will always feel worse than the colonisers. So let’s concentrate on doing what we 

can to end the colonisation rather than tinkering around measuring the effects of the thing. And 

for what purpose would we measure our suffering in order to tell white people – so they can fix 

it? Don’t think so.’  

(The late Dr Puggy Hunter, retrospectively quoted in a NACCHO discussion paper, 2003).  
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The Research Story (Part II) 

 

Following formal approval of the research by the KAMSC Council at the December 2000 

meeting, the terms of the proposed research partnership were drawn up in a formal 

Memorandum Of Understanding (see Appendix 2, p.364).  In this document, the collaborative 

processes established at the outset were clearly defined and the equal sharing of information 

between the parties, the repository of the data and intellectual property issues were specified.  In 

a parallel process, ethical approval was also sought and granted (February 2001) from the 

Western Australian Aboriginal Health Information and Ethics Committee.  Approval to involve 

Ministry of Justice clients was sought over 2000-2001, with permission granted in August 2001.  

As a part of the review process for the Healthway Research Starter Grant, the research was 

considered by the Curtin University Ethics Committee, and was granted approval in April 2001.   

 

Having secured State and regional approval for the research, local support was sought over 

March to June of 2001 from the wide variety of Aboriginal organisations and Government 

services or department across the Kimberley, including; secondary schools, youth centres, 

alcohol centres, women’s refuges and all Aboriginal organisations (including CDEP agencies).  

Support for the project was overwhelming and the majority were willing for the project to be 

conducted on site, and organisational approval was given.  Applications for research funding 

were also made with the Lotteries Commission and Healthways Western Australia.  The second 

application was successful, and the project was awarded a ‘Research Starter Grant’ with 

KAMSC as the administrating organisation.  This was supplemented several months later by a 

philanthropic grant from a respected behavioural scientist that had contacted the Kulunga 

Research Network in the hope of donating to research in the field of Aboriginal youth suicide.    

 

Having secured funding, the research project team was assembled.  Kathy Hamaguchi of the 

RCSEWB was Project Coordinator, I was Project Officer and Comalie Manolis and Mark 

Parriman, two Broome based Aboriginal youths were employed as Research Assistants.  The 

Project Coordinators time and all administrative and operational costs (ie use of 4WD vehicle) 

were donated in kind by KAMSC.  Whilst the Project Officer and Research Assistant’s wages 

and all other project expenses were drawn from the research grants.  The Research Assistants 

were instructed in basic research principles and approaches by the Project Officer and the 

Project Coordinator throughout the course of the project and their employment.  At the same 

time, the experiences and knowledge of the Research Assistants as local Aboriginal youths was 

valued by the team and where appropriate informed the research process and development.     

 

The following presents the guiding research principles that were drawn up during the 2000 to 

2001 development phase of the research; 
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1. That the research population accurately represents Kimberley Aboriginal youth and their 

experiences 

 

2. That the research is driven by the Kimberley Aboriginal community, that it is conducted, 

utilised and owned by the community in a meaningful research partnership collaboration 

 

3. That the research recognises that the Kimberley Aboriginal Community Controlled Health 

Organisations (ACCHOS) are the main stakeholders in the research, and that all 

intellectual and practical investment in the research is returned through pertinent research 

findings that assists in the identification, and intervention of Aboriginal youth suicide in 

the Kimberley 

 

4. That the research fosters collaborative links between services and organisations, and 

increased access for Kimberley Aboriginal youth 

 

5. That the findings and recommendations of the research may be utilised by Kimberley 

based services and organisations for securing future funding for mental health promotions 

and interventions with Aboriginal youth. 

 

These principles clearly indicate the emphasis placed on ethical issues such as representation, 

community control and research partnerships, practical outcomes and equitable access for youth 

to services.  Part three of the research story concludes with details of the preliminary analysis 

and dissemination of the research project findings, as presented later in this chapter (see p.147).  

 

 

Part Two.  Participants 
 

Population Distribution and Participant Selection 

 

The 2001 Census reported the total population of the Kimberley Region to be at 40,653 people 

(ABS, 2001).  Of the total population, 10% did not state their identity (a subpopulation of 3,993 

people), whilst 33% specified their identity as Aboriginal and Torres Strait Islander (a 

subpopulation of 13,555 people), and 57% as non-Aboriginal (a subpopulation of 23,105 

people).  The Aboriginal population is largely permanent, comprising people from 44 different 

language groups (ancestral clan based groups) across the region (Kimberley Language Resource 

Centre, 1991).  The non-Aboriginal population is somewhat more transient and predominantly 

Anglo-Celtic or Caucasian. Due to the regions close proximity to South East Asia and histories 

of shared trade and industry (particularly in the West Kimberley) Asian culture and peoples are 
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also represented. Because of this history many West Kimberley families may have a mixed 

heritage, but identify primarily as Aboriginal and Torres Strait Islander and thus be included in 

the identified 33%.    

 

The age distribution of respondents to the 2001 Census identified the Kimberley Aboriginal 

population to be young, with 57% aged less than 24 years.  By comparison, only 23% of the 

non-Aboriginal population fell within this age range.  This highlights the need for the education 

and training of the young Aboriginal population to be met regionally (Kimberley Land Council, 

2004).  There is a tendency for the young non-Aboriginal population to leave the region for 

education in metropolitan centres.  Of the 5-14 years population, 84% of the Aboriginal children 

and 92% of the non-Aboriginal children were reported by their parents as attending school.  Of 

the older 15-19 years population, 22% of the Aboriginal youth and 41% of the non-Aboriginal 

youth reported attending an educational institution.  The population of Aboriginal youth 

(n=1352) in this older age bracket was more than twice that of non-Aboriginal youth (n=621) in 

the region, suggesting a significant proportion of the older Aboriginal adolescents were not 

accessing education or training facilities.  

 

2001 Research Sample 

 

A total of 747 people in the Kimberley took part in the current research.  This comprised 444 

Aboriginal and 303 non-Aboriginal participants aged from 12 to 64 years. The age structure 

applied in the current research considered those aged 12 to 18 years as ‘adolescent’, those aged 

19-25 years to be ‘young adults’, and those older than 26 years as ‘adult’.  Table 1 illustrates the 

age distribution of the total Kimberley sample.   

 

The term ‘youth’ is commonly used to encompass young people aged from 12 to 25 years in 

suicide research and prevention initiatives.  However, this category is broad, and demarcation of 

‘adolescent’ and ‘young adult’ was thought to represent more accurately the contextually 

different social, emotional and behavioural worlds of the young participants (and defined legally 

as well).  As guided by the age distribution of the research sample, the adolescent group was 

further expanded to include the following four adolescent age groups; up to and including 13 

years, 14 years, 15 years and 16 to 18 years (see Table 2).  

 

A total of 327 Aboriginal adolescents (M=14.1 years, SD=1.4 years) and 283 non-Aboriginal 

adolescents (M=14.1 years, SD=1.2 years) took part in the research.  These samples were 

predominantly drawn from secondary schools, and to a lesser extent from youth services across 

the region.   
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Table 1. Age Distribution of Total Population Sampled 
 

2001 Sample 
Participants 

Aboriginal Non-Aboriginal 
Male Female Total Male Female Total 

n n n % n n n % 
12 yrs 12 16 27 8.3 5 8 13 4.6 
13 yrs 48 47 95 29.1 44 50 94 33.2 
14 yrs 34 46 80 24.5 47 43 90 31.8 
15 yrs 41 40 81 24.8 28 22 50 17.7 
16 yrs 11 9 20 6.1 12 11 23 8.1 
17 yrs 6 8 14 4.3 1 10 11 3.9 
18 yrs 6 3 9 2.8 0 2 2 0.7 

Total  Adolescents 158 169 327 100 137 146 283 100 
19 yrs 3 5 8 20.0 - - - - 
20 yrs 2 6 8 20.0 - - - - 
21 yrs 1 2 3 7.5 - - - - 
22 yrs 3 6 9 22.5 - - - - 
23 yrs 3 4 7 17.5 - - - - 
24 yrs 1 4 5 12.5 - - - - 
25 yrs 0 0 0 0 - - - - 

Total Young Adults 13 27 40 100 - - - - 
26-35 yrs 11 27 38 49.4 2 12 14 70.0 
36-45 yrs 11 20 31 40.3 2 0 2 10.0 
46-55 yrs 2 4 6 7.8 1 2 3 15.0 
55-66 yrs 0 2 2 2.5 1 0 1 5.0 

Total Adults 24 53 77 100 6 14 20 100 

 
 
Table 2.  Overview of Sample Groups (Part One) 
 

2001 Sample 
Participants 

Aboriginal Non-Aboriginal 
Male Female Total Male Female Total 

n n n % n n n % 

13 yrs 60 63 123 37.6 49 58 107 37.8 
14 yrs 34 46 80 24.5 47 43 90 31.8 
15 yrs 41 40 81 24.8 28 22 50 17.7 

16 -18 yrs 23 20 43 13.1 13 23 36 12.7 

Total Adolescents 158 169 327 100 137 146 283 100 
Young Adults 13 27 40 100 0 0 0 0 
Adults 24 53 77 100 6 14 20 100 

 

 

Table 3.         Distribution of Aboriginal Participants Across Testing Sites  
 

2001 Sample 
Participants 

Aboriginal Participants 

School 
Youth 
Centre 

Community 
Alcohol 
Centre 

Aboriginal 
Organisation 

Women’s 
Centre 

n n n n n n 

13 yrs 112 10 1 0 0 0 
14 yrs 77 3 0 0 0 0 
15 yrs 75 5 1 0 0 0 

16 -18 yrs 25 5 3 4 5 1 

Total  Adolescents 289 23 5 4 5 1 
Young Adults 0 11 11 4 10 4 
Adults 1 0 21 14 19 22 
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As already noted, the Aboriginal adolescents have higher rates of school attrition than non-

Aboriginal adolescents, particularly in the older age groups.  To be able to accurately represent 

Aboriginal adolescents in the region, youth services and other community groups, services or 

organisations known to be frequented by Aboriginal adolescents were targeted.  This was to 

intentionally capture in the sample those adolescents that do not necessarily attend school.  As a 

result, 12% of the Aboriginal adolescent sample were drawn from non-school based sites.  This 

may have biased the adolescent sample and minimised the utility of comparisons to the non-

Aboriginal adolescents, of whom 99.6% were drawn from school sites (one non-Aboriginal 

adolescent participant was seen at a youth service).  However, it is equally argued that 

excluding Aboriginal adolescents that did not attend school would have created in itself a biased 

and unrepresentative sample of adolescents in the region.   

 

Consequently, the adolescent sample in the current research when viewed according to age 

structure is considered to be representative of Aboriginal adolescents, as necessarily drawn from 

both school and non-school based sites, and non-Aboriginal adolescents as adequately 

represented at school sites.  Table 3 shows the distribution of the Aboriginal participants 

sampled across the six categories of sites where the research was conducted.  Further, the social 

trend for many non-Aboriginal adolescents, and a smaller number of Aboriginal adolescents on 

scholarships to attend schools in either Perth or Darwin in Years 10, 11 and 12 may have 

impacted upon the sample of older adolescents (16-18 years).   

 

It is suggested that any differences between the younger and older age groups would need to be 

considered against the potentially marked change in the adolescent pool from which the sample 

was drawn.  The cohort of older non-Aboriginal adolescents at school is likely to be different 

from the cohort of younger non-Aboriginal adolescents at school, while the cohort of older 

Aboriginal adolescents comprises a more even mix of those who were continuing their 

education beyond Year 10 and those from non-school based sites.  

 

In the young adult group, there were 40 Aboriginal participants (M=21.4 years, SD=1.7 years), 

and no non-Aboriginal participants.  Amongst the adult group, there were 77 Aboriginal adults 

(M=36.5 years, SD=7.9 years) and 20 non-Aboriginal adults (M=35.4 years, SD=10.4 years).  

As noted, the sampling procedures were focussed on Aboriginal adolescents and to a lesser 

extent Aboriginal young adults and adults targeted through Aboriginal community groups, 

organisations and services.  The majority of the non-Aboriginal adult participants were 

secondary school staff that filled out the questionnaire during administration in their classroom.  

Given that this group was not representative of the non-Aboriginal population in the region, 

they were excluded from all further analysis.   
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The original aim of including the Aboriginal adults in the sample was to explore any patterns 

suggestive of intergenerational and / or transgenerational transmission of trauma, by later 

linking the data across two to three generations of families.  This was in addition to the specific 

focus of the research on the experiences of contemporary Aboriginal youth.  Due to the small 

sample of Aboriginal adults and the few isolated cases of family linkages, intergenerational 

patterns were not able to be meaningfully examined.  The data from the Aboriginal adults is 

mentioned where applicable or appropriate, but was unfortunately not able to be considered in 

any detail in the analysis conducted for this thesis.   Hence, the only comparisons that were able 

to be made by identity were between the Aboriginal and non-Aboriginal adolescents, which was 

in line with the specific focus and purposes of the current research.  

 

Research Sample Representativeness of Kimberley Region 

 

The 2001 ABS Census population figures for the Kimberley region are employed here as an 

indication of the proportion of the population sampled by the current research.  The 2001 

Census was conducted in the middle of the research testing period, and although Census figures 

have been noted to significantly undercount Aboriginal populations (Atkinson, Bridge & Gray, 

1999), they provide in this instance a convenient comparison (see Table 4).  When using the 

category of ‘youth’ aged 12 to 25 years, the current research sampled 10.5% and 11.6% of the 

regional Aboriginal and non-Aboriginal youth population.  However, as the research sample 

comprised a greater proportion of younger adolescents, the figures were much higher when 

considered against ABS regional population figures for those aged 12 to 14 years.  The current 

research sampled 22% and 45% respectively of the Aboriginal and non-Aboriginal population 

in this younger age bracket.  It should be noted that the population of Aboriginal adolescents 

identified by the 2001 Census in this younger age bracket was twice that of the non-Aboriginal 

adolescents.  This suggests that the school based sampling of non-Aboriginal adolescents was 

reasonably effective in representing close to half of the young adolescents in the region.     

 

There were a significant number of Aboriginal youths not represented in the combined sampling 

sites of school, youth centres and community services.  This would have been exacerbated by 

the known possibility of under reporting of Aboriginal populations in the comparative ABS 

figures.  As such, it is cautiously assumed that less than one fifth of the young Aboriginal 

adolescent population was sampled.  In terms of distribution across the region, Aboriginal 

adolescents aged 12 to 18 years were sampled fairly evenly across the eight geographical 

locations of testing, and in relative proportion to the overall population of each location (see 

Table 5).  The non-Aboriginal adolescents were largely represented in the three main townships 

of the region; Broome, Derby and Kununurra.   
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Table 4.  Percent of Research Sample Represented in ABS Census 2001 
 

 
2001 Sample 

Broome Shire Derby West Kimberley Shire 
Wyndham East Kimberley 

Shire 
Kimberley Region 

RS CS %RS RS CS %RS RS CS %RS RS CS %RS 

n n % n n % n n % n n % 

Aboriginal             

12-14 yrs 84 291 28.9 36 296 12.2 83 335 24.8 203 922 22.0 

15-19 yrs 43 437 9.8 35 398 8.8 54 517 10.4 132 1352 9.8 

20-24 yrs 18 370 4.9 1 367 0.3 13 481 2.7 32 1218 2.6 

Total ‘Youth’ 145 1098 13.2 72 1061 6.8 150 1333 11.3 367 3492 10.5 

Adults 25+ yrs 36 1820 1.9 13 1837 0.7 28 2227 1.3 77 5884 1.3 

Non-Aboriginal             

12-14 yrs 67 249 26.9 30 70 42.9 100 118 84.8 197 437 45.1 

15-19 yrs 39 359 10.9 12 89 13.5 35 173 20.2 86 621 13.8 

20-24 yrs 0 756 0 0 217 0 0 400 0 0 1373 0 

Total ‘Youth’ 106 1364 7.8 42 376 11.2 135 691 19.5 283 2431 11.6 

Adults 25+ yrs 6 9528 0.06 3 2769 0.1 11 5586 0.2 20 17,883 0.1 

 
* RS denotes research sample, CS denotes population figures from 2001 ABS Census (Community Profile Series, Catalogue No. 2002.0), 
 % RS denotes the percentage of 2001 ABS Census population sampled in 2001 Research  
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Table 5.  Distribution of Research Sample Across Geographical Locations of Testing 
 

2001 Sample 
Broome Bidyadanga Beagle Bay Derby Fitzroy X Halls Creek Kununurra Wyndham Kimberley 

n %T n %T n %T n %T n %T n %T n %T n %T n %T 

Aboriginal 

Total Adolescents 51 15.6 61 18.7 12 3.7 54 16.5 16 4.9 30 9.2 83 25.4 20 6.1 327 100 

Young Adults 14 35.0 7 17.5 0 0 2 5.0 0 0 5 12.5 5 12.5 7 17.5 40 100 

Adults 26 33.8 10 13.0 0 0 13 16.9 0 0 8 10.4 10 13.0 10 13.0 77 100 

Non-Aboriginal 

Total  Adolescents 106 37.5 0 0 0 0 42 14.8 0 0 6 0.4 124 43.8 5 1.8 283 100 
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Pilot Testing Sample 

 

Of the total Aboriginal population, 79 of the participants were recruited during the pilot testing 

phase in a large remote community of 500+ people, 180 kilometres south of Broome.  These 

participants were not excluded from the total sample, as there were only minor changes made to 

the questionnaire following the pilot testing (with the exception of one section, see p.118).  The 

same administration protocol was also utilised across all locations, including the pilot.  It would 

have been methodologically unsound to re-administer the questionnaire at a later stage due to 

practise effects, and nonetheless this was prevented by financial and time constraints.  In 

addition, re-administration would also have been ethically questionable given the effort invested 

by the community in the initial pilot phase and the sensitivity of the information requested.  This 

may have unnecessarily tested the limits of patience of the community with the research 

process.  The pilot testing phase comprised 61 Aboriginal adolescents (M=13.7 years, SD=1.5 

years), 7 Aboriginal young adults (M=21.0 years, SD=1.7 years) 10 Aboriginal adults (M=37.9 

years, SD=7.4 years), and 1 non-Aboriginal adult (see Table 6).    

 
 
Table 6.  Overview of Sample Groups (Part Two) 
 

Pilot Sample* 

Aboriginal Non-Aboriginal 

Male Female Total Male Female Total 

n n n % n n n % 

Adolescents 29 32 61 78.2 0 0 0 0 

Young adults 2 5 7 8.9 0 0 0 0 

Adults 3 7 10 12.8 1 0 1 1.3 

Test Re Test 
2002 Sample** 

Aboriginal Non-Aboriginal 

Male Female Total Male Female Total 

n n n % n n n % 

Adolescents 2 6 8 25.8 10 13 23 74.2 
 
*  pilot sample included in the totals for 2001 sample  
** 2001 data from test re-test sample included in 2001 sample 
 

 
Test Re-test Sample 

 

As an adjunct to the research, re-testing was conducted to provide an indication of the reliability 

of the measures, although only very limited funding and time were available for this process.  In 

2002, the year 9 class of one of the larger secondary schools in the Kimberley was selected for 

re-testing (in 2001 the greatest proportion of adolescents were seen at this site).  Unfortunately, 

the test re-test sample only achieved a sample size of 8 Aboriginal adolescents and 23 non-

Aboriginal adolescents.  Although some initial analysis was made of this data, the small sample 
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sizes rendered any findings tentative, and there were few clear patterns evident.  Thus, the test 

re-test groups are not considered any further in the current thesis.  

 

Participant Refusal Rate 

 

With youth that were under the age of 18 informed consent was sought from parents or 

guardians using ‘active’ and ‘passive’ consent methods. These approaches are discussed in more 

detail later in this chapter (see p.133). However, it is noted here that the use of the active 

consent method saw the exclusion of up to 80 youth (who had not returned their signed parental 

consent form to the place of testing), and the passive consent method the exclusion of up to 5 

youth (who returned their signed parental consent forms stating that they did not want their 

child to participate), to the place of research testing.  Of the 80 youth that were excluded when 

the active consent method was used, it is unknown how many chose not to obtain their parents 

signature as a way of refusing to participate in the research.    

 

At the start of each research testing session it was explained that people were free to withdraw 

from the research at any stage during the testing without shame or prejudice.  This happened 

very occasionally, with up to 3 youth and 12 adults withdrawing from the research 

administration sessions.  Generally, this was due to the length of the questionnaire, and on 

occasion amongst the adult participants, distress at some of the sensitive questions (see p.134).   

 

Possibly, a better gauge of refusal rate may have been reflected in the number of incomplete 

questionnaires (see Table 7).  Participants that had acquiesced to taking part in the research 

would have later been able to refuse compliance by not completing the questionnaire.  However, 

as the questionnaire was lengthy it is difficult to ascertain the number of participants that 

withdrew from the process through incompletion of their questionnaire (as a form of covert 

refusal), or who were genuinely fatigued and simply could not complete their questionnaire.   

 
 
Table 7. Incomplete Questionnaires 
    

Questionnaire 
Sections 

Aboriginal Non-Aboriginal 

Adolescent Young Adult Adult Adolescent 

n % n % n % n % 

Fully Completed  
(all sections) 

207 63.3 24 60.0 45 58.4 207 73.1 

Nearly Completed   
(one section missing) 

64 19.6 9 22.5 20 26.0 55 19.4 

Partially Completed  
(>two sections missing)  

54 16.5 6 15.0 12 15.6 21 7.4 

Not Completed  
(no sections completed) 

2 0.6 1 2.5 0 0.0 0 0.0 



 98 

Incentives 

 

At the end of each of the research administration sessions, participants were given a ‘show bag’ 

that contained; a contact card with details for the research team; mental health promotional 

material (eg Streetwise comic on depression, ‘Suicide Sux’ badges and fridge magnets); contact 

cards for emergency services (eg Kids Helpline); and a research cap and stickers.  Furthermore, 

at the end of each session or series of sessions, lunch or supper was provided for participants 

and local support staff (eg teachers, youth centre workers, community members) at all locations 

and sites of testing.  This was to thank people for participating, and to create an opportunity for 

the participants to debrief informally as a group, or speak with members of the research team 

(see p.137).  None of the participants received any financial gain from taking part in the 

research. 

 

 

Part Three. Materials: Construction of the Questionnaire  
 

Overview  

 

A questionnaire battery that comprised ten measures to assess thirteen variables of 

psychopathology and well being was developed for the purposes of the current research.  At the 

time of developing the questionnaire there was a paucity of psychometrically validated 

measures for assessing specific variables of psychological health amongst Aboriginal 

populations in Australia, and this is largely still the case.  It was beyond the scope of the current 

research to psychometrically develop and validate measures for the 13 variables to be assessed.  

As a compromise, measures that were reputable and had been peer reviewed and validated with 

culturally diverse adolescent populations were sought.  These were critically reviewed by the 

Kimberley Aboriginal focus groups, with many measures rejected.  Of those that were retained, 

some items were omitted, others were added and many were reworded.   

 

The questionnaire was considered as a series of screening measures that would provide an initial 

indication of the presence and severity of psychological symptomatology and associated well 

being factors.  All of the measures were necessarily restricted to self report due to the intended 

wide scale administration of the questionnaire across the Kimberley region. It was 

acknowledged by the research team and the focus groups that we were asking a lot from the 

participants, not only in terms of their time (and concentration) and opinions, but also of their 

inner world. The decision to assess all thirteen variables of psychopathology and well being 

arose out of lengthy discussion and weighing up of the relative burden to the participants, the 
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safeguards that we could provide, and the gains in understanding that could be made by asking 

such a large number of questions and making connections between all of the constructs to be 

measured. This saw the inclusion of measures that presented an ‘ease of administration, 

economy of time, unidimensionality and face validity’ (Robinson, 2000, p13).  All of which 

were important criteria to the research team and the Kimberley based Aboriginal focus groups to 

create a culturally appropriate approach that minimised participant burden and provided 

safeguards, while yielding highly useful information.  

 

Clinician administered interview schedules were not able to be employed for the 

psychopathology variables due to local resource constraints.  Clinicians are scarce on the ground 

in the Kimberley, with the only government run mental health service at the time retaining one 

psychiatrist who was responsible for the entire Kimberley region.  Financial constraints also 

meant that it was not possible to temporarily relocate and employ a clinician for the research 

testing period.  Thus, in the absence of a clinician administered interview protocol, measures 

that were self report based and offered diagnostic estimates of psychological disorder (in line 

with the DSM-IV-TR) were preferred.  These measures provided diagnostic reporting 

capabilities amongst the adolescent population to be sampled without requiring interview.   

 

Sourcing copies of measures to be considered for inclusion in the questionnaire was also limited 

by access and financial constraints.  Whilst in situ in the remote Kimberley location, many 

measures were not readily accessible (in early 2001 there were few online academic references) 

and those that were available through publishing companies were potentially expensive to 

obtain for review or for wide scale screening.   

 

The Kimberley Aboriginal focus groups comprised senior Aboriginal health workers, interested 

staff of the Kimberley Aboriginal Medical Services Council (many with adolescent children), 

community members, young adults and adolescents.  Participation in the focus groups was 

voluntary.  However, the high rate of suicide in the Kimberley region meant that many people 

were drawn to the discussions having been directly or indirectly affected by youth suicide.  I 

presented a variety of measures to the focus groups, and over several sessions the measures to 

be used were selected, and item changes were discussed and made.  Members of the focus 

groups were particularly concerned with items that inquired into emotionally delicate areas.  

The need to ask these questions, and the most sensitive manner in which to do so was actively 

discussed.  There was a general consensus that the sensitive items were necessary to acquire a 

true understanding of the Aboriginal adolescents’ experience, but that they should be asked in 

the most straightforward and non-invasive manner possible, with sufficient support provided for 

those that may be distressed by the research process.   
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As the research design also included adult Aboriginal participants, measures that were also 

appropriate for a more mature sample were considered.  Overall, the focus groups felt that the 

application of the measures developed principally for the adolescents were also acceptable for 

administration with the adults.  This was in acknowledgement of the likelihood that the literacy 

skills of some of the adults would possibly be poorer than those of the adolescents, and that in 

general, fewer, direct questions were preferred.  Consequently, with the exception of only a few 

items that were reworded to be appropriate for an adult audience (eg references to attending 

school were changed to work or home), an adult version of the questionnaire was developed that 

was essentially a replication of the adolescent version.   

 

Following the focus groups, the wording of the items was simplified and rendered in common 

Kimberley youth expressions by the Research Assistants.  Their input was essential and the 

resulting items were easily recognised and quickly responded to by both the Aboriginal and 

non-Aboriginal adolescents during the project. Considerable thought was also put into the 

ordering of the measures in the questionnaire battery, and through consultation between the 

research team and the focus group, it was decided to present several of the well being measures 

first, then introduce the weightier symptom checklists as interspersed by more of the lighter well 

being measures, before finishing with the most sensitive trauma related measures.   

 

An important part of the design was the development of a suitable abstract response scale.  A 

series of ‘bullseyes’ of increasing visual strength that provided a visual prompt in addition to the 

verbal scale was decided upon.  A similar approach had been used in the region by Hunter 

(1993), who reported that the abstract response scale utilised in his research was ‘understood 

and responded to with alacrity’ (p.18).  The abstract response scale was designed by Brendan 

Cox to be meaningful to the Aboriginal adolescent population to be sampled.  At the time of the 

project Brendan was a young Kimberley Aboriginal man working as a Health Promotion Officer 

with KAMSC, and was heavily involved in the development stages of the research.  The final 

draft of the questionnaire, comprising basic identification and demographic information, and all 

of the adapted measures were then passed on to Kylie Cook, the Graphic Designer with the 

KAMSC Health Promotions Unit.  Kylie designed an appealing youth oriented booklet format 

for the questionnaire.        

 

The booklet was then piloted in house with the adolescent children of KAMSC staff members, 

whose participation was voluntary and was rewarded with a voucher for a popular local food 

outlet.  This was followed by external piloting in the remote community of Bidyadanga, south 

of Broome, as previously discussed.  Minor changes to the wording of several items was 

suggested, and one section was entirely reworked on the recommendation of the senior 

Aboriginal women in the remote community pilot (see p.118).  The pilot study was followed by 
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the printing and binding of several hundred copies of the questionnaire booklet for use across 

the Kimberley region.  An example of sections of the questionnaire as administered to the 

participants in booklet format is presented in Appendix 3 for further reference (see p.368).   The 

following subsections provide specific detail on the adaptations made to the measures 

comprising the questionnaire.   

 

Direct & Secondary Lifetime Trauma Exposure Measures 

 

To measure lifetime exposure to traumatic events a 25 item measure was developed.  Trauma 

indices were selected that reflected Kimberley Aboriginal adolescents’ possible range of trauma 

exposure.  These were drawn directly from the findings of the Choose Life Report (KAMSC, 

1999), in which Kimberley Aboriginal youth reported the following as significant problems; 

suicide, family violence, child abuse, sexual abuse, accidents, mob fighting, criminal activities, 

drink driving and bullying.   

 

Although localised to the Kimberley region, these indices were comparable to those reported in 

international research on adolescent exposure to trauma (see Appendix 4, p.374).  Several of the 

trauma indices also had the potential to satisfy the Criterion A of a DSM-IV-TR diagnosis for 

PTSD.  All were endorsed by focus group members as covering the range of common trauma 

exposure Kimberley Aboriginal adolescents may experience.  

 

The 9 trauma indices were defined as follows; suicide (completed or attempted), child abuse 

(familial or non-familial; threatened or actual violence), sexual abuse (sexual touching or sexual 

abuse), accident (serious), community violence, criminal activities (stealing, vandalising, drug 

deals), drink driving and bullying.  Suicide was further delineated as ‘familial’, ‘someone close’ 

or ‘self’ (where appropriate).  This was due to the high rate of suicide in the region and the 

increased likelihood of Kimberley Aboriginal adolescents’ exposure to suicide through the 

interconnectedness of Aboriginal family (Hillman, Silburn, Zubrick & Nguyen, 2000; Hunter, 

1988a).  Sexual abuse was also expanded to include sexual touching that made the person ‘feel 

bad’, on the recommendation of the focus group that Aboriginal adolescents may not know the 

term sexual abuse.   

 

Community violence focussed exclusively on the adolescents’ exposure to groups of people 

fighting.  The term ‘mob fighting’ is a localised expression for ‘gang fighting’.  The term is 

commonly used in the Kimberley, particularly amongst Aboriginal youth who may identify 

strongly with family conflicts, rivalling communities or other divided subsets of youth (eg rival 

peer groups at school or youth centre).  As such the term is inclusive of both inter family and 



 102 

inter peer group conflict (as these are at times inextricably linked). The term is also collective, 

quite literally translated into ‘mobs’ of an unspecified number or origin of people fighting. 

 

The 9 trauma indices were then translated into a 26 item measure of trauma exposure (see Table 

8).  The development of the measure was guided by The Survey of Children’s Exposure to 

Community Violence (Richters & Saltzman, 1990; Richters & Martinez 1993).  This is an 

American tool that has been modified and localised in several other studies with various 

American adolescent samples, including; African American youth (Fitzpatrick & Boldizar, 

1993; Duckworth et al. 2000; Dempsey et al., 2000); Caucasian, African American and 

Hispanic juvenile justice offenders (Erwin et al., 2000); and Latino and African American 

young adults (Jaycox et al., 2003).  All of these studies reported that the adapted forms of the 

tool presented with sound reliability.  

 

Table 8. Composition of the 26 Item Trauma Exposure Measure 
 

Trauma Indices 
Direct Trauma Exposure 

(Self) 
Secondary Trauma Exposure 

(‘Someone close to you’) 
Self Directed Violence 

Suicide 
 
Item 1. Familial Completed 

 
Item 1.    Completed 

 Item 2.    Familial Attempted Item 2.    Attempted 

 Item 3.   Self Attempt  

Interpersonal Violence 

Child Abuse Item 4.    Familial Threat Violence Item 3.    Violent fighting in home 

 Item 5.    Familial Actual Violence Item 5.    Threat Violence 

 Item 8.    non-Familial Threat Violence Item 6.    Actual Violence 

 Item 9.    non-Familial Actual Violence  

Sexual Abuse Item 6.    ‘Touched in a sexual way’  

 Item 7.    Sexual Abuse Item 4.    Sexual abuse 

Community Violence Item 11.  Mob fighting Item 7.    Mob fighting 

Bullying Item 15.  Bulling Item 11.  Bullying 

Other 

Accidents  Item 10.  Accident  

Criminal Activities   Item 12.  Stealing & Vandalising Item 8.    Stealing & Vandalising 

 Item 10.  Drug deals Item 13.  Drug deals 

Drink Driving Item 14.  Drink driving (passenger) Item 9.    Drink driving 

Total 15 Items 11 Items 

 

 

The measure was constructed with two scales that examined the adolescents direct and 

secondary trauma exposure.  Fifteen items related to direct trauma exposure (DTE), for example 

‘Have you ever been in a real bad fight at home with your  family, where you were hurt’, or 

‘Have you ever been sexually abused?’.  This was followed by 11 items relating to secondary 

trauma exposure (STE), for example ‘Have you seen or heard of violent fighting in your home 

or other peoples homes’, or ‘Has anyone you are close to been sexually abused?’.  The wording 
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of item 6 on the DTE scale referring to sexual touching (‘Have you ever been touched in a 

sexual way that made you feel bad’) was adapted from Erwin et al. (2000).  These authors 

reported the inclusion of two items on sexual abuse in their study with Caucasian, African 

American and Hispanic juvenile justice offenders.  One of which was ‘Has someone ever 

touched you or kissed you in a way that made you feel uncomfortable’.  The 26 items of the 

DTE and STE scales are presented in Appendix 5 for further reference on the wording of the 

items and the operationalisation of the 9 trauma indices (see p.376).   

 

The DTE scale was prefaced with ‘These are questions about upsetting things that might have 

happened to you’ and the STE scale with ‘These are questions about upsetting things you might 

know of or have seen’.  Further to this, during the informed consent procedures prior to 

administration it was reinforced that the participants were to report honestly and truthfully on 

their real life experiences.  It is hoped that this may have prevented reporting on events seen in 

the media or on television etc (Dempsey et al., 2000; McGruder-Johnson & Davidson, 2000). 

 

A dichotomous rating scale accompanied each of the 25 items, with participants given the 

response options of ‘Yes’ or ‘No’.  An additional response option ‘Don’t want to say’ was 

included to respect the privacy of the participants and provide a safeguard against forced 

disclosure of sensitive information.  An example of the rating scale is presented in Appendix 3 

(see p.368).   

 

A ‘No’ response was scored as a 0, and a ‘Yes’ response as a 2.  Aggregate scores were derived 

by totalling the 15 items of the DTE, with a total possible score range of 0-30, and the 11 items 

of the STE with a total possible score range of 0-22.  The ‘Don’t want to say’ response was 

coded as a 1, but was not included in the total aggregate scores and was used only as a 

frequency count for descriptive analysis purposes.  Due to the intentional ambiguity of the 

‘Don’t want to say’ response option, inclusion in the aggregate total score was not possible as 

the chances of recording false positives was high. 

 

The dichotomous scale and aggregate total scores provided a quantifiable indication of the 

breadth of lifetime trauma exposure (Fitzpatrick & Boldizar, 1993).  Research precedents had 

indicated good support for the use of a dichotomous response scale for measuring trauma 

exposure with adolescent and adult populations, including; Danish school children (Elkit, 2001); 

African American women following non-fatal suicide attempts (Thompson & Kaslow, 2000); 

low-income African American youth (Fitzpatrick & Boldizar, 1993) and more recently with 

Kurdish school children from war zone regions (Punamaki et al., 2004); and Latino, African 

American and Caucasian young adults (Jaycox et al., 2003).  Alternate research precedents had 

utilised likert type response scales, with participants asked to report the frequency of exposure 
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to the traumatic event.  For example, using scales that range from ‘never’, ‘once or twice’, 

‘several times’ to ‘very often’ (Rosenthal & Wilson, 2003).  The focus group felt very strongly 

that although exposure to trauma was an important inquiry, the items should be kept as brief and 

non-invasive as possible to avoid potentially re-traumatising the adolescents.  The focus groups 

clearly stipulated that the frequency of trauma exposure should not be measured.   

 

Child Post Traumatic Stress Disorder Checklist-Kimberley Adapted 

 

To measure symptoms of post traumatic stress disorder, an adapted version of the Child Post 

Traumatic Stress Disorder Checklist (Amaya-Jackson, Newman & Lipschitz, 2000) was used.  

The Child PTSD Checklist asks participants to list up to three potentially traumatic events to 

satisfy Criterion A of a DSM-IV-TR PTSD diagnosis.  Participants are then asked to rate across 

28 items the degree to which Criterion B, C and D symptoms have been present for the last 

month.  This provides a total symptom severity score and a DSM-IV-TR diagnosis of PTSD by 

self report.   

 

In a study with Caucasian, African American and Hispanic male adolescent offenders in a high 

security juvenile treatment facility, Erwin et al. (2000) found excellent agreement between all 

28 items of the Child PTSD Checklist.  The Checklist was drawn by the authors from an 

unpublished manuscript (Amaya-Jackson, McCarthy, Newman and Cherney, 1995 in Erwin et 

al., 2000).  At the time of developing research measures for the current research, no other 

research reporting the utilisation or validation of this measure was able to be sourced.  However, 

in 2002 Donnelly and Amaya-Jackson reported the Checklist to be ‘a child-friendly measure 

with sound psychometric properties that can provide a  formal diagnosis of PTSD’ (p.161).   

 

A full list of PTSD measures commonly used over the last 10 years in research with civilian 

adolescent and adult populations is presented in Appendix 6 (see p.377).  Such precedents 

report the administration of either self report screening measures, and / or clinical interview 

schedules, all in line with relevant editions of the DSM.  The Clinician Administered PTSD 

Scale (Nader, Kriegler, Blake, Pynoos, Newman & Weather, 1996) and the Structured Clinical 

Interview for Diagnosis (Spitzer, Williams, Gibbon & First, 1990) were both consulted to 

compare between the interview schedules and items of the Child PTSD Checklist.  On 

comparison the Child PTSD Checklist appeared to correspond well to the DSM-IV-TR 

diagnostic criteria for PTSD.  A comparison between the adapted version of the Child PTSD 

Checklist used in the current research, the DSM-IV-TR diagnostic criteria for PTSD, and 

another widely used adult self report measure (the PTSD Checklist for Civilians by Weathers, 

Huska & Keane, 1991) is provided in Appendix 7 (see p.381).   
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Few changes to the wording of the Child PTSD Checklist were required, with the exception of 

the instructions which were simplified to the following (see Appendix 7, p.381 for the original); 

 

‘These are questions about how you felt after something upsetting had happened.  Can you tell us which things 
happened to you that were the most upsetting, scary or frightening? 
1…………………………………………………….  
2…………………………………………………… 
3…………………………………………………. . .  
Now we want to know how these made you feel.  How much of the time have you felt the kind of feelings we ask in 
each question over the past month. ’ 
 

 

To avoid replication, three of the Child PTSD Checklist items were drawn from other measures 

in questionnaire.  In the first two instances, item 20 ‘Do you get angry or upset at people for no 

reason?’ and item 21 ‘Do you ever get so angry at people you hit or hurt someone?’ were 

drawn from the anger measure (see p.119).  The wording of the items was identical to those in 

the original version of the Child PTSD Checklist.  Placement in the anger measure was however 

two sections, or some 25 items prior to the Child PTSD Checklist section.  Furthermore, in the 

anger measure the participants were not asked to focus on any specific event, rather were told 

that ‘these are questions about how you may have been feeling in the last month’.  

Consequently, the adolescents’ responses to these items were not directed towards their most 

‘upsetting, scary or frightening’ event as in the adapted Child PTSD Checklist, but were 

generalised expressions of anger severity and frequency.   

 

Item 15 of the Child PTSD Checklist ‘Do you have trouble falling asleep or staying asleep?’ 

was drawn from item 16 of the adapted version of the Beck Depression Inventory (BDI, see 

p.110).  The BDI asks participants to select from four options of increasing symptom severity, 

which in relation to sleep were as follows; ‘I sleep as well as ever’; ‘I don’t sleep as well as I 

used to’; ‘I have trouble going to sleep’; ‘I wake up all the time and can’t ever get back to 

sleep’.  In terms of placement, the adapted version of the BDI was the first measure in the 

questionnaire, some eleven sections prior to the adapted Child PTSD Checklist, the last measure 

in the questionnaire.  Furthermore, responses on the BDI were directed towards ‘how you have 

been feeling in the last week’, and again were not focussed on listed trauma/s and did not cover 

the same breadth of period as the adapted Child PTSD Checklist. 

 

The extraction of the three items from the anger and the depression measures resulted in a 

change in the numbering of the adapted Child PTSD Checklist items (items 1 to 25).  In 

addition, in an attempt to measure the chronology of the symptoms experienced by the 

adolescents three items that inquired into the onset, duration and intensity of the PTSD 

symptoms were added at the end of the Checklist (items 26 to 28, see Appendix 7, p.381).   
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An abstract rating scale that indicated increasing strength of agreement with the 25 original 

Child PTSD Checklist items was employed, as accompanied by the verbal response scale 

options ranging from ‘Not at all’ to ‘Sometimes’ to ‘Most of the time’, to ‘All of the time’.  Each 

of these options were scored from 0 to 3.  The two anger items utilised the same style of abstract 

rating scale, however, the options ranged from ‘Not at all’ to ‘A little bit’ to ‘A lot’ to ‘Big Mob’ 

to ‘Biggest Mobs’, and were scored accordingly from 0 to 4.  For the purpose of inclusion in the 

adapted version of the Child PTSD Checklist, the response scale for the two anger items was 

translated as follows; 0=0, 1=1, 2=2, 3=3, 4=3.  The item relating to sleep difficulties was 

scored according to the BDI protocol from 0 to 3, which corresponded with the 4 point abstract 

response scale of the adapted Child PTSD Checklist.  

 

Overall, the total possible score range for the adapted version of the Child PTSD Checklist was 

from 0 to 84, with each of the 28 symptom items having a maximum score of 3.  The total Child 

PTSD Checklist scores indicated the frequency and overall severity of PTSD symptoms.  The 

three additional items relating to the chronology of the symptoms were not included in the total 

score.   

 

In order to qualify for a DSM-IV-TR diagnosis of PTSD each of the diagnostic criteria must be 

met according to scoring protocol.  The DSM-IV-TR states that for a PTSD diagnosis there 

must be the presence of one Criterion B symptom (Recurrence – Re-experience), three Criterion 

C symptoms (Avoidance – Numbing) and two Criterion D symptoms (Physiological Arousal – 

Hypervigilance).  The 28 items of the Child PTSD Checklist all correspond with the DSM-IV-

TR PTSD diagnostic criterions.  As such, Criteria B was measured across 10 items (4, 5, 1, 10, 

11, 2, 3, 6, 23 and 14), Criteria C across another 10 items (7, 13, 25, 8, 9, 20, 22, 12, 21 and 19) 

and Criterion D across 8 items (15, 16, 17,18 and 24, Beck Depression Inventory item 16, 

Anger item 2, Anger item 5).  A score of 2 or more on the response scale (ie ‘Most of the time’ 

or ‘All of the time’) was considered an appropriate threshold for possible clinical levels of 

symptom severity (see Erwin et al., 2000).  The participants’ responses were hand scored, with 

those who recorded scores greater than 2 or more on one Criterion B symptom, three Criterion 

C items, and two Criterion D items judged as meeting the DSM-IV-TR diagnostic criteria.  

Those who did not meet the criteria due to insufficient threshold item scores, or an absence of 

Criterion B, C, or D symptoms were recorded in the data along a continuum of subclinical type 

categories.   

 

As discussed in Chapter Three (see p.54), to meet the DSM-IV-TR diagnostic criteria for PTSD, 

Criterion A relating to exposure to a qualifying trauma must be observed.  In certain populations 

where trauma exposure is presumed, Criterion A is also assumed to have been satisfied.  This 

was the case, for example with a sample of family physicians practising in Bosnia Herzegovina 
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during conflict (Hodgetts, Broers, Godwin, Bowering & Hasanovic, 2003), and another drawn 

from admissions to a trauma facility due to physical injury from community violence (Jaycox et 

a., 2003).  Measures such as the PTSD Checklist – Civilian Version (PLC-C, Weathers et al., 

1991) are favoured for use with these populations as they do not require the listing of Criterion 

A type traumatic experiences, which circumvents the possible re-traumatisation of the 

participant.  The adolescents in the current sample were similarly assumed to have experienced 

moderate to high levels of trauma exposure, as informed by Aboriginal adolescents responses in 

the 1999 Choose Life Report (KAMSC).  To constrict the PTSD diagnosis to only those that met 

the existing DSM-IV-TR description of Criterion A would have limited the exploration of 

trauma and trauma symptomatology amongst this sample.  The qualitative stem items at the 

beginning of the adapted Child PTSD Checklist were therefore included to supplement the 

quantitative information given in the trauma exposure measures, and to paint a wider subjective 

picture of what the Aboriginal adolescents in the current sample considered to be their most 

traumatic experiences.  The stem items were not included for the strict purpose of making 

clinical assessment or estimates of diagnostic threshold.  However, the traumatic experiences 

reported by the participants that formed the PTSD diagnostic group (by meeting clinical 

thresholds for Criterion B, C and D) are examined in Chapter Five (see p.169), where they are 

also compared to the quantitative indicators of trauma exposure reported on in the direct and 

indirect trauma exposure measures.   

 

In acknowledgment of the series of adaptations made to Child PTSD Checklist, the measure is 

henceforth referred to as the Child PTSD Checklist-Kimberley Adapted (CPC-KA).  

 

Suicidal Ideation Questionnaire-Junior-Kimberley Adapted 

 

The suicidal ideation items were adapted from Reynolds 1988 edition of the Suicidal Ideation 

Questionnaire – Junior (SIQ-Jr), which contained 15 items relating to suicidal ideation.  The 

SIQ-Jr was reported to be a robust measure of suicidal ideation with American adolescents 

(Reynolds, 1988) and had been validated for further use with African American adolescents 

(Reynolds & Mazza, 1999).  A study by Keane et al. (1996) had also reported the SIQ-Jr to be 

an effective screen for suicide risk in a school based sample of American Indian adolescents.  

This suggested possible extrapolation of the SIQ-Jr to the Kimberley Aboriginal adolescent 

population.  The Westerman Aboriginal Symptom Checklist – Adolescent’ (WASC-Y, 

Westerman, 2002) was considered by the focus groups, but was not felt to be appropriate.  The 

SIQ-Jr was selected because the items were direct and unequivocal in their inquiry into suicidal 

ideation, there appeared to be a good balance between the number of questions asked and the 

yield of relevant information, and the measure had been validated and utilised in other culturally 

diverse adolescent samples.   
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The SIQ-Jr was developed by Reynolds (1988) for use with young adolescents (12-15 years) 

and is a shortened version of the 30 item Suicidal Ideation Questionnaire (SIQ).  As a brief 

screen for suicidal ideation, the SIQ-Jr was purported by Reynolds (1988) to accommodate for 

lower literacy levels, whilst still maintaining the integrity and critical items of the original SIQ 

measure.   

 

Of the 15 SIQ-Jr items, item 8 ‘I thought about writing a will’ was not considered to be locally 

relevant.  The focus groups contended that few Aboriginal people in the Kimberley have 

sufficient possessions to warrant writing a will, and that this practise was uncommon.  Hence, 

this item was omitted.   

 

Substance use had been previously observed to have a frequent co-morbidity with completed 

suicides by Aboriginal youth in the Kimberley region and in Western Australia (Hunter, 1988a; 

Hillman et al., 2000; KAMSC, 1999).  The focus groups felt strongly that an item should be 

included that examined the interaction of substance use and suicidal thoughts or behaviours.  

This item was developed, becoming item 15 that read ‘Have you ever had any of these thoughts 

when you were stung up, horrors or bunged up?’.  The terms ‘stung up’, ‘horrors’ and ‘bunged 

up’ are common Kimberley Aboriginal adolescent and adult expressions for excessive alcohol 

and drug misuse.  Item 15 was not considered in the total cumulative score for suicidal ideation, 

and was examined separately in analysis.   

 

A further two open response items were added to elicit qualitative information on the contextual 

basis for suicidal thoughts and behaviours amongst Kimberley Aboriginal adolescents.  These 

were presented following the 15 SIQ-Jr item and inquired in an open response format ‘When 

have you had these thoughts?’, and ‘What has made you have these thoughts?’.  The adapted 

SIQ-Jr items are tabled in Appendix 8 alongside those of Reynolds (1988) original version for 

further comparison (see p.386).    

 

Reynolds (1988) reported that several of the SIQ-Jr items had been identified as critical in 

assessing the ‘potency for serious self-destructive behaviour’ (p.11) as they related to direct 

thoughts and plans of suicide.  These critical items included item 2 ‘I thought about killing 

myself’, item 3 ‘I thought about how I would kill myself’, item 4 ‘I thought about when I would 

kill myself’, item 7 ‘I thought about what to write in a suicide note’, item 8 (omitted as 

described above), and item 9 ‘I thought about telling people I plan to kill myself’.  These items 

largely constitute a brief suicide risk assessment, and with the exception of item 8 were 

considered as such in the statistical analysis.  
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The abstract response scale used in the other psychopathology measures was also used with the 

15 adapted SIQ-Jr items.  The four point response scale was scored from 0 to 3.  The SIQ-JR is 

a cumulative measure and the total scores indicate the frequency and overall severity of suicidal 

thoughts.  When the scores on all 14 items were aggregated the total score ranged from 0-42.   

 

Reynolds’ (1988) version of the SIQ-Jr utilised a rating scale from 0-6, with a total possible 

score ranging from 0-90.  Seven rating options were presented that increased in frequency of 

thought across time, from ‘I never had this thought’, to ‘I had this thought before but not in the 

past month’, to ‘About once a month’, to ‘Couple of times a month’ to ‘About once a week’ to 

‘Couple of times a week’ and finally to ‘Almost every day’.  Reynolds’ (1988) rating scale 

required differentiation between time periods and a standard of literacy sufficient to distinguish 

the nuances between the rating scale options.  On review, the focus group felt that this rating 

scale was unnecessarily complicated for the target audience.  Hence, the rating scale used in the 

other psychopathology measures was decided to be appropriate, as this represented a simplified 

version of Reynolds original rating scale with the constraints of period (month, week, day, etc) 

removed and the language kept brief.  Further, the 15 SIQ-Jr items were prefaced by the 

question ‘Have you ever had any of these thoughts in the last month’, which served to focus the 

participants’ responses on current experiences of suicidal ideation and to prevent the reporting 

of lifetime prevalence.        

 

Reynolds’ (1988) specified that 13 of the 15 SIQ-Jr items must be answered for the participants 

total score to be calculated.  In the present research this lead to the inclusion of an additional 

seven adolescents (5 Aboriginal and 2 non-Aboriginal) that had failed to answer no more than 

two of the 14 items on the SIQ-Jr.  The total scores for these participants were prorated, using 

the formulae as recommended by Reynolds (SIQ-Jr score x 14 items / number of items 

completed) to provide a ‘rough estimate of the total SIQ-Jr score’ (p11. Reynolds, 1988).  

 

In the standardisation sample Reynolds (1988), found the reliability of the SIQ-Jr to be very 

high, with Cronbach’s coefficient alpha at 0.94 with the predominantly Caucasian American 

adolescent population.  The further validation study by Reynolds and Mazza (1999) with inner 

city African American and Hispanic American adolescents yielded a comparatively high 

reliability co-efficient.  Several other studies of culturally diverse populations including Native 

American Indian and Latino American adolescents had routinely found the reliability of the 

SIQ-Jr to be high (Keane et al., 1996; Hovey, 1996; Watkins & Gutierrez 2003; Mazza & 

Reynolds 1999).  Overall, implying a homogeneity amongst items in the measurement of 

suicidal ideation that is not potentially culturally bound.   
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The SIQ-Jr provides for the allocation to clinical groups when adolescents record potentially 

clinically significant levels of suicidal ideation.  Reynolds (1988) recommended that a cut-off 

score of 31 be used to determine those with meaningful clinical levels of suicidal ideation.  This 

cut-off score had been effectively utilised in several other studies of culturally diverse school 

based and clinical samples as an indication of significant psychopathology and suicide risk 

(Reynolds & Mazza 1999; Mazza & Reynolds, 1999; Mazza, 2000; Hovey, 1996; Keane et al, 

1996; Hovey & King 1996).  The study by Keane et al. (1996) is of particular relevance as it 

was concluded that the SIQ-Jr was an effective screen for suicide risk with a school based 

American Indian adolescent sample, with the cut off score of 31 indicating sufficient sensitivity 

and predictive validity in identifying adolescents who later attempted suicide.  As discussed, the 

rating scale utilised in the present research differed from that used by Reynolds’ in the 1988 

standardisation sample, and all other subsequent studies utilising the SIQ-Jr.  To be able to 

establish clinical groups in the Kimberley sample, the participants total SIQ-Jr scores were 

scaled up to the equivalent of Reynolds’ 0-90 possible total score range.  This total value was 

then used to determine clinical group allocation, although the participants’ raw total score was 

maintained for all other analyses. 

 

In acknowledgment of the series of adaptations made to Reynolds (1988) SIQ-Jr, the measure is 

henceforth referred to as the SIQ-Jr-Adapted (SIQ-Jr-KA).   

 

Beck Depression Inventory-Kimberley Adapted 

 

The depression items were adapted from the Beck Depression Inventory (BDI, Beck, Ward, 

Mendelson, Mock & Erbaugh, 1961).   The 21 items of the BDI each comprise 4 statements of 

incremental symptom severity.  For example item 1 presents the following response option 

statements of ‘I do not feel sad’, ‘I feel sad’, ‘I am sad all the time and I can’t snap out of it’, 

and ‘I am so sad or unhappy that I can’t stand it’.  The 21 items of the BDI items represent 

symptom features of the depressive syndrome as observed by Beck et al in clinical practise over 

the 1960’s.  These include; mood / sadness, pessimism, sense of failure, lack of satisfaction, 

guilty feelings, sense of punishment, self-dislike, self-accusations, suicidal wishes, crying, 

irritability, social withdrawal, indecisiveness, distortion of body image, work inhibition, sleep 

disturbance, fatigability, loss of appetite, weight loss, somatic preoccupation and loss of libido.  

In the current research, the BDI was used primarily as a screening device for the severity of 

depressive symptoms amongst the Kimberley sample, with the potential to examine symptom 

clusters amongst the adolescents and make limited inferences to DSM-IV-TR criteria for mood 

disorders.  A comparison of the 21 BDI depressive syndrome items and the DSM-IV-TR criteria 

for Major Depressive Disorder and Dysthymic Disorder is presented in Appendix 9 (see p.387). 
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The BDI remains the most widely used self report measure of depressive symptoms (Kendall, 

Hollon, Beck, Hammen & Ingram, 1987).  The original (1961) version is still utilised in 

contemporary studies with adults and adolescents (Bennet et al., 2005; Ongen, 2006), though 

there have been several revisions (Beck, Steer & Brown, 1996) and the development of a 

version for children and adolescents aged 7-14 years (Child Beck Depression Inventory).  All of 

the revised versions have retained the original measure’s symptom indices and items, with only 

minor changes made in wording to reflect contemporary language and permit alignment with 

the DSM diagnostic criteria for mood disorders (Beck et al., 1996).  

 

Cross cultural research projects have been made possible due to the availability of several 

validated translations of the BDI.  The study by Affonso, De, Horowitz and Mayberry (2000) is 

a good example, as an examination of post partum depression symptoms amongst young women 

in Sweden, Australia, Italy, Finland, America, India, Taiwan, Guyana and Korea.  This study 

utilised validated translated versions of the BDI (amongst others specific to post partum 

depression) at each location.  These authors contended that the BDI was a reliable and valid 

measure for use with geographically and socio-economically diverse non-English speaking 

populations.   

 

The literature also provides good support for the use of the BDI with adolescents (Teri, 1982) 

and those of culturally diverse backgrounds.  The measure has been utilised (translated and 

validated where appropriate) with adolescent clinical samples in Israel (Fennig, Geva, Zalsman, 

Weizman, Fennig & Apter, 2005), Switzerland (Chinet et al., 2006), Japan (Matsumoto, 

Yamaguchi, Chiba, Asami, Iseki & Hirayasu 2005) and America (Bennet et al., 2005; Solomon, 

Ruscio, Seeley & Lewinsohn, 2006), and with student samples in Turkey (Toros et al., 2004; 

Ongen, 2006; GencÖz & Or, 2006) and Brazil (Gorenstein et al., 2005).   

 

Within the Australian context, studies that have employed the BDI with undergraduate samples 

(Lovibond & Lovibond 1995) and adults (Murray, 2004; Affonso et al., 2000) have suggested 

the utility of the measure with young adult Australian samples.  However, I was not able to 

identify many published Australian studies that have employed the measure with adolescents, or 

those from culturally distinct or marginalised backgrounds.  A study by Miner (1991) was the 

one exception, in which the BDI was administered as part of a questionnaire  to homeless youth 

in Sydney.  Unfortunately the author did not report reliability statistics, or give an indication of 

the ethnicity distribution of the sample.  I had, however, previously utilised the BDI in 

undergraduate research with adolescent samples and had found the measure to offer sound 

reliability.  This included a student sample from a low socioeconomic Melbourne suburb (n=54, 

Ralph, 1997), and a clinical sample of patients at a private hospital and with matched controls of 

student adolescents in a middle class Melbourne suburb (n=40, Ralph, 1998).  The composition 
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of the samples was typically Caucasian Australian.  The reliability of the BDI was found to be 

high with both these samples (Cronbach’s coefficient alpha at 0.89 in both 1997 and 1998).   

 

The lack of literature reporting the use of the BDI with Australian adolescents may be due to the 

alternate use of the Reynolds Adolescent Depression Scale (1987) and the Youth Self Report by 

Achenbach and Edelbrock (1991).  Both of these measures are popular in the Australian context, 

most notably the Western Australian Aboriginal Child Health Survey (Zubrick et al., 2005) 

employed the Youth Self Report.  Both of these measures were considered for inclusion in the 

current research, as was the Hamilton Depression Scale which had previously been adapted for 

research with Aboriginal adults in the Kimberley region (Hunter, 1993).   

 

The BDI was selected in preference to the Reynolds Adolescent Depression Scale as it 

complimented another component of the questionnaire - the Beck Hopelessness Scale, for which 

there were few alternative measures.  This was an ‘either / or’ situation as the Reynolds Suicidal 

Ideation Questionnaire was also a component of the questionnaire.  Some thought was given to 

the inclusion of the Youth Self Report, as the measures internalising / externalising dichotomy 

of psychopathology may have been usefully applied to the Kimberley Aboriginal adolescents 

sample.  However, this was not strictly in line with the focus of the current research, and thus 

the measure was not utilised.  Details of adaptations made to the Hamilton Depression Scale 

were also obtained from Hunter (1993, personal communication, 2000).  But was again ruled 

out as the focus group felt that the items of the BDI were more relevant to the adolescent 

population to be sampled.  Hence, the BDI was selected as a widely used measure of depressive 

symptoms that had been validated with a diverse range of adolescent samples, offered sound 

face validity and presented no issues with access.  

 

To minimise the potential for adolescents with poor literacy skills to be excluded or frustrated 

by the measures reliance on the statement based response format, it was essential to simplify the 

wording of the items, and where possible use locally recognised terms.  All of the items were 

critically reviewed by the focus groups and simplified.  Changes were made to the response 

statements of 17 items, for example ‘I am not particularly discouraged about the future’ 

became ‘I am not worried about the future’, and ‘My appetite is no worse than usual’ became ‘I 

like my food as much as ever’.  Only items 1, 7 and 11 were retained in their original format. 

One of the items was omitted; item 21 which related to the loss of libidinal interest as it was 

thought this may not be appropriate for the predominantly young adolescent population.  

Another item was added in relation to dieting, as there was concern amongst the focus group 

that the weight loss measured by item 19 of the original BDI may be due to purposeful dieting, 

rather than depressive symptomatology.  This was assessed with a simple ‘Yes / No’ response 

format to the statement ‘I am on a diet’, and became item 19.  This meant that items 19 and 20 
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of the original BDI became items 20 and 21 in the adapted Kimberley version.  The adaptations 

made of the 20 original BDI items are tabled in Appendix 9 for further reference (see p.387).    

 

A simple introduction was given to the 21 items, as follows; ‘These are questions about how 

you have been feeling in the last week’.  This was a simplified version of the introduction given 

with the original version of BDI, but the time frame for symptom recall remained the same.  

Each of the BDI item statements are scored from 0 to 3, with 0 representing an absence of the 

symptom and a score from 1 to 3 the presence and increasing severity of the symptom.  To 

provide visual cues, the abstract response scale ‘bullseyes’ were aligned horizontally alongside 

each set of 4 item statements.  This visually reinforced the increments in symptom severity and 

assisted to guide participant agreement with the item.  A total cumulative score was calculated 

to reflect the overall severity of the depressive syndrome.  On the original BDI the total score 

ranged from 0-63 (Beck, Steer & Garbin, 1988).  In the Kimberley adaptation, the total score 

range was from 0-60, due to the omission of item 21.  The ‘Yes / No’ response option included 

with item 19 was not scored, and as it was seldom reported on, the adolescents responses were 

omitted.      

 

Cut off scores for the determination of clinically significant depressive symptom groups were 

recommended by Beck et al (1988) for clinical populations.  Concurrently an article by Kendall 

et al. in 1987 (published while the Beck et al., 1988 25 year review of the BDI was in print), 

recommended an alternative cut of scoring protocols for non clinical populations that were in 

line with the DSM-III.  A comparison of both is provided below in Table 9.   

 

The cut of scores recommended by Kendall et al. (1987) have been widely used in research with 

non-clinical adult and adolescent populations (Murray, 2004; Gorenstein et al., 2005) and were 

utilised in the current research.   

 

Table 9.  Cut Off Scores Recommended for the BDI 
 

Beck, Steer & Garbin (1988) Kendall, et al. (1987) 

None to minimal   <10 Non depressive  <15 

Mild to moderate  10-18 Dysphoria   16-20 

Moderate to severe  19-29 Clinically depressive  20- 63 

Severe  30-63   

 

 

In acknowledgment of the series of adaptations made to original BDI (Beck et al., 1961), the 

measure is henceforth referred to as the BDI-Kimberley Adapted (BDI-KA).   
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Measuring Generalised Anxiety 

 

A measure of generalised anxiety was derived from the Structured Clinical Interview for DSM-

III-R (Spitzer et al., 1990).  The measure, as modified for self report, assessed the presence and 

frequency of anxiety symptoms across 26 items (5 of these drawn from the CPC-KA and the 

BDI-KA), as experienced over the last six months.  The same abstract response scale as used 

with all the other psychopathology measures was employed.  In addition two of the items were 

qualitative and used an open ended response option, and three of the items gave the response 

options of ‘Yes’ ‘No’ or ‘Unsure’.  A total cumulative score of symptom severity was calculated 

by aggregating responses to 15 of the symptom items.  To explore possible satisfaction of the 

DSM-III-R diagnostic criteria for a generalised anxiety disorder by self report, responses on all 

items were able to be assessed.   

 

On retrospective review of adapted anxiety measure (2005- 2006), it was decided that the 

measure should be exempt from analysis, and the variable dismissed.  Few of the research 

precedents reviewed for this thesis have included measurements for both anxiety and PTSD 

(other than in clinician administered interview protocol).  The adapted anxiety measure 

presented interdependence with both the BDI-KA and the Child PTSD Checklist-KA measures, 

due to the common issue of comorbidity and the number of shared items between the measures.  

Furthermore, the items may have been perceived by participants to relate to physical health 

problems, for example item 8 ‘Do you often feel short of breath’ and item 12 ‘Do you often feel 

dizzy or faint’.  During administration of the SCID interview protocol, participants are prompted 

after every five questions to give answers in relation to periods when they have felt anxious or 

worried.  In the self report format, it was only reasonable to provide this prompt in the 

introductory statement.  On the basis of these methodological reasons, the measure of anxiety 

was dismissed, and is not discussed further.  

 

Alcohol & Drug Use Measures  

 

A measure of substance use was similarly derived from the Structured Clinical Interview for 

DSM-III-R (Spitzer et al., 1990).  Developed in parallel to the measure of anxiety, items relating 

to symptoms of alcohol and drug abuse and dependence were extracted from the SCID 

interview protocol and presented as two measures; one of alcohol misuse, and the other of drug 

misuse.  These items corresponded with the DSM-III-R (American Psychiatric Association, 

1990) diagnostic criteria for a Non-Psychoactive Substance Use Disorder and a Psychoactive 

Substance Use Disorder.    
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Ernest Hunter, who had conducted extensive social health research with Aboriginal people of 

the Kimberley region from the late 1980s provided some guidance, with the culmination of his 

work published most comprehensively in 1993.  Hunter assessed adult alcohol use (amongst 

many other variables) using an interview protocol.  He established a drinking typology 

(constant, intermittent, episodic), and measured the mean alcohol consumption over two 

identified 48 hour time periods.  Consumption was recorded in units of beverage type, which 

were translated into grams of alcohol units, summed and averaged to provide a gram-per-

drinking day value.  In addition, during interview protocol, participants were clinically assessed 

according to alcohol dependence criteria, and an alcohol use screening measure was 

administered (the CAGE questionnaire by Mayfield, McLeod & Hall, 1974).  The principles of 

Hunter’s (1993) research were applied when adapting the SCID substance use items for use 

with the Kimberley Aboriginal adolescents.  The first two items in the alcohol measure and the 

first item in the drug measure assessed the frequency of use and quantity.  These items are 

displayed in Table 10.   

 

Directly following these items in each measure was an item that inquired into previous lifetime 

abuse or dependency; ‘Was there ever a time in your life when you [ drank / used drugs] too 

much?’.  These first few questions were essentially screening items, gauging the frequency and 

quantity of current alcohol and drug use, whilst also permitting an indication of previous 

substance misuse. 

 

Table 10.  Substance Misuse Items 
 

Alcohol Use 

Item 1.  ‘How often do you drink alcohol’ Item 2.  ‘How much alcohol do you drink’ 

Drug Use 

Do you ever use any of these drugs, and how often? 

Item 1a ‘Valium’ Item 1d ‘Glue’ Item 1g ‘Cocaine, crack’ Item 1j ‘Petrol’ 

Item 1b ‘Gunja’ Item 1e ‘Heroin’ Item 1h ‘Acid, LSD’ Item 1k ‘Other…. ’ 

Item 1c ‘Speed’ Item 1f ‘Ecstasy, E’s’ Item 1i ‘Magic mushrooms’  

 

 

To prevent possible frustration amongst participants that did not use either alcohol or drugs, the 

screening items were followed with the instructions; ‘If you never use [alcohol / drugs], you 

don’t need to answer the rest of the questions.  Please wait for the group to move onto the next 

section’.  The alcohol measure then comprised a further 15 items, and the drug measure a 

further 20 items as drawn from the SCID manual for the assessment of DSM-III-R criteria for 

current alcohol abuse and dependency and current drug abuse and dependency.   

 

During preliminary analysis of the alcohol and drug use measures it was found that the 

adolescent participants had a high attrition rate following the instructions to skip the abuse and 
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dependence items.  Further, those who continued past this point reported inconsistently.  Some 

adolescents that had reported substance use in the first few items skipped the following abuse 

and dependence items, and those who did continue to report across the measures, frequently 

omitted responses to some items.  The high attrition rate made it difficult to derive comparable 

total substance use scores (the non-Aboriginal adolescents reported more consistently than the 

Aboriginal adolescents).  The total scores of substance misuse therefore only utilised the first 

two items of the alcohol measure and the first item of the drug measure as they were reasonably 

consistently answered.  The remaining abuse and dependency items were considered in 

preliminary assessments of substance abuse and dependency trends, but were not able to be 

meaningfully analysed any further.   

 

Item 1 of the alcohol measure, which assessed the frequency of alcohol use was scored from 0-5 

across a response scale of options ranging from ‘Not at all’, ‘Tried 1 time’, ‘1-2 times a month’, 

‘1-2 times a week’, ‘2-3 times a week’ to ‘everyday’.  For the purpose of analysis, and in view of 

the low response rate amongst the adolescents on the higher response options, the scale was 

later aggregated with likert type points 3 and 4 combined to ‘1-3 times a week’.  Item 2 of the 

alcohol measure that assessed the quantity of alcohol consumed utilised the abstract response 

scale, and ranged in scores from 0-4 across response options of ‘not at all’, ‘A little bit’, ‘A lot’, 

‘Big mob’, ‘Biggest mobs’.  A total score for the alcohol measure was calculated by summing 

the responses to both items, and ranged from 0 to 8.   

 

The first item of the drug measure asked participants to rate their use of 10 specified drugs 

(valium, gunja [marijuana], speed, glue, heroin, ecstasy ‘E’s’, cocaine and crack, acid and LSD, 

magic mushrooms, petrol) across the same response scale as used in item 1 of the alcohol 

measure, with a range of 0-5.  Space was provided for the participants to name an ‘other’ drug 

not specified on the preceding list.  A total score for drug use was calculated by summing the 

responses to each of the drugs listed (or nominated), and ranged from 0-55.  However, it should 

be noted that responses on this item largely pertained to use of gunja, speed, glue, ecstasy, 

petrol and the ‘other’ category, and hence the total range score did not reflect accurately the 

breadth of drug use. The substance use measures were henceforth referred to as the Alcohol Use 

Measure (AUM), and the Drug Use Measure (DUM).   

 

Coping Strategies 

 

The measure of the adolescents’ coping strategies was developed over two stages.  The first 

involved the adaptation of a quantitative measure of adolescent coping strategies, the 

Adolescent Coping Orientation for Problem Experiences (A-COPE, Patterson & McCubbin, 

1991).  The second stage was not planned, but arose from discussions with senior women of the 
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remote community where the questionnaire was piloted.  For continuity, the original adaptation 

made of the A-COPE will be discussed first, as these informed the theoretical constructs that 

were preserved in the second stage.  

 

Stage One: Adaptation of Quantitative Measures  

 

The A-COPE assesses coping strategies by presenting a list of 54 items that reflect the many 

diverse ways in which adolescents have been found to respond to adverse or stressful situations 

and events.  The 54 items are fairly innocuous, for example ‘I talk to my mother’, or ‘I watch 

T.V.’.  But these are used to assess the twelve coping strategies factors identified by Patterson 

and McCubbin (1991), which comprise; ventilating feelings (I), seeking diversions (II), 

developing self-reliance and optimism (III), developing social support (IV), solving family 

problems (V), avoiding problems (VI), seeking spiritual support (VII), investing in close friends 

(VIII), seeking professional support (IX), engaging in a demanding activity (X), being 

humorous (XI), relaxing (XII).   

 

The A-COPE has been reported to have sound reliability with non-clinical adolescent samples 

in several countries, including; African and Caucasian American students (Chapman & Mullis, 

2000), Puerto Rican students (Colomba, Saez-Santiago & Rossello, 1999), Swedish female 

students (Halvarsson, Lunner & Sjoden, 2001) and in a longitudinal study of Caucasian 

American middle class families utilising a local health organisation (McCubbin, Needle & 

Wilson, 1985). The A-COPE was originally designed by Patterson and McCubbin in 1983 to 

examine the impact of separation from the family on adolescents coping behaviour, and was 

found in the validation sample to offer adequate internal consistency and concurrent validity 

with adolescents’ self reported substance use.  Subsequent reviews and research applications 

have supported the concurrent and construct validity properties of the A-COPE (Hanson et al., 

1989 cited in Knapp, Stark, Kurkjian & Spirito, 1991).   

 

I had used the ACOPE measure previously in undergraduate research with non-Aboriginal 

clinical and non-clinical samples in Melbourne, and as such there were no issues with access.  

The simplicity of the A-COPE items and the flexibility to supplement with locally relevant 

coping strategies led to the measure’s endorsement by the focus group.  The focus groups 

wanted to represent the full range of localised strategies Kimberley Aboriginal adolescents may 

use.  This reflected not only the remoteness of the locations, but more importantly to the focus 

group, the adolescents’ continued access and utilisation of country, the strength of familial 

connectedness and the importance of senior community members / elders.   
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Three of the items were not considered relevant to Aboriginal adolescents in the Kimberley 

(Item 37 ‘Go to a movie’, item 18 ‘Say nice things “warm fuzzies” to others’, item 23 ‘Go to 

church’) and were omitted.  Of the 51 retained items, 27 had wording changes. These were 

generally simplifications through the use of common and easily recognised Kimberley terms.  

For example ‘Blame others for what is going wrong’ was simplified to ‘Blame others’, and 

‘Ride around in the car’ was amended to ‘Go for a cruise in the car, bike or foot falcon’.  Nine 

items were added to represent commonplace Kimberley activities that may be used as coping 

strategies by the Aboriginal adolescents, for example ‘Go fishing’, ‘Talk to a community elder’, 

or other commonly or familial observed adolescent responses to problems, for example ‘Get 

wild and want to hit something’, ‘Write in a diary’.   

 

In addition to this, 12 items from the Coping Strategy Indicator (CSI, Amirkhan, 1990) were 

also added to the Kimberley measure.  The CSI assesses across 15 items three constructs of 

coping strategies; problem solving, social support and avoidance.  The CSI items provided a 

more in depth assessment and it was thought that these items would compliment those of the A-

COPE and provide further information on the range of the adolescent’s coping strategies.  The 

adapted measure of Kimberley adolescent coping strategies comprised a total aggregate of 72 

items.  Appendix 10 contains a comparison of the of the original A-COPE and the CSI items 

with those adapted for use in the Kimberley (see p.388).          

 

To attenuate the adolescents focus on coping strategies (versus those activities commonly done 

for pleasure) the 72 items were preceded by the following prompt; ‘Please think of the biggest 

problem you have had lately. When you had this problem, or when you feel tense or stressed out 

how often do you…’.  The items were accompanied by the 5 point abstract response scale that 

ranged from ‘Never’, ‘Hardly Ever’, ‘Sometimes’, ‘Often’ to ‘Most of the time’, with scoring 

from 0 to 4.   

 

The range of the response scale was the same as that utilized by Patterson and McCubbin (1991) 

in the A-COPE.  However, the range of the abstract response scale varied from that of the CSI, 

in which Amirkhan (1990) employed a 3 point likert type response scale, ranging from; ‘A lot’, 

to ‘A little’, or ‘Not at all’.  To maintain homogeneity, the abstract response scale was modeled 

more closely on the A-COPE items as these comprised the majority of those developed.   

 

Of the 72 items, the 11 items that were negative in content (eg ‘get angry and yell at people’ 

and ‘smoke gunja’ [marijuana]) were reversed to allow for the calculation of unidirectional 

coping factors.  This included 5 items of Factor I ventilation of Feelings, 5 items of Factor VI 

avoiding problems, and 1 item of Factor XII relaxing.  A total score was derived by aggregating 

the responses to the 72 items.  Subscale scores were also calculated for the 12 identified A-
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COPE coping factors, and the 3 CSI coping strategy scales.  This resulted in a total range of 0 to 

288, and subscale scores for each of the coping strategy factors.  The adapted A-COPE measure 

was referred to henceforth as the A-COPE-Kimberley Adapted (A-COPE-KA).  

 

Stage Two: Development of Semi Structured Open Format Measure  

 

Following pilot testing with adolescents at the remote community school, a group of senior 

Aboriginal women (some of whom were employed at the school to teach language) reviewed 

the questionnaire.  Minor changes were recommended to other components of the questionnaire, 

whilst in relation to the coping strategies measure the women suggested an entire reworking of 

the format.  The women’s suggestions were ingenious, sensible and psychometrically sound and 

informed the second stage of development of the coping strategies measure.     

 

The coping strategies measure was reformatted into an open semi structured measure of coping 

strategies.  Participants were given a simplified prompt to narrow their focus to coping 

strategies, as follows; ‘What do you do when you have a problem?’.  Participants were then 

instructed to ‘Please list below and mark on the bullseye how much you do this’.  Space was 

provided for 10 qualitative responses, and alongside each blank space was the abstract response 

scale, as used in the adapted A-COPE and described above.   

 

The qualitative responses were later sorted into meaningful groups, as guided by the coping 

strategies factors identified by Patterson & McCubbin (1991) and the literature reviewed and 

presented earlier in Chapter Three (see p.61).  Several new factors emerged from the qualitative 

sorting and there were subtle changes in inflection to the existing coping strategy factors of the 

A-COPE and the CSI (discussed further in Chapter Six p.226 ).  The 17 derived factors were 

then organised into five categories to allow for a greater range of scores (as the adolescents only 

reported up to ten items; ‘problem focused’, ‘prosocial’, ‘emotion focussed’, ‘avoidant’ and 

‘isolating’.  The first three categories were considered to be broadly ‘adaptive’ coping 

strategies, and the last two, broadly ‘maladaptive’ coping strategies.  A total cumulative score 

for each category of coping was derived by totalling the scores given for each composite 

subscale factor.  The derived measure was henceforth referred to as the Coping Strategies 

Measure (CSM).   

 

Kimberley Brief Anger & Shame Scales  

 

The questionnaire in the current research included up to 13 distinct psychopathology and well 

being measures.  The affective constructs of anger and shame were possibly the least 

complicated variables of emotional wellbeing to be measured.  Without undermining the 
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importance of these variables, it was essential that succinct measures were employed, as the 

questionnaire was already large.  With this imperative, concise anger and shame scales were 

developed for the purposes of the present research.  The resultant Kimberley Brief Anger Scale 

(KBAS) comprised 6 items and the Kimberley Brief Shame Scale (KBSS) 3 items (see Table 

12).  

 

The development of the item content for the KBAS and the KBSS was guided by the work of 

Andrews, Brewin, Rose and Kirk (2000) who examined the moderating effects of shame and 

anger on PTSD symptomatology amongst adult victims of violent crime in the United Kingdom.  

Andrews et al. (2000) assessed the frequency and intensity of affect in a semi structured 

interview format.  Post violent crime anger and shame levels were gauged by six items relating 

to the event, to others and to self.  For example, ‘How angry do you currently feel with the 

perpetrator’ and ‘How angry do you currently feel with yourself’.  The shame component 

employed interviewer based ratings of the participants frequency and intensity of shame feelings 

on a 4 point response scale.  The anger component asked the participants to self rate on a 5 point 

response scale their current feelings of anger towards the perpetrator, others and themselves.  

Self rating was employed in the anger component to assess the participants subjective 

judgement of affect.   

 

The KBAS and KBSS were developed to firstly assess underlying baseline levels of anger and 

shame, and secondly the direction of these affective responses towards self and others amongst 

the Kimberley Aboriginal adolescents.  This was in accordance with State Trait Personality 

theory, which claims anger and shame to be both inherent stable personality ‘traits’, and 

emotional-physiological response ‘states’ in response to stimuli.  In addition, the direction of 

the anger and shame responses were dichotomised according to internalisation and 

externalisation frameworks.   

 

Anger Scale Development 

 

The State Trait Anger Inventory (STAXI) by Spielberger (1988) and the Novaco Anger Scale 

(NAS) by Novaco (1994) are both widely used and well established measures of anger 

measurement (in Hawthorne, Mouthaan, Forbes & Novaco, 2006).  The STAXI assesses the 

underlying constructs of state and trait anger, as well as anger control and anger expression.  

The NAS assesses the cognitive, arousal and behavioural aspects of anger.  Both the STAXI and 

the NAS have been refined and several shorter versions are available (Forbes et al., 2004).  The 

latter revisions and the originals have been employed widely in research with children, 

adolescents and adults, across clinical and treatment settings (Swaffer & Epps, 1999; Armstead 

& Clark, 2002; del Barrio, Aluja & Spielberger, 2004; Novaco & Chemtob, 2002).  The STAXI 
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and NAS are lengthy, with more than 40 items and several subscales each, and were beyond the 

scope of the current research.  There were also issues with access, as previously discussed.    

 

Hawthorne et al. (2006) recently reported good support for a brief version of the Novaco 

Dimension of Anger Scale (a latter version of the NAS; Forbes et al., 2004) with Australian 

War Veterans.  The Dimension of Anger Scale assesses anger disposition towards others, and 

was reported by the authors to reflect trait anger as a unidimensional variable with good 

reliability and sensitivity.  The new measure, coined the DAR5, presented similar psychometric 

properties to the original, with the simplified 5 item structure scored on a 5 point response scale.  

The 5 point response scale was highlighted by Hawthorne et al. (2006) to minimise the 

possibility of response bias, by reducing the likelihood of exceeding the participants’ channel 

capacity.  The brief anger scale was recommended for use with research, clinical and treatment 

populations that present under stress, are cognitively impaired or less mature (Hawthorne et al., 

2006).  The simplified item structure of the DAR5 is presented in Table 11.  For comparison 

purposes the KBAS is presented in Table 12.  Although the DAR5 has been recently developed, 

and was not available during the KBAS development period, comparison between the two 

measures suggests that there may be some commonalities in the assessment of trait anger.  

 
 
Table 11.  Dimensions of Anger Reactions Scale-5 
     

Item 1 ‘I often find myself getting angry at  people or situations’ Trait Anger 

Item 2 ‘When I get angry I get really mad’ Trait Anger 

Item 3 ‘When I get angry I stay angry’ Trait Anger 

Item 4 ‘When I get angry at someone I want to clobber the person’ Trait Anger 

Item 5 ‘My anger prevents me from getting along with people as well as I’d like to’ Trait Anger 

   

 
 
Table 12.  Anger & Shame Scale-Kimberley Adapted 
 

Item 1 ‘Do you often feel angry for no reason’  
Trait Anger, 
Internalised 

Item 2 ‘Do you often get angry or upset at people for no reason’ 
Trait Anger, 
Externalised 

Item 3 ‘Do you feel angry all the time’  
Trait Anger, 
Internalised 

Item 4 ‘Do you get so angry with yourself that  you want to hurt or harm yourself’ 
State Trait Anger, 
Internalised 

Item 5 ‘Do you often get so angry at  people that you want to hit or hurt something’ 
State Trait Anger, 
Externalised 

Item 6 
‘Do you often get so angry about everything that you want to hit something, 
anything’ 

State Trait Anger, 
Externalised 

Item 7 ‘Do you often feel shame for no reason’ 
Trait Shame, 
Internalised 

Item 8 ‘Do you feel shame all the time’ 
Trait Shame, 
Internalised 

Item 9 ‘When some small thing happens do you  feel biggest shame with  yourself’ 
State Trait 
Shame, 
Internalised 
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Both measures provide an assessment of the externalising aspects of trait anger, with DAR5 

items 1 and 4, and KBAS items 2 and 5 inquiring about frequency of anger towards others.  The 

DAR5 retained 2 items relating to the intensity and duration of the anger experience, as seen in 

items 2 and 3.  This was not rigorously assessed in the KBAS with only the final item, item 6 

tentatively assessing anger ‘explosiveness’.  The KBAS also failed to inquire into the 

participant’s acknowledged consequences of anger as was demonstrated by DAR5 item 5.  

However, the KBAS did provide a sound exploration of the internalisation and externalisation 

framework.  Overall, the KBAS appeared to compare favourably to the DAR5.  Further 

assessment of the reliability or validity of the developed measure were beyond the scope of the 

current research.  However, the common features of the DAR5 and the KBAS suggests good 

initial face validity of the KBAS and superficially a degree of convergent validity.     

 

Shame Scale Development 

 

In respect to the measurement of trait shame, the Test of Self Conscious Affect (TOSCA) by 

Tangney, Wagner and Gramzow (1989) and the Personal Feelings Questionnaire-2 (PFQ-2) by 

Harder and Zalma (1990) dominate the field.  The TOSCA has been reported to be a reliable 

and valid measure of ‘proneness to shame’ and ‘proneness to guilt’ (Woien, Ernst, Patock-

Peckham & Nagoshi, 2003).  The TOSCA is a scenario based self report measure, asking 

participants to rate shame and guilt laden responses to 15 scenarios on a 5-point scale.  

Adolescent and children’s version of the TOSCA are available, and are well established in the 

literature (the TOSCA-A by Tangney, Wagner, Gavlas and Gramzow, 1991 and the TOSCA-C 

by Tangney, Wagner, Burggraf, Gramzow and Fletcher, 1990). 

 

The PFQ-2 is a self report adjectival checklist, with 16 shame and guilt adjectives rated by the 

participant for how well the words describe them.  The TOSCA and the PFQ-2 have been 

primarily utilised in research with college student and adult populations (Luyten, Fontaine & 

Corveleyn, 2002; Woien et al., 2003; Lutwak, Panish & Ferrari, 2003; Thompson, Altman & 

Davidson, 2004), and more recently in examining the interaction of shame and guilt with 

psychopathology in clinical settings (Averill, Diefenbach, Stanley, Breckenridge & Lusby, 

2002), and with PTSD in War Veteran samples (Leskela et al., 2002).  There were clear 

semantic issues in the application of both the TOSCA and the PFQ-2 to the current research.  

The scenarios presented in the TOSCA (including TOSCA-A and TOSCA-C) were potentially 

outside the range of normal experience of Kimberley Aboriginal adolescents as based on 

American undergraduates, adults and children’s reports of shame inducing everyday situations 

and their responses.  Translation - although possible, would have been necessary to ensure 

cultural relevancy to the Aboriginal adolescents living in the remote Kimberley region.  Both 

the TOSCA and the PFQ-2 also require quite a high level of English verbal ability.  Particularly, 
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the PFQ-2 requires fine verbal discriminatory skills to differentiate between adjectives such as 

‘embarrassment’, ‘feeling ridiculous’, ‘feeling childish’ and ‘feeling disgusting to others’ 

(Tangney, 1996).   

 

The term ‘shame’ is used frequently in the Kimberley Aboriginal vernacular as a collective 

statement, grouping together affective, cognitive and behavioural aspects.  A young person may 

‘feel shame’, may be ‘too shame’, or be judged as having ‘no shame’ in a wide range of 

circumstances.  Consequently, a simplified measure was necessary that encompassed the local 

collective and common use of the term, and provided an initial assessment of underlying trait 

shame.  Thus the KBSS was developed, as modelled primarily on the brief and succinct style of 

the items developed by Andrews et al. (2000) in their examination of the interaction between 

shame and anger with PTSD symptomatology.  The intensity and frequency of the shame affect 

was assessed in relation to underlying trait shame, and the internalisation of these feelings.  

Items 7 and 8 of the KBSS were undirected and attempted to tap into underlying trait shame 

levels (see Table 12).  Item 9 was directed towards self, to assess state trait shame as an 

internalised affective response.  

 

Anger Scale and Shame Scale Scoring Protocol 

 

A 5 point abstract rating scale was used to visually and verbally indicate increasing strength of 

agreement with the items.  As on the other well being measures, the verbal prompts ranged from 

‘Not at all’ to ‘Biggest mobs’ and were scored from 0 to 4.  Total scores were an aggregate of 

all items, and indicated the frequency and the intensity of the anger and shame feelings.  The 

KBAS had a total possible score range of 0-24, and the KBSS of 0-12.  Both measures were 

preceded by the following instructions: ‘These are questions about how you may have been 

feeling in the last month’.   

 

It was important to establish the face validity of the anger and shame brief scales in the 

Kimberley context.  Final drafts of the KBAS and KBSS items were considered by the 

Kimberley Aboriginal focus groups, and were found be relevant, age appropriate measures of 

anger and shame amongst Kimberley youth.  

 

Beck Hopelessness Scale-Kimberley Adapted 

 

An adaptation of the Beck Hopelessness Scale (BHS, Beck et al., 1974), was used in the current 

research.  The BHS assesses the negative expectancies held of self and future life across 20 

items.  Of the 20 BHS items, 11 are considered as ‘true’ statements of hopelessness, for 

example ‘What’s the use of trying, I never get what I want’, and the other 9 as ‘false’ statements 



 124 

which imply hopefulness, for example ‘I look forward to the future with hope and happiness’.  

As such, pessimistic participants would find endorsement on the ‘true’ items, and those that are 

less pessimistic on the ‘false’ items.  This approach challenges participant compliance across all 

items.   

 

Following validation of the measure in 1974, the authors identified a three factor solution for 

the structure of the BHS.  The first factor ‘feelings about the future’ is affectively based, with 

items relating to hope, enthusiasm, happiness, faith and good times (items 1, 5, 6, 13, 15, 19).  

The second factor ‘loss of motivation’ concerns the motivational aspects of hopelessness, 

including items related to giving up by deciding not to want anything, and not trying to get 

something that is wanted (items 2, 3, 9, 11, 12, 16, 17, 20).  The third factor ‘future 

expectations’ draws on the cognitive aspects of anticipations about the future, with items 

relating to the future being dark, vague or uncertain, the attainment of good things or things not 

working out (items 4, 7, 8, 10, 14, 18) (Beck et al., 1974, ).  The 20 items of the BHS and the 

corresponding factor structure are presented in Appendix 11 (see p.391).   

 

The reliability and validity of the BHS has been established to be sound with both clinical and 

non-clinical adolescent samples, including Caucasian, African American, Hispanic and Latino 

psychiatric inpatient adolescents (Kumar, Pepe & Steer, 2004; Guterriez, Osman, Kopper & 

Barrios, 2000; Kumar & Steer, 1995; Steer, Kumar & Beck, 1993), Jewish American inpatient 

adolescents (Horesh, Orbach, Gothelf, Efrati, & Apter 2003), Canadian inpatient adolescents 

(West, Spreng, Rose, & Adam, 1999) and non-clinical adolescents samples drawn from youth 

centres in America (Johnson & McCutcheon, 1981), and school students in Japan (Sakamoto, 

Ono, Fujihara & Kitamura, 1998), Turkey (Terzi-Unsal & Kapci, 2005) and Australia (Martin, 

Bergen, Richardson, Roeger & Allison, 2004b).   

 

The BHS is the only widely used measure designed specifically to assess hopelessness (Glanz et 

al., 1995).  Other measures consider hopelessness dimensionally, with hope at one end of the 

scale (optimism), and hopelessness at the other end of the scale (pessimism).  This suggests a 

single continuum of expectations for the future (Gottschalk, 1974, for discussion see Glanz et 

al., 1995).  The BHS does not imply any dimensionality to hopelessness, concentrating purely 

on the extent of hopelessness experienced, and the relationship this holds to psychopathology.  

This was most in line with the focus of the current research, and as such the BHS was the 

preferred measure.   

 

Each of the 20 BHS items were reviewed by the Kimberley focus groups.  It was agreed that the 

construct of hopelessness was relevant to the Kimberley Aboriginal adolescents and of interest 

to the determination of suicidal risk.  The wording of the 20 BHS items were deemed to be 
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overly verbose and antiquated - as reflective of the period and context in which the items were 

written.  Hence, the wording of each item was reviewed and a compromise was attempted 

between the content meaning and locally used common language.  The wording was modified in 

16 of the 20 items.  A comparison of the original item wordings, and their adaptations are 

displayed in Appendix 11 (see p.391).   

 

Beck et al (1974) scored the BHS items along the true / false continuum with the endorsement 

of a statement of hopelessness scored as a 1, and those not endorsing the statement a score of 0.  

In the current research the BHS items were scored on the same 5 point abstract response scale as 

used with the other well being measures.  This was to achieve a greater spread of scores and to 

maintain homogeneity amongst measures of the questionnaire .  The response scale options 

ranged from ‘Not at all’ to ‘Biggest mobs’, and were scored accordingly from 0 to 4 (reversing 

scores for ‘false’ items).  A cumulative total score was calculated by aggregating responses to 

all of the items, with a total possible score range of 0-80.   

 

In addition, the responses on the 5 point abstract response scale were translated into the 

true/false continuum proposed by the authors.  This was to enable comparisons with other 

studies that have employed the BHS and to derive clinical groups.   Beck et al. (1999) 

recommended that scores between 0 to 7 on the true/false continuum indicated a low level of 

hopelessness, and those above 8 ‘higher risk’ of hopelessness (p.6).  In the current study, a 

score of 0 or 1 on the 5 point scale was coded as a 0 (reflecting an absence of hopelessness), and 

scores of 2, 3 or 4 was coded as a 1 (reflecting the presence of hopelessness).  The translated 

total scores had a range of 0 to 20. The instructions for the measure were also simplified with 

the BHS items  preceded by the following; ‘These are statements about how people feel about 

themselves.  How much do you agree with the following…’ In recognition of the number of 

changes made to the original version of the BHS, the measure henceforth is referred to as the 

Beck Hopelessness Scale-Kimberley Adapted (BHS-KA).  

 

Kimberley Aboriginal Identity Scale  

 

The Kimberley Aboriginal Identity Scale (KAIS) was developed for the purposes of the current 

research, and comprised 35 items exploring positive and negative feelings and beliefs relating to 

Aboriginal adolescent identity in the Kimberley.  There were no existing psychometric 

measures of Australian Aboriginal identity.  As a variable that was intrinsically culturally 

bound, it was necessarily defined by the focus groups.  The development of the identity measure 

items was actively debated amongst the senior Aboriginal Health Workers, community 

members, and youth that comprised the focus groups - much more than any of the other 

components of the questionnaire.  All were keen to represent the essential meaning of 
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Aboriginal identity, drawing on positive strengths such as pride and belonging, and the negative 

connotations as experienced through stereotyping and racism.       

 

As a starting point, the focus groups appraised items from two existing widely used measures of 

identity, the Racial Identity Attitude Scale (RIAS, Helms & Parham, 1985), and the Multigroup 

Ethnic Identity Measure (MEIM, Phinney 1992).  This was to provide a comparative basis, and 

initiate discussion on various facets of identity that have been assessed in other cultures 

(primarily in America). Helms and Parham (1985) developed the RIAS to psychometrically 

quantify Cross’s 1971 ‘Model of Nigrescence’.  Cross’s model suggested that there were four 

developmental stages leading to a fully integrated sense of racial identity amongst African 

Americans.  The four stages of the model were incorporated by Helms and Parham as subscales 

on the RIAS.  The first developmental stage is termed ‘Pre-encounter’ where an individual 

utilises a ‘white’ frame of reference and devalues or denies ‘blackness’.  The second 

‘Encounter’ stage was considered to be the result of a critical racial incident that leads to a 

conscious decision to develop ‘black’ identity.  The third stage represents ‘Immersion’ in 

‘black’ culture and a rejection of ‘white’ culture.  With the final stage ending in the 

‘Internalisation’ of racial identity, where identity is fully integrated with the self construct, 

facilitating an appreciation for the cultural diversity of others (akin to Maslows’ 1968 model of 

‘self actualisation’). The RIAS comprised 38 items across the four developmental stage 

subscales, and was used extensively with African American adolescents and adults (Plummer, 

1995; Plummer, 1996), college students (Pope-Davis, Liu, Ledesma-Jones & Nevitt, 2000; 

Lemon & Waehler, 1996; Pyant & Yanico, 1991), and high scholastic achievers (Ford & Harris, 

1997).  These previous studies found support for a relationship between positive identity 

achievement (as measured on the RIAS), and enhanced psychological well being and 

educational achievement amongst African American populations.   

 

With the MEIM, Phinney (1992), strove to develop a measure that would provide a global index 

of ethnic identity and allow assessments across various ethnic groups for cross-cultural 

comparisons.  The MEIM assessed three aspects of global ethnic identity across 14 items.  

These included positive ethnic attitudes and a sense of belonging, achievement of ethnic identity 

(including both exploration and resolution of identity issues), and ethnic behaviours or practises.  

The MEIM had been validated with African, Asian, Hispanic and Caucasian American school 

based adolescents (Phinney, 1992).  Although the MEIM was not found to be a reliable measure 

of identity amongst preadolescent African Americans living in poverty (Reese & Vera, 1998), it 

was considered to be reliable amongst Caucasian, African and Mexican American adolescents, 

and was found to be positively related to measures of psychological well being including coping 

abilities, self esteem and optimism and negatively related to loneliness and depression, (Roberts 

& Phinney, 1999).       
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The focus group accepted 19 of RIAS items, with only minor changes made to the wording 

(generally ‘black’ changed to ‘Aboriginal’).  All of the MEIM items were rejected, although 

they were comparable to 2 items that were developed by the focus groups relating to knowledge 

of language and skin group systems.  Four items were based on questions commonly 

encountered by Aboriginal people when dealing with Government bodies.  These had been 

defined by the Aboriginal and Torres Strait Islander Commission, and were at the time the 

accepted guidelines for proving Aboriginal or Torres Strait Islander identity.  Another 6 items 

reflected the findings of the Kimberley based Chose Life Report (KAMSC, 1998), in which 

Aboriginal youth had reported experiencing racism in their community, discriminatory 

altercations with local Police and perceived barriers to employment.  Altogether, 35 items were 

derived and the measure was referred to as the Kimberley Aboriginal Identity Scale (KAIS).  

The items, and their sources are displayed in Table 13.  

 

The 35 items were prefaced by the introduction ‘These are questions about how you feel about 

your culture.  How much do you agree with each of the following comments…’.  Aboriginal 

participants were instructed to answer all of the items, and non-Aboriginal adolescents were 

encouraged to utilise the ‘Other Culture’ option which exempted them from answering items 

other than those relating to racial attitudes.  Initially the use of separate questionnaires 

containing the identity appropriate Aboriginal / non-Aboriginal measures were considered.  

However, it was felt that having to first determine Aboriginal status before giving out the 

questionnaire booklet may isolate or stigmatise either group, or other cultural minorities 

(particularly in the class room setting), and would have been difficult to administer.  

Consequently one version was adapted that both the Aboriginal and non-Aboriginal participants 

could respond to during the same administration.   

 

The first four items ascertaining the participants identification as an Aboriginal person were 

followed by the response options of  ‘Yes’, ‘No’, ‘Unsure’ or ‘Other Culture’ (with space 

provided to list other culture).  The ensuing 31 items were accompanied with the same 5 point 

abstract response scale used in the other well being measures.  Strength of agreement with the 

statements was indicated by scores ranging from ‘Not at all’ to ‘Biggest mobs’, as scored from 0 

to 4.  The ‘Other Culture’ exemption option was provided on 17 of the 35 items, and the non-

Aboriginal participants were encouraged to report on the remaining 18 items. In addition to the 

abstract response scale, 26 of the items were followed by a qualitative stem item, inquiring 

‘Why’ on 20 of the items, ‘Who’ on 1 item and ‘How’ on 5 of the items.  These additional 

qualitative prompts were added to examine the feelings, beliefs and experiences that had shaped 

the Aboriginal adolescents sense of identity, and to assess the racial attitudes of the non-

Aboriginal adolescents. 
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Table 13. The 35 KAIS Items & Sources of Origin 

 KAIS Item  Source Adaptation 
Item 1.  ‘I identify myself as an Aboriginal person.’  ATSIC Guidelines for proving Aboriginal status  
Item 2.  ‘I am recognised in my community as an Aboriginal person’ ATSIC Guidelines for proving Aboriginal status  
Item 3.  ‘I know the language (or skin) group of my family’.  Focus Group Focus group felt this was a reflection of cultural knowledge 
Item 4.  ‘I understand the language (or skin) group of my  family’.  Focus Group As above 
Item 5.  ‘The most important thing about me is that I am Aboriginal Internalisation 

Subscale 
36. ‘The most important thing about me is that I am Aboriginal.’ 

Item 6. ‘I feel accepted as an Aboriginal person in my community’. ATSIC Guidelines for proving Aboriginal status / decent 
Item 7. ‘I feel a sense of belonging to Aboriginal people and  culture’. ATSIC Guidelines for proving Aboriginal status / decent 
Item 8. ‘I feel good when I visit places that are important to Aboriginal people’. Internalisation 

Subscale 
20. ‘I feel excitement and joy in Black American surroundings.’ 

Item 9. ‘I feel stressed when non-Aboriginal people compare me to other Aboriginal people.’   Pre encounter 
Subscale 

43. ‘I feel anxious when white people compare me to other members of my race.’ 

Item 10. ‘Sometimes, I wish I wasn’t Aboriginal.’  Pre encounter 
Subscale 

40. ‘Sometimes, I wish I was White.’ 

Item 11. ‘I sometimes feel very uncomfortable around Aboriginal people’   Pre encounter 
Subscale 

9. ‘I feel very uncomfortable around Black  people.’ 

Item 12. ‘Other Aboriginal people have trouble accepting me because my life has been so 
different from theirs.’ 

Encounter 
Subscale 

38. ‘Other Black  people have trouble accepting me because my life experiences 
have been so different from their experiences.’ 

Item 13 ’I know enough about my Aboriginal identity, culture and families past.’ Internalisation 
Subscale 

2. ‘I know through experience what being Black in America means.’ 

Item 14. ‘I am determined to find out more about my Aboriginal identity, culture and families 
past.’ 

Encounter 
Subscale 

23. ‘I find myself reading a lot of Black American literature and thinking about been 
Black.’ 

Item 15. ‘I believe that non-Aboriginal people should apologise for the way they have treated 
Aboriginal people in the past.’  

Immersion Subscale & 
Focus Group 

33. ‘I believe that White people should feel guilty about the way they have treated 
Black Americans in the past.’ 

Item 16.  ‘I believe that non-Aboriginal people need to know the effect the past has had on 
Aboriginal people.’  

Immersion Subscale & 
Focus Group 

As above 

Item 17.  ‘I know about the Stolen Generation and what it means to Aboriginal people.’ Encounter 
Subscale 

As Above 

Item 18.  ‘I believe that being Aboriginal is deadly.’. Internalisation 1. ‘I believe that being Black is a positive experience.’ 
Item 19. ‘ I feel good inside being Aboriginal’ Focus Group The focus group’s definition of inherent sense of identity 
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Table 13. The 35 KAIS Items & Sources of Origin 
 

 KAIS Item  Source Adaptation 
Item 20. ‘I believe that to be Aboriginal is not always a good thing’.  Pre encounter 12. ‘I believe that to be Black is not necessarily good.’ 
Item 21. ‘Sometimes I don’t feel so good about being Aboriginal.’ Pre encounter 40. ‘Sometimes, I wish I was White.’ 
Item 22. ‘Peoples culture or skin color is not important to me.’ Internalisation 

Subscale 
48.  ‘People regardless of their race, have strengths and limitations.’ 

Item 23. ‘I like people for who they are, not what culture or color they are’.  Internalisation 
Subscale 

22. ‘People regardless of their race, have strengths and limitations.’ 

Item 24. ‘I believe that an Aboriginal person can be close friends with a non-Aboriginal person’.  Internalisation 
Subscale 

48. ‘I believe that a Black person can be close friends with a White person.’ 

Item 25. ‘I have Aboriginal role models.’ Focus Group As in item 26 
Item 26. ‘I know a lot of Aboriginal people who have been able to make it in the community and are 

successful’.  
Focus Group The focus group felt that role models locally and nationally may contribute positively to 

identity 
Item 27. ‘I admire Aboriginal people who succeed.’   Focus Group As above 
Item 28. ‘When an Aboriginal person does something embarrassing in public, I am shamed’. Pre encounter 

Subscale 
47. ‘When a stranger who is Black does something embarrassing in public, I get 
embarrassed.’ 

Item 29.  I have seen police treat Aboriginal people differently in my community’.  Focus Group  
(Choose Life) 

Finding that Aboriginal adolescents reported problems with Police as an antecedent to 
suicidal behaviour (KAMSC, 1999) 

Item 30. ‘I have been treated differently by police in my community’.  Focus Group  
(Choose Life) 

As above 

Item 31. ‘I know of Aboriginal people who don’t get jobs because they’re Aboriginal’. Focus Group  
(Choose Life) 

Finding that Aboriginal adolescents reported difficulty finding employment as related to 
suicidal behaviour (KAMSC, 1999) 

Item 32 ‘I have seen Aboriginal people treated badly in a  racist way that is different to non-
Aboriginal people’.   

Focus Group  
(Choose Life) 

Finding that Aboriginal adolescents reported racism as an antecedent to suicidal 
behaviour (KAMSC, 1999) 

Item 33. I have been treated in a way that is different to other non-Aboriginal youth’. Focus Group  
(Choose Life) 

As above 

Item 34. ‘I sometimes treat Aboriginal people in a racist way.’ Encounter 
Subscale 

24. ‘I feel guilty and or/anxious about some of the things I believe about Black people.’ 

Item 35. ’Because I am Aboriginal I won’t have as good a chance or it will be difficult to get a job’. Focus Group  
(Choose Life) 

As above 
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The quantitative responses of the Aboriginal adolescents to the 35 KAIS items were later factor 

analysed (see p.251).  This was to examine the possible inter relationship of the items and the 

possible formation of clearly identifiable constructs of Kimberley Aboriginal identity.  This 

approach was not known to have been used in relation to Aboriginal identity before.  However, 

there were some excellent recent research precedents relating to the measurement of racial 

prejudice in Australia and Western Australia from which to draw guidance (ie Pederson et al., 

2000; Dunn et al., 2004).   

 

It was strongly felt that the constructs and subscales of the original American identity measures 

could not be artificially imposed on the data.  Rather, that the constructs of Aboriginal identity, 

should be self defined by the Kimberley adolescents themselves.  This was in line with Clark 

(2000), who stated that ‘what needs to be taken into consideration is that Aboriginal identity 

needs to be self determined based on our own constructs, experiences and feelings’ (p.151).  

This was particularly applicable to the adolescent population, as their contemporary conceptions 

of Aboriginal identity may have varied somewhat from the assumptions of the predominantly 

adult focus group members, as highlighted by the work of Borrell and others with Maori 

adolescents in New Zealand (see Borrell 2003).  Further, the factor analysis essentially removed 

myself, as a non-indigenous researcher from the interpretation. Which was equally essential, 

given as Huggins (2001), asserted ‘While there have been attempts to address aspect of identity, 

these have been derived mainly from early Europeans, government officials, anthropologists, 

historians and other researchers who have attempted to define identity to suit their 

preconceived ideas…identity is formed by social processes.  It is this identity which has built 

Indigenous ideology for living and survival.  Once understood it is maintained, adapted and 

remodelled depending on the challenges and circumstance’ (p.44). The approach used in the 

current study to generate the Aboriginal identity subscales was also consistent with that used to 

explore Maori identity as an outcome measure in relation to health and well being in New 

Zealand (Durie et al., 1996). In acknowledgment of the series of steps taken to arrive at the final 

set of subscales, the identity measure used in the current study is henceforth referred to as the 

Kimberley Aboriginal Identity Subscales (KAISs).  

 

Rosenberg Self-Esteem Scale-Kimberley Adapted 

 

The self esteem measure was adapted from the Rosenberg Self-Esteem Scale (RSE, Rosenberg, 

1965) which comprises 10 items pertaining to global self esteem.  Several Australian studies 

had utilised the RSE with Caucasian adolescent and adult populations (Pears & Noller 1995; 

Smith & Grenyer, 1999; Davidson & Mellor, 2001), and two recent studies reported sound 

reliability and validity of the measure with the Australian samples (Tait et al., 2003; Martin et 

al., 2004b).  
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The RSE was standardised and validated with a subset of American school based adolescent in 

1965.  Numerous research applications over the last four decades has led to the general 

acceptance of the measure as a gold standard for the assessment of global self esteem.  Recent 

international studies have reported the RSE to be a  reliable measure with African, Hispanic and 

Caucasian American adolescents and adults (Connor, Poyrazli, Ferrer-Wreder, Grahame, 2004; 

Yelsma & Yelsma, 1998; Farruggia et al., 2004; Lansford, Antonucci, Akiyama & Takahashi 

2005); in Hawaii with Asian / Pacific Islander adolescents (Miyamoto et al., 2000); in Canada 

with Caucasian adolescents (Khanlou, 2004); in England with African Caribbean (Robinson, 

2000) and Caucasian adolescents (Cheng & Furnham, 2003).   

 

Further translation of the RSE has seen the measure’s use with several culturally diverse 

adolescent populations, all reporting acceptable standards of reliability.  These have included 

Arab adolescents in Israel (Haj-Yahai, 2001; Al-Krenawi, Slonim-Nevo, Maymon & Al-

Krenawi, 2001); Japanese adolescents and adults (Lansford et al., 2005); Chinese, Korean and 

Czech Republic adolescents and adults (Farruggia et al., 2004); Swiss and Swedish adolescents 

(Aunola et al., 2000; Steinhausen & Winkler Metzke 2004); French adolescents (Granboulan, 

Roudot-Thoraval, Lemerle & Alvin, 2001) and Nepalese female adolescents (Mahat & 

Scoloveno, 2001).  All of these research precedents strongly suggest the portability of the RSE 

as a measure of global self esteem to culturally diverse adolescent populations.  Farruggia et al. 

(2004) found  cross cultural similarities in the factor structure of the RSE to be more striking 

than cross cultural differences.  This suggests that global self esteem may not be culturally 

bound, as assessed by the RSE.  Nonetheless, no precedents for the use of the RSE with 

Aboriginal adolescents in Australia were able to be identified.  

 

Alternate measures that were considered included the Offer Self Image Questionnaire (OSIQ, 

Offer, Ostrov & Howard, 1981) and the Tennessee Self-Concept Scale (TSCS, Roid & Fitts, 

1991).  Both of which have also been employed extensively in adolescent research.  However, 

with the OSIQ sporting 130 items across 11 content areas, and the TSCS 100 items across 15 

facets of self concept neither were practical, particularly when compared with the succinct 

nature of the RSE.   

  

As with other measures in this study changes in wording were necessary.  All of the 10 items of 

the RSE were reworded in commonly used local language.  For example, item 1 ‘I feel that I am 

a person of worth, at least on an equal plane with others’ became ‘I am as good as anyone 

else’.  Five of the RSE items were worded positively (as above), and five were worded 

negatively (eg item 3 ‘I feel like a failure most of the time’).  For further reference, a comparison 

of the 10 original RSE items and those adapted for use is presented in Appendix 12 (see p.392).    
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Rosenberg (1965) developed the RSE as a Guttmann scale, with items representing a continuum 

of self concept on which participants with low self esteem would find endorsement on the 

negative items, and those with high self esteem on the positive items (a similar method to that 

used by Beck et al on the measure of hopelessness).  The original version of the RSE employed 

a 1-4 point response scale, ranging from ‘strongly agree’ to ‘agree’ to ‘disagree’ to ‘strongly 

disagree’.  The scores on negative items were reversed to reflect the continuum of self concept 

from low to high.  As a Guttmann scale the 10 items were then aggregated and weighted, with 

total possible score range of 0 to 6.   

 

Subsequent research use of the RSE has seen the Guttmann scale method of scoring 

infrequently used.  Research precedents have reported high reliability and validity when 

summing the scores on all 10 items, with the scores on the negative items reversed, so that the 

total cumulative score remains reflective of low to high self esteem (Kaplan & Pokormy 1969; 

McCarthy and Hoge 1982; Shahani, Dipoye & Phillips, 1990; Hagborg 1993).  The use of a 

variety of likert type response scales have also found support in research precedents (Shahani et 

al., 1990).  Although these alternative practises have made comparisons between research 

populations problematic, there is sufficient empirical support for the alternative scoring of the 

RSE.  

 

In accordance with the other well being measures in the questionnaire , the 10 RSE items were 

presented with a 5 point abstract response scale.  Options ranged from ‘Not at all’ to ‘Biggest 

Mobs’ and were scored from 0 to 4.  As described above, scores on the negative items were 

reversed, and the cumulative total score of self esteem derived by aggregating responses to all 

10 items.  Giving a total possible score range of 0-40, with higher scores indicative of greater 

self esteem.  

 

Farruggia et al. (2004) found the reliability of the RSE to be acceptable with Cronbach’s co-

efficient alphas at 0.88 with mixed descent American adolescents, 0.76 with Czech Republic 

adolescents, 0.83 with Chinese adolescents and 0.71 with Korean adolescents.  Connor et al. 

(2004) also found the internal reliability of the RSE to be high with African American and 

Latino adolescents, with a co-efficient alpha at 0.83.  These values are comparable to numerous 

other international studies that have reported the RSE to have good reliability in assessing 

global self esteem.  Unfortunately none of the Australian studies reviewed reported the 

reliability statistics for the RSE with the Australian Caucasian adolescent or adults. In 

acknowledgment of the series of adaptations made to Rosenberg’s original version of the RSE, 

the measure is henceforth referred to as the RSE-Kimberly Adapted (RSE-KA).   
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Part Four. Procedure 
 

Parental Consent Procedures 

 

With youth that were under the age of 18, informed consent from parents or guardians had to be 

given.  Two types of informed consent were used, active consent and passive consent.  Ethical 

approval was obtained to use both methods of parental consent.  Where active consent was 

employed, the parent or guardian had to sign a form stating that they consented to their child 

participating in the research and the child returned this form to the place of testing.  This 

consent method was used initially during administration of the research in Bidyadanga and 

Broome, and saw the exclusion of approximately 80 youth.  These exclusions were 

predominantly at the Broome site, because the adolescents did not have their signed parental 

consent form with them at the time of questionnaire administration.  This did not happen  in the 

remote community of Bidyadanga, because a community member went from house to house 

prior to testing and collected all of the signed parental consent forms.  This reflected the support 

and enthusiasm for the research, but was thought to at least potentially have created situations 

where undue pressure on parents to consent to their child taking part in the research might 

occur. This one on one approach to parental consent was also not sustainable in other larger 

towns and communities. Hence, on the suggestion of teaching staff involved in the research 

administration at the Broome and Bidyadanga sites, the active consent method was replaced 

with the passive consent process, and was used for the remainder of the research.  Passive 

consent asked the parent or guardian to sign the consent form if they did not want their child to 

take part, and this form was returned to the place of testing.  The passive consent method saw 

the exclusion of up to 5 adolescents.  Generally, the consent forms were distributed two weeks 

prior to testing, and collected by the research team on the day of the research testing session.  

Copies of both the active and passive consent forms are contained in Appendix 13 for further 

reference (see p.393).   

 

The main issue with obtaining parental consent, both active or passive, was ensuring that the 

parent / guardian had received the consent form (via their children), and were able to make an 

informed decision on whether or not they wanted their children to take part in the research.  

Several approaches were used to improve the uptake of the parental consent forms. Firstly, both 

the consent forms were written in a plain language that was easy to understand, provided 

information on the research, and answered questions that the parent / guardian may have, for 

example ‘Why should I let my child participate in this research?’.  The consent forms were 

sealed in envelopes marked with the KAMSC letterhead, and had the youths’ name hand written 

on them.  The KAMSC logo is distinctive and recognised across the Kimberley and would have 
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provided a visual cue that the research was endorsed and ‘vouched for’ by the peak Aboriginal 

community controlled health body in the region. Secondly, where ever possible, the research 

team addressed the school during a full assembly and stressed the importance of the research 

and that the youth’s parental consent was essential.  Thirdly, community awareness was raised 

about the research, with the Aboriginal Education and Information Officers speaking to parents 

in some locations, and all relevant community agencies (government and Aboriginal community 

controlled) informed of the research and when the testing would be taking place in that 

community.  

 

However, it is acknowledged that the passive consent method - although convenient, was not 

ideal as it relied upon the assumption that the parent or guardian had received the consent form, 

were able to read and had understood the consent process.  None of these assumptions were able 

to be gauged.  It is noted that even though tremendous care was taken during the development 

of the questionnaire and the administration protocol to ensure that the research testing was 

sensitive and appropriate, that these safeguards do not replace parental consent.  Rather, the 

process was the best that could be done with the resources available, which although poor in 

terms of funding and time, were rich with the direction and knowledge of the Aboriginal health 

workers and other health professionals involved in the project. 

 

Informed Consent Procedures 

 

Informed consent implies that the participant is aware of the research conditions, and that they 

have agreed to those conditions and have willingly participated.  Information on the research 

and the conditions of the research testing were explained verbally at the start of each testing 

session by the research assistants (an example of the script commonly used by the research 

assistants is contained in Appendix 14, see p.395).  All of the participants were generally aware 

of the purpose of the research and what they were required to do if they chose to participate.  

Further, all were aware that the information they gave would be kept confidential, and would be 

used as a part of a research project to inform agencies and government on youth issues.  It was 

stressed that participants could withdraw from the research testing at any stage without shame 

or prejudice.   

 

This information was summarised in the informed consent section at the start of the 

questionnaire booklet.  At the end of this information a space was provided for participants to 

sign, indicating their informed consent of the process and willingness to participate.  It is 

important to note that none of the participants withdrew at this stage, and following the verbal 

informed consent information given by the research assistants, all of the participants signed 

their informed consent forms and started working through the questionnaire booklet.  
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Attrition was however observed later in two different ways.  Overtly, several participants that 

had worked their way through part of the questionnaire booklet decided that they no longer 

wished to take part and gave their unfinished booklets to the research assistants and left the 

immediate site of testing.  This seldom happened, with only 3 of the youth and 12 of the adult 

participants deciding to withdraw from the research testing.  Reasons for withdrawal included 

the length of the questionnaire and the invasiveness of some of the more sensitive questions.  

Distress and anger was noted in some of these cases (all adult), stemming from the content of 

the questions.  These participants were debriefed informally by members of the research team, 

or staff at the site of the research testing.   

 

Questionnaire Administration 

 

Prior to the commencement of the research testing sessions, the male and female participants 

would go to different allocated rooms or places.  Depending on the site of the testing these may 

have been separate rooms, or informal places outside in the shade.  The research testing sessions 

were primarily conducted by the Aboriginal Research Assistants.  Comalie Manolis, the female 

Aboriginal research assistant would conduct the session with the female participants, and Mark 

Parriman, the male Aboriginal Research Assistant with the male participants (Brendan Cox 

assisted Mark Parriman to conduct the first research testing sessions in Bidyadanga).  I was also 

present at each session, and would introduce the Research Assistants, assist as required, and 

monitor the participants for any indications of distress.  This was seldom noted but was more 

likely to have been disguised through the occasional instances of inattentiveness and distraction 

(ie making fun, disruptive behaviour or giggling) or very quiet withdrawal into self.   

 

The participants were encouraged to find a place in the room or space that was comfortable for 

writing and allowed them privacy.  In the classroom, generally all the participants had separate 

desks.  The Aboriginal Research Assistants would then introduce themselves, hand out the 

questionnaire booklets and pens, and briefly explain the research and the informed consent 

procedures.  The participants would then be asked to sign the informed consent forms in the 

front of the questionnaire if they wanted to take part, and to start working on the questionnaire.   

 

It was originally intended that the Aboriginal Research Assistants would read aloud all of the 

questions whilst the participants selected and marked their responses.  This was to allow for the 

varying literacy skills of the participants.  However it was found during the pilot testing that this 

process was not only laborious but also unnecessary, as the majority of the adolescent 

participants worked through the questionnaire at a modest pace.  Consequently, participants 

were instructed to proceed through the booklet at their own pace and ask for assistance when 
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needed.  The sessions mostly ran across two periods in a class room setting, with students 

completing the battery between 60 to 90 minutes. In other settings that were less formalised, 

administration took between 90 to 120 minutes. Both the research assistants monitored the 

participants’ progress and offered help to those that were obviously struggling.  Generally there 

would be a small number or participants in each session that the research assistants would need 

to sit with and quietly read the questions aloud, and give instructions on how to use the response 

scales.  

 

There were a few exceptions to this procedure.  In a latter research testing session with a group 

of boys in an alternative secondary school, it was felt by the teacher that it would be more 

appropriate to read the questions aloud due to the known poor literacy level of the students.  

This approach appeared to be successful with this group, as the majority of the questionnaire 

booklets were completed and the boys did not appear to be frustrated by the process (later 

happily playing football with the research assistant following the research testing).  Another 

exception occurred in a group of older women with poorer literacy skills, at an alcohol centre.  

In this case, copies of the pages in the questionnaire booklet were put onto an overhead 

projector, and the female research assistant read the questions aloud whilst giving instructions 

on the use of the response scale.  Several small recesses were held during the administration, 

with the provision of food and drink throughout and time for the women and the research team 

to informally chat.   

 

In the schools it was mandatory that a teacher be present, and in most cases they performed 

other work at the back of the classroom.  Often the Aboriginal Education and Information 

Officers were also present and assisted students with whom they had regular contact to 

complete their questionnaires.  Research testing sessions at all other places were primarily 

conducted with only the research team present.  On occasion the co-ordinator or workers of the 

service either took part in the research testing by filling out a questionnaire, or assisted youth 

and adults in filling out their questionnaires.  Generally we encouraged participants to seek help 

from Mark and Comalie, rather than school staff or workers.  Due to the existing relationship 

between the staff and the participants, it was of concern that such relationships may have made 

the participants feel uncomfortable or shame, and adversely affect responses.  However, when 

participants requested the help from teaching staff or workers, it was evident that the participant 

trusted that person and that their assistance was helpful and unlikely to effect responses.  

 

When the participants had completed their questionnaire booklets they were free to leave.  In the 

schools this would mean either going to the next class, or working quietly on other work.  As 

participants handed in their questionnaires or left the room, they were thanked for their 

participation and given the show bag containing contact details for the research team and other 
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mental health promotional material.  The participants were encouraged to debrief with the 

research team and to attend the lunch or supper that followed the research testing at each site.  

Several of the participants spoke to members of the research team, in varying levels of 

confidence in relation to how they felt following the questions, and the issues that the 

questionnaire had prompted consideration of.  Where necessary, these participants were 

followed up formally through the post testing procedures.    

 

Post Testing Procedures 

 
Debriefing 

 

As the questionnaire asked many personal and sensitive questions it was necessary to debrief 

participants at the end of the research testing session.  This was done in an informal way, over a 

lunch or supper provided for all of the participants.  The debriefing happened at the most 

convenient time for the place of testing.  In the schools this was normally at lunch time, and at 

other places, directly after testing.  The participants were encouraged to talk about how they felt 

after answering all of the questions, either as a group, or individually with members of the 

research team.  This was not particularly successful, as the majority of the participants would 

comment only that the research process was ‘ok’ and not elaborate any further.  Of the 

participants that were distressed or distracted during the research testing session several sought 

out members of the research team that they wanted to talk with, and this was encouraged.   

 

The most common issue with the debriefing sessions held in the school was ensuring that all of 

the participating students attended them.  It is more than likely that in some cases, distressed 

students did not attend the debriefings.  In anticipation of this, I tried to speak to the students 

when they left the classroom, to check how they found the questions, how they were feeling, 

and if they were okay.  Generally, most of the participants found the questionnaire to be 

acceptable, and were not openly distressed by the questions or the procedure.   

 

De-identification of the questionnaires 

 

Directly following the research testing and the debriefing sessions, I went through all of the 

questionnaires, recording the location, the persons name, age and sex on a list with the number 

of their questionnaire.  The participant’s name, signature and any identifying information would 

then be obscured with white stickers.  The list of names and corresponding numbers was then 

kept securely in a document on a password protected lap top computer.   
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Identification of ‘at risk’ participants     

 

Following the de-identification of the questionnaires, each questionnaire would be checked to 

ascertain if that person was ‘at risk’.  A person was considered at risk if the responses they gave 

in the questionnaire suggested that they may be thinking a lot about suicide, had previously 

attempted suicide, had been sexually abused, or had an undiagnosed major psychological 

illness.   

 

There were several critical questions in the questionnaire that were reviewed to establish if the 

participant was at risk.  Significant suicidal thought was established by totalling the scores of 

the suicidal ideation section.  A score of 0-5 indicated no to low risk, 5-10 low to moderate risk, 

10-15 moderate risk and 15-42 high risk.  These cut-off scores were much lower than those 

recommended by Reynolds (1988), but it was felt that the Kimberley population were 

potentially more vulnerable as observed by the high suicide rate and exposure to the suicidal 

behaviours of others.  Hence a highly cautious and thorough approach was considered to be the 

most appropriate.  Further questions were checked, one in the depression section ‘I would kill 

myself if I had the chance’ and another in the anger section ‘I get so angry that I want to hurt or 

harm myself’.  All of the participants that reported a previous suicide attempt and sexual abuse 

were classed at risk.  These were indicated by responses of ‘yes’ on the direct trauma exposure 

measure items.  Adolescents that responded on the ‘don’t want to say’ option to these items 

were also followed up if signs of risk were suggested elsewhere in the questionnaire 

(particularly in relation to the sexual abuse items).  A list of at risk participants for that location 

was kept securely and confidentially by myself to use to organise follow up procedures. This 

information was only shared with the clinical psychologist as necessary to perform the brief risk 

assessment clinical interviews described below.   

 

Originally, during the research development and planning it was intended that the research team 

would contact a trusted person nominated by the participants at the front of the questionnaire.  

However, it was found that this process was not appropriate, as there were many youth 

identified at risk and contacting the nominated person was time consuming.  Further, when this 

approach was initially employed, the responses of the nominated person on occasion included 

denial, shock and chastisement of the adolescent.  In addition, it was also necessary to establish 

amongst the large number of adolescents identified as being at risk, if that status was valid, or if 

the adolescents had answered without due thought, or somewhat randomly and inadvertently 

been found to be at risk. Consequently, the procedure for at risk youth was modified, with 

myself and a clinical psychologist working with KAMSC returning to each research testing 

location, and performing brief risk assessment clinical interviews individually with each at risk 

participant.  Towards the end of the research testing period the clinical psychologist left the 
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region, and I completed the remaining risk assessments on my own under the guidance of the 

KAMSC Medical Director and Coordinator of the KAMSC Regional Centre for Social and 

Emotional Well Being (who was also the manager of the research team).   

 

Across the Kimberley 133 of the participants were seen again for a suicide risk assessments and 

to follow up on reported sexual abuse.  All of the at risk participants were given a localised list 

of people at nearby services that were able to provide further support and counselling and all 

were encouraged to seek support if needed in the future.  In most cases it was clarified that the 

participant had experienced suicidal thoughts, but had adequate protective mechanisms to 

safeguard against suicide attempt.  In other cases, where there was ongoing concern, the person 

was referred onto the appropriate local service.  Cases of sexual abuse were treated on a case by 

case basis.  In the majority of cases the sexual abuse was not current, and had been addressed.  

Referrals were made if the person needed further counselling.  There were few cases where the 

sexual abuse was current, and assistance was given with the aim of referring onto local services 

that would be better able to maintain support.  Overall, referrals were negotiated with the 

adolescents and up to 10 were made to the school psychologist; 4 to trusted teachers; 2 to 

Aboriginal Education Information Officer; 2 to local General Practitioners; 8 to Aboriginal 

Health Workers; 7 to only counsellor in community; 1 to a youth worker and 3 to the 

Department for Community Development. 

 

The characteristics of adolescents considered to be ‘at risk’ are presented in Chapter Seven, 

where ‘clinical group’ membership is considered (see p.275).        

 

The at risk procedure for adults involved sending a plain language letter with a list of the names 

of appropriate staff and their details from nearby support services.  In the letter the adult 

participants were strongly encouraged to talk to someone, and people on the list were 

recommended.   

 

 

Part Five.  Statistical Design 
 

Statistical Analysis 

 

The data from the questionnaires was entered into the Statistical Package for the Social 

Sciences (SPSS+) and all subsequent statistical analysis was performed using this package.  
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Given the exploratory nature of the research, and the lack of any research precedents of this 

kind with a sample of Kimberley Aboriginal adolescents, considerable attention was paid to the 

descriptive analysis of each variable measured.  Firstly, the individual item frequencies were 

considered.  Statistically significant differences in response patterns between the adolescent 

groups were established using Chi square tests.  For the dichotomous ‘yes’ or ‘no’ response 

scale options, Chi square tests for relatedness or independence were used.  When the response 

scale options ranged across four or five options, Chi square tests of linear trend were employed.  

Generally, the reporting on each item was also considered in terms of the proportion of the 

adolescent sample that had endorsed the item positively (ie a score of more than 1 on the 

response scale).  Indicating the ‘presence’ of the symptoms or characteristics that were true to 

the individual.  Further, the style of response pattern was examined, with particular attention 

given to items on which the adolescents indicated a high level of agreeance by reporting on the 

highest response scale option.   

 

Total scores for each measure, which as detailed in earlier sections of this Chapter were derived 

by aggregating the item responses were assessed to establish any breaches to the normality of 

the total score distributions.  When the distributions clearly breached the assumptions of 

normality, with moderate to highly skewed distributions or kurtosis, the total scores were 

transformed to the square root.  The square root was selected as this allowed for the reporting of 

zero values.  Following the transformation to the square root, the distribution of the total scores 

were again examined for any breaches.  Generally, following transformation all of the 

distributions approached normal.  The transformed total scores were then used in all further 

analysis.  For interpretative purposes, the untransformed raw total scores were presented in all 

tables.   

 

To establish statistically significant differences in total scores between the adolescent groups, t-

test were employed.  These were followed where appropriate by Two Way and Three Way 

Analysis of Variance, to establish any interaction or main effects for the independent variables 

of identity, gender and age group with the measure as the dependent variable.  The results from 

this series of descriptive analysis is presented in Chapter’s Five and Six.   

 

Chapter Seven examines the interaction between each of the psychopathology and well being 

variables as reported by the adolescent groups.  Initially, multivariate analysis of variance tests 

were used to establish patterns of difference or association across the diagnostic groups for 

suicidal ideation, self reported previous suicide attempt, depression and PTSD.  Following this, 

multiple regressions were utilised to establish the final model of interaction between all of the 

variables amongst the adolescent sample.   
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Prior to presenting the findings from the descriptive analysis in Chapters Five and Six, some of 

the generic issues that were applicable to all of the measures in the questionnaire battery, and 

the manner in which the adolescents reported, are considered in the following section, 

examining the pattern of response rates and issues relating to reliability and validity.   

 

Response Rate 

 

Given the length of the questionnaire battery, the adolescent response rate was admirable.  The 

majority of adolescents answered most items and total scores indicative of symptom severity or 

well being characteristics were able to be derived.  On several of the measures missing values 

were corrected.  This was in line with the protocol recommended by Reynolds (1988) in relation 

to the SIQ-Jr, where adolescents that had failed to report on up to two items were still eligible 

for membership in the total sample.  This protocol was extrapolated to all of the other measures, 

where it was considered that inclusion of the adolescents that reported missing values would not 

unduly influence the mean total scores.  Generally, only those that failed to report on up to two 

items were included in the total sample for the analysis of each measure.  The measures on 

which missing values were corrected, and the number of adolescents that this lead to the 

inclusion of, are noted appropriately in Chapters Five and Six.      

 

Table 14 gives an initial indication of the response rates that were observed for each measure in 

the questionnaire battery, in order of presentation in the questionnaire battery.  Generally the 

response rate was somewhat higher amongst the non-Aboriginal adolescents than the Aboriginal 

adolescents.  Further, the female adolescents of both adolescent identity groups responded more 

consistently, completing more of the items on all of the measures for inclusion in the total 

sample.  Across the course of the questionnaire battery the response rate fluctuated and then 

declined in the latter quarter.  This decline may indicate participant attrition.  Equally, this may 

be due to the content of the last three measures, which pertained to trauma exposure and PTSD, 

and the adolescents choice to not disclose their experiences.   

 

Particularly low response rates were observed on the qualitatively based Coping Strategies 

Measure, which was placed third in order of the measures in the questionnaire battery.  

However, low response rates were also observed on the quantitatively based measures of 

alcohol use, PTSD, depression and direct trauma exposure.  Overall, the response rate suggests 

that many of the measures were received well by the adolescents as reflected in the moderate to 

high response rate. Some measures – perhaps those relating to topics of greater censure, or of 

less interest, were not as well received and reported on.  Possibly, it is suggested that the 

predicted lower literacy skills of the Aboriginal adolescents was not a barrier to reporting on 

many of the items.   
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Table 14.  Response Rate by Order of Placement Measures in the Questionnaire  
 

 
 Aboriginal Adolescents Non-Aboriginal Adolescents 

 Male Female Total Male Female Total 

Measures items n % n % n % n % n % n % 

Beck Depression Inventory (BDI-KA) 20 115 72.8 143 84.6 258 78.9 118 86.1 132 90.4 250 88.3 

Coping Strategies (ACOPE-KA) * 64 27 93.1 27 84.4 54 88.5 Not applicable 

Coping Strategies Measure (CSM) 10 100 63.3 121 71.6 221 67.6 112 81.8 139 95.2 252 88.7 

Beck Hopelessness Scale (BHS-KA) 20 124 78.5 153 90.5 277 84.7 123 89.8 136 93.2 259 91.5 

Kimberley Aboriginal Identity Subscales  (KAISs) * 27 148 94.0 159 94.0 307 94.0 Not applicable 

Suicidal Ideation (SIQ-KA) 14 128 81.0 161 95.3 289 88.4 136 99.3 142 97.3 278 98.2 

Alcohol Use Measure (AUM) 2 108 68.4 129 76.3 237 72.5 106 77.4 99 67.8 205 72.4 

Self Esteem (RSE-KA) 10 135 85.4 163 96.4 298 91.1 134 97.8 142 97.3 276 97.5 

Drug Use Measure (DUM) 10 127 80.4 151 89.3 278 85.0 119 86.9 136 93.2 255 90.1 

Anger (KBAS) 6 145 91.8 167 98.8 312 95.4 135 98.5 144 98.6 279 98.6 

Shame (KBSS) 3 143 90.5 167 98.8 310 94.8 135 98.5 144 98.6 279 98.6 

Direct Trauma Exposure (DTE) 15 120 75.9 156 92.3 276 84.4 120 75.9 156 92.3 249 88.0 

Secondary Trauma Exposure (STE) 11 127 80.4 159 94.1 286 87.5 124 90.5 137 93.8 261 92.2 

Post Traumatic Stress Disorder (CPC-KA) 28 108 68.4 137 81.1 245 74.9 114 83.2 122 83.6 236 83.4 

Total Items (with ACOPE-KA) ** 305             

Total Items (with CSM) ** 251             

 
* Values represent the average response rate observed across the subscales on these measures  
** This total  includes demographic questions (of which there were 5) and the items and measures that were excluded from analysis which included an additional; 21 alcohol items, 24 drug items,  
3 locus of control items, and 22 anxiety items. For more detail on the exclusion of the items, see Chapters Five and Six.   

 



 143

Reliability  

 

In such an expansive questionnaire it was important to examine the response patterns to 

establish if the adolescents were discerning in their selection of response scale options, by 

selecting responses that were true of them.  This was to rule out the possibility of acquiescence 

through ‘tick a box’ type responses, or the consistent selection of only one response option (ie 

that on the left hand or right hand columns).  Initial chi square analysis (Goodness of Fit) found 

that on every quantitative item in the questionnaire battery, that the Aboriginal adolescents 

reported statistically significantly differently across the 4 point and 5 point response scale 

options (all p<.005), this was also found among the non-Aboriginal adolescents (all p<.005). 

 

The finding that the adolescents responses varied across the response scale options tentatively 

suggests that per item, the spread of scores varied statistically significantly for both adolescent 

groups, and this minimises the chances of a large proportion of invalid responses.  This does not 

however rule out the possibility of a small proportion of the adolescent repeatedly selecting the 

same options.  The response patterns observed on the items for each measure of 

psychopathology and well being are examined in detail in Chapters Five and Six.   

 

Reliability assessments of the internal consistency of each measure were conducted using 

Cronbach’s Co-efficient Alpha (see Table 15).  High Alpha values were found for both 

adolescent groups on all of the psychopathology measures, and moderate Alpha values on all of 

the well being measure.  There was some variability between the Aboriginal and non-Aboriginal 

adolescents, and between the male and female adolescents, but not in any clearly discernable 

pattern.  Overall, the finding of consistent moderate to high Alpha values implies that each 

measure presented sound internal consistency and a homogeneity amongst items with the 

adolescent groups. 

 

Validity 

 

Given that all of the items comprising the measures were extensively reviewed and critiqued by 

the Kimberley focus groups, each presented with a high level of face validity.  The same process 

was utilised in developing the abstract response scales which accompanied every item, and a 

high level of face validity was again achieved.  In terms of establishing the more traditional 

types of validity, few assessments were able to be made.  The best manner in which to have 

established validity in this context would have been through clinician administered interviews.  
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Table 15.  Internal Consistencies of Each Measure 
 

Cronbach’s Coefficient Alpha 

Number Aboriginal Adolescents Non-Aboriginal Adolescents 

Of Male Female Total Male Female Total 

Items n alpha n alpha n alpha n alpha n alpha n alpha 

Psychopathology Measures    

Direct Trauma Exposure (DTE) 15 114 .79 152 .84 266 .82 117 .84 132 .77 249 .80 

Secondary Trauma Exposure (STE) 11 124 .75 155 .81 279 .79 124 .85 137 .85 261 .85 

Post Traumatic Stress Disorder (CPC-KA) 28 97 .96 127 .93 224 .93 107 .92 113 .96 220 .95 

Suicidal Ideation (SIQ-KA) 14 124 .91 160 .96 284 .95 135 .90 141 .91 276 .93 

Beck Depression Inventory (BDI-KA) 20 115 .74 143 .90 258 .86 118 .79 132 .91 250 .89 

Alcohol Use Measure (AUM) 2 137 .83 158 .90 295 .87 131 .85 141 .86 272 .85 

Drug Use Measure (DUM)  Not able to be assessed Not able to be assessed 

Well Being Measures    

Coping Strategies (ACOPE-KA)  Not able to be assessed Not able to be assessed 

Anger (AS-KA) 6 142 .84 166 .91 308 .89 132 .87 143 .90 275 .88 

Shame (SS-KA) 3 142 .79 167 .84 309 .82 135 .84 143 .85 278 .86 

Beck Hopelessness Scale (BHS-KA) 20 124 .59 153 .76 277 .70 123 .72 136 .81 259 .78 

Kimberley Aboriginal Identity Subscales  (KAISs) * 27 117 .81 112 .76 229 .80       

Self Esteem (RSE-KA) 10 135 .77 163 .69 298 .72 134 .75 142 .58 276 .67 

 
* Cronbach’s Coefficient Alpha value calculated using all 27 items, the individual subscale Alpha values were generally higher 
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Unfortunately, resources and time constraints did not allow for this.  Although a larger than 

anticipated sample of the adolescents were seen again for a brief clinical interview, the focus of 

those interviews was to establish adolescent safety. The research team did not have the 

resources to be able to concurrently attend to psychometric concerns.  Comparison of 

participants’ responses on different items within the questionnaire battery was able to give some 

indication of the convergent and divergent validity of the measures.  Generally, when 

comparisons were made, weakly statistically significant correlations were identified and this 

tentatively suggested some convergence and/or divergence of the items in the directions as 

expected.  However, such assessments were difficult to make, as so many of the 

psychopathology constructs and items have known comorbidity, and so many of the well being 

constructs are similar.  Thus nothing conclusive was able to be made in relation to the validity 

of each measure, or the entire questionnaire battery.  Perhaps the best indication rests with the 

varying response rates. 

 
 
Adolescents Evaluation Comments 

 

The last page of the questionnaire asked participants to ‘Let us know what you thought of this 

biggest mob of questions…’, with a blank page provided for open comment.  Over one third of 

the Aboriginal adolescents (n=124, 37.9%) and just under two thirds of the non-Aboriginal 

adolescents (n=170, 60.1%) provided a qualitative response.  Table 16 gives an overview of the 

proportion of responses that were broadly interpreted to be positive, negative or ambivalent. A 

full list of qualitative responses made by the adolescents is provided in Appendix 15 (see 

p.396).    

 

As indicated in Table 16, the majority of the adolescents’ responses were positive, with 57% of 

the Aboriginal and 50% of the non-Aboriginal adolescents commenting for example; ‘Good to 

get it out of my system’, ‘Not to hard, just right’, ‘Deadly Good Enjoyed It’.  A smaller 

proportion of the responses were negative with 15% of the Aboriginal and 23% of the non-

Aboriginal adolescents commenting for example; ‘Too much questions’, ‘I thought that most of 

this survey was useless’ and ‘I thought some were hard to answer’.  A somewhat larger 

proportion of the responses suggested that the adolescents felt ambivalent about the 

questionnaire, with 27% of both the Aboriginal and non-Aboriginal adolescents commenting; ‘I 

think it was great But it is a little Personal’, ‘I thought it was great But they were stupid 

questions’, ‘Some of it is shit but it just may save someone’.  
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Table 16. Coded Evaluation Responses by Identity, Age & Gender 

 
  Total  Male   Female 

 Negative Positive Ambivalent Negative Positive Ambivalent Negative Positive Ambivalent 

 n % n % n % n % n % n % n % n % n % 

Aboriginal                   

 13 yrs 9 19.1 28 59.6 10 21.3 4 26.7 9 60.0 2 13.3 5 15.6 19 59.4 8 25.0 

14yrs 1 3.6 19 67.9 8 28.6 0 0 4 100.0 0 0 1 4.2 15 62.5 8 33.3 

15yrs 7 18.9 18 48.6 12 32.4 6 46.2 5 38.5 2 15.4 1 4.2 13 54.2 10 41.7 

16-18yrs 2 16.7 6 50.0 4 33.3 2 50.0 1 25.0 1 25.0 0 0 5 62.5 3 37.5 

Total 19 15.3 71 57.3 34 27.4 12 33.3 19 52.8 5 13.9 7 8.0 52 59.1 29 33.0 

Non-Aboriginal                   

 13 yrs 13 20.6 33 52.4 17 27.0 8 36.4 12 54.5 2 9.1 5 12.2 21 51.2 15 36.6 

14yrs 8 16.0 30 60.0 12 24.0 4 17.4 15 65.2 4 17.4 4 14.8 15 55.6 8 29.6 

15yrs 12 30.8 17 43.6 10 25.6 8 40.0 9 45.0 3 15.0 4 21.1 8 42.1 7 36.8 

16-18yrs 6 33.3 5 27.8 7 38.9 2 25.0 2 25.0 4 50.0 4 40.0 3 30.0 3 30.0 

Total 39 22.9 85 50.0 46 27.1 22 30.1 38 52.1 13 17.8 17 17.5 47 48.5 33 34.0 
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Overall, the responses suggested that the Aboriginal adolescents were slightly more likely to 

report positively than non-Aboriginal adolescents.  The female adolescents were also more 

likely to report positively and ambivalently than the male adolescents who were more likely to 

report negatively. 

 

The Research Story (Part III) 

 

Over 2002 and 2003 the adolescents responses on the questionnaires were entered into a SPSS+ 

data base and the data was subject to preliminary analysis.  These early findings were presented 

back to the community and importantly the youth themselves, in a series of presentations across 

the region that included a KAMSC Council meeting and revisiting secondary schools and youth 

centres.  During this period, the findings were also presented at several conferences.  Towards 

the end of 2003 the succinct, easily accessible ‘Kimberley True Words Real Life Research 

Project: Plain language report on the preliminary findings’ was released at a public launch held 

at the KAMSC offices in Broome, which also coincided with the opening of the regions’ first 

Satellite dialysis centre.  Following this the plain language report was circulated widely 

throughout the region – specifically targeting all communities and organisations that had taken 

part or had an interest, and across the State and Nationally.     

 
 

Summary 

 

The current research was ambitious in it’s scope, yet as evident in the breadth of this chapter, 

was developed and conducted in a cautious and considered manner.  This approach is reflected 

in the following three chapters that present the statistical analysis and provide a rich account of 

the mental health and well being of this cohort of Aboriginal adolescents in the Kimberley 

region.  
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Chapter Five 
A Descriptive Analysis of the  
Psychopathology Measures 

 

Overview 

 

This chapter provides a descriptive analysis of the seven psychopathology measures, 

encompassing; direct and secondary trauma exposure, PTSD, suicidal ideation, depression and 

alcohol and drug use.  In text discussion focuses mainly on findings that highlight important 

patterns in the results.  Although it is acknowledged that given the scope of the data collected, 

there is much that could have been analysed and from varying perspectives and positions.  

Hence, the analysis in this chapter strives through a rigorous adherence to simple consistent 

procedures, to present a holistic account of the Kimberley adolescents experience of trauma and 

symptomatology.  

 

For each measure, individual item frequencies and differences between the Aboriginal and non-

Aboriginal adolescent are examined.  Statistically significant differences in reporting patterns 

are established by chi square tests of linear trend.  Following this, total symptom scores are then 

considered for each measure.  The total symptom scores are first assessed for normality, and 

transformed to the square root where necessary.  Then, differences in total symptom scores are 

considered across adolescent identity, gender and age groups.  Statistically significant 

differences are established using predominantly parametric analysis, including simple t-tests, 

and where appropriate, analysis of variance to determine any interaction and or main effects for 

identity, age group and gender.  Any clinically significant or diagnostic capabilities of the 

measures are then explored, and the prevalence of disorder (as indicated by self report), clearly 

presented.   

 

Finally, some of the measures employ qualitative responses and these are analysed where 

appropriate and within the scope of the current research.  In addition, each of the measures 

present their own idiosyncrasies, and these are considered as they arise in the course of the 

analysis.  
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Lifetime Trauma Exposure 

Direct & Secondary Trauma Exposure Measures (DTE & STE) 

 

Descriptive Characteristics 

 

A total of 276 Aboriginal adolescents (84% of the total sample of Aboriginal adolescents) and 

249 non-Aboriginal adolescents (88% of the total sample of non-Aboriginal adolescents) 

reported on the 15 DTE items and were considered in the analysis.  This included 2% and 3% of 

Aboriginal and non-Aboriginal adolescents who answered ‘Don’t want to say’ to all DTE items.  

The response rate was slightly higher on the 11 STE items, with 286 (87%) Aboriginal 

adolescents and 261 (92%) non-Aboriginal adolescents reporting on this measure, and 

considered in the analysis.  This included 2% and 1% of the Aboriginal and non-Aboriginal 

adolescents who answered ‘Don’t want to say’ to all STE items.  Overall, five participants (all 

Aboriginal) exclusively answered ‘Don’t want to say’ to all the items on both measures.   

 

For most items on the direct and secondary trauma measures, the Aboriginal adolescents were 

more likely to report ‘Yes’ than non-Aboriginal adolescents.  As already indicated, the 

Aboriginal adolescents were slightly more likely to give the ‘Don’t want to say’ response.  On 

the DTE measure, 4% to 10% of the Aboriginal adolescents used this response option at least 

once, in comparison with 2% to 7% of the non-Aboriginal adolescents.  Perhaps not 

surprisingly, this response was given most often on Item 3 (self reported previous suicide 

attempt) by both the Aboriginal and non-Aboriginal adolescents.  On the STE measure, ‘Don’t 

Want to Say’ responses were given by 5% to 8% of the Aboriginal adolescents and 2% to 7% of 

the non-Aboriginal adolescents.  One striking exception was found on item 4 (sexual abuse), to 

which 13% of the Aboriginal adolescents selected the ‘Don’t Want to Say’ option.  This may 

have reflected a hesitancy to disclose the confidence of a close friend or family member or 

discomfort with the item because of the adolescent’s own experience. 

 

Direct Trauma Exposure 

 

Statistically significant relationships between identity and use of the response scale were 

identified for 6 of the 15 DTE items, with Aboriginal adolescents reporting ‘Yes’ more often 

and ‘No’ less often than the non-Aboriginal adolescents.  On items 1 and 2 (familial suicide 

completed, familial suicide attempt), item 11 (community violence), and item 14 (drink driving-

passenger) there were substantial highly statistically significant differences.  On item 5 (familial 
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actual violence) and item 8 (non-familial threat violence) there were lesser but still statistically 

significant differences (see Table 17).   

 

The Aboriginal adolescents were almost four times more likely than the non-Aboriginal 

adolescents to report that a family member had suicided.  Close to one third of Aboriginal 

adolescents (29%) reported that someone in their family had completed suicide, compared to 

under one tenth (8%) of the non-Aboriginal adolescents.  Similarly, 30% of the Aboriginal 

adolescents reported that a family member had attempted suicide, as compared to 12% of non-

Aboriginal adolescents.  It was not possible given the format of the self report measure to 

establish if the Aboriginal adolescents were referring to a family member that had both 

attempted and completed suicide, or if the adolescents knew of various family members that had 

at some stage attempted, and others that had completed suicide.   

 

Direct exposure to violence involving multiple people was far greater amongst Aboriginal 

adolescents (19%) than non-Aboriginal adolescents (8%).  Exposure to drink driving was also 

higher amongst the Aboriginal adolescents (26% compared with 16%).  Interestingly a greater 

proportion of non-Aboriginal adolescents reported having been in an accident (20% compared 

with 16%), although the severity and circumstances of the incident were not recorded.   This 

could reflect for example greater exposure as a passenger due to increased vehicle access in 

non-Aboriginal families, and a greater recollection of minor accidents amongst non-Aboriginal 

adolescents.   

 

On item 5 (familial actual violence) Aboriginal adolescents were almost twice as likely to report 

direct exposure to family violence as non-Aboriginal adolescents (17% compared with 11%). 

Direct threats of violence by family were not significantly different, at 17% and 16% 

respectively.  

 

On item 8 (non-familial threat violence) the non-Aboriginal adolescents reported a greater 

incidence of non-familial threats of violence than the Aboriginal adolescents (35% compared 

with 27%).  Non-familial actual violence was reported by a similar proportion of both 

adolescent groups (23% of both).  Non-Aboriginal adolescents also reported a slightly greater 

incidence of bullying (22% compared with 18%), although not statistically significantly 

different.    

 

In summary, the findings for violence exposure suggest that the non-Aboriginal adolescents 

receive similar or more threats of violence from peers or others external to the family.  

Aboriginal adolescents however are subject to greater exposure of actual violence in the home.     
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Table 17. Adolescents Responses to Direct Trauma Exposure Items 
 

 

'Yes’ ‘No’  ‘Don’t want to say’ 

Aboriginal non-Aboriginal Aboriginal non-Aboriginal  Aboriginal non-Aboriginal 

n % n % n % n % 
 
 

n % n % 

Item 1 ‘Has anyone in your family suicided’ 80 29.0 21 8.4 173 62.7 217 87.1 2=35.586, df=1, p<.001 23 8.3 11 4.4 
Item 2 ‘Has anyone in your family attempted suicide’ 83 30.1 30 12.0 170 61.9 206 82.7 2=25.177, df=1, p<.001 23 8.3 13 5.2 
Item 3 ‘Have you ever attempted suicide 28 10.1 17 6.8 220 79.7 219 88.0  28 10.1 13 5.2 
Item 4 ‘Has anyone in your home threatened to hurt  
            you so much you were really scared’ 

47 17.0 39 15.7 209 75.7 198 79.5  20 7.2 12 4.8 

Item 5 ‘Have you ever been in a real bad fight at   
            home with your family, where you were hurt’ 

48 17.4 28 11.2 210 76.1 212 85.1 2=3.994, df=1, p=.046 18 6.5 9 3.6 

Item 6 ‘Have you ever been touched in a sexual  
            way that made you feel bad’ 23 8.3 25 10.0 237 85.9 213 85.5  16 5.8 11 4.4 

Item 7 ‘Have you ever been sexually abused’ 14 5.1 18 7.2 244 88.4 219 88.0  18 6.5 12 4.8 
Item 8 ‘Has anyone that you know (not family) ever threatened to      
            hurt you, hit you, or push you violently’ 

74 26.8 88 35.3 190 68.8 152 61.0 2=4.464, df=1, p=.035 12 4.3 9 3.6 

Item 9 ‘Has anyone that you know (not family) ever  
            hurt you, hit you, or pushed you real violently’ 

63 22.8 57 22.9 198 71.7 185 74.3  15 5.4 7 2.8 

Item 10 ‘Have you ever been in a real bad accident’ 44 15.9 50 20.1 216 78.3 194 77.9  16 5.8 5 2.0 
Item 11 ‘Have you been in mob fighting where someone  
              got hurt real bad or you got hurt real bad’ 

51 18.5 20 8.0 206 74.6 222 89.2 2=12.214, df=1, p<.001 19 6.9 7 2.8 

Item 12 ‘Have you ever been caught stealing and vandalising and  
              been scared of what  would happen’ 

48 17.4 30 12.0 211 76.4 210 84.3  17 6.2 9 3.6 

Item 13 ‘Have you ever been in a dangerous drug  
              deal and been scared of what would happen’ 

15 5.4 10 4.0 243 88.0 233 93.6  18 6.5 6 2.4 

Item 14 ‘Have you been in a car with people that are  
              drink driving real dangerous, and you were scared’ 

73 26.4 40 16.1 190 68.8 201 80.7 2=8.358, df=1, p=.004 13 4.7 8 3.2 

Item 15 ‘Have you ever been bullied and teased so  
              bad you were scared’  

49 18.3 54 21.7 200 74.6 182 73.1  19 7.1 13 5.2 
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Reports of sexual victimisation were slightly higher amongst the non-Aboriginal adolescents.  A 

total of 10% of non-Aboriginal adolescents and 8% of Aboriginal adolescents reported 

unwanted sexual touching.  A further 5% and 7% of the Aboriginal and the non-Aboriginal 

adolescents reported that they had been sexually abused.  Slightly more Aboriginal adolescents 

at 10% reported having previously attempted suicide than the non-Aboriginal adolescents at 7%.  

None of these differences were statistically significant.  

 

Secondary Trauma Exposure 

 

Statistically significant differences between the adolescent identity groups were found on 5 of 

the 11 STE items, with Aboriginal adolescents reporting ‘Yes’ more often and ‘No’ less often 

than the non-Aboriginal adolescents.  The most marked statistical differences were on item 1 

(suicide completed), item 3 (familial violence), item 7 (community violence), and item 9 (drink 

driving).  On item 8 (stealing and vandalising) there was a lesser, yet statistically significantly 

difference (see Table 18).   

 

Importantly, a much greater proportion of the Aboriginal adolescents (28%) reported that 

someone close to them had suicided than the non-Aboriginal adolescents (17%).  Of all the 

trauma exposure indices, secondary exposure to familial violence was the most often reported 

event, and appeared to be extremely commonplace.  Almost two thirds (64%) of Aboriginal 

adolescents and almost half (48%) of non-Aboriginal adolescents reported having ‘seen or 

heard violent fighting’ in their home or other people’s homes.  Aboriginal adolescents were also 

more than twice as likely to report secondary exposure to community violence (46% compared 

with 22%).  This may be a reflection of the Aboriginal adolescents’ greater interpersonal 

networks as inclusive of extended family, increasing the number of people the adolescents are 

close to and thus may witness their involvement such altercations.  Alternatively, the close 

living confines of Aboriginal communities with overpopulated housing in defined state housing 

areas may make it difficult to avoid witnessing community violence.   

 

Witnessing drink driving that the adolescents perceived as dangerous was also common in both 

groups (43% and 26% of adolescents in both identity groups).  As frequent was secondary 

exposure to stealing and vandalising (54% and 44% of adolescents in both identity groups).   

 

Twenty two percent of both adolescent groups reported ‘someone close’ to them had been 

sexually abused.  Further, as outlined earlier, a greater proportion of the Aboriginal adolescents 

selected the ‘Don’t want to say’ response option for this item.  The reporting of sexual abuse 

was markedly higher on the STE measure than on the DTE measure.  This is to be expected 

given that adolescents are likely to know the experiences of a range of people, particularly in
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Table 18.  Adolescent Responses to Secondary Trauma Exposure Items 
 

 'Yes’ ‘No’  ‘Don’t want to say’ 

 Aboriginal non-Aboriginal Aboriginal non-Aboriginal  Aboriginal non-Aboriginal 

 n % n % n % n %  n % n % 

Item 1    ‘Has anyone close to you suicided’  80 28.0 45 17.2 185 64.7 203 77.8 2=8.913, df=1, p=.005 21 7.3 13 5.0 

Item 2    ‘Has anyone close to you attempted  suicide’ 92 32.2 72 27.6 170 59.4 176 67.4  24 8.4 12 5.0 

Item 3    ‘Have you seen or heard of violent  
               fighting in your home or other peoples  homes’ 

183 64.0 125 47.9 79 27.6 129 49.4 2=14.366, df=1, p<.001 24 8.4 7 2.7 

Item 4    ‘Has anyone you are close to been  
               sexually abused’ 62 21.7 58 22.2 186 65.0 186 71.3  39 13.3 17 6.5 

Item 5    ‘Has anyone ever threatened to hurt 
               someone close to you, hit them, or pushed 
               them violently’ 

136 47.6 109 41.8 127 44.4 143 54.8  23 8.0 9 3.4 

Item 6    ‘Has anyone ever hurt someone close to  
               you hit them, or pushed them violently’ 

137 47.9 108 41.1 127 44.4 143 54.8  22 7.7 10 3.8 

Item 7    ‘Have you seen mobs fighting where  
               someone close to you got hurt real bad’ 

130 45.5 56 21.5 138 48.3 194 74.3 2=35.022, df=1, p<.001 18 6.3 11 4.2 

Item 8    ‘Have you seen people you are close with  
               caught stealing, vandalising’  

154 53.8 116 44.4 111 38.8 135 51.7 2=4.826, df=1, p=.028 21 7.3 10 3.8 

Item 9    ‘Have you seen people you are close with  
               drink driving really dangerously’  

123 43.0 68 26.1 144 50.3 186 71.3 2=17.259, df=1, p<.001 19 6.6 7 2.7 

Item 10 ‘Have you seen serious drug deals that  
               involve people you are close to’  

92 32.2 71 27.2 168 58.7 178 68.2  26 9.1 12 4.6 

Item 11 ‘Have you seen someone you are close to  
               been bullied and teased real bad’  

149 53.4 127 48.7 114 40.9 128 49.0  16 5.7 6 2.3 
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smaller communities.  However this may also be a reflection of the less personal nature of the 

STE measure, making it easier for the adolescents to report sexual abuse.  

 

Mean Total DTE and STE Scores 

 

The DTE and STE were aggregate measures reflecting the 8 indices of possible trauma 

exposure.  Response options were scored as either 0 (‘No’) or 2 (‘Yes’).  The ‘Don’t want to 

say’ responses were not scored due to the ambiguity of interpretation.  Total scores ranged from 

0-30 on the DTE measure and from 0-22 on the STE measure.   

 

Normality 

 

The distribution of STE total scores approached normal, with only a slight positive skew and a 

flat spread of scores for both adolescent groups.  The distribution of the DTE total scores was 

more varied, with a moderate positive skew and a peaked distribution, particularly amongst the 

non-Aboriginal adolescents.  For the purposes of analysis, DTE total scores were transformed to 

the square root (DTEsqr), resulting in distributions approximating normal.  All further analysis 

employed the transformed values.  For ease of interpretation the untransformed scores are 

presented in all Tables.  

 

Identity and Age Differences 

 

On both the DTE and the STE measures the Aboriginal adolescents reported statistically 

significantly greater mean scores than the non-Aboriginal adolescents (p<.05; p<.005), as 

shown in Table 19 and Table 20.   

 

Overall there was a tendency for increased scores with increased age on the trauma variables, 

although this pattern was largely confined to non-Aboriginal adolescents.   Thus, there were 

marked differences in total scores between Aboriginal and non-Aboriginal adolescents at 

younger ages.  This difference declined to become non-significant in older age groups.  Lifetime 

exposure to trauma should increase with age if accurately reported.  As people age, their 

likelihood of exposure to traumatic events increases.  However, the way in which trauma is 

perceived is also likely to be modified over time, which in turn modifies how people will self 

report.   For the non-Aboriginal adolescents there appears to be a marked increase in scores on 

both the direct and secondary trauma measures from 15 years.  This may be a natural 

consequence of age, but may also relate to the sampling differences outlined earlier (see p.92).         
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Table 19. DTE Mean Total Scores by Identity, Age Group & Gender 
 

 
Male Female 

Male x Female 
Total 

n M S.D. n M S.D. n M S.D. 

Aboriginal Adolescents 

       13 yrs 45 4.8 5.6 57 5.6 6.6  102 5.3 6.1 

14 yrs 23 4.4 5.0 42 5.5 6.0  65 5.1 5.7 

15 yrs 34 4.9 4.1 37 6.1 5.5  71 5.5 4.9 

16-18 yrs 18 5.8 6.5 20 5.7 6.2  38 5.7 6.2 

Total 120 4.9 5.2 156 5.7 6.1  276 5.4 a 5.7 

Non-Aboriginal Adolescents 

 13yrs 38 4.1 6.0 53 3.3 3.5  91 3.6 4.7 

 14 yrs 42 2.0 2.9 37 4.6 4.9 DTEsqr t(77)=2.715, p=.008 79 3.2 b 4.1 

15 yrs 24 4.8 5.0 20 5.3 5.6  44 5.0 b 5.3 

16-18 yrs 13 6.6 5.7 22 7.6 6.4  35 7.3 6.1 

Total 117 3.7 5.0 132 4.7 5.0  249 4.2 a 5.0 

 
DTEsqr a: t(523)=2.152, p=.032; b: t(121)=-2.027, p=.045 
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Table 20. STE Mean Total Scores by Identity, Age & Gender 
 

 
Male Female 

Male x Female 
 

Total 

n M SD n M SD n M SD 

Aboriginal Adolescents 

       13 yrs 49 8.1 5.7 55 9.0 g 6.4  104 8.6 b 6.1 

14 yrs 26 8.5 h 6.2 45 9.8 6.2  71 9.3 c 6.2 

15 yrs 35 10.4 4.9 39 10.8 6.0  74 10.6 5.5 

16-18 yrs 17 7.8 5.6 20 10.2 6.0  37 9.1 5.8 

Total  127 8.8 f 5.6 159 9.8 e 6.2  286 9.4a 5.9 

Non-Aboriginal Adolescents 

 13yr 43 6.1 5.7 55 6.1 g 5.6  98 6.1 b 5.6 

 14 yrs 43 4.6 h 5.0 39 8.3 6.9 t(69.100)=2.715, p=.008 82 6.3 c d 6.2 

15 yrs 26 8.0 7.5 20 10.5 6.2  46 9.1d 7.0 

16-18 yrs 12 9.8 6.4 23 11.2 5.6  35 10.7 5.9 

Total  124 6.3 f 6.1 137 8.2 e 6.3 t(259)=2.453, p=.015 261 7.3 a 6.3 

 
a: t(533.143)=3.885, p<.001;  b: t(200)=3.058, p=.003;  c: t(151)=2.933, p=.004;  d: t(84.519)=-2.218, p=.029;  e: t(294)=2.206, p<.028;  f: t(245.895)=3.295, p=.001;   
g: t(108)=2.552, p=.012;  h: t(67)=2.820, p=.006
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Comparatively, the Aboriginal adolescents report consistently increased direct and secondary 

trauma exposure from early adolescence onwards.  

 

The two way interaction between identity and age was not found to be statistically significant 

with the DTE scores.  However, main effects for age group were identified (F(3,517)=4.075, 

p=.007), supporting an increase in direct trauma exposure with age.  On the STE measure the 

two way interaction was weakly statistically significant (F(3,539)=2.715, p=.044).  Main effects 

were also found, and were highly statistically significant for age (F(3,539)=6.310, p<.001), and 

moderately significant for identity (F(3,539)=5.786, p=.016).  Finding that both increasing age 

and identity contribute to the increased reporting of secondary trauma exposure, with older 

Aboriginal adolescents reporting the greatest exposure. 

 

Gender Differences – within adolescent identity groups 

 

Female adolescents scored slightly higher on both the direct and secondary trauma exposure 

measures than the male adolescents.  This reached weak statistical significance amongst the 

non-Aboriginal adolescents on the STE measure only (p<.05).   

 

The two way interaction between age and sex was not found to be statistically significant 

amongst the Aboriginal and the non-Aboriginal adolescent groups on the DTE or the STE 

measures.  Main effects were identified amongst the non-Aboriginal adolescents for age group 

with DTE scores (F(3,241)=5.342, p=001), and STE scores (F(3,253)=6.497, p<.001) and for 

gender on the STE measure only (F(1,253)=5.215, p=.023).   

 

Gender Differences – between adolescent identity groups 

 

Both the male and female Aboriginal adolescents scored slightly higher on the DTE and the 

STE measures than their non-Aboriginal male and female peers.  This was statistically 

significant on the secondary trauma measure (male p<.005; female p<.005), and particularly 

apparent in the younger age groups.  Generally the female Aboriginal adolescents recorded the 

greatest direct and secondary trauma exposure, as followed by the male Aboriginal adolescents.  

The female non-Aboriginal adolescents recorded total scores just below those of the Aboriginal 

males.    

 

The three way interaction between age group, sex and identity was not found to be statistically 

significant on either of the DTE or STE measures.  Main effects were however identified for age 

on the DTE (F(3,509) =3.919, p=.009) and for each independent variable on the STE (age 
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group: F(3,531) =6.279, p<.001; sex: F(1,531)=7.919, p=.005; identity: F(1,531)=4.934, 

p=.027).  This supports the positive relationship found previously between age and direct 

trauma exposure. In addition to which, the influence of age, gender and identity on secondary 

trauma exposure was found, with older female Aboriginal adolescents most likely to report the 

greatest secondary exposure.  

 

Prevalence Rates 

 

The findings for the Kimberley Aboriginal and non-Aboriginal adolescent on the direct and 

secondary trauma exposure measure are presented in Appendix 16 (see p.404).  For comparison 

purposes, this is followed by a brief consideration of some of the rates of trauma reported in the 

Aboriginal and Torres Strait Islander Women’s Taskforce on Violence (1999) in Appendix 17 

(see p.406), and internationally in the adolescent literature in Appendix 18 (see p.409).  These 

are considered at greater length in Chapter Eight (see p.296).  

 

 

Post Traumatic Stress Disorder 

The Child PTSD Checklist-Kimberley Adapted (CPC-KA) 

 

Descriptive Characteristics 

 

A total of 245 Aboriginal adolescents (75%) and 236 non-Aboriginal adolescents (83%) 

responded to the 28 quantitative items of the CPC-KA, and were considered in the analysis.  

Contrasting reporting patterns by the Aboriginal and non-Aboriginal adolescents on the response 

options were observed.  These are examined in the following sections across the symptom 

clusters of Criteria B, C and D.   

 

Criterion B: Recurrence – Re-experience 

 

Criterion B symptoms relate to the intrusive, recurrent re-experiencing of aspects of the trauma 

exposure (see p.56).  On the 10 CPC-KA items assessing Criterion B symptoms the Aboriginal 

adolescents generally reported a greater symptom presence than the non-Aboriginal adolescents.  

This was most noticeable on items 1, 10 and 11 (see Table 21).   

. 
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Table 21.  Adolescent Responses to PTSD Criterion B Items 
 

 ‘Not at all’ ‘Sometimes’ ‘Most of the time’ ‘All of the time’ 
 Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal 

 n % n % n % n % n % n % n % n % 

Criterion B: Recurrence – Re-experience 
Item 4    ‘Do you go over and over what happened in  
               your mind’ 130 53.1 116 49.6 87 35.5 87 37.2 12 4.9 19 8.1 16 6.5 12 5.1 

Item 5    ‘Do you think about (or see pictures in your   
               head of) What happened even when you don’t  
               want to’ 

140 57.1 146 61.9 82 33.5 63 26.7 13 5.3 17 7.2 10 4.1 10 4.2 

Item 1    ‘Do you get nightmares or have bad dreams  
               about what happened’ 144 58.8 161 68.2 84 34.3 58 24.6 5 2.0 9 3.8 12 4.9 8 3.4 

Item 10  ‘Do you act out things or repeat things like what  
               happened’ 174 71.3 194 82.2 52 21.3 33 14.0 12 4.9 5 2.1 6 2.5 4 1.7 a 

Item 11  ‘Do you sometimes feel like it’s happening all  
               over again, even when it’s not’ 171 70.1 188 79.7 54 22.1 36 15.3 12 4.9 7 3.0 7 2.9 5 2.1 b 

Item 2    ‘Do you get upset when you think about what  
               happened’  114 46.5 118 50.2 94 38.4 70 29.8 21 8.6 34 14.5 16 6.5 13 5.5 

Item 3    ‘When something reminds you of what  
               happened, do you get tense or upset’ 122 49.8 125 53.0 87 35.5 70 29.7 21 8.6 26 11.0 15 6.1 15 6.4 

Item 6    ‘Do you worry that it might happen again’ 131 53.7 122 51.7 78 32.0 91 38.6 15 6.1 12 5.1 20 8.2 11 4.7 

Item 23  ‘Do you feel bad or guilty – like what happened  
               was your fault’ 139 56.7 135 57.2 81 33.1 75 31.8 22 9.0 16 6.8 3 1.2 10 4.2 

Item 14  ‘Have you ever go physically upset when  
               something reminded you of what happened,  
               getting sweaty, shaking, your heart pounding  
               getting short of breath, or stomach aches’  

163 66.5 160 68.1 68 27.8 59 25.1 9 3.7 8 3.4 5 2.0 8 3.4 

a: 2=6.765, df=1, p=.009; b: 2=4.477, df=1, p=.034
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Item 1 of the CPC-KA assessed the symptom of ‘Recurrent distressing dreams of the event’ 

(APA, 2000).  On this item, 41% of the Aboriginal adolescents reported the presence of 

nightmares in comparison with 32% of the non-Aboriginal adolescents.  Items 10 and 11 

assessed symptoms relating to ‘Acting or feeling as if the traumatic event were recurring’ 

(APA, 2000).  On item 10, 29% of the Aboriginal adolescents reported the presence of 

repetitive ‘acting out’ behaviours of trauma exposure related content in comparison with 18% of 

non-Aboriginal adolescents.  On Item 11, 30% of the Aboriginal adolescents reported the 

presence of re-experiencing symptoms in comparison with 20% of the non-Aboriginal 

adolescents (p<.05). 

 

Criterion C: Avoidance – Numbing 

 

Overall differences between the two adolescent groups were more apparent on the Criterion C 

items relating to symptoms of avoidance and psychological numbing than on the Criterion B 

items (see Table 22).   

 

There was an interesting difference in the patterns of reported avoidance between the two 

adolescent groups.  Items 7, 13 and 25 all assessed aspects of cognitive avoidance through 

‘Efforts to avoid thoughts, feelings, or conversations associated with the trauma’.  On item 7, a 

similar proportion (53% to 55%) of the adolescents reported the presence of the cognitive 

avoidance through trying ‘not to think about what happened’.  The non-Aboriginal adolescents 

reported more often on the upper end of the response scale, suggesting more frequent use of this 

strategy when the symptom is present.  In contrast, on item 13 which assessed the behavioural 

aspects of cognitive avoidance through efforts to stay ‘very busy’ doing things ‘so you won’t 

think about what happened’, a greater proportion of the Aboriginal adolescents (44%) reported 

the presence of this symptom than the non-Aboriginal adolescents (32%), and more often on the 

higher response options (p<.05).  Fewer differences were evident between the two adolescent 

groups on item 25, with less than 33% of the adolescents indicating that they at times feel 

‘‘tuned out’ or ‘in  a trance’.  This may also be a reflection of the adolescents’ unfamiliarity 

with these terms.    

 

Overall, this tends to suggest that when cognitive avoidance symptoms are present, the 

Aboriginal adolescents are likely to report behaviourally based symptom strategies and the non-

Aboriginal adolescents cognitively based symptom strategies. 
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Table 22.  Adolescent Responses to PTSD Criterion C Items 
 

 ‘Not at all’ ‘Sometimes’ ‘Most of the time’ ‘All of the time’ 
 Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal 
 n % n % n % n % n % n % n % n % 

Criterion C: Avoidance – Numbing 

Item 7    ‘Do you try not to think about what  
               happened’ 114 46.7 105 44.7 79 32.4 55 23.4 18 7.4 32 13.6 33 13.5 43 18.3 

Item 13  ‘Do you ever make yourself very busy and  
               do things so you won’t think about what  
               happened’ 

137 56.1 159 67.7 70 28.7 51 21.7 19 7.8 14 6.0 18 7.4 11 4.7a 

Item 25  ‘Do you ever feel like you are ‘tuned out’ or 
               ‘in a trance’ so you can go away in your 
                mind and not think’ 

168 68.9 158 66.9 58 23.8 61 25.8 10 4.1 12 5.1 8 3.3 5 2.1 

Item 8    ‘Do you try to stay away from things that 
               remind you of what happened’ 106 43.6 124 52.8 86 35.4 42 17.9 26 10.7 37 15.7 25 10.3 32 13.6 

Item 9    ‘Do you ever have trouble remembering  
               important parts of what happened’ 152 62.0 159 67.7 72 29.4 52 22.1 12 4.9 12 5.1 9 3.7 12 5.1 

Item 20  ‘Do you feel it’s hard to have fun doing  
               things’ 129 54.4 158 66.9 74 31.2 66 28.0 13 5.5 6 2.5 21 8.9 6 2.5 b 

Item 22  ‘Do you feel alone even when other people  
               are around’ 139 56.7 142 60.2 77 31.4 66 28.0 17 6.9 18 7.6 12 4.9 10 4.2 

Item 12  ‘Do you ever feel it’s hard to have any 
               feelings any more, like you feel numb’ 177 72.2 189 80.8 53 21.6 35 15.0 7 2.9 7 3.0 8 3.3 3 1.3 c 

Item 21  ‘Do you ever feel it’s hard to feel happy’ 150 61.5 149 63.1 60 24.6 69 29.2 16 6.6 14 5.9 18 7.4 4 1.7 

Item 19  ‘Do you ever think that you won’t grow up  
               and be what you want to be’ 120 49.0 129 54.9 80 32.7 75 31.9 22 9.0 22 9.4 23 9.4 9 3.8 d 

a: 2=5.621, df=1, p=.018;  b: 2=13.893, df=1, p<.001;  c: 2=4.442, df=1, p=.035; d: 2=4.195, df=1, p=.04
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In accordance with this pattern, more of the Aboriginal adolescents indicated behavioural 

avoidance as assessed by item 8 through ‘Efforts to avoid activities, places, or people that 

arouse recollections of the trauma’.  On this item, 56% and 47% of the two adolescent identity 

groups reported trying to ‘stay away from things that remind you of what happened’.   

 

The Aboriginal adolescents also reported more often on the affective components contributing 

to Criterion C.  Forty six percent of Aboriginal adolescents in comparison with 33% of the non-

Aboriginal adolescents indicated a ‘Markedly diminished interest or participation in significant 

activities’ as assessed on item 20.  The Aboriginal adolescents also endorsed this item more 

often on the higher response options (p<.005).   

 

The presence of a ‘Restricted range of affect’ was assessed by items 12 and 21 of the CPC-KA.  

On the former, a greater proportion of Aboriginal adolescents (28%) reported the presence of 

psychological numbing than non-Aboriginal adolescents (19%), and this difference was found 

to be statistically significant (p<.05).  On item 21 a similar proportion of both adolescent groups 

reported the presence of restricted affect (37% - 38%).  However, 7% of the Aboriginal 

adolescents in comparison with 2% of non-Aboriginal adolescents reported this on the highest 

response option.  Furthermore, 51% of Aboriginal adolescents endorsed item 19 relating to a 

‘Sense of a foreshortened future’, in comparison with 45% of non-Aboriginal adolescents.  

Strikingly, 10% of the Aboriginal adolescents responses were on the highest response option.  

This difference was found to be statistically significant (p<.05).   

 

Overall, these findings suggest that the Aboriginal adolescents had an increased presence of 

psychological numbing symptoms and the perception of a foreshortened future.  These 

symptoms have a clear concomitance with depressive type symptomatology and hopelessness, 

which begin to suggest some of the pathways or patterns of comorbidity.  

 

Criterion D: Physiological Arousal – Hypervigilance 

 

Fewer differences between the adolescent groups were found on the Criterion D items relating 

to physiological arousal and hypervigilance, than on those of Criterion B and C (see Table 23).  

A considerable proportion of the adolescents reported positively on item 15, assessing the 

Criteria D3 symptom ‘Difficulty concentrating’.  Half of the Aboriginal adolescents (50%) 

reported concentration difficulties, and slightly  more often on the higher response options than 

the non-Aboriginal adolescents, of whom less than half (42%) reported the presence of this 

symptom.  This difference was found to be statistically significant (p<.05).  
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Table 23.  Adolescent Responses to PTSD Criterion D & E Items 
 

 ‘Not at all’ ‘Sometimes’ ‘Most of the time’ ‘All of the time’ 

 Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal 
 n % n % n % n % n % n % n % n % 

Criterion D: Physiological Arousal – Hyper vigilance 

BDI 16    ‘Do you have trouble falling asleep’ *  147 60.5 136 58.1 48 19.8 66 28.2 23 9.5 22 9.4 25 10.3 10 4.3 

Item 18   ‘Do you get annoyed (grouchy) or irritable  
                (kinda angry) real easy’ 118 48.4 102 43.4 90 36.9 97 41.3 21 8.6 20 8.5 15 6.1 16 6.8 

KBAS 2  ‘Do you get angry or upset at people for no reason’ 107 43.7 116 49.2 92 37.6 79 33.5 27 11.0 32 13.6 19 7.8 9 3.8 
KBAS 5  ‘Do you ever get so angry with people that you  
                want to hit or hurt someone’  106 43.3 97 41.1 88 35.9 90 38.1 22 9.0 27 11.4 29 11.8 22 9.3 

Item 15   ‘Is it hard for you to pay attention, like  
                listening to your teacher, or doing your work  
                – because you can’t concentrate well’  

123 50.4 137 58.1 79 32.4 71 30.1 26 10.7 19 8.1 16 6.6 9   3.8 a 

Item 16   ‘Do you feel that you need to stay ‘on guard’ – like  
                something could happen and you need to be ready’ 148 60.9 147 62.8 71 29.2 64 27.4 17 7.0 16 6.8 7 2.9 7 3.0 

Item 17   ‘Do you get jumpy or startle easily’ 146 59.6 142 60.4 79 32.2 68 28.9 15 6.1 17 7.2 5 2.0 8 3.4 

Item 24   ‘Do you ever wet your pants or bed by accident’ 222 91.0 225 95.3 18 7.4 8 3.4 2 0.8 0.0 0.0 2 0.8 3 1.3 

Criterion E: Chronology 

 
‘<1 month’ ‘1 - 3 months’ ‘6 – 12 months’ ‘>a year’ 

n % n % n % n % n % n % n % n % 

Item 27   ‘From all of the questions above, for how long have  
                these sorts of feelings, actions gone on for / lasted’ 98 53.6 78 46.7 27 14.8 14 8.4 18 9.8 20 12.0 40 21.9 55     32.9 b 

Item 28   ‘Overall, how much have you been bothered  
                by these sort of feelings, actions’ 129 56.3 106 47.3 71 31.0 88 39.3 20 8.7 23 10.3 9 3.9 7   3.1 

* BDI-KA item 16 ‘I sleep as well as ever’; ‘I don’t sleep as well as I used to’; ‘I have trouble going to sleep’; ‘I wake up all the time an can’t ever get back to sleep’   a:2=4.084, df=1, p=.043, b:2=5.040, df=1, p=.025  
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A similar proportion of both adolescent groups (40% and 42%) reported sleep disturbances.  

This was assessed on item 16 of the Beck Depression Inventory-Kimberley Adapted, and 

related to Criteria D1 ‘Difficulty falling or staying asleep’.  However, the Aboriginal 

adolescents reported markedly more often on the higher response scale statement for this item ‘I 

wake up all the time and can’t ever get back to sleep’.  There were three items relating to 

Criteria D2 ‘Irritability or outbursts of anger’.  Minimal differences were observed between the 

adolescent groups on Kimberley Brief Anger Scale item 5, which assessed externalised directed 

anger.  Slightly larger differences were noted on Kimberley Brief Anger Scale item 2, with 56% 

of the Aboriginal and 51% of non-Aboriginal adolescents reporting the presence of underlying 

anger that is externalised and undirected. For the Aboriginal adolescents this was somewhat 

more often on the higher response options.  Conversely, on item 18 more of the non-Aboriginal 

adolescents reported irritability (57%) than the Aboriginal adolescents (52%).   

 

Criterion E: Chronology 

 

An additional three items were added to the CPC-KA to provide some indication of the 

chronology of PTSD symptomatology (Criterion E of a DSM-IV-TR PTSD diagnosis).  These 

items were poorly reported on by the adolescents, and are only discussed briefly here (see Table 

23).  

 

Item 26 prompted a qualitative indication of the onset of the symptomatology with; ‘From all of 

the above, when do you think you first started experiencing these sort or feelings, actions’.  This 

item was answered in a variety of ways, broadly categorised by the giving of an age (eg ‘11 yrs 

old’), a time period (eg ‘4 years ago’), an event (eg ‘at the funeral’), an ambiguous reference 

(eg ‘after it happened’) or ‘not at all’.   

 

Item 27, which assessed the duration of the PTSD symptoms, was responded to by 183 (75%) of 

the Aboriginal adolescents and 167 (71%) of the non-Aboriginal adolescents in the PTSD 

analysis sample.  The majority of both the Aboriginal (54%) and non-Aboriginal adolescents 

(47%) reported experiencing PTSD symptoms in the last month.  15% of the Aboriginal 

adolescents and 8% of the non-Aboriginal adolescents reported experiencing symptoms in the 

last ‘1-3 months’.  Approximately one tenth of both adolescent groups reported symptoms 

lasting between ‘6-12 months’.  A further one fifth of the Aboriginal adolescents and one third 

of the non-Aboriginal adolescents reported experiencing PTSD symptoms for ‘more than a 

year’.   
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The frequency of PTSD symptoms was assessed on item 28.  A large proportion of both the 

adolescent groups were not bothered by symptoms (Aboriginal 56%; non-Aboriginal 47%).  

One tenth of the adolescents reported experiencing symptoms ‘Most of the time’ (Aboriginal 

9%; non-Aboriginal 10%) and a small proportion of the adolescents reported symptoms 

occurring ‘All of the time’ (Aboriginal 4%; non-Aboriginal 3%).   

 

The Criterion E items were not included in any of the quantitative analysis.  Responses to these 

items were considered when assessing possible PTSD diagnostic group membership (see p.176).  

 

 

Total Aggregate CPC-KA Scores 

 

The CPC-KA provided an indication of continuous symptom severity.  Total CPC-KA scores 

were derived by aggregating participants’ responses on items 1 to 28 (inclusive of all Criterion 

B, C and D items). The total possible score ranged from 0-84.  

 

Normality 

 

The Aboriginal adolescents reported a moderately positively skewed and slightly flat 

distribution on the CPC-KA, which did not alter greatly when split for gender.  In contrast, the 

non-Aboriginal adolescents reported a moderately positively skewed distribution that was 

highly peaked, which also did not vary greatly when split for gender.  For the purposes of 

analysis the total CPC-KA scores for both adolescent groups were transformed to the square 

root (CPC-KAsqr), producing distributions that approached normal.  All further statistical 

analysis employed the transformed scores, whilst for ease of interpretation the untransformed 

scores are presented in all tables.   

 

Identity and Age Differences 

 

While the Aboriginal adolescents reported a slightly higher mean total CPC-KA score than the 

non-Aboriginal adolescents, these differences were not statistically significantly different (see 

Table 24).     
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Table 24. CPK-KA Mean Total Scores by Identity, Age & Gender 
 

 
 

Male Female 
Male x Female 

Total 

 n M SD n M SD n M SD 

Aboriginal Adolescents 

       13 years 38 16.9 13.8 52 18.5 16.6  90 17.8 15.4 

14 year 21 8.7 8.4 35 18.8 14.0 CPC-KAsqr t(54)=3.458, p=.001 56 15.0 13.1 

15 year 35 14.9 10.4 34   25.1 b 15.5 CPC-KAsqr t(67)=3.083, p=.003 69  19.9 a 14.0 

16-18 years 14 8.9 7.0 16 13.8 9.4  30 11.5 8.6 

Total  108 13.6 11.5 137 19.7 15.2 CPC-KAsqr t(243)=3.716, p<.001 245 17.0 14.0 

Non-Aboriginal Adolescents 

13 years 41 12.5 11.7 47 19.0 15.2 CPC-KAsqr t(86)=2.420, p=.018 88 15.9 14.0 

 14 year 40 8.2 11.1 34 21.9 18.3 CPC-KAsqr t(62.174)=4.220, p<.001 74 14.5 16.2 

15 year 21 11.3 8.0 21  17.0 b 18.0  42  14.2 a 14.1 

16-18 years 12 13.8 13.4 20 21.0 12.9  32 18.3 13.3 

Total  114 10.9 11.1 122 19.8 16.2 CPC-KAsqr t(234)=5.119, p<.001 236 15.5 14.6 

 
CPC-KAsqr a: t(109)=2.326, p=.022; b: t(53)=2.232, p=.030  
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Few age differences were identified.  Aboriginal adolescents in the 15 year age group reported 

greater mean scores than their non-Aboriginal cohorts (CPC-KAsqr p<.05).  However, this was 

due to the markedly high scores reported by the 15 year old female Aboriginal adolescents.  

There were no clearly discernable trends for age amongst either of the adolescent groups and 

two way analysis of variance (identity by age group) failing to find any statistically significant 

interaction between identity and age group with CPC-KA scores, or main effects for either of 

the independent variables.  

 

Gender Differences – Within Identity Groups 

 

The female Aboriginal adolescents reported statistically significantly greater mean CPC-KA 

scores than the male Aboriginal adolescents overall (p<.001).  This was particularly evident in 

the 14 year (p<.005) and the 15 year (p<.005) age groups. Amongst the non-Aboriginal 

adolescents, the female adolescents reported statistically significantly greater mean total CPC-

KA scores than their male peers overall (p<.001), and in the 13 years (p<.05) and 14 year 

(p<.001) groups 

 

Interaction effects were not identified between gender and age group with CPC-KA scores 

amongst the Aboriginal or the non-Aboriginal adolescents.  However, main effects were 

identified amongst both adolescent groups for gender (Aboriginal: F(1,237)=16.091, p<.001; 

non-Aboriginal: F(1, 228)=18.306, p<.001).  Thus, being female significantly contributed to 

increased CPC-KA scores.   

 

A statistically significant main effect was also identified for age group (F(1,237)=4.081, p<.01) 

amongst the Aboriginal adolescents, with the 16-18 years group recording statistically 

significantly lower CPC-KA scores than their younger peers.  This may be a product of 

sampling differences as noted elsewhere (see p.92) 

 

Gender Differences – Between Identity Groups 

 

Between the adolescent groups few differences were found for gender.  Female adolescents in 

both groups reported comparable mean CPC-KA scores, only varying statistically significantly 

for the 15 year age group (CPC-KAsqr p<.05) with female Aboriginal adolescent having higher 

scores.  Whilst the male Aboriginal adolescents generally reported slightly higher mean CPC-

KA scores, these were not statistically significantly different from those of their male non-

Aboriginal counterparts.   
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The overall three way analysis of variance model (identity by age group by gender) did not 

identify any significant interaction effects.  Of the three independent variables, main effects 

were found for gender only (F(1,465)=34. 429, p<.001).  Hence, being female, irrespective of 

identity or age group, significantly influenced the increase in CPC-KA scores.   

 

Qualitative Characteristics 

 

Criterion A: Trauma Exposure  

 

Criterion A of a DSM-IV-TR PTSD diagnosis requires that the individual must have been 

exposed to a traumatic event in which ‘actual or threatened death or serious injury, or a threat 

to… physical integrity’ were present, and accompanied by ‘intense fear, helplessness, or horror’ 

(p.463 APA, 2000).  Criterion A was assessed by the qualitative stem items that preceded the 28 

quantitative CPC-KA items.  Participants were asked to report their three most ‘upsetting, scary 

or frightening’ experiences.  All of the responses were qualitatively sorted and coded according 

to common themes that emerged during the qualitative analysis.  This resulted in 17 overall 

categories.  Qualitative nodes were assigned within each category to reflect response variations 

more accurately.  Overall, 140 of the Aboriginal adolescents (43%) and 140 of the non-

Aboriginal adolescents (50%) reported one or more upsetting, scary or frightening life events.   

This did not include adolescents that reported ‘nothing’ or ‘no’.  This accounted for around 10% 

of the responses to the stem items.  The analysis did however include those that reported events 

in the ‘unable to judge’ and the ‘not saying’ categories.  These were considered valid responses, 

although unable to be interpreted.   

 

Of the sample of Aboriginal adolescents that were included in the qualitative analysis, 39% 

listed one event, 24% two events and 36% three events.  Of the non-Aboriginal adolescents, 

45% listed one event, 25% two events and 30% three events.  This shows that the Aboriginal 

adolescents were somewhat more likely to list up to three events than the non-Aboriginal 

adolescents.  Further, PTSD symptom severity was noted to increase with the number of events 

listed (see Table 25).  Aboriginal adolescents reported slightly higher mean scores than their 

non-Aboriginal peers when no events were listed, and when three events were listed. 

 

Table 25.     CPC-KA Mean Scores Across Number of Qualitative  Events 
 

Adolescents 
0 event listed 1 event listed 2 events listed 3 events listed 

n M SD n M SD n M SD n M SD 

Aboriginal 110 12.0 11.6 54 15.7 10.3 32 18.9 15.6 49 28.3 15.0 
Non-Aboriginal  99 9.7 12.1 60 15.9 13.1 35 18.5 13.2 42 26.1 16.8 
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A summary of the events listed by the adolescents on all three stem items is presented in Table 

26.  The category of ‘Violence’ was most commonly reported on by both adolescent groups.  

Twice as many Aboriginal adolescents (29%) reported in this category than non-Aboriginal 

adolescents (16%).  The majority of the Aboriginal adolescents’ responses were general 

statements of ‘fights’ or ‘fighting’.  This may reflect linguistic differences, with the use of 

collective terms more common among the Aboriginal adolescents.  This is not to diminish 

however, the greater exposure to violence reported by the Aboriginal adolescents; with twice as 

many Aboriginal adolescents witnessing family violence and being in a fight themselves than 

their non-Aboriginal counterparts.  A similar proportion of both adolescent groups reported 

having been hurt in a violent altercation. 

 

Across the three stem items, violence was the most commonly reported event on each of the 

stem items by the Aboriginal adolescents.  For the non-Aboriginal adolescents, violence was the 

most commonly reported event on stem item one, whilst on stem items two and three 

‘Relationship Difficulties’, the ‘Death’ of significant others, and ‘Feeling Threatened or 

Fearful’ took precedence as the most commonly reported events.  This further illustrates the 

prominence of violence exposure the Aboriginal adolescents experience.  Nine of the Aboriginal 

adolescents listed violent events twice (on two of the stem items), and two Aboriginal 

adolescents listed violent events across all three stem items.  By comparison, only one non-

Aboriginal adolescent listed violent events twice.   

 

The categories of ‘Relationship Difficulties’ and ‘Feeling Threatened or Fearful’ emerged as 

the next most commonly reported events by both the Aboriginal and non-Aboriginal 

adolescents.  Of the Aboriginal adolescents 12% listed relationship difficulties and 11% feeling 

threatened or fearful.  Of the non-Aboriginal adolescents, 15% listed relationship difficulties 

and 16% listed feeling threatened or fearful.  More than half of the relationship problems listed 

by the Aboriginal adolescents related to problems with parents or siblings.  Amongst the non-

Aboriginal adolescents, friendship problems, parents divorcing or separating and problems with 

parents or siblings were most the most commonly reported types of problems.  The subcategory 

of leaving home or moving house arose from a small number of non-Aboriginal adolescents that 

reported this.  This suggests the subjective impact of transience on a small number of non-

Aboriginal adolescents.   

 

Very few of the Aboriginal adolescents listed relationship problems more than once (one 

adolescent listed twice, another three times).  By comparison, seven of the non-Aboriginal 

adolescents listed relationship problems twice and one adolescent listed this across all three 

stem items.  This suggests the increased salience of peer and parental separation type difficulties 

amongst the non-Aboriginal adolescents.  
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Table 26.  Events Listed on Stem Items 1, 2 & 3 - Ranked by Proportion 

Response Category n % 
Example from Aboriginal 

adolescent responses 
Response Category n % 

Example from non-Aboriginal  
adolescent responses 

Violence 80 29.0  Violence 41 15.8  
general 24 8.7 ‘Fighting’                                               general 5 1.9 ‘Serious fighting’                                                    
others 8 2.9 ‘seeing someone hurt’                          others 6 2.3 ‘someone close to me got hurt’                             
family 28 10.2 ‘When my family fights’                         family 15 5.8 ‘Seeing My Stepdad flog my mum’                       
self hurt 14 5.1 ‘got mobbed in [location omitted]’         self hurt 12 4.6 ‘My dad hit me in the lounge’                                
self fighting 6 2.2 ‘First fight’                                             self fighting 3 1.2 ‘being in a fight’                                                     

Relationship 32 11.6  Threatened/fearful 41 15.8  

parents divorce/sep 4 1.5 ‘Mum & Dad brock up’                          for others 7 2.7 
‘My little brother was hiding from me in 
[location omitted] and I thought I had lost him’      

partner problems  5 1.8 ‘boyfriends’*                                          to self 33 12.7 ‘A gang pulled me over’                                        
friendship problems 6 2.2 ‘Fighting with frends’ *                          drink driving 1 0.4  
problems with 
parents/siblings 

17 6.2 ‘When my mum swears me’                 Relationship 40 15.4  

    parents divorce/sep 11 4.2 ‘Perents split’                                                         
    partner problems  3 1.2 ‘Breaking up with b/f of 10 mths’                           

Threatened/fearful 31 11.2  friendship problems 12 4.6 ‘When my friends didn't like me anymore’             

to self 26 9.4 ‘Chase by the police’                            
problems with 
parents/siblings 

11 4.2 ‘Disagreements with parents’                                

drink driving 5 1.8 ‘Driving with drunks’                             leaving  3 1.2 ‘When i moved out of home’*                                
Death 27 9.8  Death 30 11.6  

family 23 8.3 ‘family dieing’                                        family 16 6.2 
‘Mum died of breast cancer’                
                                                             

friends 1 0.4 ‘a friend died in a car accident’ *          friends 6 2.3 ‘My friend died in a motor bike accident’               
other 3 1.1 ‘Someone dieing’                                  self 5 1.9 ‘afraid of dying’                                                      
    other 3 1.2 ‘When someone died‘                                           

Accident 22 8.0  Accident 27 10.4  
         general 6 2.2 ‘car accident’                                                 general 9 3.5 ‘car crash’                                                              

others 4 1.5 ‘My brother & dad in car accident‘        others 4 1.5 
‘My mum and brother were in a car accident, 
but nothing happened to them’                             

self 12 4.4 ‘Rolled Bush bomb’                              self 14 5.4 ‘falling of bike’                                                       
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Table 26.  Events Listed on Stem Items 1, 2 & 3 - Ranked by Proportion  

Response Category n % 
Example from Aboriginal 

adolescent responses 
Response Category n % 

Example from non-Aboriginal adolescent 
responses 

Suicide 17 6.2  Medical 18 6.9  
general 1 0.4 ‘Sucide’ *                                             others 7 2.7 ‘seeing my dad have cancer’                             
others 12 4.4 ‘Cousin brother commited suicide’      self 11 4.2 ‘Astma’                                                               
self 4 1.5 ‘Seeing my attempted suicided’*             

Medical 16 5.8  Sexual abuse 15 5.8  
others 6 2.2 ‘mum was in hospital’                          general 2 0.8 ‘sexual abuse’*                                                  
self 10 3.6 ‘falling pregnant’                                  self 13 5.0 ‘Sexually abused’                                               

Animals / things 14 5.1  Bullying 11 4.3  
snake 4 1.5 ‘snakes’                                                   
dogs 2 0.7 ‘getting chase by dog’                          Animals / things 10 3.9  
general 2 0.7 ‘bull's’                                                   snake    
 ‘things’ 6 2.2 ‘seeing dead people’ *                         dogs 1 0.4 ‘I got wrecked & there were these wild dogs’    
    general 2 0.8 ‘Spider Red back’                                              

Substance misuse 13 4.7         ‘things’ 7 2.7 ‘Gun Man in NT’                                                 
general 5 1.8 ‘Smoke Gunja’                                         
others 4 1.5 ‘being with drunken people ‘                Not saying 8 3.1 ‘I Don't want to say’                                           
self 4 1.5 ‘first time I took gunja’                              

Unable to judge 10 3.6 ‘scared’                                                Unable to judge 7 2.7 ‘I was depressed’                                               
Sexual abuse 4 1.5  Suicide 4 1.5  

others 2 0.7 ‘sister being raped’                              others 3 1.2 ‘When uncle [name omitted] suicided’               

self 2 0.7 
‘When I got sexually abused by my 
1st Cousin’                                           

self 1 0.4 ‘having thoughts of suicide’                               

Bullying 4 1.5 ‘teased and bullied’*                            Criminal/disciplinary 4 1.5 ‘getting busted by the cops’                               
Criminal/disciplinary 4 1.5 ‘got caught smoking dop at school’     Substance misuse 3 1.2  
    others 3 1.2 ‘Junkies looking at me’                                      
Not saying 1 0.4 ‘Something don't want to say’                  
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In relation to feeling threatened or fearful, the majority of the responses made by both 

adolescent groups were of threats to self, or fears for the safety of self.  Less commonly reported 

by the Aboriginal adolescents were fears associated with been in a vehicle with an intoxicated 

driver, and amongst the non-Aboriginal adolescents were fears for the safety of significant 

others.   

 
Death was the next commonly reported ‘upsetting, scary or frightening’ event amongst 

Aboriginal adolescents (10%) and the non-Aboriginal adolescents (12%).  The majority of the 

Aboriginal adolescents responses related to the death of family members.  Each reported death 

was distinct, with only three Aboriginal adolescents listing two deaths on two of the stem items, 

and one non-Aboriginal adolescent listing three deaths across all of the stem items.  By 

comparison, the non-Aboriginal adolescents listed the death of friends, their own fears of death 

or suicide, and the death of a significant ‘other’ more often than the Aboriginal adolescents.  

The increased familial networks of the Aboriginal adolescents and a greater salience of family 

deaths due to massively increased mortality morbidity rates is poignantly expressed here.  The 

non-Aboriginal adolescents may, however be more likely to report the death of a friend (rather 

than ‘cousin sister’ or ‘cousin brother’ etc), or their own fears of death due to isolation whilst 

residing in the Kimberley region.  

 

Suicide emerged as a category and was reported on by 6% of the Aboriginal adolescents and 2% 

of the non-Aboriginal adolescents.  Two Aboriginal adolescents and three non-Aboriginal 

adolescents reported in this category on two stem items.  It was not possible to determine the 

number of adolescents that were referring to completed suicide when listing the ‘death’ of a 

family of friend.  However, it would appear that both family deaths and suicide were events 

more frequently listed by the Aboriginal adolescents, suggesting the significance of these 

experiences.   

 

Of a lesser note ‘accidents’ were also reported by 8% of the Aboriginal adolescents and 10% of 

the non-Aboriginal adolescents.  The majority of these responses were of accidents relating to 

self, generally involving a car, ‘bush bomb’ or motorbike.   

 

The non-Aboriginal adolescents listed sexual abuse more often than the Aboriginal adolescents.  

Fifteen (6%) non-Aboriginal adolescents directly stated ‘sexual abuse’ or ‘sexually abused’, in 

comparison with the 4 (2%) Aboriginal adolescents that reported in this category.  Of the non-

Aboriginal adolescents that reported sexual abuse, 13 were referring to their own experiences.  

Only one Aboriginal adolescent and one non-Aboriginal adolescent made reference to sexual 

abuse on two of the stem items.   
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Overall, the most commonly listed categories of violence, death, feeling threatened or fearful, 

accidents and suicide would all qualify as Criterion A type events.  There were some variations 

in the gravity of the individual responses amongst the subcategories.  For example, in the 

threatened or fearful category ‘Watching video your self’ may not appear to be as serious an 

event as compared to ‘Some one trying to rape me and my friends’.  However, the subjective 

distress of the adolescents reports was not judged, and it would be erroneous to attribute greater 

value to certain events, without knowing the context in which the events occurred or were 

subjectively experienced by the adolescent.   

 

The only possible indication of the degree of subjective distress experienced by the adolescents 

in relation to Criterion A reporting were the total CPC-KA scores.  However, assumptions from 

this data relies on a degree of confidence that the adolescents read the instructions properly, and 

kept their three most traumatic events in mind as they answered each of the 28 symptom 

severity items.  The Aboriginal and non-Aboriginal adolescents total mean CPC-KA scores 

across the Criterion A categories are presented in Table 27.    

 

The mean total CPC-KA scores tended to increase across the three stem items, particularly 

amongst the Aboriginal adolescent group.  At first glance this appears to be due to the fewer 

participants that reported on the latter stem items.  However, in the few categories where the 

number of participants remained stable across the three stem items, notable increases in mean 

CPC-KA total scores were observed.        

         

Unfortunately, the low number of adolescents spread across category and stem items prevented 

any further analysis of this data set.  However, this does illustrate some variation in the relative 

levels of subjective distress, as indicated by the CPC-KA mean scores.  
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Table 27. Aboriginal Adolescent Mean CPC-KA Total Scores Across Criterion A Response Categories & Stem Items 
 

Category 

Aboriginal Adolescents Mean Total CPC-KA Non-Aboriginal Adolescents Mean Total CPC-KA 

Stem Item 1 Stem Item 2 Stem Item 3 Stem Item 1 Stem Item 2 Stem Item 3 

n M SD n M SD n M SD n M SD n M SD n M SD 

Suicide                                 9 19.6 12.7 4 25.3 25.7 4 40.3 16.4 3 28.7 17.0 0 0.0 0.0 1 25.0 0.0 

Fighting                             45 23.8 14.2 21 24.6 15.8 12 27.3 14.8 24 20.7 19.4 10 21.5 13.3 7 20.4 9.6 

Sexual abuse                     2 32.5 2.1 0 0.0 0.0 1 26.0 0.0 9 35.9 16.2 5 26.6 6.5 1 46.0 0.0 

Accident                            13 17.5 9.4 7 25.0 17.8 1 41.0 0.0 17 15.4 9.3 6 23.7 17.8 4 31.8 16.9 

Death                                 17 22.4 16.8 9 22.0 11.7 1 26.0 0.0 16 20.9 11.6 11 20.7 17.2 2 33.5 3.5 

Bullying 2 3.0 1.4 0 0.0 0.0 2 30.0 1.4 6 15.7 11.7 3 26.0 6.6 2 19.5 7.8 

Medical condition            8 10.8 9.0 5 15.6 12.9 3 25.3 28.2 8 13.8 13.4 6 21.3 19.8 4 20.3 16.2 

Animals / things               6 13.7 9.5 4 24.5 20.4 2 5.5 2.1 5 12.8 7.7 2 24.0 4.2 3 13.3 5.7 

Unable to judge 3 18.3 2.9 5 20.4 13.1 2 30.5 14.8 3 22.3 1.5 2 23.0 1.4 2 18.5 7.8 

Crim. / disciplinary 1 9.0 0.0 2 35.0 12.7 1 25.0 0.0 3 24.0 18.3 1 2.0 0.0 0 0.0 0.0 

Substance abuse              4 23.5 10.3 6 22.0 15.3 2 23.0 12.7 0 0.0 0.0 3 15.3 18.1 0 0.0 0.0 

Relationship  11 22.6 18.0 10 27.0 16.1 10 31.0 12.5 18 18.6 14.0 14 29.6 20.6 7 44.4 24.8 

Threat. / fearful   14 24.6 19.4 8 31.5 19.1 7 27.1 19.4 20 17.6 16.6 13 18.7 14.0 8 19.8 12.4 

Not saying 0 0.0 0.0 0 0.0 0.0 1 28.0 0.0 5 20.6 9.8 1 23.0 0.0 1 23.0 0.0 
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Diagnostic Group Allocation 

 

The diagnostic group was formed by those participants that met the DSM-IV-TR criteria for a 

PTSD diagnosis (see Table 28).  This assessment was based on response scale scores of 2 to 3 

(‘Most of the time’, ‘All of the Time’) on one Criterion B item, three Criterion C items and two 

Criterion D items.  Meeting Criterion A was not considered when assessing diagnostic group 

membership due to the exploratory nature of the research.  However, the Criterion A responses 

reported by the diagnostic group are considered in the section following this one. 

 

Of the 245 Aboriginal adolescents that reported on the CPC-KA, 109 (45%) were considered for 

diagnostic group membership.  Of these, 33 (30%) met the diagnostic criteria, while 21 (19%) 

satisfied only two of the three diagnostic criteria (subclinical), and 55 (51%) satisfied only one 

of the three diagnostic criteria (low subclinical).  Of the 236 non-Aboriginal adolescents that 

reported on the CPC-KA, 93 (39%) were considered for diagnostic group membership.  Of 

these, 29 (30%) met the diagnostic criteria, 25 (26%) were subclinical, and 42 (44%) were low 

subclinical.  

 

Although not considered elsewhere in the analysis, it is noted here that the Aboriginal adults 

demonstrated the highest proportion of diagnostic group membership.  Of the 58 Aboriginal 

adults that reported on the CPC-KA, 29 (50%) were considered for diagnostic group 

membership of whom 12 (41%) met all of the diagnostic criteria, 8 (28%) were subclinical, and 

9 (31%) were low subclinical.  Overall, this represented 16% of the young adults and 21% of 

the adults in the total Kimberley Aboriginal adults sample that met the criteria for PTSD 

diagnosis by self report on the CPC-KA.  

 

Amongst the low subclinical group (in which only one diagnostic criterion needed to be met) 

more adolescents satisfied Criterion B than Criteria C or D.  This was particularly noted 

amongst the Aboriginal adolescents, and may be due in part to the Criterion B scoring rules that 

require only one symptom be satisfied.   

 

However, as noted earlier, the Aboriginal adolescents reported slightly more often and on higher 

response options on Criterion B items than the non-Aboriginal adolescents.  This difference in 

response scale usage was more pronounced between the adolescent groups on the Criterion C 

items.  However the necessity for three Criterion C items to be met by the adolescents may have 

created lower group membership on this Criterion, as it was met by the smallest proportion of 

the adolescents.  This was evident in the subclinical group (where two of the Criterions needed 

to be met), as the majority of adolescents had satisfied Criterion B and Criterion D, but had 

failed to meet Criterion C.  
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Table 28.  Adolescents Meeting DSM-IV-TR PTSD Diagnostic Criteria by CPC-KA Self Report 
 

 Diagnostic PTSD Group 
Met all Criteria 

Subclinical PTSD Group Low-Clinical PTSD Group 

 
Diagnostic 

Sample 

Total 
CPC-KA 
sample 

Met 
Criteria 

B&C 

Met Criteria 
B&D 

Met 
Criteria 

C&D 
Total Met Criteria B Met Criteria C Met Criteria D Total 

 n % % n % n % n % n % n % n % n % n % 

Aboriginal Adolescents 
Male 8 19.5 7.4 2 4.9 4 4.8 2 4.9 8 19.5 15 36.6 3 7.3 7 17.1 25 61.0 

Female 25 36.8 18.2 6 8.8 6 8.8 1 1.5 13 19.1 18 26.5 3 4.4 9 13.2 30 44.1 
Total 33 30.3 13.5 8 7.3 10 9.9 3 2.8 21 19.3 33 30.3 6 5.5 16 14.7 55 50.5 

Non-Aboriginal 
Male 6 17.6 5.3 0 0.0 2 18.2 0 0.0 11 32.4 3 27.3 0 0.0 0 0.0 17 32.4 

Female 22 37.3 17.7 4 11.1 5 13.9 1 2.8 13 22.0 8 22.2 1 2.8 6 16.7 24 40.7 
Total 28 30.1 11.9 9 9.7 12 12.9 3 3.2 25 26.3 20 21.5 8 8.6 13 14.0 42 44.2 
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It would be expected that PTSD symptom severity would increase across the non-clinical, 

subclinical and diagnostic groups and this was observed for both the adolescent groups, as 

shown in Table 29.  The adolescents reported statistically significantly greater mean total CPC-

KA scores at each diagnostic group increment (p<.001 for both adolescent groups across all 

clinical groups). 

 

No statistically significant differences were identified for identity, with both adolescent groups 

reporting comparable mean scores across diagnostic groups.  A weak statistically significant 

difference was identified in the non- clinical PTSD group, with Aboriginal adolescents reporting 

slightly higher mean scores (p<.05) suggesting a slightly higher baseline of PTSD symptoms.  

Although the female Aboriginal and non-Aboriginal adolescent means were higher than those of 

their male peers in the diagnostic group, these differences were not statistically significant and 

this may be attributed to small group sizes. 

 

Diagnostic Group & Criterion A 

 

Satisfying Criterion A was not a prerequisite for diagnostic group membership.  However, the 

qualitative stem item responses made by the diagnostic group, who due to their membership 

reported high levels of PTSD symptomatology is relevant as this provides an exploration of 

possible antecedent events that resulted in diagnosis.   

 

The Aboriginal adolescents in the diagnostic group reported on the first Criterion A stem item, 

predominantly; violence (37%), deaths (14.8%), relationship problems (14.8%), feeling 

threatened or fearful (11.1%) and suicide (7.4%).     

 

Comparatively, the non-Aboriginal adolescents reported sexual abuse (25%), relationship 

problems (16.7%), violence (12.5%), being threatened or fearful (12.5%) and deaths (12.5%).  

Across the second and third stem items a similar pattern was observed.  In addition, on the 

second stem item the Aboriginal adolescents reported moderately on substance use and the non-

Aboriginal adolescents on accidents.  On the third stem item, the Aboriginal adolescent 

continued to report frequently on the same categories as on stem item one, although deaths were 

not a feature.  The non-Aboriginal adolescents also continued to rank sexual abuse and 

relationship problems moderately and the categories of violence, being threatened and fearful 

and deaths, did not appear as frequently on the third stem item.   

 

It was noted that a similar proportion of both adolescent groups chose not to report on the CPC-

KA stem items, either passively by not responding, or for several of the non-Aboriginal 
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Table 29. Mean Total CPC-KA Scores across Diagnostic Groups by Identity & Gender 
 

 Diagnostic PTSD Group Subclinical PTSD Group Low-Clinical PTSD Group non-Clinical PTSD Group 

 n M S.D. n M S.D. n M S.D. n M S.D. 

Aboriginal Adolescents 

Male 8 37.3 8.7 8 24.5 7,8 25 17.8 6.5 67 7.9 7.9 

Female 25 43.0 11.4 13 30.7 10.6 30 19.0 6.8 69 9.4 7.0 

Total 33 41.6c 11.0 21 28.3bc 9.9 55 18.5 ab 6.6 136 8.7 a g 7.5 

Non-Aboriginal Adolescents 

Male 6 42.0 9.0 11 25.1 7.0 17 15.8 6.9 80 5.6 h 4.6 

Female 22 45.7 4.7 13 29.8 5.1 24 19.3 5.0 63 8.9 h 6.6 

Total 28 44.9e 13.6 24 27.6ce 6.36 44 17.8dc 6.1 143 7.1 dg 5.8 

 
a: t(189)=-8.492, p<.001; b:  t(74)=-5.018, p<.001; c: t(52)=-4.488, p<.001;  d: t(182)=-10.400, p<.001; e: t(63)=-6.176, p<.001;  f: t(50)=-5.704, p<.001; g: t(277)=2.036, p=.04;  
h: t(141)=3.512, p=.001  
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adolescents by actively stating ‘Not saying’ or ‘No’.  This is despite having already reported 

significant direct and indirect exposure to trauma on the preceding measure. 

 

It was also important to consider the diagnostic groups responses to the direct and secondary 

trauma exposure measures.  These measures directly preceded the CPC-KA items in the 

questionnaire battery, and it was assumed that they would act in part as a series of prompts, 

directing the adolescents recall.  The responses of the Aboriginal and non-Aboriginal 

adolescents comprising the PTSD diagnostic group to the trauma exposure measures are tabled 

in Appendix 19 and Appendix 20 for further reference (see p.414, p.418).  Where the total 

scores achieved by the adolescents on the trauma exposure and the CPC-KA measures are also 

given.   

 

For brevity, this discussion which raises several critical points in relation to the Kimberley 

adolescents experience of trauma and PTSD is considered at length throughout Chapter Eight.  

 

Prevalence Rates 

 

Of the adolescents that reported on the CPC-KA, 14% of the Aboriginal and 12% of the non-

Aboriginal adolescents met the criteria for a diagnosis of PTSD by self report on the CPC-KA 

(see Table 30).  This represented close to one tenth of the total Kimberley sample of Aboriginal 

and non-Aboriginal adolescents (see Appendix 21, p.423).  In addition, considerable gender 

differences were observed with the proportion of female adolescents meeting the criteria for 

PTSD diagnosis by self report two to three times greater than the male adolescents.  For 

comparison purposes, the prevalence rates of PTSD disorders reported in national and 

international literature are presented alongside those identified amid the Kimberley sample in 

Appendix 21 (see p.423).  This is discussed further in Chapter 8 (see p.301).  
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Table 30. Prevalence of PTSD Amongst Adolescent Respondents on the CPC-KA 
and Across the Total Sample 
 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

% CPC-KA Adolescent Respondents (Aboriginal n=245; non-Aboriginal n=238) 
% Total Kimberley Adolescent Sample (Aboriginal n=327; non-Aboriginal n=283) 

 Total  Male Female 

 n %R %K n %R %K n %R %K 

Aboriginal Adolescent 

         13 years 17 18.9 13.8 7 18.4 11.7 10 19.2 15.9 

14 year 4 7.1 5.0    4 11.4 8.7 

15 year 11 15.9 13.6 1 2.9 2.4 10 29.4 25.0 

Total Adolescent up to 15 years 32 14.9 11.3 8 8.5 5.9 24 19.8 16.1 

16-18 years 1 3.3 2.3    1 6.3 5.0 

Total Adolescent 33 13.5 10.1 8 7.4 5.1 25 18.2 14.8 

Non-Aboriginal Adolescent 

 13 years 9 10.1 8.4 3 7.3 6.1 6 12.5 10.3 

 14 year 10 13.3 11.1 1 2.5 2.1 9 25.7 20.9 

15 year 3 7.1 6.0    3 14.3 13.6 

Total Adolescent up to 15 years 22 10.7 8.9 4 3.9 3.2 18 17.3 14.6 

16-18 years 6 18.8 16.7 2 16.7 15.4 4 20.0 17.4 

Total  28 11.8 9.9 6 5.3 4.4 22 17.7 15.1 
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Suicidal Ideation 

Suicidal Ideation Questionnaire-Junior-Kimberley Adapted (SIQ-Jr-KA) 

 

Descriptive Characteristics 

 

A total of 289 Aboriginal adolescents (88%) and 278 non-Aboriginal adolescents (98%) 

reported on more than 12 of the 14 SIQ-Jr-KA items, and were considered in the analysis.  

Generally, across the SIQ-Jr-KA items, the Aboriginal adolescents were more likely to report 

on higher response options than the non-Aboriginal adolescents.  This relationship was found to 

be statistically significant on 7 of the 14 items, with the Aboriginal adolescents more likely to 

report higher markers on items 3, 4, 5, 7, 10, 13 and 14 (see Table 31).   

 

Items 5 and 6 related to general thoughts of death and dying. On item 5, close to 60% of both 

adolescent groups reported having ‘thought about people dying’.  However, 10% of Aboriginal 

adolescents reported this on the highest response option (p<.05).  On item 6, 52% of Aboriginal 

adolescents and 61% of non-Aboriginal adolescents had ‘thought about death’, although this 

difference was not found to be statistically significant.  Overall, this suggests that although a 

greater proportion of the non-Aboriginal adolescents have contemplated death in general, and 

equal proportions have thought about people dying, that for a small group of the Aboriginal 

adolescents, thoughts of people dying were commonplace.    

 

In relation to a suicide plan, statistically significantly more of Aboriginal adolescents than non-

Aboriginal adolescents reported on item 3 ‘I thought about how I would kill myself’ (p<.05; 

27% vs. 24%); on item 4, that they had more concrete plans ‘about when I would kill myself’ 

(p<.05; 24% vs. 15%); and on item 7 that they had considered ‘what to write in a suicide note’, 

(p<.05; 21% vs. 17%).  These were reported on the highest response scale by 4% to 5% of 

Aboriginal adolescents.  This suggests that a greater proportion of Aboriginal adolescents had 

considered and made some plans for a suicide attempt than non-Aboriginal adolescents.   

 

Close to one third of the Aboriginal adolescents ‘wished I were dead’  on item 10, ‘wished I 

had never been born’ on item 13, and thought that ‘no one cared  if I lived or died’ on item 14.  

Comparatively, only one quarter of the non-Aboriginal adolescents reported the presence of 

these feelings.  These differences were found to be statistically significant (respectively p<.05; 

p<.001; p<.005).  
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Table 31.  Adolescent Responses on the SIQ-Jr-KA Items 
 

 ‘Not at All’ ‘Sometimes’ ‘Most of the Time’ ‘All of the Time’ 
 Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal 

 n % n % n % n % n % n % n % n % 

Item 1    ‘I thought it would be better if I was not alive’ 190 66.4 193 69.4 73 25.5 73 26.3 9 3.1 8 2.9 14 4.9 4 1.4 

Item 2    ‘I thought about killing myself’  203 70.2 201 72.3 64 22.1 68 24.5 12 4.2 5 1.8 10 3.5 4 1.4 

Item 3    ‘I thought about how I would kill  myself’ 212 73.4 211 76.2 52 18.0 58 20.9 13 4.5 5 1.8 12 4.2 3 1.1a 

Item 4    ‘I thought about when I would  kill myself’  220 76.1 236 84.9 47 16.3 36 12.9 11 3.8 2 .7 11 3.8 4 1.4b 

Item 5    ‘I thought about people dying’ 120 41.5 113 40.6 116 40.1 138 49.6 23 8.0 22 7.9 30 10.4 5 1.8c 

Item 6    ‘I thought about death’ 139 48.1 108 38.8 106 36.7 138 49.6 24 8.3 24 8.6 20 6.9 8 2.9 

Item 7    ‘I thought about what to write in a suicide note’ 226 78.5 230 82.7 37 12.8 37 13.3 12 4.2 6 2.2 13 4.5 5 1.8d 

Item 8    ‘I thought about telling people I plan to kill myself’ 245 84.8 249 89.6 30 10.4 20 7.2 4 1.4 2 0.7 10 3.5 7 2.5 
Item 9    ‘I thought about how people would   
               feel if I killed myself’ 

151 52.4 152 54.7 86 29.9 92 33.1 26 9.0 20 7.2 25 8.7 14 5.0 

Item 10  ‘I wished I were dead’ 210 72.9 210 75.5 56 19.4 61 21.9 9 3.1 4 1.4 13 4.5 3 1.1e 
Item 11  ‘I thought that killing myself would   
                solve my problems’ 

211 73.0 214 77.0 50 17.3 48 17.3 11 3.8 11 4.0 17 5.9 5 1.8 

Item 12  ‘I thought that others would be happier if I was  
                dead’ 

205 70.9 207 74.7 58 20.1 53 19.1 11 3.8 12 4.3 15 5.2 5 1.8 

Item 13  ‘I wished I had never been born’ 191 66.1 204 73.4 59 20.4 66 23.7 14 4.8 3 1.1 25 8.7 5 1.8f 

Item 14  ‘I thought that no one cared if I lived or died’  195 67.5 206 74.1 58 20.1 58 20.9 15 5.2 12 4.3 21 7.2 2 0.7g 
Item 15  ‘Have you ever had any of these thoughts  
               when you were stung up, horrors or bunged up?’ 

229 82.7 217 81.3 36 13.0 43 16.1 7 2.5 5 1.9 5 1.8 2 0.7 

a: 2=4.294, df=1, p=.038; b: 2=9.673, df=1, p=.002;  c: 2=5.438, df=1, p<.020;  d: 2=4.201, df=1, p=.040; e: 2=4.018, df=1, p=.045 ; f: 2=13.903, df=1, p<.001; g: 2=10.454, df=1, p=.00
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Total Aggregate SIQ-Jr-KA Scores 

 

The SIQ-Jr-KA is a cumulative measure.  Total scores were derived by summing participants’ 

responses on items 1 to 14, with a total possible score range of 0 to 42.  Item 15 was excluded 

from the total score and is analysed separately (see p.196).  Reynolds (1988), recommended the 

inclusion of participants that had failed to respond on 1-2 items in the total score.  This lead to 

the inclusion in the current sample of 5 Aboriginal adolescents and 2 non-Aboriginal 

adolescents.  

 

Normality 

 

Both of the adolescent groups reported highly positively skewed and peaked distributions.  The 

total SIQ-Jr-KA scores were transformed to the square root (SIQ-Jr-KAsqr).  This produced total 

scores approaching a normal distribution.  All further analysis employed the transformed scores, 

whilst for ease of interpretation the untransformed scores are presented in all tables.   

 

Identity and Age Differences 

 

The difference in mean total SIQ-Jr-KA scores was found to be statistically significant between 

the Aboriginal and non-Aboriginal adolescent groups (p<.05).  The Aboriginal adolescents 

reported mean levels of suicidal ideation that were approximately 20% greater than the non-

Aboriginal adolescents (see Table 32).     

 
Statistically significant differences were not found between the Aboriginal and non-Aboriginal 

adolescents in each age group, although the younger Aboriginal adolescents tended to report 

higher SIQ-Jr-KA mean scores than their non-Aboriginal peers.  Generally, the mean scores 

decreased slightly with age amongst the Aboriginal adolescents, whilst remaining stable across 

the non-Aboriginal adolescent age groups.  A two way analysis of variance (identity by age 

group) with SIQ-Jr-KA scores did not identify any significant interaction or main effects for 

identity or age group with suicidal ideation.  

 

Gender Differences – Within Identity Groups 

 

Overall, the female adolescents in both identity groups reported statistically significantly greater 

mean total SIQ-Jr-KA scores than their male counterparts (Aboriginal p<.005; non-Aboriginal 

p<.005).   
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Table 32. SIQ-Jr-KA Mean Total scores by Identity, Age & Gender 
  

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Male Female 
Male x Female 

Total 

 n M SD n M SD n M SD 

Aboriginal Adolescents 

         13 years 46 6.5 9.1 59 7.9 10.1  105 7.3 9.7 

14 year 26 3.4 4.4 45 9.9 11.6 SIQ-Jr-KAsqr t(69)=2.486, p=.002 71 7.5 10.1 

15 year 40 4.8 4.2 37 8.9 9.8  77 6.8 7.6 

16-18 years 16 3.9 4.3 20 5.7 5.2  36 4.9 4.8 

Total  128 5.0 6.5 161 8.4 10.0 SIQ-Jr-KAsqr t(286.946)=2.965, p=.003 289  6.9a 8.8 

Non-Aboriginal Adolescents 

 13 years 49 4.1 5.2 56 5.8 7.2  105 5.0 6.4 

 14 year 47 4.2 6.1 41 6.7 5.9 SIQ-Jr-KAsqr t(86)=2.486, p=.015 88 5.4 6.1 

15 year 27 4.2 4.8 22 6.7 9.3  49 5.3 7.2 

16-18 years 13 4.8 4.6 23 5.4 5.8  36 5.2 5.3 

Total  136 4.2 5.3 142 6.1 7.0 SIQ-Jr-KAsqr t(276)=2.973, p=.003 278  5.2 a 6.3 

SIQ-Jr-KAsqr a: t(556.198)=2.005, p=.04
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This trend was generally consistent across each age group, and reached statistical significance in 

the 14 year age groups (Aboriginal, p<.005; non-Aboriginal, p<.05). 

 

Amongst both adolescent groups, the two way analysis of variance (gender by age group) did 

not identify any significant interaction effects.  However, main effects for gender were 

identified amongst the Aboriginal adolescents (F=(1,281)=8.182, p=.005) and the non-

Aboriginal adolescents (F(1,270)=4.74, p=.03).  Hence being female, irrespective of age, 

significantly contributed to the experience of suicidal ideation amongst the Aboriginal and the 

non-Aboriginal adolescents.  However, this finding is interpreted with caution as Levene’s test 

for error variances was significant with the analysis of variance amongst the Aboriginal 

adolescents (p<.001).    

 

Gender Differences – Between Identity Groups 

 

Statistically significant differences in suicidal ideation were not identified between the female 

Aboriginal and non-Aboriginal adolescents or the male Aboriginal and non-Aboriginal 

adolescents.  Although the female and male Aboriginal adolescents generally reported higher 

mean total SIQ-Jr-KA scores than their female and male non-Aboriginal peers.   

 

The three way analysis of variance did not determine any significant interaction between 

identity, gender and age group with the SIQ-Jr-KA scores.  The only main effect that was 

identified pertained to gender (F(1,551)=12.724, p<.001).  Finding that being female, 

irrespective of identity or age group, significantly influenced the increased reporting of suicidal 

ideation.  Again, Levene’s test for error variances was significant (p<.001), and this finding 

should be interpreted with caution.  

 

Critical Items 

 

The frequencies for the five critical items (items 2, 3, 4, 7 & 8) were found to vary significantly 

between the Aboriginal and non-Aboriginal adolescents.  As found on the other measures, the 

Aboriginal adolescents tended to report somewhat higher on the response scale than the non-

Aboriginal adolescents.  Figures 1 to 5 illustrate the responses of the Aboriginal and non-

Aboriginal adolescents across age groups to the five SIQ-Jr-KA critical items.  In the first graph 

(Graph A), the percentage of adolescents giving any positive responses (those greater than 0) 

are presented.  In the second graph (Graph B), those that reported scores greater than one are 

presented.      

     



 187 

Figure 1. Adolescent Responses on Critical Item 2    Figure 2. Adolescent Responses on Critical Item 3 
  ‘I thought about killing myself’       ‘I thought about how I would kill myself’ 
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Figure 3. Adolescent Responses on Critical Item 4    Figure 4. Adolescent Responses on Critical Item 7  
  ‘I thought about when I would kill myself’      ‘I thought about what to write in a suicide note’  
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Figure 5. Adolescent Responses on Critical Item 8  
  ‘I thought about telling people I plan to kill myself’ 
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There was a substantial reduction in the number of non-Aboriginal adolescents reporting scores 

greater than one on all the SIQ-Jr-KA critical items (Graph’s B).  There also appeared to be 

marked differences in the frequencies across age groups, with Aboriginal adolescents generally 

reporting a peak presence of symptoms in the younger age groups (≤13, 14, 15 year), and the 

non-Aboriginal adolescents in the somewhat older age groups (14, 15, 16-18 years).  This 

difference was found to be statistically significant in the ≤13 years group on critical items 3 and 

4 (respectively; p<.05; p<.05), and in the 14 year group on critical item 4 (p<.05). 

 

Previous Suicide Attempt and Suicidal Ideation 

 

To examine the possible relationship between suicidal ideation and attempts mean total SIQ-Jr-

KA scores were considered across previous suicide attemptor groups (as self reported on item 3 

of the DTE, see p.152).  As illustrated in Table 33, in both identity groups, adolescents that had 

reported a previous suicide attempt had statistically significantly greater mean total SIQ-Jr-KA 

scores than those that did not report a previous suicide attempt (Aboriginal p<.001, non-

Aboriginal p<.001).  Although small group numbers, the Aboriginal adolescents that reported a 

previous suicide attempt had mean SIQ-Jr-KA scores up to 50% greater than those of the non-

Aboriginal adolescents that reported a previous suicide attempt.  

 

Interestingly, those that selected the ‘Don’t Want To Say’ response option also reported high 

SIQ-Jr-KA means.  Aboriginal adolescents that selected this option reported statistically 

significantly greater mean scores than those who did not report a previous suicide attempt 

(p<.005), and significantly less than those that did report a previous suicide attempt (p<.005).  

Of the non-Aboriginal adolescents, those that selected this option reported significantly greater 

mean scores than those who did not report a previous suicide attempt (p<.001).  Overall, this 

suggests that the majority of those participants that did not want to explicitly report a previous 

suicide attempt, had considerable suicidal ideation. 

 
Exposure to the Suicidal Behaviour of Others  

 

It has been suggested that exposure to the suicidal behaviour of significant others in the 

adolescents family or peer group may be associated with the emergence of suicide attempts by 

the adolescent or a broader peer group through contagion phenomena (as discussed, see p.82).  

The current data set allows for the cross tabulation between the adolescents responses on items 

pertaining to their exposure to the completed and attempted suicide of family and ‘someone 

close’, and the adolescents own self reported suicide attempt history.  The results of this cross 

tabulation are presented in Table 34.    
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Table 33.  SIQ-Jr-KA Mean Total Scores for Previous Suicide Attemptor Groups By Age  
 

Suicide Attemptor Groups 
‘Yes’ ‘No’ 

‘Yes’ x ‘No’ 
‘Don’t want to say’ 

n M SD n M SD n M SD 

Aboriginal  Adolescents 

           ≤13 yrs 10 16.3 13.7 85 5.8 8.1  5 12.2 11.3 

14 yrs 7 28.3 12.4 53 4.9 6.9  9 8.2 5.4 

15 yrs 8 14.6 11.3 56 5.3 6.3  8 9.9 8.0 

16-18 yrs 3 11.7 5.8 27 3.2 3.3  6 9.2 5.0 

Total  28 18.3 13.0 221 5.1 6.9 t(247)=-8.40, p<.001 28 9.6 7.1 

Non-Aboriginal  Adolescents 

≤13 yrs 7 17.1 4.3 88 3.8 5.5  4 11.8 1.0 

 14 yrs 2 13.5 0.7 74 4.6 5.2  9 9.7 9.8 

15 yrs 5 7.0 4.2 39 4.4 5.3  2 26.5 17.7 

16-18 yrs 5 10.6 8.1 29 4.3 4.4  1 1.0 0.0 

Total 19 12.4 6.6 230 4.2 5.2 t(247)=-6.43, p<.001 16 11.8 10.6 
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Table 34. Cross Tabulation of Adolescents Reporting a Previous Suicide Attempt & Exposure to Others’ Suicidal Behaviours 
  

Direct Trauma Exposure 

‘Have you ever attempted suicide?’ 

Secondary Trauma Exposure 

‘Have you ever attempted suicide?’ 

Aboriginal Non-Aboriginal Aboriginal Non-Aboriginal 

‘No’ ‘Yes’ ‘DWTS’ ‘No’ ‘Yes’ ‘DWTS’ ‘No’ ‘Yes’ ‘DWTS’ ‘No’ ‘Yes’ ‘DWTS’ 

Family Completed:    ‘No’ 154 12 7 197 12 8 Someone Close Completed:    ‘No’ 163 9 13 178 10 10 

‘Yes’ 58 13 9 17 4 0 ‘Yes’ 57 12 10 32 8 4 

‘Don’t Want To Say’ 8 3 12 5 1 5 ‘Don’t Want To Say’ 8 8 5 10 1 1 

Total 220 28 28 219 17 13 Total 228 29 28 220 19 15 

Family Attempted:      ‘No’ 161 4 5 189 10 7 Someone Close Attempted:     ‘No’ 158 5 7 160 4 9 

‘Yes’ 55 20 8 24 6 0 ‘Yes’ 58 20 13 49 14 6 

‘Don’t Want To Say’ 4 4 15 6 1 6 ‘Don’t Want To Say’ 12 4 8 11 1 0 

Total 220 28 28 219 17 13 Total 228 29 28 220 19 15 
  

DWTS: ‘Don’t want to say’ response scale option 
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Of the 28 Aboriginal adolescents that reported a history of a previous suicide attempt, 12 

adolescents (42.9%) did not report a completed suicide in the family, whilst 13 adolescents 

(46.4%) indicated that a family member had completed suicide.  This is in comparison with the 

17 non-Aboriginal adolescents that reported a previous suicide attempt, of whom 12 adolescents 

(70.6%) did not report a completed suicide in the family, and 4 adolescents (23.5%) indicated 

that a family member had completed suicide.  Hence, the Aboriginal adolescents that had 

attempted suicide were twice as likely to report that a family member had completed suicide, 

than the non-Aboriginal adolescents. 

 

The rates for exposure to the suicide attempt of a family member were a lot higher amongst the 

Aboriginal adolescents, with 20 of the previous suicide attempters (71.4%) reporting that a 

family member had attempted suicide, and only 4 (14.3%) reporting that no one had attempted 

suicide in their family. Amongst the non-Aboriginal adolescents, 6 (35.3%) reported that a 

family member had attempted suicide, and 10 (58.8%) reported that this was not the case. 

Again, it would appear that the Aboriginal adolescents with a history of a suicide attempt were 

twice as likely to report exposure to the attempted suicide of a family member, than the non-

Aboriginal adolescents.  

 

When the adolescents exposure to the completed or attempted suicide of ‘someone close’ were 

considered, fewer differences were evident. Of the adolescents in the suicide attemptor group, 

12 of the Aboriginal adolescents (41.3%) and 8 of the non-Aboriginal adolescents (31.6%) 

knew of someone that had completed suicide. Amongst the same group, 20 of the Aboriginal 

adolescents (69.0%) and 14 of the non-Aboriginal adolescents (73.7%) know of someone that 

had attempted suicide.  

 

Allocation to Clinically Significant Groups 

 

Clinical group allocation was made in accordance with the clinical cut off scores recommended 

by Reynolds (1988).  Where total SIQ-Jr scores greater than 31 are considered to be indicative 

of a clinically significant level of suicidal ideation.  

 

As described in Chapter Four (see p.109), the adolescents total SIQ-Jr-KA scores were up-

scaled to be equivalent to those derived by Reynolds on the seven point likert type scale of the 

original measure.  Using this prorated total score, 41 of the Aboriginal adolescents (14%) and 

22 of the non-Aboriginal adolescents (8%) reported SIQ-Jr-KA total scores greater than the 

clinical cut-off of 31 (see Table 35 and Table 36).   
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Table 35. SIQ-Jr-KA Mean scores with Comparative ‘Up Scaled’ Scores  
& Clinical Cut-Off Group 

        
 

Participants SIQ-Jr-KA 
Total 

Total SIQ-Jr-
KA Up Scaled 

% > Clinical  
Cut-off of 31 

 n % M SD M SD n % 

Aboriginal Adolescents 

≤ 13 years 105 85.4 7.3 9.7 15.7 20.8 20 19.0 

14 year 71 88.8 7.5 10.1 16.2 21.8 8 11.3 

15 year 77 95.1 6.8 7.6 14.5 16.5 11 14.3 

16-18 years 36 83.7 4.9 4.8 10.5 10.4 2 5.6 

Total  289 100 6.9 8.8 14.8 19.0 41 14.2 

Non-Aboriginal Adolescents 

≤ 13 years 105 98.1 5.0 6.4 10.7 13.7 6 5.7 

14 year 88 97.8 5.4 6.1 11.6 13.1 8 9.1 

15 year 49 98.0 5.3 7.2 11.4 15.5 5 10.2 

16-18 years 36 100 5.2 5.3 11.1 11.5 3 8.3 

Total 278 100 5.2 6.3 11.2 13.5 22 7.9 
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Table 36. Prevalence of Clinically Significant Suicidal Ideation Amongst Respondents  
on the SIQ-Jr-KA and Across the Total Sample 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
% SIQ-Jr-KA Adolescent Respondents (Aboriginal n=245; non-Aboriginal n=238) 
% Total Kimberley Adolescent Sample (Aboriginal n=327; non-Aboriginal n=283) 

 Total  Male Female 

 n %R %K n %R %K n %R %K 

Aboriginal Adolescent 

         13 years 20 19.0 16.3 7 15.2 11.7 13 22.0 20.6 

14 year 8 11.3 10.0 - - - 8 17.8 7.4 

15 year 11 14.3 13.6 1 2.5 2.4 10 27.0 25.0 
Total Adolescent up to 15 

years 
39 15.4 13.7 8 7.1 5.9 31 22.0 20.8 

16-18 years 2 5.6 4.7 1 6.3 4.3 1 5.0 5.0 

Total 41 14.2 12.5 9 7.0 5.7 32 19.9 18.9 

Non-Aboriginal Adolescent 

 13 years 6 5.7 5.6 2 4.1 4.1 4 7.1 6.9 

 14 year 8 9.1 8.9 3 6.4 6.4 5 12.2 11.6 

15 year 5 10.2 10.0 1 3.7 3.6 4 18.2 18.2 
Total Adolescent up to 15 

years 
19 7.9 7.7 6 4.9 4.8 13 10.9 10.6 

16-18 years 3 8.3 8.3 1 7.7 7.7 2 8.7 8.7 

Total  22 7.9 7.8 7 5.1 5.1 15 10.6 10.3 
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On examination of the age groups, there were a striking number of Aboriginal adolescents aged 

12 to 13 years that met the clinical cut-off.  With 19% of the Aboriginal adolescent in this age 

group reporting SIQ-Jr-KA scores greater than 31.  With a much greater representation of 

Aboriginal adolescents in each of the younger age groups than non-Aboriginal adolescents. 

 

Of the 41 Aboriginal adolescents that were allocated to the clinical group, 18 (46%) did not 

report a previous suicide attempt, 4 (10%) ‘Did Not Want to Say’, 17 (44%) reported a previous 

suicide attempt, and 2 (5%) did not respond to this item.  Of the non-Aboriginal adolescents 

allocated to the clinical group, 10 (46%) did not report a previous suicide attempt, 4 (18%) ‘Did 

Not Want to Say’, 7 (32%) reported a previous suicide attempt and 1 adolescent (5%) did not 

respond to this item.  

 

In addition, amongst the clinical group, a greater number of female adolescents reported a 

previous suicide attempt than the male adolescents, in both adolescent identity groups (see 

Table 37).  Of the 41 Aboriginal adolescents in the clinical group 32 (78%) were female and 9 

(22%) were male.  Of the non-Aboriginal adolescents in the clinical group 15 (68%) were 

female and 7 (32%) were male.  More of the female Aboriginal adolescents in the clinical group 

reported a previous suicide attempt than both the male Aboriginal adolescents and the female    

non-Aboriginal adolescents in the clinical group.  Although the younger Aboriginal adolescents 

were highly represented in the clinical group, only a small number (less than 30%) reported a 

previous suicide attempt 

 

Item 15 

 

Item 15 ‘Have you ever had any of these thoughts when you were stung up, horrors or bunged 

up?’ was not considered in the SIQ-Jr-KA total cumulative score as it varied greatly from items 

on the original measure.  However the item was thought to be locally relevant, and is considered 

briefly here. For both the Aboriginal and non-Aboriginal adolescents, there appeared to be a 

positive relationship between mean SIQ-Jr-KA total scores and responses on item 15 (see Table 

38).  Although only a small proportion of the Aboriginal adolescents, and a very small 

proportion of the non-Aboriginal adolescents reported on the higher markers on item 15.  

Amongst the lower response options the mean SIQ-Jr-KA total score was found to increase 

statistically significantly for both the Aboriginal and the non-Aboriginal adolescents.   

 

Of the Aboriginal adolescent that reported low markers on item 15, 13 reported a previous 

suicide attempt, and of those that reported higher markers, 12 reported a previous suicide 

attempt.  Amongst the non-Aboriginal adolescents, of those that reported low markers 12 
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Table 37. Adolescents Allocated to the Clinical Group by SIQ-Jr-KA Mean Total  
Scores & Previous Suicide Attempt 
 

Suicide Attemptor Groups 
‘Yes’ ‘No’ ‘Don’t want to say’ 

n M SD n M SD n M SD 

Aboriginal  Adolescents  

SIQ-Jr-KA                               ≤13 yrs Male 2 22.0 8.5 3 25.3 1.5 1 23.0 0.0 
                                            ≤13 yrs Female 4 27.0 10.4 8 22.1 9.7 1 25.0 0.0 
                                              14 yrs Female 5 34.4 8.1 3 24.7 15.0 0 0.0 0.0 
                                              15 yrs Female 4 23.8 6.8 4 23.3 6.3 2 20.5 6.4 
                                              16-18yrs Male 1 15.0 0.0 0 0.0 0.0 0 0.0 0.0 
                                          16-18yrs Female 1 15.0 0.0 0 0.0 0.0 0 0.0 0.0 

Total Male 3 19.7 7.2 3 25.3 1.5 1 23.0 0.0 
Total Female 14 27.9 9.5 15 22.9 9.4 3 22.0 5.2 

Non-Aboriginal  Adolescents  
SIQ-Jr-KA                               ≤13 yrs Male 2 20.0 4.2 0 0.0 0.0 0 0.0 0.0 
                                            ≤13 yrs Female 3 19.0 0.0 1 42.0 0.0 0 0.0 0.0 
                                                  14 yrs Male 0 0.0 0.0 0 0.0 0.0 2 23.0 8.5 
                                              14 yrs Female 0 0.0 0.0 4 18.0 3.8 1 15.0 0.0 
                                                  15 yrs Male 0 0.0 0.0 1 18.0 0.0 0 0.0 0.0 
                                              15 yrs Female 0 0.0 0.0 3 16.7 0.6 1 39.0 0.0 
                                              16-18yrs Male 0 0.0 0.0 1 17.0 0.0 0 0.0 0.0 
                                          16-18yrs Female 2 18.0 0.0 0 0.0 0.0 0 0.0 0.0 

Total Male 2 20.0 4.2 2 17.5 0.7 2 23.0 8.5 
Total Female 5 18.6 0.6 8 20.5 9.1 2 27.0 17.0 
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Table 38.   SIQ-Jr-KA Mean Total Scores Across Item 15 ‘Have you ever had any of these thoughts  
     when you were stung up, horrors or bunged up?’ 

 

Mean SIQ-Jr-KA Total Scores 
‘Not at All’ ‘Sometimes’ ‘Most of the Time’ ‘All of the Time’ 

n M SD n M SD n M SD n M SD 

Aboriginal Adolescents 

≤ 13 years 86 5.0 7.2 10 18.5 10.4 3 24.7 11.5 2 26.5 21.9 

14 year 53 6.1 9.5 10 9.8 9.4 2 11.5 3.5 1 42.0 0.0 

15 year 59 5.3 6.6 13 10.1 8.9 1 1.0 0.0 2 24.5 0.7 

16-18 years 31 4.1 4.2 3 7.0 5.3 1 15.0 0.0 0 0.0 0.0 

Total  229 5.2a 7.3 36 12.1 a 9.8 7 16.1 11.3 5 28.8 13.3 

Non-Aboriginal Adolescents 

≤ 13 years 84 3.3 4.1 16 8.9 4.6 2 20.0 4.2 0 0.0 0.0 

14 year 65 3.9 4.7 14 8.3 5.2 3 18.7 9.0 1 23.0 0.0 

15 year 40 3.5 4.4 7 10.7 6.5 0 0.0 0.0 1 39.0 0.0 

16-18 years 28 4.5 5.1 6 8.8 5.9 0 0.0 0.0 0 0.0 0.0 

Total  217 3.7 b 4.5 43 9.0 b c 5.2 5 19.2 c 6.7 2 31.0 11.3 
 

 a: (p<.001) b: (p<.001) c: (p<.001)
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reported a previous suicide attempt, and of those that reported higher markers, 6 reported a 

previous suicide attempt.  Finding equal proportions of the Aboriginal adolescents that have 

attempted suicide in association with substance misuse, as those that have attempted in contexts 

unrelated to substance misuse.  Suggesting that during adolescence, the association between 

substance abuse and suicide may be reduced or emerging when considered against the 

established precedents for adult Aboriginal male completed or attempted suicides in association 

with substance misuse.  This may also have gender relevance, with the female adolescents much 

more represented in all of the suicidal ideation and attemptor groups.  In relation to the non-

Aboriginal adolescents it is important to acknowledge that this group may not have been as 

familiar with the terms ‘bunged up’ or ‘horrors’, and this may have influenced response 

patterns on this item.  

 

Of the Aboriginal adolescents that reported low markers on item 15, 34 were allocated to the 

clinical group for suicidal ideation, and of those that reported higher markers 11 were allocated 

to the clinical group.  A similar trend was observed with the non-Aboriginal adolescents, of 

those that reported lower markers on item 15, 14 were allocated to the clinical group, and of 

those that reported higher markers, 5 were allocated to the clinical group.  

 

Prevalence Rates 

 

The findings for the Kimberley Aboriginal and non-Aboriginal adolescent on the SIQ-Jr-KA 

need to be put into context through comparison with research precedents.  Unfortunately, the 

SIQ-Jr-KA had not been used with other Australian Aboriginal adolescent populations and there 

existed little quantitative information for comparison.  However, Appendix 22 presents the 

findings from Reynolds (1988) standardisation sample, and several other studies with American 

adolescents of varying ethnicities (see p.427).  To be able to make comparisons the Kimberley 

adolescent’s mean SIQ-Jr-KA total scores were presented in their scaled up equivalent values to 

Reynolds (1988), and other researchers previous findings.  The prevalence of identified suicidal 

ideation amongst the Kimberley sample in comparison to that identified internationally is 

discussed further in Chapter 8 (see p.301) 
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Depression 

Beck Depression Inventory-Kimberley Adapted (BDI-KA) 

 

Descriptive Characteristics  

 

A total of 258 Aboriginal adolescents (79%) and 250 non-Aboriginal adolescents (88%) 

responded to the 20 items of the BDI-KA, and were considered in the analysis.  Each BDI-KA 

item presented four statements of increasing depressive symptom severity, as shown with the 

frequency of adolescent responses in Table 39.  Response pattern differences were not large 

between the two adolescent groups, yet some patterns of interest did emerge.  The most 

commonly reported symptoms by non-Aboriginal adolescents included fatigability (59%), guilt 

(52%), irritability (51%) and work inhibition (51%).  Similarly, the most commonly reported 

symptoms by Aboriginal adolescents included guilt (also 52%), fatigability (45%), and work 

inhibition (45%), although in slightly lesser proportions.  In addition the Aboriginal adolescents 

also commonly reported the symptom of pessimism (43%).   

 

The items on which Aboriginal adolescents reported more often than non-Aboriginal 

adolescents were social withdrawal (approximately 10% higher), somatic preoccupation, sense 

of punishment, loss of appetite, weight loss, suicidal wishes, pessimism and indecisiveness (all 

approximate 5% higher). Non-Aboriginal adolescents reported more commonly on items 

relating to fatigability (approximately 14% higher), mood/sadness, irritability, distortion of body 

image, self accusation, self dislike and work inhibition (approximately 6% higher).  While items 

for sleep disturbance, guilt, sense of failure, crying and lack of satisfaction were reported 

reasonably similarly between the two groups.    

 

There were also differences in the severity of depressive symptoms reported, with Aboriginal 

adolescents who reported symptoms tending to report more often on the higher response scale 

statements than non-Aboriginal adolescents.   This difference in reporting pattern was 

statistically significant on 4 of the BDI-KA items, which included pessimism (p<.05), crying 

(p<.005), social withdrawal (p<.005) and somatic preoccupation (p<.01).  Strikingly, 16% of the 

Aboriginal adolescents reported on the highest response statement for item 10 ‘I used to be able 

to cry, but now I can’t cry even when I want to’.  This has clear correlates with the PTSD 

symptomatology of psychological numbing, which was noted in the PTSD section of this 

Chapter to be elevated amongst the Aboriginal adolescents.  
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Table 39. Adolescent Responses on the BDI-KA Items 
 

 Aboriginal non Aboriginal  Aboriginal non Aboriginal 
 n % n %  n % n % 

Item 1 Mood / Sadness  Item 4  Lack of satisfaction 
I don’t feel sad 216 83.7 186 74.4 I get as much enjoyment out of things as I used to 163 63.2 163 65.2 

I feel sad 25 9.7 60 24.0 I don’t enjoy things the way I used to 72 27.9 76 30.4 

I am sad all the time and I can’t snap out of it 6 2.3 3 1.2 I don’t get any real enjoyment out of things any more 8 3.1 6 2.4 

I am so sad or unhappy that I can’t stand it 11 4.3 1 0.4 I am bored with everything 15 5.8 5 2.0 

Item 2  Pessimism  Item 5.  Guilty feelings  
I am not worried about the future 146 56.6 153 61.2 I don’t feel guilty 125 48.4 121 48.4 

I am worried about the future 82 31.8 86 34.4 I feel guilty sometimes 115 44.6 121 48.4 

I feel I have nothing to look forward to 17 6.6 8 3.2 I feel quite guilty most of the time 14 5.4 7 2.8 

I feel that the future is hopeless and that things can’t get better 13 5.0 a 3 1.2 a I feel guilty all of the time 4 1.6 1 0.4 

Item 3  Sense of failure Item 6  Sense of punishment 
I do not feel like a failure 206 79.8 201 80.4 I don’t feel I’m being punished 158 61.2 173 69.2 

I feel I have failed more than everyone else 29 11.2 37 14.8 I feel I might be punished 69 26.7 43 17.2 

As I look back on my life, all I can see is a lot of failure 19 7.4 9 3.6 I expect to be punished 15 5.8 14 5.6 

I feel I am a complete failure 4 1.6 3 1.2 I feel I am being punished 16 6.2 20 8.0 
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Table 39. Adolescent Responses on the BDI-KA Items 
 

 Aboriginal non Aboriginal  Aboriginal non Aboriginal 
 n % n %  n % n % 

Item 7  Self-dislike Item 10   Crying  
I am not disappointed in myself 203 78.7 180 72.0 I don’t cry any more than I used to 185 71.7 182 72.8 

I am disappointed in myself 40 15.5 57 22.8 I cry more now than I used to 25 9.7 51 20.4 

I am disgusted in myself 4 1.6 2 .8 I cry all the time now 6 2.3 8 3.2 

I hate myself 11 4.3 11 4.4 I used to be able to cry, but now I can’t cry even when I want to 42 16.3 b 9 3.6 b 

Item 8 Self-accusations  Item 11   Irritability  
I don’t feel I am any worse than anybody else 191 74.0 165 66.0 I am no more irritated now than I ever am 150 58.1 123 49.2 

I am critical of myself for my weaknesses or mistakes 32 12.4 67 26.8 I get annoyed or irritated more easily than I used to 68 26.4 106 42.4 

I blame myself all the time for my faults 23 8.9 13 5.2 I feel irritated all the time now 13 5.0 13 5.2 

I blame myself for everything 12 4.7 5 2.0 I don’t get irritated at all by the things that used to irritate me 27 10.5 8 3.2 

Item 9  Suicidal wishes Item 12  Social withdrawal  
I don’t have thoughts of killing myself 164 63.6 171 68.4 I am still interested in other people 196 76.0 214 85.6 

I have thoughts of killing myself, but I wouldn’t do it 81 31.4 70 28.0 I am less interested in other people than I used to be 44 17.1 33 13.2 

I would like to kill myself 6 2.3 5 2.0 I have lost most of my interest in other people 7 2.7 1 0.4 

I would kill myself if I had the chance 7 2.7 4 1.6 I have lost all of my interest in other people 11 4.3 c 2 0.8 c 
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Table 39. Adolescent Responses on the BDI-KA Items 
 

 Aboriginal non Aboriginal  Aboriginal non Aboriginal 
 n % n %  n % n % 

Item 13  Indecisiveness Item 16  Sleep disturbance 
I make decisions as well as ever   169 65.5 175 70.0 I sleep as well as I used to 164 63.6 151 60.4 

I put off making decisions more than I used to 38 14.7 37 14.8 I don’t sleep as well as I used to 53 20.5 68 27.2 

I find it harder to make decisions than I used to 40 15.5 35 14.0 I have trouble going to sleep 24 9.3 21 8.4 

I can’t make decisions at all any more 11 4.3 3 1.2 I wake up all the time and can’t ever get back to sleep 17 6.6 10 4.0 

Item 14  Distortion of body image Item 17   Fatigability  
I feel I look the same as always 207 80.2 180 72.0 I don’t get more tired than I used to 141 54.7 102 40.8 

I am worried that I am not looking good 31 12.0 41 16.4 I get tired more than I used to 86 33.3 128 51.2 

I don’t look good any more 3 1.2 6 2.4 I get tired from doing almost anything 23 8.9 15 6.0 

I believe I look ugly 17 6.6 23 9.2 I am too tired to do anything 8 3.1 5 2.0 

Item 15  Work inhibition Item 18  Loss of appetite 
I work as well as ever 142 55.0 123 49.2 I like my food as much as ever 153 59.3 166 66.4 

It takes extra effort to get started at doing something 87 33.7 101 40.4 I don’t eat as much food as I used to 86 33.3 66 26.4 

I have to push myself very hard to do anything 24 9.3 22 8.8 I don’t eat properly now 12 4.7 11 4.4 

I can’t do any work at all 5 1.9 4 1.6 I don’t feel like eating at all any more 7 2.7 7 2.8 
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Table 39.  Adolescent Responses on the BDI-KA Items 
 

 Aboriginal non Aboriginal  Aboriginal non Aboriginal 

 n % n %  n % n % 

Item 20 Weight loss  Item 21  Somatic preoccupation d 

I haven’t lost any weight 181 70.2 191 76.4 I am not worried about my health  160 62.0 176 70.4 

I have lost more than five kilograms 64 24.8 54 21.6 I am worried about my health, such as aches and pains, upset 
stomach, or constipation 

71 27.5 64 25.6 

I have lost more than ten kilograms 9 3.5 2 0.8 I am very worried about my health and it is hard to think of 
anything else 

18 7.0 7 2.8 

I have lost more than fifteen kilograms 4 1.6 3 1.2 I am so worried about my health that I cannot think about 
anything else. 

9 3.5 3 1.2 

 

a:2=5.802, df=1, p=.016; b: 2=9.136, df=1, p=.003; c: 2=11.959, df=1, p=.001; d: 2=7.659, df=1, p=.006                   
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Total Aggregate BDI-KA Scores 

 

Each of the 20 BDI-KA item statements were scored from 0 to 3, resulting in a total score range 

of 0 to 60.  Item 19 relating to dieting was omitted from the analysis due to the poor response 

rate on this item.  Further, as noted in Chapter Four (see p.112) the item relating to libido in the 

original version of the BDI was not included in the adapted version employed with the 

Kimberley sample.    

 

Normality 

 

The distributions for both the Aboriginal and non-Aboriginal adolescents were highly positively 

skewed and peaked.  As with other variables, transformation of the total BDI-KA scores to the 

square root (BDI-KAsqr) normalised the distributions For interpretation, the untransformed mean 

total BDI-KA scores are presented in all tables, whilst all analysis employed the transformed 

scores.  

   

Identity and Age Differences    

 

The Aboriginal adolescents reported slightly higher mean total BDI-KA scores than their non-

Aboriginal counterparts, however this difference was not statistically significant (see Table 40).   

 

There were no obvious patterns on total BDI-KA scores by age for either Aboriginal or non-

Aboriginal adolescents.  Aboriginal adolescents scored highest in the 14 year age group while 

non-Aboriginal adolescents scored highest in the 16 to 18 age group.  Two way analysis of 

variances (identity by age group) did not identify any significant interaction between identity 

and age group with BDI-KA scores, or any main effects for these independent variables.  

 

Gender Differences – within identity groups 

 

Female adolescents consistently reported higher mean total BDI-KA scores than their male 

peers.  This was found to be statistically significant in both the Aboriginal (p<.01) and the non-

Aboriginal (p<.01) adolescent groups.  This differences was also found to be statistically 

significant in the 14 year and the 15 year age groups, as shown in Table 40.  
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Table 40. BDI-KA Mean Total Scores By Identity, Age & Gender 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
a: BDI-KAsqr a: t(231)=2.182, p=.030 

 Male Female 
Male x Female 

Total 

 n M SD n M SD n M SD 

Aboriginal Adolescents 

           13 yrs 42 9.4 6.6 49 9.5 8.7  91 9.5 7.8 

14 yrs 26 6.7 5.4 40 13.4 12.4 t(64)=2.646, p=.010 66 10.7 10.7 

15 yrs 32 6.8 5.2 37 11.8 9.0 t(67)=2.489, p=.015 69 9.5 7.8 

16-18 yrs 15 9.0 6.1 17 10.3 7.0  32 9.7 6.5 

Total  115 8.0a 6.0 143 11.3 9.8 t(256)=2.743, p=.007 258 9.8 8.5 

Non-Aboriginal  Adolescents   

 13 yrs 46 6.9 5.4 52 9.5 8.2  98 8.3 7.1 

 14 yrs 42 5.2 4.2 39 11.9 9.1 t(68.874)=4.062, p<.001 81 8.4 7.7 

15 yrs 19 5.4 4.4 21 11.6 12.0 t(38)=2.164, p=.037 40 8.7 9.6 

16-18 yrs 11 9.0 6.7 20 11.6 8.3  31 10.7 7.8 

Total 118 6.3a 5.0 132 10.9 9.1 t(243.154)=4.536, p<.001 250 8.7 7.8 
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Amongst both adolescent groups, the two way analysis of variance (gender by age group) did 

not identify any significant interaction between gender and age with BDI-KA scores.   Main 

effects were found however to be statistically significant for gender (Aboriginal; 

F(1,250)=7.384, p=.007; non-Aboriginal; F(1,242)=14.709, p<.001).  Finding that being female 

significantly contributed to increased depression symptomatology amongst both adolescent 

groups.   

 

Gender Differences – between identity groups 

 

The female adolescents in both identity groups had similar mean total BDI-KA scores.  For 

males there was a statistically significant difference for identity, with the male Aboriginal 

adolescents recording greater mean total BDI-KA scores than male non-Aboriginal adolescents 

(p<.05).  

 

The three way analysis of variance (identity by gender by age group) did not identify any 

significant interaction between these three independent variables with BDI-KA scores.  A 

statistically significant interaction was found for gender and age with BDI-KA scores 

(F(1,492)=3.850, p=.010), although post hoc analysis was not able to determine between which 

groups the significant differences lay.  Main effects were however identified for gender (F(1, 

492)=21.502, p<.001).  Strongly suggesting that being female, irrespective of identity or age 

group influences the reporting of increased depressive symptomatology. 

 

Post Script 

 

There were a large number of adolescents that failed to report on one to two of the BDI-KA 

items.  These adolescents were originally considered for inclusion, as was the procedure on all 

of the other variables.  However, no other published research precedents were identified that had 

included those that reported missing values on one to two items.  Further, the inclusion of these 

adolescents greatly altered the mean scores, and for these reasons they are considered separately 

here.   

 
Total scores were calculated for the 40 Aboriginal and 26 non-Aboriginal adolescents that failed 

to report on one to two items.  Several of these adolescents reported high total BDI-KA scores, 

and increased mean scores (see Table 41).  This was most pronounced amongst the younger 

Aboriginal adolescents and the female Aboriginal adolescents generally.  Hence, the exclusion 

of these Aboriginal adolescents from the total sample may have blunted some of the differences 

between the two adolescents identity groups, and within the adolescent groups for gender.         
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Table 41.       BDI-KA Mean Total Scores for Adolescents Failing to Report on One to Two Items 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
    

 Male Female Total 

 n M SD n M SD n M SD 

Aboriginal Adolescents 

           13 yrs 8 9.0 4.5 9 22.2 11.6 17 16.0 11.1 

14 yrs 7 5.1 5.9 3 4.7 0.6 10 5.0 4.8 

15 yrs 6 8.7 8.2 3 29.0 18.0 9 15.4 15.1 

16-18 yrs 2 4.5 3.5 2 15.5 16.3 4 10.0 11.5 

Total  23 7.4 6.0 17 19.5 13.7 40 12.5 11.6 

Non-Aboriginal Adolescents   

 13 yrs 3 4.7 4.5 5 9.6 4.3 8 7.8 4.8 

 14 yrs 4 6.5 5.8 1 21.0 0.0 5 9.4 8.2 

15 yrs 8 8.3 8.0 1 10.0 0.0 9 8.4 7.5 

16-18 yrs 1 7.0 0.0 3 15.0 6.9 4 13.0 6.9 

Total 16 7.1 6.4 10 12.4 5.9 26 9.1 6.7 
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When the excluded adolescents were included with the total adolescent sample that reported on 

all the BDI-KA items, the mean total BDI-KA score increased amongst the Aboriginal 

adolescents from 9.8 (SD 8.5) to 10.2 (SD 9.0) (see Table 42).    

 
Whilst remaining relatively stable amongst the non-Aboriginal adolescents. The inclusion of the 

additional adolescent participants and the resultant increased mean total score for the Aboriginal 

adolescents was sufficient to find a weak statistically significant difference between the 

Aboriginal and non-Aboriginal adolescent group (p<.05, see Table 42).  All other differences 

previously identified for gender and age remained relatively unchanged by the inclusion of these 

additional participants.  

 

Diagnostic Group Allocation 

 

The cut off scores recommended by Kendall et al (1987) were utilised to determine clinically 

significant depressive symptom groups amongst the adolescent sample (see Table 43).  Of the 

total adolescents sample considered in the BDI-KA analysis, 211 (81.8%) of the Aboriginal 

adolescents and 204 (81.6%) of the non-Aboriginal adolescents reported total BDI-KA scores  

of 15 or less and were not considered to have significant levels of depressive symptomatology.  

A similar proportion of Aboriginal 21 (8.1%) and non-Aboriginal 23 (9.2) adolescents recorded 

total BDI-KA scores between 16 and 20, and were considered to present with moderate 

symptoms or dysphoria.  Further, a similar proportion of both adolescent groups recorded 

clinically significant levels of depressive symptoms with total BDI-KA scores greater than 20.  

Twenty six (10.1%) of the Aboriginal adolescents and 23 (9.2%) of the non-Aboriginal 

adolescents recorded severe symptoms or clinical depression.   

 

However, when the adolescent participants that were excluded for failing to answer one to two 

items were considered for diagnostic group allocation, the number recording severe symptoms 

was markedly increased.  With 36 of the Aboriginal adolescents (12.1% of total sample 

including excluded adolescents) recording scores greater than 20 and reaching diagnostic group 

allocation.  The difference with the addition of the excluded adolescents was not as great 

amongst the non-Aboriginal adolescents, with only an additional 3 participants recording scores 

greater than 20 (9.4% of the total sample including excluded adolescents).  It is important to 

note that these scores were achieved by the adolescents with missing values on one to two of the 

items.  Hence these adolescents clearly recorded total scores within the range for severe 

depressive symptomatology.  Of the excluded adolescents, only 3 Aboriginal adolescents 

recorded total scores in the range of 16-20, and were allocated to the moderate depressive 

symptom or dysphoric group (8.1% of the total sample including excluded adolescents).     
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Table 42. BDI-KA Mean scores for Adolescent Groups Inclusive of Those Failing to Report on One to Two Item 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

a: t(572)=1.993, p=.047;  b: t(270)=2.075, p=.039;  c: t(97)=2.076, p=.04

 Male Female 
Male x Female 

Total 

 n M SD n M SD n M SD 

Aboriginal Adolescents 

           13 yrs 50 9.4c 6.3 58 11.5 10.2  108 10.5 8.6 

14 yrs 33 6.3 5.5 43 12.8 12.1 t(74)=3.002, p=.004 76 10.0 10.3 

15 yrs 38 7.1 5.7 40 13.1 10.6 t(76)=2.888, p=.005 78 10.2 9.0 

16-18 yrs 17 8.5 6.0 19 10.8 7.8  36 9.7 7.0 

Total  138 7.9b 6.0 160 12.1 10.6 t(293.979)=3.813, p<.001 298 10.2a 9.0 

Non-Aboriginal  Adolescents   

 13 yrs 49 6.8c 5.3 57 9.5 7.9  106 8.3 7.0 

 14 yrs 46 5.3 4.3 40 12.2 9.1 t(84)=4.283, p<.001 86 8.5 7.7 

15 yrs 27 6.3 5.7 22 11.6 11.7 t(47)=2.059, p=.045 49 8.6 9.2 

16-18 yrs 12 8.8 6.4 23 12.0 8.1  35 10.9 7.6 

Total 134 6.3b 5.2 142 11.0 8.9 t(267.267)=4.912, p<.001 276 8.0a 7.7 
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Table 43. Prevalence of Clinically Significant Depressive Symptoms Amongst Respondents on the BDI-KA & Across Total Sample 
 

 
BDI-KA Adolescent Respondents (Aboriginal n=298; non-Aboriginal n=276) 
% Total Kimberley Adolescent Sample (Aboriginal n=327; non-Aboriginal n=283) 

 
Total Dysphoria Total Clinical Depression Male Dysphoria Male Clinical Depression Female Dysphoria 

Female Clinical 
Depression 

n %R %K n %R %K n %R %K n %R %K n %R %K n %R %K 

Aboriginal Adolescents 

         13 years 7 6.5 5.7 16 14.8 13.0 4 8.0 6.7 4 8.0 6.7 3 5.2 4.8 12 20.7 19.0 

14 year 9 11.8 11.3 7 9.2 8.8 4 12.1 11.8 - - - 5 11.6 10.9 7 16.3 15.2 

15 year 4 5.1 4.9 11 14.1 13.6 1 2.6 2.4 2 5.3 4.9 3 7.5 7.5 9 22.5 22.5 
Total Adolescent up to 15 

years 
20 7.6 7.0 34 13.0 12.0 9 7.4 6.7 6 5.0 4.4 11 7.8 7.4 28 19.9 18.8 

16-18 years 4 11.1 9.3 2 5.6 4.7 3 17.6 13.0 - - - 1 5.3 5.0 2 10.5 10.0 

Total Adolescent 24 8.1 7.3 36 12.1 11.0 13 8.7 7.6 6 4.3 3.8 12 7.5 7.1 30 18.8 17.8 

Non-Aboriginal Adolescents 

 13 years 10 9.4 9.3 8 7.5 7.5 4 8.2 8.2 - - - 6 10.5 10.3 8 14.0 13.8 

 14 year 6 7.0 6.7 8 9.3 8.9 1 2.2 2.1 - - - 5 12.5 11.6 8 20.0 18.6 

15 year 3 6.1 6.0 5 10.2 10.0 1 3.7 3.6 1 3.7 3.6 2 9.1 9.1 4 18.2 18.2 
Total Adolescent up to 15 

years 
19 7.9 7.7 21 8.7 8.5 6 4.9 4.8 1 0.8 0.8 13 10.9 10.6 20 16.8 16.3 

16-18 years 4 11.4 11.1 5 14.3 13.9 2 16.7 15.4 - - - 2 8.7 8.7 5 21.7 21.7 

Total  23 8.3 8.1 26 9.4 9.2 8 6.0 5.8 1 0.7 0.7 15 10.6 10.3 25 17.6 17.1 
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All further discussion on the diagnostic group allocation includes those participants that had 

failed to report on one to two BDI-KA items.  As can be seen in Table 43., a substantial 

majority of those scoring in the dysphoric and clinical depression range were female, and the 

proportions for gender were similar in each adolescent identity group.  Similar, if not slightly 

lower proportions of the male adolescents recorded moderate symptom severity scores.  

However, the differences for gender were much more apparent in severe symptom severity 

groups.   

 
Prevalence Rates 

 

Close to one tenth of the Aboriginal and the non-Aboriginal adolescents presented with 

clinically significant depressive symptoms, as gauged by total BDI-KA scores greater than the 

clinical cut off of 21.  The prevalence of depressive symptoms and diagnostic group 

membership in comparison to that identified nationally and internationally is presented in 

Appendix 23 (see p.428) and discussed further in Chapter Eight (see p.301). 

 

Substance Misuse 

Alcohol & Drug Use Measures (AUM & DUM) 

 

Descriptive Characteristics 

 

Of the total sample 316 Aboriginal adolescents (97%) and 280 non-Aboriginal adolescents 

(99%) responded to the 2 AUM items and were considered in the analysis.  The response rates 

were a little lower on the DUM, with between 70% to 84% of Aboriginal adolescents and 83% 

to 88% of the non-Aboriginal adolescents reporting across the list of drugs, and considered in 

the analysis.   

 

Alcohol Use Measure 

 

Generally, the Aboriginal adolescents reported more frequently on the lower response options of 

the AUM than non-Aboriginal adolescents (see Table 44).   This was found to be statistically 

significant on both AUM items (p<.001; p<.001).   
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Table 44. Adolescent Responses on the Alcohol Use Measure Items 
 

Item 1. ‘How often 
do you 

drink alcohol’ 

‘Not at all’ ‘Tried 1 time’ ‘1-2 times a month’ ‘1-3 times a week’ ‘Everyday’ 

Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal 

n % n % n % n % n % n % n % n % n % n % 

           13 yrs 86 73.5 32 29.9 18 15.4 31 29.0 9 7.7 34 31.8 4 3.4 7 6.5 0 0.0 3 2.8 c 

14 yrs 43 56.6 22 25.6 15 19.7 26 30.2 11 14.5 28 32.6 7 9.2 8 9.3 0 0.0 2 2.3 d 

15 yrs 31 38.3 6 12.2 16 19.8 6 12.2 15 18.5 21 42.9 19 23.5 15 30.6 0 0.0 1 2.0 e 

16-18 yrs 13 33.3 4 11.1 4 10.3 2 5.6 8 20.5 14 38.9 14 35.9 16 44.4 0 0.0 0 0.0 f 

Total  173 55.3 64 23.0 53 16.9 65 23.4 43 13.7 97 34.9 44 14.1 46 16.5 0 0.0 6 2.2 a 

Item 2. ‘How much 
alcohol 

do you drink’ 

'Not at all’ ‘A little bit’ ‘A lot’ ‘Big mob’ ‘Biggest mobs’ 

Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal 

n % n % n % n % n % n % n % n % n % n % 

           13 yrs 83 77.6 48 45.3 21 19.6 49 46.2 2 1.9 6 5.7 1 0.9 1 0.9 0 0.0 2 1.9 g 

14 yrs 43 58.1 28 32.6 25 33.8 46 53.5 3 4.1 5 5.8 3 4.1 3 3.5 0 0.0 4 4.7 h 

15 yrs 34 43.6 11 23.4 29 37.2 25 53.2 8 10.3 6 12.8 4 5.1 3 6.4 3 3.8 2 4.3 

16-18 yrs 15 38.5 5 14.3 14 35.9 15 42.9 6 15.4 8 22.9 2 5.1 5 14.3 2 5.1 2 5.7 i 

Total  175 58.7 92 33.6 89 29.9 135 49.3 19 6.4 25 9.1 10 3.4 12 4.4 5 1.7 10 3.6 b 
 

a: 2=47.226, df=1, p<.001;   b: 2=20.854, df=1, p<.001;   c: 2=37.830, df=1, p<.001;   d: 2=11.328, df=1, p=.001;   e: 2=10.949, df=1, p=.001;   f: 2=4.491, df=1, p=.034;    
g: 2=18.736, df=1, p<.001; h: 2=7.886, df=1, p=.005;  i: 2=3.890, df=1, p=.049 
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Further, this pattern was found to be statistically significant between adolescents in each age 

group on item 1, and all age groups other than the 15 year olds on item 2 (see Table 44).  

However, the strength of the significance of the difference between the Aboriginal and non-

Aboriginal adolescents declined with age on both items.  Finding that the differences in drinking 

patterns that were most pronounced in the younger age groups, lessened between the older 

adolescents.  However, due to the low level of responding on the higher response options, the 

cell count for the chi square tests of linear trend were low, and these results should be 

interpreted with caution.  It is also important to note that the direction of the response pattern of 

the adolescents on the AUM measure was in the opposite to that observed on all other 

psychopathology measures.  On which the Aboriginal adolescents were generally more likely 

than non-Aboriginal adolescents to report on higher response options.    

 

The majority of Aboriginal adolescents (55%) reported never having used alcohol.  Whilst less 

than one quarter of non-Aboriginal adolescents (23%) indicated this.  More of the non-

Aboriginal adolescents had tried alcohol once (23% compared with 17%), and used alcohol one 

to two times a month (35% compared with 14%).  A similar proportion of both adolescent 

groups (15%) reported using alcohol one to three times a week.  However only the non-

Aboriginal adolescents reported using alcohol daily (2%).  Overall, this may be indicative of a 

different pattern of alcohol use, with the non-Aboriginal adolescents involved in more social 

drinking at weekend parties and less likely to have pressure to abstain than the Aboriginal 

adolescents.  The non-Aboriginal adolescents also generally reported using greater quantities of 

alcohol when drinking.  Only a small group of non-Aboriginal adolescents (4%) reported on the 

highest response option, however this was twice the proportion of the non-Aboriginal 

adolescents who reported on this option (2%).  

 

Drug Use Measure 

 

On the DUM, participants were asked to indicate if they used any of the listed drugs, which 

included; valium, gunja [marijuana], speed, glue, heroin, ecstasy, cocaine, acid, LSD, magic 

mushrooms and petrol.  If the adolescents used any of these drugs, they were then instructed to 

indicate frequency of use.  Of all the listed drugs, marijuana was the only one that was 

consistently reported on by both the Aboriginal and non-Aboriginal adolescents.  Of whom 40% 

and 38% (respectively) indicated having used this drug at least once (see Table 45).  

 

Very few of the Aboriginal adolescents (0-2%) or the non-Aboriginal adolescents (1-5%) 

reported the use of the other listed drugs.  Amongst the Aboriginal adolescents glue and speed 

were the most common, albeit only 5 and 4 Aboriginal adolescents reported use respectively.  

The use of other drugs was reported by a larger number of non-Aboriginal adolescents but still   
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Table 45. Adolescent Responses on the Drug Use Measure Item   
 

‘Do you ever use any 
of these drugs, and 

how often…’ 

‘Not at all’ ‘Tried 1 time’ ‘1-2 times a month’ ‘1-3 times a week’ ‘Everyday’ 

Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal 

n % n % n % n % n % n % n % n % n % n % 

Item 1a Valium 224 99.1 231 98.7 1 0.4 1 0.4 --- --- --- --- --- --- --- --- 1 0.4 2 0.9 

Item 1b Gunja 165 60.2 157 62.3 48 17.5 38 15.1 17 6.2 27 10.7 29 10.6 21 8.4 15 5.5 7 2.8 

Item 1c  Speed 230 98.3 225 94.9 3 1.3 6 2.5 1 0.4 3 1.3 --- --- 1 0.4 --- --- 2 0.8 

Item 1d  Glue 227 97.8 222 94.9 4 1.7 8 3.4 1 0.4 2 0.9 --- --- 1 0.4 --- --- 1 0.4 

Item 1e  Heroin 231 100.0 231 98.3 --- --- 2 0.9 --- --- --- --- --- --- --- --- --- --- 2 0.9 

Item 1f  Ecstasy, E’s 230 99.1 222 94.9 1 0.4 9 3.8 --- --- 1 0.4 1 0.4 --- --- --- --- 2 0.9 

Item 1g  Cocaine, crack 231 99.6 228 97.4 1 0.4 2 0.9 --- --- 2 0.9 --- --- --- --- --- --- 2 0.9 

Item 1h  Acid, LSD 230 99.6 231 98.3 1 0.4 2 0.9 --- --- --- --- --- --- --- --- --- --- 2 0.9 
Item 1i  Magic  
             Mushrooms 228 99.6 230 97.0 1 0.4 4 1.7 --- --- 1 0.4 --- --- --- --- --- --- 2 0.8 

Item 1j  Petrol 228 99.1 224 95.7 1 0.4 5 2.1 1 0.4 3 1.3 --- --- --- --- --- --- 2 0.9 

Item 1k Other…. 164 93.7 140 79.1 3 1.7 12 6.8 3 1.7 7 4.0 4 2.3 8 4.5 1 0.6 10 5.6 
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in small numbers.  This included 12 non-Aboriginal adolescents (5.1%) that listed the use of 

speed, glue and ecstasy, and 10 that listed the use of petrol (4.3%).  Suggesting a small 

proportion of non-Aboriginal adolescents have experimented with or taken a range of other 

drugs.       

 
Closer inspection of the non-Aboriginal adolescents responses identified two participants that 

selected the highest response options of ‘everyday’ for each drug listed.  These responses were 

made by two male adolescents, one 14 year old and the other 13 years old.  Their questionnaires 

were coded closely in sequence (ie participant number 144 and 142), suggesting that it is likely 

that they were sitting close to each other during the administration and that they were possibly 

friends.  It is not humanly possible, and highly unlikely that these adolescents were able to 

afford or access all of the listed drugs for use each day.  Consequently, their total scores were 

eliminated from the data set and are not included any further.  The reporting by these two male 

non-Aboriginal adolescents on the preceding alcohol measure were also examined.  On the 

AUM both appeared to be using discretion in their answers on that measure (ie reporting across 

the response options) and their total scores were retained on the alcohol measure. 

 

Following the listing of the 10 drugs was the prompt ‘other’ with space provided for the 

participants to report the use of other drugs not specified on the list.  Few qualitative responses 

were given by the Aboriginal adolescents and included; ‘Alcohol’ (n=4), ‘Cold Flu’ (n=1), 

‘Dexies’ (n=1), ‘Smoke’, ‘Smoking’ (n=2), and ‘Trips’ (n=1).  The non-Aboriginal adolescents 

reported a greater variety of qualitative responses, but only a few of these related to drugs of 

misuse; ‘alcohol’ (n=4), ‘Dexies’, ‘Ritalin’ (n=5), ‘Smoke’, ‘Smokes’, ‘Smoking’, ‘Tobacco’, 

‘cigarettes’ (n=9), ‘caffeine’, ‘ice coffee’ (n=3), ‘Panadol’, ‘Nurofen’, ‘Heron’ (n=5), 

‘Medicine’, ‘Doctor’ (n=3), and ‘Spray paint’ (n=1).   

 

Due to the limited range of response made on 9 of the 10 drugs listed and the qualitative ‘other’ 

response category on the DUM, only the frequencies of the reported marijuana use are 

examined further. 

 
Marijuana Use 

 

As mentioned, close to 40% of both adolescent groups reported having used marijuana.  Yet, the 

Aboriginal adolescents reported slightly more often in the upper range of the response scale than 

non-Aboriginal adolescents.  With 6% reporting daily marijuana use, and 11% reporting weekly 

use.  Comparatively, 4% of non-Aboriginal adolescents reported daily use, and 8% weekly use.    
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At the same time, the relationship was reversed for occasional use, with more non-Aboriginal 

adolescents reporting monthly marijuana use (11%) than Aboriginal adolescents (6%).  This 

suggests that amongst the non-Aboriginal adolescents, marijuana may be used more often for 

recreation or social use (a trend that was observed with alcohol use), whilst one tenth of the 

Aboriginal adolescents use marijuana on a regular basis.  Similar rates were observed for 

experimentation amongst the Aboriginal (18%) and non-Aboriginal (15%) adolescents.   

 

The differences in response patterns for reported marijuana use were not however, found to be 

statistically significant between the total sample of adolescents, or in any of the age groups (see 

Table 46).  For both adolescent groups, marijuana use clearly appeared to increase with age.   

 

Multiple Drug Use 

 

The use of other drugs was examined amongst the adolescents that reported using marijuana.  

Of those that had tried marijuana once, only 3 Aboriginal adolescents and 5 non-Aboriginal 

adolescents had tried other drugs.  These included glue, cocaine, acid, ecstasy, heroin and petrol.  

Of note, one Aboriginal adolescent and another non-Aboriginal adolescent in this category both 

reported using petrol on a monthly basis.   

 

Of those that used marijuana on a monthly basis, 2 Aboriginal adolescents and 6 non-Aboriginal 

adolescents had experimented with other drugs.  Although none reported regular use of another 

drug.  Adolescents that reported using marijuana weekly in association with other drugs 

included 10 Aboriginal adolescents and 2 non-Aboriginal adolescents.  Two of the Aboriginal 

adolescents reported using speed on a monthly basis, and one also used glue on a monthly basis.  

The 2 non-Aboriginal adolescents that used marijuana weekly also reported the use of speed, the 

first reporting weekly use and the other monthly use in association with the monthly use of a 

range of other drugs.  Of those that used marijuana daily, one Aboriginal adolescent and one 

non-Aboriginal adolescents had also tried speed.  In addition, 2 more non-Aboriginal 

adolescents that used marijuana daily had experimented with a wide range of other drugs 

(including speed).  
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Table 46. Frequency of Marijuana Use by Age 
 

Marijuana Use 

‘Not at all’ ‘Tried 1 time’ ‘1-2 times a month’ ‘1-3 times a week’ ‘Everyday’ 

Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal Aboriginal non-Aboriginal 

n % n % n % n % n % n % n % n % n % n % 

           13 yrs 83 83.0 76 82.6 10 10.0 6 6.5 1 1.0 7 7.6 4 4.0 3 3.3 2 2.0 0 0.0 

14 yrs 38 56.7 52 65.0 12 17.9 16 20.0 3 4.5 6 7.5 11 16.4 6 7.5 3 4.5 0 0.0 

15 yrs 33 45.8 17 37.8 19 26.4 8 17.8 7 9.7 8 17.8 8 11.1 9 20.0 5 6.9 3 6.7 

16-18 yrs 11 31.4 12 36.4 7 20.0 8 24.2 6 17.1 6 18.2 6 17.1 3 9.1 5 14.3 4 12.1 

Total  165 60.2 157 62.3 48 17.5 38 15.1 17 6.2 27 10.7 29 10.6 21 8.4 15 5.5 7 2.8 
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Figure 6. Mean Total Alcohol Use by Frequency of Marijuana Use for Total Adolescent Sample and Age Groups 
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Although multiple drug use was reported by a minority of the adolescents, it would appear that 

for these adolescents, experimentation with or the regular use of other drugs increases with the 

frequency of marijuana use. 

 
 
Alcohol and Drug Use 

 

As can be seen in Figure 6, alcohol use and marijuana use were generally positively related.  

With those reporting increased frequency of marijuana use, also reporting higher mean alcohol 

use.  However, amongst the total sample of adolescents this trend reached a plateau, with those 

that reported marijuana use monthly or more often indicating a trend for decreased mean 

consumption of alcohol.  When considered across the age groups, it would appear that in the 

younger age groups the mean use of alcohol declines when marijuana use becomes more 

frequent than monthly.  Whilst amongst the older adolescents a clear pattern emerged for 

increasing, combined use of alcohol and marijuana.  Further, amongst both adolescent groups a 

two way analysis of variance (marijuana use by age group) was conducted with alcohol use as 

the dependent variable.  Although no interaction effects were identified, statistically significant 

main effects were found between marijuana use and alcohol use with the Aboriginal adolescents 

(F(4,236)=37. 170, p<.001) and the non-Aboriginal adolescents (F(4, 225)=14. 746, p<.001).  

Post hoc analysis revealed statistically significant differences in alcohol use between each 

marijuana use increment and each age group increment.  Suggesting that independently, 

increased frequency of marijuana use, and increased age, significantly influence alcohol 

consumption amongst the Aboriginal and the non-Aboriginal adolescents.   

 

Potential Diagnostic Group Allocation 

 

Clinical indications of self reported substance dependency or abuse were not able to be 

established (as discussed, see p.115).  However, when reviewing the adolescents responses to 

Item 3 on the full version of the alcohol measure ‘Was there ever a time in your life when you 

drank too much’ patterns of ‘binge’ type drinking became evident.  Forty Two of the Aboriginal 

adolescents (32.3%) and 57 of the non-Aboriginal adolescents (45.6%) gave responses that 

suggested patterns of binge drinking.  The qualitative responses that accompanied this item that 

further describe the context of possible binge drinking are presented in Appendix 24 and 

Appendix 25 (see p.430, p.431).   
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Summary 

 

The Aboriginal adolescents reported statistically significantly greater direct and secondary 

trauma exposure (p<.05; p<.005), suicidal ideation (p<.05), and depression (p<.05), than the 

non-Aboriginal adolescents.  Differences in total symptom scores were not as pronounced on 

the PTSD and substance use measures, although examination of the individual item frequencies 

identified substantial differences in the way the disorder was experienced, or in which 

substances were used by the adolescents.  Generally, the female adolescents in both adolescent 

groups reported a greater severity of symptoms.  Overall, the female Aboriginal adolescents 

tended to report the worst outcomes, as followed alternately by the male Aboriginal and the 

female non-Aboriginal adolescents, and then lastly by the male non-Aboriginal adolescent who 

reported the least symptomatology.  Few clear patterns were identified for age, although the 15 

year old female Aboriginal adolescents commonly reported the greatest severity of 

psychopathology of all the adolescent groups.  Following a similar framework, the next chapter 

presents the analysis of the well being variables. 
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Chapter Six 
A Descriptive Analysis of the  

Well Being Measures 
 

Overview 

 

Chapter Six presents the descriptive information arising from the statistical analysis of the six 

well being variables assessed in the questionnaire battery.  Following a similar format to the 

previous chapter, each variable is described and where appropriate compared by identity, age 

and gender.   In text discussion focuses mainly on findings that highlight important patterns in 

the results.   

 

In the first section, the results from the two very different measures of coping strategies are 

considered.  The qualitatively based measure of coping strategies drew a wide range of 

responses, and the adolescents self definition of commonly used coping strategies is described.  

Similarly, the identity measure and the emergent constructs of identity amongst the Kimberley 

Aboriginal adolescents were largely self defined by the responses made on the original measure.  

The description of the quantitative measures of anger, shame, hopelessness and self-esteem are 

described in the manner of reporting used in Chapter Five.   

 

Coping Strategies 

Adolescent Coping Orientation for Problem Experiences (A-COPE-KA) 

and the Coping Strategies Measure (CSM) 
 

During the pilot study an adapted version of the Patterson & McCubbin (1991) Adolescent 

Coping Orientation for Problem Experiences (A-COPE-KA) was employed.  As described in 

Chapter 4 (p.118) feedback from the pilot study lead to the development of the Coping 

Strategies Measure (CSM).  The CSM was developed as a semi structured open response 

measure, and was employed at all subsequent research testing locations.  Although unplanned, 

this process provided two sets of data of interest; that of the pilot study in which a small sample 

of Aboriginal adolescents reported on the adapted version of the quantitatively based A-COPE-

KA, and that of the remaining research sample that reported on the predominantly qualitatively 

based CSM.  The former sample is briefly considered below, as this elucidates the types of 

coping strategies endorsed by the Aboriginal adolescents in the forced choice response format 
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of the A-COPE-KA, which is then able to be compared to other adolescent samples.  The semi 

structured format of the CSM allowed for an expansion of the types of coping strategies 

reported by the adolescents, and this is considered in more detail in the following section.  

 

Adolescent Coping Orientation for Problem Experiences (A-COPE-KA) 

 

The pilot study sample involved 61 Aboriginal adolescents, of whom 29 were male (52.5%) and 

32 were female (52.5).  The majority were aged between 12 and 15 years (M=13.7 years, SD 

1.5), and were sampled at the school (90.2%).  A small sample of slightly older adolescents 

participated in informal sessions out of school (9.8%), with ages ranging from 14 to 18 years 

(M=16.0 years, SD 1.6).  Between 87% and 95% of the adolescents responded to items across 

the 12 factors of the A-COPE-KA, allowing calculation of factor scores (see Table 47).  

 

In the original version of the A-COPE, Patterson and McCubbin (1991) recommended reversing 

scores on the nine negatively worded items of Factor 1 ‘Ventilating Feelings’, Factor 6 

‘Avoiding Feelings’ and Factor 12 ‘Relaxing’ to derive a unidirectional total A-COPE score.   

This was not the object of the present analysis and score reversal was not conducted.   Further, 

to be able to make comparisons with the Chapman and Mullis (2000) sample, none of the 

additional items drawn from the Coping Strategy Indicator (Amirkhan, 1990) and/or proposed 

by the focus groups were included in the factor calculation.  The response scale options scores 

were also transposed from a range of 0 to 4 to 1 to 5.   

 

A-COPE-KA Subscale Differences 

Normality 

 

The majority of the 12 A-COPE-KA factors approached a normal distribution and were 

acceptable.  Those that deviated slightly included Factor 2 ‘Seeking Diversions’, which 

indicated a moderate negative skew and flat spread of scores; Factor 6 ‘Avoidance’, which was 

moderately positively skewed and had a highly peaked distribution; Factor 9 ‘Seeking 

Professional Support’, which had flat spread of scores, and Factor 8 ‘Investing in Close 

Friends’, with a slight negative kurtosis.  When the adolescent sample was split for gender, the 

male and female adolescent distributions on these four measures approximated normal and 

transformation of total scores was not necessary.   
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Table 47. A-COPE-KA Mean Total scores for Aboriginal Pilot Study Participants by Gender 
 

A-COPE-KA Factors 
Male Female 

Male x Female 
Total Chapman & Mullis, 2001 

n M SD n M SD n M SD n M SD 

F1.   Ventilating feelings 27 17.5 3.3 29 15.8 4.1  56 16.6 3.8 245 16.1 3.8 

F2.   Seeking Diversions 26 28.5 2.7 27 25.3 5.0 t(40.428)=-2.934, p=.005* 53 26.9 4.4 245 26.6 3.9 

F3.   Dev. Self Reliance & Optimism  26 20.0 3.6 29 16.6 4.7 t(51.882)=-3.053, p=.004* 55 18.2 4.5 245 19.7 3.1 

F4.   Dev. Social Support 27 13.8 2.3 27 15.5 3.6 t(52)=2.094, p=.041 54 14.7 3.1 245 19.9 4.6 

F5.   Solving Family Problems 26 16.9 3.9 28 17.5 4.6  54 17.2 4.2 245 15.9 4.3 

F6.   Avoiding Problems  26 9.4 1.9 29 10.7 5.4  55 10.1 4.17 245 9.8 2.8 

F7.   Seeking Spiritual Support 27 7.7 2.4 28 5.9 2.0 t(53)=-2.965, p=.005 55 6.8 2.4 245 9.8 2.6 

F8.   Investing in Close Friends 29 6.7 1.6 29 7.0 2.1  58 6.9 1.9 245 7.6 2.0 

F9.   Seeking Prof. Support 29 4.0 1.6 28 3.8 1.8  57 3.9 1.7 245 3.1 1.4 

F10. Demanding Activity 28 15.0 2.2 27 12.9 3.4 t(53)=-2.651, p=.011 55 14.0 3.0 245 13.5 2.6 

F11. Be Humorous 28 7.0 1.5 28 6.6 2.1 56 6.8 1.9 245 7.0 2.2 

F12. Relaxing 25 16.2 2.1 28 13.6 3.1 t(47.77)=-3.557, p=.001* 53 14.8 2.9 245 16.2 2.8 
 

*Levene’s Test for Equality of Variance significant, hence p value and statistics reported where equal variances are not assumed.
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Gender Differences 

 

Statistically significant differences between the male and female Aboriginal adolescents were 

found on 6 of the 12 A-COPE-KA factors (see Table 47).  The male adolescents reported higher 

scores than the female adolescents on Factor 3 ‘Developing Self Reliance’ (p<.01); Factor 7 

‘Seeking Spiritual Support’ (p<.01); Factor 10 ‘Engaging in a Demanding Activity’ (p<.05) and 

Factor 12 ‘Relaxing’ (p<.01).  Whereas the female adolescents endorsed higher scores on Factor 

4 ‘Developing Social Support’ (p<.05) than the male Aboriginal adolescents. 

 

Comparison with Chapman & Mullis (2000) Adolescent Sample 

 

Chapman and Mullis (2000) reported the mean total A-COPE factor scores given by a sample of 

245 African American school students (mean age 15.5 years), to which the Aboriginal 

adolescents in the pilot study sample were compared.  Generally, the two adolescent samples 

were remarkably similar.  The Aboriginal adolescent reported moderately lower scores than the 

African American students for ‘Developing Social Support’ and ‘Seeking Spiritual Support’, 

and slightly lower scores for ‘Investing in Close Friends’ and ‘Relaxing’.  Whilst reporting 

slightly higher scores for ‘Solving Family Problems’.  Hence, the Aboriginal adolescents 

appeared to use fewer extra-familial coping strategies (seeking social support, investing in close 

friends) and relaxing than the African American adolescents, with prosocial coping strategies 

focussed more on intra familial problems and resources.  

 

Coping Strategies Measure (CSM) 

 

The Coping Strategies Measure (CSM) employed a semi structured open response format, 

asking the adolescents to list up to ten coping strategies, and to rate how often they used each 

strategy from 0 to 4.  The qualitative responses were sorted into meaningful groups, as guided 

by the 12 coping strategies factors identified by McCubbin & Patterson on the A-COPE (1991).  

To adequately represent the Kimberley adolescents responses, several subtle modifications were 

made to the 12 A-COPE coping strategy factors.  In addition, several new factors emerged that 

appeared to be distinct from those nominated by Patterson and McCubbin (1991).   
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Coping Strategies Emerging From Qualitative Sorting 

 

Factor 1 ‘Ventilating Feelings’, was polarised into two separate factors, the first (CSM Factor 

18) for positive expression (eg ‘write in diary’) and the second (CSM Factor 1) for negative 

expression (eg ‘scream’).  Factor 5 ‘Solving Family Problems’ was more accurately reflected by 

seeking support from family members (eg ‘talk to my Mum’) and was renamed as such (CSM 

Factor 5 ‘Developing Family Support’).  The reporting of substance use as a coping strategy in 

addition to other avoidant types of behaviours resulted in changes to Factor 6 ‘Avoiding 

problems’.  With the division of the factor into two factors, ‘Avoiding Problems - Substance 

Abuse’ (CSM Factor 6), as distinct from the behavioural and cognitive strategies of ‘Avoiding 

Problems’ (CSM Factor 19, eg ‘do not think about it’).  Factor 8 ‘Investing in Close Personal 

Friendships’ was primarily accounted for in Factor 4 ‘Developing Social Support’.  

Consequently, CSM Factor 8 was adjusted to reflect reports of help seeking through intimate 

relationships, as ‘Developing Support in Relationship’ (eg ‘talk to my boyfriend’).   

 

Three new factors were added.  The first (CSM Factor 13) labelled as ‘Self Destructive’ relating 

to self harmful thoughts or behaviours (eg ‘think suicide’).  The second (CSM Factor 14) related 

to ‘Affective’ responses (eg ‘feel sad’), and the third (CSM Factor 20) to a ‘Withdrawal From 

Others’ (eg ‘Stay away from people’).  In total, the CSM comprised 17 factors that reflected the 

coping strategies reported by the Kimberley adolescent sample.   

 

Drawing on the theoretical constructs of Lazarus (1999) and Flannery (1998) the 17 coping 

factors were grouped under the 5 Subscales of ‘Problem Focussed’, ‘Prosocial’, ‘Emotion 

Focussed’, ‘Avoidant’ and ‘Isolating’ (see Chapter Three p.63, p.64; and Chapter Four p.118).  

The first three Subscales were considered to be generally ‘Adaptive’ and the latter two 

Subscales as generally ‘Maladaptive’. Table 48 provides an overview of this structure, with 

examples from the adolescents qualitative response. 

 

Reporting on Semi Structured Open Response Format 

 

Of the total adolescent sample 221 (68%) Aboriginal adolescents, and 252 (89%) non-

Aboriginal adolescents reported one or more coping strategy on the CSM and were included in 

the analysis.  The response rate of the Aboriginal adolescents on the CSM was markedly lower 

than the non-Aboriginal adolescents and also lower than on other measures in this study.   
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Table 48. Coping Strategy Factors With Example Responses 
 

Coping Factor Strategy Qualitative Examples Taken From Kimberley Adolescents Responses 

Adaptive Coping 

Problem Focussed 3 Developing Self Reliance ‘Think about what to do’, ‘Work through it’; ‘Calm down’, ‘Sit and think’ 

 

Prosocial 4 Developing Social Support ‘Talk to a friend’, ‘Cry’, ‘Talk to someone’, ‘Ring friends’ 

 5 Developing Family Support ‘I talk to my Mum’, ‘Ring my Dad’, ‘Tell my Uncle’ 

 7 Seeking Spiritual Support ‘Pray’, ‘I tell God’ 

 8 Developing support in relationship ‘Talk to my partner’, ‘get with my girlfriend’ 

 9 Seeking Professional Support ‘talk to teachers’, ‘ring kids help line’, ‘Youth Centre’, ‘talk to the police’ , ‘see a doctor’ 

 

Emotion Focussed 10 Engage in a Demanding Activity ‘Basketball’, ‘Do my work’, ‘Go hunting’, ‘Play sport’ 

 11 Be Humorous ‘Just have fun and forget it’, ‘Try to laugh it off’. 

 12 Relaxing ‘Go for a walk’, ‘Eat’, ‘Go to sleep’, ‘Listen to music’ 

 18 Ventilating Feelings – positive ‘Sing’, ‘Write a poem about it’, ‘Punch boxing bag’ 

Maladaptive Coping 

Avoidant 2 Seeking Diversions ‘Do something else to forget it’, ‘Watch T.V.’, ‘Fishing’, ‘Play Cards’ 

 6 Avoiding Problems - Substance  ‘Drink’, ‘Have a session’, ‘Smoke gunja’, ‘Smoke cigarretes’ 

 19 Avoid Problems ‘Do not think about it’, ‘Ignore it’, ‘Sit in my room and do nothing’ 

 

Isolating 1 Ventilating feelings – negative ‘Angry’, ‘Go mad to my parents’, Scream’, ‘Get wild and hit something’ 

 13 Self-Destructive ‘Hurt myself’, ‘Think suicide’, ‘Blame it on myself’ 

 15 Affective ‘I get depressed’, ‘I get sad’, ‘Stress out’ 

 20 Withdrawal from others ‘Be alone’, ‘Don’t talk to anyone’, ‘Stay away from people’ 
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Other measures in the questionnaire battery that had qualitative components also tended to 

evince lower response rates amongst the adolescents.  When compiling measures in the 

questionnaire battery this issue was anticipated and the CSM was quite purposefully placed 

second in the order of the questionnaire to minimise possible attrition.  However, fourth in the 

order of the questionnaire was the identity measure, comprising many qualitative response 

options on which the Aboriginal adolescents responded frequently and at length.  Hence, it is 

suggested that the salience of the identity constructs may have increased the adolescents 

qualitative reporting on these items.  As such, the poorer qualitative reporting by the Aboriginal 

adolescents on the other measures, including the CSM, may not necessarily be a function of 

poor literacy skills, but rather an indication of the adolescents level of interest in the items.  

Furthermore, the qualitative responses in the identity measure were prompted by the preceding 

quantitative item.  By comparison, the CSM was relatively undirected, other than the general 

introductory prompt.  The open ended response format of the CSM required greater item 

consideration, and this may also have reduced the likelihood of responses given the expanse of 

the questionnaire.  The CSM was also the measure that the participants most frequently asked 

for guidance with from the Research Assistants during administration.     

 

Notwithstanding the lower response rate amongst the Aboriginal adolescents, similar 

proportions of both adolescent groups listed an increasing number of coping strategies.  Of the 

total sample, 24% of the Aboriginal and 36% of the non-Aboriginal adolescents listed 1 to 3 

coping strategies, 26% and 34% listed 4 to 6 coping strategies, and 18% of both adolescent 

groups listed 7 to 10 coping strategies.   

 

Of the adolescents that listed items, the most popular coping strategies did not vary greatly 

between the adolescent groups (see Table 49).  Factor 4 ‘Developing Social Support’ was listed 

most often by the Aboriginal (37%) and non-Aboriginal adolescents (51%).  As followed by 

Factor 12 ‘Relaxing’ (31% and 44%), Factor 2 ‘Seeking Diversions’ (29% and 31%),  Factor 10 

‘Engaging in a Demanding Activity’ (29% and 31%), and Factor 19 ‘Avoidance’ (17% and 

21%).   

 

Of the less commonly reported coping strategies, twice as many non-Aboriginal adolescents 

listed Factor 3 ‘Developing Self Reliance’ (18% vs. 9%) and Factor 20 ‘Withdrawal from 

others’ (18% vs. 8%). Conversely, twice as many of the Aboriginal adolescents listed Factor 9 

‘Seeking Professional Support’ (7% vs. 4%).  The Aboriginal adolescents were also markedly 

less likely than the non-Aboriginal adolescents to list Factor 18 ‘Ventilating feelings – positive’ 

(3% vs. 11%) and Factor 11 ‘Being Humorous’ (0.3% vs. 2.5%).    

 

  



 230 

Table 49. Number of Adolescents Reporting on Coping Strategy Factors 
 

Coping Factor Strategy 

Aboriginal Adolescent Non-Aboriginal Adolescent 

  Count    Count  

n % Min Max Sum n % Min Max Sum 

Adaptive 
Problem Focussed 3 Developing Self Reliance 28 8.6 1 2 34 51 18.0 1 3 60 
Prosocial  4 Developing Social Support 122 37.3 1 3 160 145 51.2 1 3 201 
 5 Developing Family Support 53 16.2 1 7 107 48 17.0 1 5 67 
 7 Seeking Spiritual Support          0 0 1 0 0 2 0.7 1 2 3 
 8 Developing support in relationship 9 2.8 1 1 9 15 5.3 1 1 15 
 9 Seeking Professional Support 24 7.3 1 5 37 11 3.9 1 2 12 
Emotion Focussed 10 Engage in a Demanding Activity 95 29.1 1 6 186 89 31.4 1 4 129 
 11 Be Humorous 1 0.3 1 2 2 7 2.5 1 1 7 
 12 Relaxing 100 30.6 1 3 153 126 44.5 1 4 208 
 18 Ventilating Feelings – positive 9 2.8 1 2 11 31 11.0 1 3 38 

Maladaptive 
Avoidant 2 Seeking Diversions 96 29.4 1 5 160 88 31.1 1 5 136 
 6 Avoiding Problems - Substance Misuse 22 6.7 1 3 32 23 8.1 1 3 32 
 19 Avoid Problems 56 17.1 1 2 69 58 20.5 1 2 66 
Isolating 1 Ventilating feelings – negative 52 15.9 1 7 90 52 18.4 1 6 89 
 13 Self-Destructive 9 2.8 1 3 11 10 3.5 1 2 11 
 15 Affective 15 4.6 1 4 24 13 4.6 1 3 17 
 20 Withdrawal from others 25 7.6 1 2 29 51 18.0 1 2 58 
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Total Aggregate CSM Scores 

 

In addition to listing all commonly used coping strategies, the adolescents were asked to rate 

how often each coping strategy was employed.  The raw scores were totalled for each of the 17 

coping strategy factors.  These were then aggregated to provide total scores for the five coping 

strategy subscales and the two overall categories of adaptive and maladaptive. These are 

presented in Tables 50 and 51.  This method did not allow for weighting of the scores and is 

purely based on the raw scores reported by the adolescents for each listed coping strategy.  In 

this manner, for example, an adolescent that listed three ‘Seeking Diversions’ items with a raw 

score each of 1, would have the same total score for this factor as an adolescent that listed one 

‘Seeking Diversions’ item with a raw score of 3.  

 

Normality 

 

Normality was assessed for the five coping strategy subscales.  Only one of the subscales, 

Emotion Focussed, presented distributions that were approaching normal for both adolescent 

groups.  On the other four subscales the distributions were all moderate to highly skewed, and 

flat.  Hence, total scores were transformed to the square root on the Problem Focussed, 

Prosocial, Avoidance and Isolating subscales and this evinced distributions approaching normal 

for both adolescent groups.  All further analysis using these subscales was conducted with the 

transformed total scores.  For interpretation, the untransformed scores are presented in all tables.  

 

Identity Differences 

 

No statistically significant differences in mean scores on the five subscales were identified 

between the two adolescent groups.  However, examination of the group means did indicate 

several differences.  Although fewer Aboriginal adolescents listed Problem Focussed items, this 

group reported a slightly higher mean score than the non-Aboriginal adolescents.  Suggesting 

that although fewer Aboriginal adolescents listed problem focussed coping strategies, the 

adolescents who used these strategies generally did so more often than the non-Aboriginal 

adolescents.
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Table 50. Adaptive Coping Strategies Mean Total Scores By Identity 
 

 
Prosocialsqr a: t(151)=3.156, p=.002   

 Aboriginal Adolescents Non-Aboriginal Adolescents 

Male Female Total Male Female Total 

n M SD n M SD n M SD n M SD n M SD n M SD 

Problem Focussed 

Developing Self Reliance 8 3.50 1.4 17 3.18 1.8 25 3.28 1.7 21 2.86 2.4 30 2.47 0.9 51 2.63 1.7 

Prosocial 

Developing Social Support 39 2.05 1.7 83 2.70 2.0 122 2.49 1.9 34 2.26 1.1 109 2.99 2.1 143 2.82 1.9 

Developing Family Support 10 3.00 3.4 42 3.74 3.7 52 3.60 3.6 17 2.47 1.6 30 2.90 1.8 47 2.74 1.7 

Seeking Spiritual Support 0 0.0 0.0 0 0.0 0.0 0 0.0 0.0 1 3.00 0.0 1 4.00 0.0 2 3.50 0.7 

Developing support in relationship 4 1.50 1.3 5 2.20 1.3 9 1.89 1.3 4 3.50 1.0 10 2.40 1.3 14 2.71 1.3 

Seeking Professional Support 12 1.33 1.0 12 3.00 3.5 24 2.17 2.7 5 2.20 1.3 5 1.20 0.8 10 1.70 1.2 

Total 53 2.49 a 2.9 100 4.27  a 4.1 153 3.65 3.8 50 2.94 1.8 119 3.76 2.9 169 3.51 2.6 

Emotion Focussed 

Engage in a Demanding Activity 60 4.37 3.2 35 4.54 3.3 95 4.43 3.2 51 3.65 2.5 38 2.55 1.5 89 3.18 2.2 

Be Humorous 1 4.00 0.0 0 0.0 0.0 1 4.00 0.0 2 2.00 1.4 5 2.00 1.0 7 2.00 1.0 

Relaxing 32 2.81 1.8 69 3.51 2.4 101 3.29 2.2 37 2.89 1.5 87 3.74 2.3 124 3.48 2.1 

Ventilating Feelings – positive 4 1.75 1.0 5 3.00 1.4 9 2.44 1.3 8 2.00 1.3 23 3.00 2.1 31 2.74 2.0 

Total 74 4.91 3.7 75 5.55 4.0 149 5.23 3.9 65 4.82 3.4 103 4.86 3.5 168 4.85 3.5 
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Table 51. Maladaptive Coping Strategies Mean Total Scores by Identity 
 

 
 

Maladaptive Coping Strategies 

Aboriginal Adolescents Non-Aboriginal Adolescents 

Male Female Total Male Female Total 

n M SD n M SD n M SD n M SD n M SD n M SD 

Avoidant 

Seeking Diversions 57 3.12 2.4 39 3.54 1.9 96 3.29 2.2 45 3.56 2.7 41 3.27 2.1 86 3.42 2.5 

Avoiding Problems: Substance Misuse 10 3.40 2.3 12 3.00 1.6 22 3.18 1.9 10 3.60 1.8 13 3.23 1.4 23 3.39 1.6 

Avoid Problems 23 2.43 1.7 34 3.03 1.7 57 2.79 1.7 29 2.41 1.2 27 2.19 1.5 56 2.30 1.3 

Total 73 3.67 3.0 70 3.96 2.6 143 3.81 2.9 69 3.86 2.9 67 3.51 2.3 136 3.68 2.6 

Isolating 

Ventilating feelings – negative 23 2.87 1.8 29 3.72 4.1 52 3.35 3.6 25 2.92 3.0 25 3.64 2.9 50 3.28 2.9 

Self-Destructive 0 0.0 0.0 9 2.67 1.6 9 2.67 1.6 0 0.0 0.0 9 2.00 1.1 9 2.00 1.1 

Affective 5 3.60 3.1 9 4.67 4.4 14 4.29 3.9 4 2.50 1.9 9 2.44 1.0 13 2.46 1.3 

Withdrawal from others 2 2.50 2.1 23 2.22 1.1 25 2.24 1.2 17 2.29 1.3 33 2.73 1.8 50 2.58 1.7 

Total 25 3.56 3.3 49 4.59 5.5 74 4.24 4.8 40 3.05 2.7 60 3.68 2.9 100 3.43 2.8 
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Although both adolescent groups reported similar mean scores on the Prosocial Subscale, 

Aboriginal adolescents listed developing family support more commonly and at a higher level 

of endorsement than non-Aboriginal adolescents. Twice as many Aboriginal adolescents listed 

seeking professional support, with the increased mean score suggesting that for a small 

proportion this form of support is commonly sought.  On the Emotion Focussed subscale, the 

Aboriginal adolescents mean score was somewhat inflated by the high score given by the one 

adolescent that reported on Factor 11 ‘Be Humorous’.  However, the Aboriginal adolescent did 

also report more often and with higher mean scores on Factor 10 ‘Engaging in a Demanding 

Activity’.  This may be a reflection of the emphasis placed on Aboriginal adolescents 

involvement in sports.   

 

Of the maladaptive coping strategies, similar mean scores were observed between the two 

adolescent groups on the Avoidance Subscale.  Most interestingly, an equal proportion of both 

adolescent groups reported similar mean scores on Factor 6 ‘Avoidance – Substance Misuse’.  In 

Chapter Five it was observed on the substance misuse measure that the Aboriginal adolescents 

reported using both alcohol and drugs less often than the non-Aboriginal adolescents.  Although 

the Aboriginal adolescents reported the use of marijuana somewhat more often.  Potentially 

these findings on the CSM suggest that this small proportion of both adolescent groups use 

alcohol and drugs as coping strategies.  Whilst, as discussed in Chapter Five (see p.214, p.217), 

a larger proportion of the non-Aboriginal adolescents use or experiment with alcohol and drugs 

socially.   

 

Finally, on the Isolating Subscale, Aboriginal adolescents reported a slightly higher mean score, 

although fewer Aboriginal than non-Aboriginal adolescents listed these types of items.  

Suggesting, again an increased frequency of the use of this coping strategy by a small group of 

the Aboriginal adolescents.  On examination of the factor means for this Subscale, the 

Aboriginal adolescents reported higher mean scores of ‘Self Destructive’ (Factor 13) thoughts 

than the non-Aboriginal adolescents, although the sample sizes were equal.  The individual 

responses given by both adolescent groups comprising factor 13 are presented in Table 52.  On 

this factor, there was little ambiguity in the intentions of the Aboriginal adolescents that listed 

ideation or suicidal behaviours as coping strategies.  Whilst those of the non-Aboriginal 

adolescents were a little more diffuse, suggesting more general expressions of self destructive or 

self blaming patterns.  

 

A similar pattern was noted on Factor 15 relating to ‘Affective’ responses.  The same number of 

adolescents in both identity groups listed these types of items, but the Aboriginal adolescents 

achieved a higher mean score.  Further, on this subscale, fewer Aboriginal adolescents listed 

Factor 20 ‘Withdrawal’ items, and recorded a slightly lower mean score.  This may reflect the 
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limited opportunity for the Aboriginal adolescents to withdraw from others when living in 

overcrowded housing or communities in which everyone knows you.  Alternately, this may 

reflect a decreased likelihood of withdrawal due to the collective nature of family and 

community and strength of these interpersonal networks.           

 

Gender Differences – within identity groups 

 

The female Aboriginal adolescents were found to report statistically significantly higher scores 

on the Prosocial Subscale than the male Aboriginal adolescents (p<.005).  With twice the 

number of female Aboriginal adolescents listing prosocial coping strategies, and at a higher 

level of endorsement than their male peers. No other statistically significant differences in mean 

scores were found for gender within the Aboriginal and non-Aboriginal adolescent groups.   

 

However, subtle differences were evident.  On the Problem Focussed Subscale, a larger number 

of female adolescents listed this as a coping strategy than the male adolescents in both identity 

groups, although reporting lower total mean scores.  On the Emotion Focussed Subscale, 

slightly more of female adolescents listed items at a slightly higher frequency of use than the 

males adolescents in both identity groups.  Amongst the female Aboriginal adolescents these 

related more often to Factor 12 ‘Relaxing’ and Factor 18 ‘Ventilating Feelings – Positive’.  

Negligible differences were observed for gender on the Avoidance Subscale.   

 

Considerable differences were also evident for the Isolating Subscale.  With twice as many of 

the female Aboriginal adolescents and one third more of the female non-Aboriginal adolescents 

listing responses under this subscale than their male peers.  This was primarily due to female 

adolescents in both identity groups listing of self destructive responses, which was not observed 

amongst the male adolescents in either identity group.     

 

Gender Differences – between identity groups 

 

No statistically significant differences in mean scores on the five subscales were found between the 

female Aboriginal and non-Aboriginal adolescents, and the male Aboriginal and non-Aboriginal 

adolescents.  However, there were subtle differences for gender.  Both the male and female 

Aboriginal adolescents reported slightly higher means on the Problem Focussed Subscale, although 

a smaller sample size.  The same pattern was observed on the Isolating Subscale, with both the male 

and female Aboriginal adolescents reporting higher mean scores than the male and female non-

Aboriginal adolescents, although a smaller sample size.   
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Table 52.  Responses Given Under Factor 13 ‘Self Destructive’ by Identity 
 

Aboriginal Adolescents Non-Aboriginal Adolescents 

Participant Age  ‘Self Destructive’ Raw score Participant Age  ‘Self Destructive’ Raw score 

1 13 Think suicide                                               1 1 12 hurt myself                                                  2 

2 13 Wanna kill my self                                       2 2 13 
think about what the world would be like 
with out me              

2 

3 14 Think that i might aswell die than live         4 3 14 Want to kill myself                                       2 

4 14 

fell like to kill myself                                    2 
4 14 

blame it on myself                                       2 

fell like to stamb myself                               1 I sometimes try to kill myself                       1 

I wish i was not meant for the world            2 5 14 
I blame myself for my problems not 
someone else                                              

2 

5 14 Wasn't even born                                        4 6 14 Blame myself                                              1 

6 15 Think of stupid things. Killing my self          2 7 14 I hate my self                                               4 

7 15 Hurt myself                                                  1 8 15 
I scratched my wrist a bit but i stopped 
doing that because it was stupid to hurt 
myself             

0 

8 15 Scratch myself                                            1 9 15 think of more bad things                              2 

9 15 consider ending it all                                   4     
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Interestingly, the female Aboriginal adolescents reported the greatest mean of any of the groups 

on the Prosocial coping subscale, and the male Aboriginal adolescents the lowest.  This was 

across groups of comparative samples sizes.  Suggesting that the female Aboriginal adolescents 

were most likely to seek support from their networks, and the male Aboriginal adolescents were 

the least likely.  On both the Emotion Focussed and the Avoidance Subscales the responses by 

the male and female adolescents in both identity groups were similar.  Although again, the 

female Aboriginal adolescents reported the greatest mean score on the Emotion Focussed 

Subscale, although with a smaller sample size.  

 

Anger & Shame 

Kimberley Brief Anger & Shame Scales 

Descriptive Characteristics 

 

The Kimberley Brief Anger Scale (KBAS) and the Kimberley Brief Shame Scale (KBSS) had 

the greatest response rate of all the questionnaire battery measures.  Of the total sample 312 

(95%) Aboriginal adolescents responded to the KBAS, and 310 (95%) to the KBSS.  Of the 

non-Aboriginal adolescents 279 (99%) responded to both the KBAS and the KBSS.  Total 

scores were corrected for 8 cases on the KBAS and 2 cases on the KBSS, with those that 

reported one missing value included in the data set.  The KBAS and KBSS were placed in the 

latter third of the  questionnaire battery, between the substance misuse and trauma exposure 

measures.  As noted in the preceding chapter, reporting on the substance misuse measures was 

poor, and was generally lower amongst the psychopathology measures in this latter third of the 

questionnaire.  Hence, the anger and shame measures appear to have been well accepted by both 

adolescent groups.  

 

Anger 

 

As observed on a number of the other measures, the Aboriginal adolescents generally endorsed 

more of the KBAS items on higher response options than the non-Aboriginal adolescents (see 

Table 53).  This response pattern was found to be statistically significant on items 3 and 4 of the 

KBAS (p<.005, p<.001).       
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On item 3, 43% of Aboriginal adolescents in comparison with 29% of non-Aboriginal 

adolescents reported feeling ‘angry all the time’.  On item 4, 42% of Aboriginal adolescents in 

comparison with 24% of non-Aboriginal adolescents, reported feeling ‘so angry with yourself 

that you want to hurt or harm yourself’.  A small proportion of Aboriginal adolescents (5%) 

endorsed this item on the highest response option.  The adolescent groups reported fewer 

differences on items 1, 2, 5 and 6, with 50% to 60% of all adolescents reporting the presence of 

anger on these items.  Overall, however, the Aboriginal adolescents appeared to express more 

anger than the non-Aboriginal adolescents. 

 

Shame 

 

Again, the Aboriginal adolescents reported more often on the higher response options of the 

KBSS items than the non-Aboriginal adolescents.  This difference was found to be statistically 

significant on all three KBSS items (all p<.001).  Substantially higher proportions of the 

Aboriginal adolescents reported the presence of shame feelings.  On item 7, 54% of Aboriginal 

adolescents reported feeling ‘shame for no reason’, on item 8, 39% of Aboriginal adolescents 

reported feeling ‘shame all the time’, and on item 9, 53% of the Aboriginal adolescents reported 

feeling ‘biggest shame’ with themselves ‘when some small thing happens’.  Comparatively, 

38%, 16% and 31% of non-Aboriginal adolescents respectively reported the presence of these 

feelings.  Further, on all the shame items, 4% to 7% of the Aboriginal adolescents reported on 

the highest response option, whilst only 1% of non-Aboriginal adolescents responded at this 

level of emotional intensity.  

 

Exploring the Factor Structure of the KBAS and KBSS 

 

As presented in Chapter Four, the reliability of the anger and shame measures was observed to 

be moderate to high in the Kimberley population, with reliability coefficients found to be at an 

acceptable level for both the Aboriginal and non-Aboriginal samples (see p.143).  Acceptable 

reliability estimates were also maintained across gender or age groups.  The moderate to high 

alpha values for the KBAS and the KBSS suggested that the brief scales may offer sound 

internal consistency, and a homogeneity amongst the items with the Kimberley Aboriginal and 

non-Aboriginal adolescent samples.   
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Table 53.  Adolescent Responses on the Anger & Shame Measures Items 
 

 
'Not at all’ ‘A little bit’ ‘A lot’ ‘Big mob’ ‘Biggest mobs’ 

 
Aboriginal 

non-
Aboriginal 

Aboriginal 
non-

Aboriginal 
Aboriginal 

non-
Aboriginal 

Aboriginal 
non-

Aboriginal 
Aboriginal 

non-
Aboriginal 

 
n % n % n % n % n % n % n % n % n % n % 

Item 1   ‘Do you often feel angry for no  
               reason’ 

123 39.4 115 41.2 117 37.5 109 39.1 37 11.9 38 13.6 18 5.8 9 3.2 17 5.4 8 2.9 

Item 2   ‘Do you often get angry or upset  
              at people for no reason’  

140 45.0 135 48.4 112 36.0 95 34.1 35 11.3 36 12.9 10 3.2 7 2.5 14 4.5 6 2.2 

Item 3    ‘Do you feel angry all the time’ 178 57.1 197 71.4 98 31.4 58 21.0 15 4.8 13 4.7 8 2.6 3 1.1 13 4.2 5 1.8 a 

Item 4    ‘Do you get so angry with  
               yourself that you want to hurt or  
               harm yourself’  

181 58.2 213 76.3 82 26.4 45 16.1 24 7.7 14 5.0 8 2.6 2 0.7 16 5.1 5 1.8 b 

Item 5    ‘Do you often get so angry at  
               people that you want to hit or  
               hurt something’ 

129 41.3 120 43.2 120 38.5 104 37.4 27 8.7 28 10.1 11 3.5 17 6.1 25 8.0 9 3.2 

Item 6    ‘Do you often get so angry about  
               everything that you want to hit  
               something, anything’ 

135 43.5 113 40.5 114 36.8 115 41.2 27 8.7 23 8.2 5 1.6 13 4.7 29 9.4 15 5.4 

Item 7     ‘Do you often feel shame for no       
                reason’ 

143 46.3 174 62.4 115 37.2 82 29.4 28 9.1 15 5.4 6 1.9 4 1.4 17 5.5 4 1.4 c 

Item 8     ‘Do you feel shame all the time’ 190 61.3 234 83.9 85 27.4 31 11.1 18 5.8 9 3.2 6 1.9 3 1.1 11 3.5 2 0.7 d 

Item 9     ‘When some small thing happens  
                do you feel biggest shame with       
                yourself’ 

147 47.4 192 69.1 105 33.9 65 23.4 27 8.7 16 5.8 10 3.2 2 0.7 21 6.8 3 1.1 e 

 
a: 2=10.609, df=1, p=.001; b: 2=19.409, df=1, p<.001; c: 2=17.778, df=1, p<.001; d: 2=26.502, df=1, p<.001; e: 2=32.460, df=1, p<.001 
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When grouped according to the internalisation and externalisation framework, the anger items 

reflecting internalisation of affect (1, 3 & 4) maintained moderate acceptable internal 

consistency, with Cronbach’s coefficient alpha’s in the range of .76 to .84 for the Aboriginal 

and non-Aboriginal adolescents.  The same held for the externalising items (2, 5 and 6), with 

Cronbach’s coefficient alpha’s in the range of .77 to .83 for both adolescent groups.  The KBSS 

items which were all grouped as internalising reported good internal consistency as noted 

above.  When combined, the internalising items of the shame and anger scales continued to 

report sound internal consistency, with Cronbach’s coefficient alpha’s above .84 for both 

adolescent groups.  Finding a moderate to high level of internal consistency amongst the 

internalisation / externalisation framework.  

 

Further, factor analysis of the KBAS items (Varimax rotation) found a single factor solution for 

both the Aboriginal and non-Aboriginal adolescents, with the 6 items for both the identity 

groups accounting for 65% of the variance in the anger measure.  When the three KBSS items 

were added and all 9 anger and shame items underwent Oblique rotation, a two factor structure 

was revealed, with the first factor consisting of the 6 KBAS items and accounting for 54% and 

56% of the variance amongst the Aboriginal and non-Aboriginal adolescent scores.  The second 

factor consisted of the 3 KBSS items, and explained an additional 14% and 15% of the variance 

amongst the Aboriginal and non-Aboriginal adolescent scores.  This suggests that the KBAS 

and the KBSS may have been measuring separate, distinct entities, that when combined had a 

greater influence than the internalising/externalising distinction.   

 

Total Aggregate KBAS and KBSS Scores 

 

The KBAS and the KBSS were both aggregate cumulative measures, with increasing scores 

indicating greater levels of anger and shame.  The abstract response scale was scored from 0-4, 

resulting in a score range of 0-24 on the anger measure, and 0-12 on the shame measure.   

 

Normality 

 

The distributions for the KBAS and the KBSS for both adolescent groups were strongly 

positively skewed and highly peaked.  Thus, the KBAS and the KBSS  total scores were 

transformed to the square root (KBASsqr, KBSSsqr), which evinced distributions approximating 

normal.  All further analysis employed the transformed scores. However, for ease of 

interpretation the untransformed scores are presented in all tables.  
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Identity and Age  Differences 

 

On both the KBAS and the KBSS the Aboriginal adolescents recorded statistically significantly 

greater mean scores than the non-Aboriginal adolescents (p<.05, p<.001, see Table 54 and Table 

55).  On the KBAS, no clear patterns by age for either the Aboriginal or the non-Aboriginal 

adolescents were identified.  Although the Aboriginal adolescents in each age group reported 

slightly higher KBAS scores than the non-Aboriginal adolescents.  Alternately, on the KBSS, 

statistically significant differences were identified with Aboriginal adolescents in the 13 years 

(p<.001), 14 year (p<.001) and 15 year (p<.001) age groups reporting greater mean KBSS 

scores than the non-Aboriginal adolescents in these age groups.   

 

A two way ANOVA did not find any significant interaction effects between identity and age on 

the KBAS or on the KBSS.  Statistically significant main effects were however found for 

identity with shame (KBSSsqr F(1,581)=33.728, p<.001).   

 

Gender Differences – within identity groups 

 

On the anger measure, the female Aboriginal adolescents and the female non-Aboriginal 

adolescents both reported greater scores than their male counterparts (p<.001, p<.005).  

Amongst the Aboriginal adolescents, the female adolescents mean KBAS scores were almost 

twice that of the male adolescents.  Generally this pattern held over the age groups, and was 

specifically found to be statistically significant in the 14 year and 15 year age groups (p<.05, 

p<.005).  The gender differences were not as marked amongst non-Aboriginal adolescents, and 

were found to be statistically significant between the total sample (p<.005), and in the 14 year 

age group (p<.005).   

 

The two way interaction between age and gender on the KBAS was not found to be significant.  

However, statistically significant main effects for gender with anger were identified amongst the 

Aboriginal adolescents (F(1,304)=12.109, p=.001) and the non-Aboriginal adolescents 

(F(1,271)=7.238, p=.008).   
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Table 54.  Anger Mean Total Scores By Identity, Age & Gender 
 

 
 

Male Female 
Male x Female 

Total 

 n M SD n M SD n M SD 

Aboriginal Adolescents 

         13 yrs 57 4.9 4.4 61 5.7 5.9  118 5.3 5.3 

14 yrs 31 3.4 3.0 46 6.7 6.4 KBASsqr t(75.549)=2.653, p=.010 77 5.4 5.5 

15 yrs 38 3.5 3.7 40 7.7 6.7 KBASsqr t(76)=3.437, p=.001 78 5.6 5.8 

16-18 yrs 19 2.8 2.7 20 3.8 4.0  39 3.3 3.2 

Total  145 3.9 3.8 167 6.2 6.1 KBASsqr t(310)=3.607, p<.001 312 5.2a 5.3 

Non-Aboriginal Adolescents 

 13 yrs 48 4.4 4.7 58 4.6 4.6  106 4.5 4.6 

 14 yrs 47 2.6 3.3 41 6.0 5.6 KBASsqr t(86)=3.444, p=.001 88 4.2 4.8 

15 yrs 27 3.2 4.0 22 4.6 4.4  49 3.8 4.2 

16-18 yrs 13 3.6 3.2 23 4.2 3.5  36 4.0 3.3 

Total  135 3.5 4.1 144 4.9 4.7 KBASsqr t(277)=3.155,p=.002 279 4.2  a 4.4 

 
 KBASsqr a: t(589)=2.186, p=.029 
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Table 55.  Shame Mean Total Scores By Identity, Age & Gender 
 

 
 

Male Female 
Male x Female 

Total 

 n M SD n M SD n M SD 

Aboriginal Adolescents 

             13 yrs 55 2.2 h 2.4 61 2.6 g 2.8  116 2.4 b 2.7 

14 yrs 31 1.6 i 1.9 46 2.9 3.3  77 2.4 c 2.8 

15 yrs 38 2.3 k 3.0 40 2.6 j 2.8  78 2.5 d 2.9 

16-18 yrs 19 1.2 1.2 20 2.0 2.7  39 1.6 2.1 

Total  143 2.0 f 2.4 167 2.6 e 2.9 KBSSsqr t(308)=2.105,p=.036 310 2.3 a 2.7 

Non-Aboriginal Adolescents    

 13 yrs 48 1.0 h 2.0 58 1.6 g 2.2 KBSSsqr t(104)=2.088, p=.039 106 1.3b 2.1 

 14 yrs 47 0.5 i 1.1 41 2.0 2.4 KBSSsqr t(66.218)=4.312, p=.000 88 1.2 c 1.9 

15 yrs 27 0.7 k 0.9 22 0.8 j 1.1  49 0.7 d 1.0 

16-18 yrs 13 0.6 1.0 23 1.7 2.3  36 1.3 2.0 

Total  135 0.7 f 1.5 144 1.6 e 2.2 KBSSsqr t(269.304)=4.688,p<.001 279 1.2 a 1.9 

 
 KBSSsqr a: t(587)=6.668, p<.001; b: t(220)=3.782, p<001; c: t(163)=3.664, p<.001; d: t(125)=4.355, p<.001; e: t(309)=3.615, p<.001;  f: t(263.567)=6.149, p<.001;  g: t(117)=2.099, p=.038;    
 h: t(101)=3.424, p=.001; i: t(48.399)=3.376, p=.001;  j: t(60)=3.260, p=.002; k: t(62.217)=3.016, p=.004 
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Again, on the shame measure the female Aboriginal and the female non-Aboriginal adolescents 

reported statistically significantly greater mean scores than their male counterparts (p<.05, 

p<.001).  This difference was not statistically significant across age groups for the Aboriginal 

adolescents.  Whilst for the non-Aboriginal adolescents gender differences were statistically 

significant in the 13 years (p<.05) and the 14 year (p<.001) age groups.   

 

The two way interaction between age and sex on the KBSS was not found to be significant.  

However, as on the anger measure, statistically significant main effects for gender with shame 

were identified amongst the Aboriginal adolescents (F(1,302)=4. 567, p=. 033) and the non-

Aboriginal adolescents (F(1,271)=14. 663, p<.001).   

 

Gender Differences – between identity groups 

 

On the anger measure, no statistically significant differences were identified between the female 

Aboriginal and female non-Aboriginal adolescents, or the male Aboriginal and male non-

Aboriginal adolescents.  However, several differences for gender were observed on the shame 

measure.  The female Aboriginal adolescents reported statistically significantly greater KBSS 

scores than the female non-Aboriginal adolescents (p<.005).  This difference was also 

statistically significant for the 13 years (p<.05) and the 15 year (p<.005) age groups.  

Similarly, the male Aboriginal adolescents reported statistically significantly greater KBSS 

scores than the male non-Aboriginal adolescents (p<.005), and this difference was significant in 

the 13 years (p<.005), 14 year (p<.005) and 15 year (p<.005) age groups.    

 

The three way interaction between identity, sex and age group was not found to be significant 

on the anger measure or the shame measure.  However, on the KBAS interaction effects were 

statistically significant between sex and age group (F(3,575)=3.564, p=.012).  Whilst main 

effects remained significant only for gender  (F(1,575)=18.812,p<.001) on the KBAS and for 

identity (F(1,573)=34. 246, p<.001) and gender (F(1,573)=16. 854, p<.001) on the KBSS.  
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Hopelessness 

Beck Hopelessness Scale-Kimberley Adapted (BHS-KA) 

Descriptive Characteristics 

 

As described in Chapter Four hopelessness was measured using an adapted version of the Beck 

Hopelessness Scale (BHS-KA).  The 20 items were recorded on the same 0-4 point abstract 

response scale as employed with many of the other measures.  Of the 20 items, 11 were worded 

as ‘true’ statements of hopelessness, and 9 as ‘false’ statements of hopelessness.  Positive 

responses to the 11 true statements, and negative responses to the 9 false statements indicated 

hopelessness.   

 

Of the total sample, 277 (85%) Aboriginal and 259 (92%) non-Aboriginal adolescents 

responded to the 20 BHS-KA items, and were included in the analysis.  Generally, of the 11 

statements indicating hopelessness, the Aboriginal adolescents reported markedly greater 

agreeance than the non-Aboriginal adolescents.  On the 9 statements implying a ‘hopefulness’ 

about the future, the proportion of Aboriginal and non-Aboriginal adolescents in agreeance was 

more varied.   

 

Statistically significant differences between the adolescents identity groups were found on 9 of 

the 11 true statements of hopelessness (see Table 56).   A substantially greater proportion of the 

Aboriginal than the non-Aboriginal adolescents endorsed items 9, 16, 17 and 20 relating to 

motivational aspects of hopelessness (all at p<.001).  Close to two thirds of the Aboriginal 

adolescents felt that ‘I just don’t get the same chances as everyone else and I don’t think I will 

in the future’ on item 9, that ‘I never get what I want, so what’s the use of wanting anything’ on 

item 16, ‘I don’t think there is much chance that I will be satisfied in the future’ on item 17 and 

‘What’s the use of trying, I never get anything I want’ on item 20.  By comparison, 

approximately only slightly more than one third of non-Aboriginal adolescents agreed with 

these statements.   

 

On item 2 and item 11 the differences between the adolescent groups were not as pronounced, 

although highly statistically significant (p<.001 for both items).  Half of the Aboriginal 

adolescents in comparison with one third of the non-Aboriginal adolescents agreed ‘I might as 

well give up because I can’t  make things better for myself’ and ‘I only see bad times ahead not 

good times’. 
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Table 56. Adolescents Responses to True Statements on the BHS–KA 

True Statements of Hopelessness 

'Not at all’ ‘A little bit’ ‘A lot’ ‘Big mob’ ‘Biggest mobs’ 

Aboriginal 
Non-

Aboriginal 
Aboriginal non-Aboriginal Aboriginal 

non-
Aboriginal 

Aboriginal 
non-

Aboriginal 
Aboriginal 

non-
Aboriginal 

n % n % n % n % n % n % n % n % n % n % 

Item 2  ‘I might as well give up because I  
             can’t make things better for myself’ 

139 50.2 166 64.1 92 33.2 78 30.1 32 11.6 10 3.9 4 1.4 3 1.2 10 3.6 2 0.8 a 

Item 4  ‘I can’t imagine what my life would  
             be like in 10 year time’ 

66 23.8 65 25.1 90 32.5 81 31.3 67 24.2 51 19.7 25 9.0 24 9.3 29 10.5 38 14.7 

Item 7  ‘My future seems like a dark storm  
             cloud to me’ 

169 61.0 158 61.0 59 21.3 74 28.6 28 10.1 13 5.0 10 3.6 7 2.7 11 4.0 7 2.7 

Item 9  ‘I just don’t get the same chances 
             as everyone else and I don’t think I  
             will in the future’ 

106 38.3 155 59.8 115 41.5 77 29.7 32 11.6 13 5.0 15 5.4 6 2.3 9 3.2 8 3.1 b 

Item 11 ‘I only see bad times ahead not  
              good times’ 

135 48.7 169 65.3 95 34.3 71 27.4 28 10.1 12 4.6 7 2.5 2 .8 12 4.3 5 1.9 c 

Item 12  ‘I don’t expect to get what I really 
               want’ 

78 28.2 87 33.6 104 37.5 121 46.7 60 21.7 32 12.4 15 5.4 8 3.1 20 7.2 11 4.2 d 

Item 14  ‘Things just won’t work out the  
               way I want them to’ 

82 29.6 91 35.1 110 39.7 120 46.3 49 17.7 25 9.7 12 4.3 12 4.6 24 8.7 11 4.2 e 

Item 16  ‘I never get what I want, so what’s 
               the use of wanting anything’ 

103 37.2 168 64.9 104 37.5 61 23.6 46 16.6 19 7.3 13 4.7 5 1.9 11 4.0 6 2.3 f 

Item 17  ‘I don’t think there is much chance 
              that I will be satisfied in the future’ 

102 36.8 149 57.5 101 36.5 78 30.1 43 15.5 17 6.6 16 5.8 9 3.5 15 5.4 6 2.3 g 

Item 18  ‘The future seems unclear’ 98 35.4 57 22.0 107 38.6 117 45.2 47 17.0 41 15.8 14 5.1 19 7.3 11 4.0 25 9.7 h 

Item 20  ‘What’s the use of trying, I never 
               get anything I want’ 

115 41.5 170 65.6 105 37.9 65 25.1 31 11.2 15 5.8 10 3.6 4 1.5 16 5.8 5 1.9 i 

a: 2=16.930, df=1, p<.001; b: 2=16.836, df=1, p<.001; c: 2=16.576, df=1, p<.001; d: 2=9.258, df=1, p<.001; e: 2=7.543, df=1, p=.006; f: 2=30.147, df=1, p<.001; g: 2=123.087, df=1, p<.001;  h; 2=12.102, df=1, 
p=.001; i: 2=27.326, df=1, p<.001;  
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Table 57. Adolescents Responses to False Statements on the BHS–KA 
 

False Statements of Hopelessness 

'Not at all’ ‘A little bit’ ‘A lot’ ‘Big mob’ ‘Biggest mobs’ 

Aboriginal 
non-

Aboriginal 
Aboriginal 

non-
Aboriginal 

Aboriginal 
non-

Aboriginal 
Aboriginal 

non-
Aboriginal 

Aboriginal 
non-

Aboriginal 

n % n % n % n % n % n % n % n % n % n % 

Item 1   ‘I look forward to the future with  
              hope and happiness’ 

14 5.1 3 1.2 68 24.5 82 31.7 65 23.5 69 26.6 31 11.2 43 16.6 99 35.7 62 23.9 

Item 3   ‘When things are going badly I  
              know they can’t stay that way 
              forever’ 

51 18.4 20 7.7 90 32.5 62 23.9 64 23.1 63 24.3 34 12.3 60 23.2 38 13.7 54 20.8 a 

Item 5   ‘I have enough time to do  
              the things that I really want to’ 

25 9.0 33 12.7 81 29.2 62 23.9 77 27.8 81 31.3 42 15.2 41 15.8 52 18.8 42 16.2 

Item 6   ‘In the future, I expect to succeed  
              in what is important to me’ 

22 7.9 10 3.9 46 16.6 42 16.2 63 22.7 68 26.3 37 13.4 51 19.7 109 39.4 88 34.0 

Item 8   ‘I expect to get more of the good 
              things in life than other people’ 

61 22.0 90 34.7 79 28.5 89 34.4 51 18.4 40 15.4 36 13.0 19 7.3 50 18.1 21 8.1 b 

Item 10 ‘I have learnt from my past what I  
              need to know to make it in the  
              future’ 

27 9.7 21 8.1 89 32.1 70 27.0 66 23.8 82 31.7 35 12.6 44 17.0 60 21.7 42 16.2 

Item 13 ‘When I look ahead to the future, I 
              think I will be happier than I am 
              now’ 

23 8.3 20 7.7 72 26.0 91 35.1 77 27.8 69 26.6 38 13.7 38 14.7 67 24.2 41 15.8 c 

Item 15  ‘I believe my future will be deadly’ 23 8.3 47 18.1 69 24.9 57 22.0 56 20.2 60 23.2 46 16.6 38 14.7 83 30.0 57 22.0 d 

Item 19  ‘I look forward to more good times 
               than bad times’ 

12 4.3 3 1.2 40 14.4 37 14.3 61 22.0 61 23.6 48 17.3 54 20.8 116 41.9 104 40.2 

a: 2=24.210, df=1, p<.001; b: 2=23.806, df=1, p<.001; c: 2=4.808, df=1, p=.028; d: 2=8.322, df=1, p=.004; 
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Whilst a large proportion of both adolescent groups (65% to 75%) agreed with the  statements 

presented in items 12 and 14, the Aboriginal adolescents reported more often on higher markers 

(p<.001; p<.05 respectively).  Conversely, on item 18, the non-Aboriginal adolescents reported 

statistically significantly more often, and on higher response markers than the Aboriginal 

adolescents (p<.001).  With 78% of the non-Aboriginal adolescents feeling that their ‘future 

seems unclear’, in comparison with 65% of the Aboriginal adolescents.  Strikingly, close to 

10% of the non-Aboriginal adolescents endorsed this item on the highest response option.  

 

Of the ‘falsely’ worded statements of hopelessness, there were fewer statistically significant 

differences between the adolescent groups (see Table 57).  This is surprising, given the high 

level of pessimism expressed by the Aboriginal adolescents on the ‘true’ hopelessness 

statements. Of the ‘false’ statements, statistically significantly more Aboriginal than non-

Aboriginal adolescents agreed with items 8, 13 and 15 (respectively p<.001; p<.05;p<.005).  All 

of these statements suggest a hopefulness  for the future, including ‘I expect to get more of the 

good things in life than other people’, ‘When I look ahead to the future, I  think I will be happier 

than I am now’, and ‘I believe my future will be deadly’.  On the last item there may have been 

some response bias, with the Aboriginal adolescents recognising and responding more 

positively to presentation of the common Kimberley expression ‘deadly’ which is akin to 

‘fantastic’ or ‘excellent’.  Whilst, on item 3, statistically significantly more of the non-

Aboriginal than the Aboriginal adolescents endorsed the statement ‘When things are going 

badly I know they can’t stay that way forever’ (p<.001).  

 

In 1974, Beck et al identified a three factor solution for the structure of the BHS, the first factor 

‘feelings about the future’ drew on the affective elements of hopelessness, the second factor 

‘loss of motivation’ the motivational aspects, and the third factor ‘future expectations’ 

cognitively based anticipations or expectations of life (see p.124).  Overall, the majority of the 

differences that were identified between the two adolescents groups corresponded with the 

second factor (items 2, 3, 9, 11, 12, 16, 17, 20).  With a greater proportion of Aboriginal 

adolescents strongly endorsing statement relating to a loss of motivation, including: giving up, 

of deciding not to want anything, and not trying to get something that is wanted.  Few of the 

affectively based items were found to be different (items 13 and 15 only), and few of the future 

expectation items were found to be different (items 14 and 18 only).    
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Total Aggregate BHS-KA Scores 

 

To derive a total BHS-KA score, responses on the 9 false items were reversed,  and the 

responses to all 20 items aggregated.  Giving a total score range of 0 to 80.   

 

Normality 

 

The distribution of the BHS-KA total scores approximated normal for both the  adolescent 

groups.  The Aboriginal adolescents distribution was moderately positively skewed, but within 

normal bounds.  When split for gender, the male adolescents distributions were slightly 

negatively skewed and flat.  Given that the distributions for both adolescent groups and genders 

were approximating normal it was not considered necessary to transform the total scores.  

 

Identity and Age Differences 

 

The Aboriginal adolescents reported statistically significantly greater BHS-KA scores than the 

non-Aboriginal adolescents (p<.05, see Table 58). 

 

Amongst the Aboriginal adolescents there appeared to be a trend for hopelessness scores to 

decrease slightly with age, whilst remaining relatively stable amongst the non-Aboriginal 

adolescents.  The Aboriginal adolescents also generally reported greater hopelessness mean 

score in each age group than the non-Aboriginal adolescents.  However, none of these patterns 

of difference were found to be statistically significant.  The two way interaction of identity and 

age was not found to be statistically significant.  However, main effects for identity were found, 

with identity statistically significantly influencing hopelessness scores (F(1,534)=4. 093, p=. 

044). 

 

Gender Differences – within identity groups 

 

The female adolescents of both identity groups tended to record higher BHS-KA scores than 

their male counterparts.  However, this was only found to be weakly statistically significant 

between the total sample of non-Aboriginal male and female adolescents (p<.05), and did not 

reach statistical significance across any of the age groups.  
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Table 58. BHS-KA Mean Total Scores By Identity, Age & Gender 
 

 
 

Male Female 
Male x Female 

Total 

 n M SD n M SD n M SD 

Aboriginal Adolescents 

          13 years 45 29.4 c 8.7 51 27.4 10.6  96 28.4 9.8 

14 year 27 25.2 8.2 45 28.8 11.5  72 27.5 10.4 

15 year 35 26.6 d 9.0 37 28.0 13.9  72 27.3 11.7 

16-18 years 17 22.7 8.9 20 24.5 11.3  37 23.7 10.2 

Total  124 26.8 b 8.9 153 27.6 11.8  277 27.2 a 10.6 

Non-Aboriginal Adolescents 

 13 years 43 25.0 c 10.7 54 26.1 11.3  97 25.6 11.0 

 14 year 41 24.3 7.5 39 28.1 10.0  80 26.1 8.9 

15 year 26 20.3 d 10.3 21 26.6 15.5  47 23.1 13.1 

16-18 years 13 25.4 12.3 22 26.5 10.3  35 26.1 10.9 

Total  123 23.8 b 9.9 136 26.8 11.4 t(257)=2.229, p=.027 259 25.4 a 10.8 

   
 a: t(534)=2.023, p=.044;  b: t(245)=2.448, p=.014;  c: t(86)=2.129, p=.036; d: t(59)=2.539, p=.014;   
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Gender Differences – between identity groups 

 

The female adolescents in both identity groups did not vary greatly in recorded BHS-KA scores, 

and no statistically significant differences were identified between the total female samples, or 

at each age group increment.  However, amongst the male adolescents, there were significant 

differences between the identity groups.  Overall, the male Aboriginal adolescents recorded 

statistically significantly greater BHS-KA scores than their male non-Aboriginal counterparts 

(p<.05).   This difference was also statistically significant amongst the 13 years (p<.05) and 15 

year (p<.05) age groups.  Interestingly, the 13 years male Aboriginal adolescent group 

recorded the highest mean hopelessness score of any of the adolescent groups.  On closer 

inspection of the frequencies, it was noted that 12 of the male adolescents in the 13 years 

cohort reported scores above the 75th percentile with total scores ranging from 36 to 43.  

Suggesting a cluster of young Aboriginal male adolescents that were particularly pessimistic 

about their futures.  

 

No overall interaction was identified between age or gender with hopelessness scores within 

each of the adolescent groups, or between either of the adolescent groups.  Further, no main 

effects were found to be statistically significant for either age or gender within and between the 

two adolescent groups.  The final model of identity by age by gender also did not identify any 

significant interactions or main effects with total BHS-KA scores.   

 

Appendix 26 presents a comparison of the BHS-KA scores reported by adolescents in the 

Kimberley, with those reported by adolescents in Australia and internationally (see p.433). 

 

Cultural Identity 

Kimberley Aboriginal Identity Scale and Subscales (KAIS and KAISs) 

 

Factor analysis of the Aboriginal adolescents responses to the 35 items comprising the 

Kimberley Aboriginal Identity Scale (KAIS) was conducted.  This was to explore in an open 

ended manner the possible interaction of the KAIS items to form subscales that reflected the 

Kimberley Aboriginal adolescents identity as accurately as possible.   

 

Obliminal rotation identified an eight factor solution.  Each factor had eigenvalues greater than 

1, and when combined explained 47% of the variance amongst the Aboriginal adolescents 
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identity responses.  On inspection, each of the factors appeared to define meaningful aspects of 

Kimberley Aboriginal adolescent identity, with items clustering together in an easily 

interpretable manner.  Correlation between the factors was weak and not significant, suggesting 

that the eight factor solution potentially represented eight distinct aspects of identity.  The eight 

factor solution, and the constituent items are presented in Table 59.  The eight factors were 

defined as follows; strength of identification (I), racism (II), positive actualisation (III), cultural 

knowledge (IV), negative identification (V), restorative justice (VI), conflicting identification 

(VII) and outsider (VIII).  Total scores were derived for each of the factors, which were then 

considered as Kimberley Aboriginal Identity Subscales (KAISs).  Aggregating the scores on the 

subscales to provide an overall total score of Aboriginal identity was no longer considered to be 

appropriate.  All subsequent analysis employed each of the subscales as a distinct measure of 

aspects of the adolescents identity, as relevant to the Kimberley region.   

 

Kimberley Aboriginal Identity Subscales (KAISs) 

Descriptive Characteristics 

 

The response rate of the Aboriginal adolescents on the KAIS was high and consistent across 

each of the Subscales (see Table 60).  The lowest response rate was found on subscale six, with 

299 (91.4%) of the Aboriginal adolescents reporting on both items, and the highest was found 

on subscale four, with 314 (96.0%) of the Aboriginal adolescents reporting on both items.  The 

remaining subscales were reported on by 301 (91.7%) to 310 (94.8%) of the Aboriginal 

adolescent sample. 

 

Missing values were corrected on subscales one, two, three and five, where totals were 

calculated if the respondent had failed to answer one item only.  On subscale one, which 

comprised 6 items, 32 case corrections were made; on subscale two (7 items) 22 case 

corrections were made; on subscale three (4 items) 15 case corrections were made; and on 

subscale five (3 items) 14 case corrections were made.  No corrections were made on subscales 

four, six, seven and eight, as each subscale comprised only 2 items and was more sensitive to 

missing value case correction. On Subscale One ‘Strength of Identification’, the Aboriginal 

adolescents tended to report strongly on the highest response scale option.  With 45% to 59% of 

the adolescents strongly endorsing the importance of Aboriginality to their self construct, with 

feelings of belonging, acceptance and ‘feeling good inside’ that are heightened when visiting 

places of importance to Aboriginal peoples.  93% of the adolescents reported that they are 

recognised in their community as an Aboriginal person, whilst 5% were unsure and 2% stated 

they were not.      
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Table 59.      Kimberley Aboriginal Identity Subscales: Oblique Rotation  

          of Aboriginal Adolescents Responses 
 

 

 

Item Factor Iteration 

Factor I Strength of Identification 

Item 5  ‘The most important thing about me is that I am Aboriginal’ .719 

Item 6  ‘I feel accepted as an Aboriginal person in my community’ .881 

Item 7  ‘I feel a sense of belonging to Aboriginal people and culture’ .880 

Item 8  ‘I feel good when I visit places that are important to Aboriginal  people’ .624 

Item 19  ‘I feel good inside being Aboriginal’ .438 

Item 2  ‘I am recognised in my community as an Aboriginal person’ .443 

Factor II Racism 

Item 28 ‘When an Aboriginal person does something embarrassing in  public, I am shamed’ .409 

Item 29 ‘I have seen police treat Aboriginal people differently in my  community’ .411 

Item 30. ‘I have been treated differently by police in my community’ .468 

Item 31. ‘I know of Aboriginal people who don’t get jobs because they’re  Aboriginal’ .514 

Item 32. ‘I have seen Aboriginal people treated badly in a racist way that is  different to non-Aboriginal people’ .628 

Item 33. ‘I have been treated in a way that is different to other non- Aboriginal youth’ .574 

Item 35. ‘Because I am Aboriginal I won’t have as good a chance or it will  be difficult to get a job’ .539 

Factor III Positive Actualisation 

Item 23 ‘I like people for who they are, not what culture or color they are’  .764 

Item 24 ‘I believe that an Aboriginal person can be close friends with a  non-Aboriginal person’ .661 

Item 26 
‘I know a lot of Aboriginal people who have been able to make it  in the community and are 
successful’ 

.525 

Item 27.  ‘I admire Aboriginal people who succeed’  .450 

Factor IV Cultural Knowledge 

Item 3  ‘I know the language (or skin) group of my family’ .885 

Item 4 ‘I understand the language (or skin) group of my family’  .718 

Factor V Negative Identification 

Item 11  ‘I sometimes feel very uncomfortable around Aboriginal people’ .537 

Item 20  ‘I believe that to be Aboriginal is not always a good thing’ .597 

Item 21  ‘Sometimes I don’t feel so good about being Aboriginal’ .549 

Factor VI Restorative Justice  

Item 15 
‘I believe that non-Aboriginal people should apologise for the way they have treated Aboriginal people 
in the past’ 

-.561 

Item 16 ‘I believe that non-Aboriginal people need to know the effect the past has had on Aboriginal people’ -.740 

Factor VII Conflicting Identification 

Item 10 ‘Sometimes, I wish I wasn’t Aboriginal’   .437 

Item 1 ‘I identify myself as an Aboriginal person’  -.468 

Factor VIII Outsider 

Item 12 ‘Other Aboriginal people have trouble accepting me because my life has been so different from theirs’  -.674 
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Table 60. Aboriginal Adolescent Item Responses on Kimberley Aboriginal Identity Subscale Items 
 

 
'Not at all’ ‘A little bit’ ‘A lot’ ‘Big mob’ ‘Biggest mobs’ 

n % n % n % n % n % 

Subscale One: Strength of Identification 

Item 5   ‘The most important thing about me is that I am Aboriginal’ 22 7.0 37 11.7 50 15.9 34 10.8 172 54.6 

Item 6    ‘I feel accepted as an Aboriginal person in my community’ 15 4.9 34 11.0 64 20.7 38 12.3 158 51.1 

Item 7    ‘I feel a sense of belonging to Aboriginal people and culture’ 22 7.1 53 17.2 57 18.4 35 11.3 142 46.0 

Item 8    ‘I feel good when I visit places that are important to Aboriginal people’ 14 4.5 50 16.1 55 17.7 50 16.1 141 45.5 

Item 19  ‘I feel good inside being Aboriginal’ 10 3.3 25 8.1 46 15.0 44 14.3 182 59.3 

Item 2    ‘I am recognised in my community as an Aboriginal person’ 6 1.9 16 5.0 295 93.1 - - - - 

Subscale Two: Racism 

Item 28  ‘When an Aboriginal person does something embarrassing in  public, I am shamed’ 106 34.5 108 35.2 32 10.4 18 5.9 43 14.0 

Item 29  ‘I have seen police treat Aboriginal people differently in my  community’ 55 18.0 69 22.6 64 21.0 33 10.8 84 27.5 

Item 30  ‘I have been treated differently by police in my community’ 185 60.5 58 19.0 36 11.8 9 2.9 18 5.9 

Item 31  ‘I know of Aboriginal people who don’t get jobs because they’re Aboriginal’ 144 47.2 70 23.0 41 13.4 19 6.2 31 10.2 

Item 32  ‘I have seen Aboriginal people treated badly in a racist way that is different to non- Aboriginal people’ 76 24.6 94 30.4 59 19.1 37 12.0 43 13.9 

Item 33  ‘I have been treated in a way that is different to other non- Aboriginal youth’ 148 49.0 92 30.5 26 8.6 20 6.6 16 5.3 

Item 35  ‘Because I am Aboriginal I won’t have as good a chance or it will be difficult to get a job’ 160 53.2 90 29.9 22 7.3 13 4.3 16 5.3 

Subscale Three: Positive Actualisation 

Item 23  ‘I like people for who they are, not what culture or color they are’  20 6.4 47 15.1 54 17.4 37 11.9 153 49.2 

Item 24  ‘I believe that an Aboriginal person can be close friends with a non-Aboriginal person’ 16 5.2 29 9.4 43 13.9 32 10.4 189 61.2 
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Table. 60 Aboriginal Adolescent Item Responses on Kimberley Aboriginal Identity Subscale Items 
 

 
'Not at all’ ‘A little bit’ ‘A lot’ ‘Big mob’ ‘Biggest mobs’ 

n % n % n % n % n % 

Subscale Four: Cultural Knowledge 

Item 26 ‘I know a lot of Aboriginal people who have been able to make it in the community and are  successful’ 36 11.9 76 25.2 63 20.9 48 15.9 79 26.2 

Item 27 ‘I admire Aboriginal people who succeed’  26 8.7 59 19.7 76 25.3 45 15.0 94 31.3 

Item 3   ‘I know the language (or skin) group of my family’ 46 14.5 47 14.8 224 70.7 - - - - 

Item 4   ‘I understand the language (or skin) group of my family’  57 18.1 66 21.0 192 61.0 - - - - 

Subscale Five: Negative Identification 

Item 11 ‘I sometimes feel very uncomfortable around Aboriginal people’ 186 59.6 83 26.6 21 6.7 7 2.2 15 4.8 

Item 20 ‘I believe that to be Aboriginal is not always a good thing’ 154 50.0 82 26.6 41 13.3 14 4.5 17 5.5 

Item 21 ‘Sometimes I don’t feel so good about being Aboriginal’ 199 65.0 67 21.9 19 6.2 13 4.2 8 2.6 

Subscale Six: Restorative Justice 

Item 15 ‘I believe that non-Aboriginal people should apologise for the way they have treated Aboriginal people in 
              the past’ 

29 9.3 68 21.7 43 13.7 35 11.2 138 44.1 

Item 16 ‘I believe that non-Aboriginal people need to know the effect the past has had on Aboriginal people’ 31 10.2 51 16.8 70 23.0 44 14.5 108 35.5 

Subscale Seven: Conflicting Identification 

Item 10 ‘Sometimes, I wish I wasn’t Aboriginal’   239 76.6 41 13.1 10 3.2 6 1.9 16 5.1 

Item 1   ‘I identify myself as an Aboriginal person’  3 .9 8 2.5 309 96.6 - - - - 

Subscale Eight: Outsider 

Item 12 ‘Other Aboriginal people have trouble accepting me because my life  has been so different from theirs’ 151 48.7 89 28.7 32 10.3 19 6.1 19 6.1 
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Reporting across Subscale Two ‘Racism’ was much more varied.  In relation to interactions 

with the police, 28% of the adolescents reported on the highest response scale marker that they 

had witnessed Aboriginal people been treated ‘differently’ in their community by the Police.  In 

total, 82% of the adolescents endorsed this item across the response scale.  Fewer adolescents 

themselves reported that they had been subjected to prejudiced Police interactions, although this 

was still reported by 40% of the adolescents.  In relation to employment, 53% of the adolescents 

reported that they knew of someone who had not been employed due to their Aboriginality, and 

47% of the adolescents thought that their ethnicity would be a barrier to getting a job. More than 

three quarters of the adolescents had witnessed prejudiced interactions amongst Aboriginal and 

non-Aboriginal peoples, and over half of the adolescents felt that they had at some stage been 

treated in a manner that was different from non-Aboriginal adolescents.  The behaviour of 

others was not overly salient, with three quarters of the adolescents reporting not feeling shame, 

or only a little, when another Aboriginal person did something embarrassing in public. 

 

On subscale three ‘Positive Actualisation’ a large proportion of the adolescents believed that 

colour or race was not important to friendships, with 49% reporting on the highest response 

option that colour was not important to liking someone, and 61% that close friendship between 

Aboriginal and non-Aboriginal adolescents were possible.  Although not analysed in this 

Chapter, the non-Aboriginal adolescents also reported a high level of agreement on these items, 

with 47% reporting on the highest response option on item 23, and 56% on item 24.  This was 

only slightly lower than reported by the Aboriginal adolescents.  In relation to success, 

endorsement of Aboriginal people who succeed was strong with 26% of the adolescents 

reporting on the highest response option that they know a lot of people who have been 

successful, and 31% reporting on the highest response option that they strongly admire 

Aboriginal people who succeed.   

 

On subscale four ‘Cultural Knowledge’, 71% of the adolescents endorsed the first item, and 

61% of the adolescents endorsed the second item.  The reporting on subscale five items relating 

to ‘Negative Identification’ were clustered around the lower end of the response scale.  86% of 

the adolescents did not feel uncomfortable (or only a little) around Aboriginal people, 76% did 

not agree that being Aboriginal was not always a good thing (or only a little) and 87% did not 

agree that being Aboriginal sometimes didn’t feel so good (or only a little).  Perhaps the greater 

proportion of adolescents that agreed with the second item on factor five (item 20), was more a 

reflection that within the wider society or certain circumstances (ie police interactions, 

employment as previously reported) that it may not always be advantageous to be Aboriginal.   

 

There was a high level of agreeance amongst the adolescents on Subscale Six items relating to 

‘Restorative Justice’.  An overwhelming 91% agreed that non-Aboriginal people should 
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apologise for the past treatment of Aboriginal peoples (44% on the highest response option), 

and 90% agreed that non-Aboriginal people need to know the effect that the past has had on 

Aboriginal people (36% on the highest response scale option).  At the time of conducting the 

research in 2001 an apology from the Australian government was still topical in the National 

debate and was discussed widely in the media.  It is likely that the adolescents had been exposed 

to some of this debate locally, particularly following the release of the Bringing Them Home 

Report (HREOC, 1997).  The non-Aboriginal adolescents also agreed with these items, albeit 

not as overwhelmingly.  With 69% agreeing with the need for an apology (10% on the highest 

response option), and 82% on the need for non-Aboriginal people to recognise the impact of the 

past (12% on the highest response option).  

 

On subscale seven ‘conflicting identification’, very few of the Aboriginal adolescents agreed 

with the item ‘Sometimes I wish I wasn’t Aboriginal’ (24%), and the majority (97%) identified 

as an Aboriginal person.  Interestingly, 51% agreed with the item ‘Other Aboriginal people 

have trouble accepting me because my life has been so different from theirs’ on subscale eight 

‘outsider’.  Although the majority of the adolescents that agreed with this item, did so on the 

lower end of the response scale option, with 29% agreeing ‘a little bit’.  This item arose out of 

focus group discussions relating to the disparity felt by young people who have achieved well 

(education, sports, career etc) and those that have moved from remote communities to live in 

more urban town based areas.  However, it is impossible to gauge the manner in which this open 

ended question was interpreted by the adolescents, as it may equally be indicative of a general 

sense of isolation, disconnection or lack of understanding by others of the adolescents self 

experience.   

 

Qualitative Responses 

 

Of the 27 items comprising the final KAIS subscales, 20 items also presented qualitative 

response prompts asking the adolescents to explain further their position or experiences in 

relation to the statements.  The ‘Why’ and ‘How’ prompts were reported upon by a striking 

proportion of the adolescents, given the breadth of the measure.  Although the qualitative 

response rate did decrease across the 35 items of the original measure.  Approximately 50% to 

15% of the adolescents qualified their selection of the response scale options with a qualitative 

response.  An example of some of the qualitative responses is presented in Table 61, and a full 

listing of all responses is presented in Appendix 27 (see p.435).  Detailed analysis of the 

qualitative responses was unfortunately beyond the scope and resources of the current thesis. 
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Table 61. Aboriginal Adolescents Responses on Kimberley Aboriginal Identity Subscale Items 
 

                                                                                                                                                                                              Level of Agreeance with Statement on Response Scale Options 

 n % Low (scores of 0-1) High (scores of 2-4) 

Subscale One: Strength of Identification 

Item 5  ‘The most important thing about me is that I am Aboriginal’   Why?..... 156 47.7 ‘There's more important things about me’ ‘cause 
my dad is white.’ 

‘Because I'm proud of my colour’, ‘I am who I am & will never be 
ashamed of it’ 

Item 6   ‘I feel accepted as an Aboriginal person in my community’   Why?...... 131 40.1 ‘Around my aboriginal family I am aboriginal, 
around my white family I'm white. It's confusing’ 

‘because I am’, ‘No one puts me down’, ‘Cause all my family 
look after me’, ‘cause where all 1 mob’,’ Because I feel really 
good’ 

Item 7   ‘I feel a sense of belonging to Aboriginal people and culture’   Why?..... 105 32.1 
‘Because of how I am’, ‘Because we are all 
people’, ‘I don't do any cultural things’, ‘no culture 
left’ 

‘everyone is close no one left out’, ‘My family respect me’, 
‘Because I just do’, ‘Because it's in my blood and mind’ 

Item 8    ‘I feel good when I visit places that are important to Aboriginal people’   Why?..... 130 39.8 ‘Because I haven't’, ‘I can't relate’ 
‘I feel good about it’, ‘because my ancestors from there’, ‘I get to 
learn more’, ‘It feels like home’ 

Item 2    ‘I am recognised in my community as an Aboriginal person’   How?..... 148 45.3 ‘Because aboriginal girls don't like me’, ‘Because I 
don't got dark skin I got light’ 

‘because I just am’, ‘Because Im young black and deadly and 
everyone know me.’, ‘because of my skin group’, ‘Because of 
my family’ 

Subscale Two: Racism 

Item 28  ‘When an Aboriginal person does something embarrassing in  public, I am  
               shamed’    Why?..... 

81 24.8 ‘everyone does it’, ‘I'm not shame, I didn't do it’, 
‘Same as if a white person done it.’ 

‘because it's my people’, ‘Make bad name for us’, ‘because I get 
shame myself’,’ because people will think we are all like that’ 

Item 29  ‘I have seen police treat Aboriginal people differently in my  community’    
               How?..... 

68 20.8 ‘Cos there are aboriginal cops too’, ‘I don't have 
police in [location omitted]’ 

‘treat them like they don't have feelings’, ‘telling the Aboriginals 
and not the others’, ‘throwing them in the cage rough’, ‘because 
policeman don't like Aboriginal people’, ‘They are more rough’ 

Item 30  ‘I have been treated differently by police in my community’   How?..... 36 11.0 ‘Because I'm good’, ‘because I don't run a muck’, 
‘haven't been in trouble yet’ 

‘You Instantly Get Blamed for anything’, ‘Police pick me up for 
no helmet but the non-aboriginals get away with it’, ‘Because 
both of my brothers have been into trouble in [location omitted]’, 
‘charged with loitering for no reason’ 

Item 32  ‘I have seen Aboriginal people treated badly in a racist way that is different to  
               non- Aboriginal people’   How?..... 

47 14.4 ‘because I didn't see non Aboriginal treat 
Aboriginal awful’, ‘they treat them with respect’ 

‘They call them names’, ‘look at them like they are nothing’, 
‘Sometimes at schools or shops non-Ab people talk to Ab people 
like they are stupid and can't understand.’ 
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Table. 61. Aboriginal Adolescents Responses on Kimberley Aboriginal Identity Subscale Items   
 

                                                                                                                                                                                              Level of Agreeance with Statement on Response Scale Options 

 n % Low (scores of 0-2) High (scores of 3-4) 

Subscale Three: Positive Actualisation 

Item 33 ‘I have been treated in a way that is different to other non- Aboriginal youth’   
How?..... 

28 8.6 ‘Because I get along with non-aboriginal people’, ‘I 
fit in when I want to’ 

‘shop staff serve me different to white customers’, ‘you don't get 
accepted as well (private school)’, ‘saying racist names’ 

Item 35 ‘Because I am Aboriginal I won’t have as good a chance or it will be difficult to get 
a job’   Why?..... 

56 17.1 
‘It depends on how you do in school’ , ‘because I 
don't look like one’, ‘things are different from da 
past’ 

‘some of the workers wouldn't trust you’, ‘some people may be 
racist’, ‘Because aboriginals don't go to school as much as white 
people do’ 

Subscale Four: Cultural Knowledge 

Item 24 ‘I believe that an Aboriginal person can be close friends with a non-Aboriginal 
person’   Why?..... 

91 27.8 ‘because our culture is different and we don't hang 
white people’, ‘only if they want to’ 

‘Because I have heaps of white friends’, ‘Because there human 
just diffrerent colour’, ‘tell and show then more about the bush 
and past.’, ‘Make a better future’ 

Item 26 ‘I know a lot of Aboriginal people who have been able to make it in the community 
and are successful’   Why?..... 

53 16.2 ‘most of they I dont know’ 
‘Because they tried very hard and made it.’, ‘they went through 
alot to get there.’, ‘because they learn to live by the rules today’,’ 
because they work hard for there people and comm.’ 

Item 27 ‘I admire Aboriginal people who succeed’    Why?..... 71 21.7 
‘because I know anyone can succeed’ ‘Not any 
more that I admire white people cause we are all 
the same’ 

‘Cause it's deadly’,’ Cause I know I can do it then’, ‘they give me 
hope’, ‘because it's good to know that, not only white people can 
be successful’, ‘They prove it can be done’ 

Subscale Five: Negative Identification 

Item 11 ‘I sometimes feel very uncomfortable around Aboriginal people’   Why?..... 109 33.3 ‘Because I know who I am related to’, ‘cause they 
my mob’, ‘I feel safe around Aboriginal people’. 

‘Aboriginal law (strong)’, ‘Because some are good and some are 
bad’, ‘Because I feel shame sometimes.’, ‘If I don't know them I 
will’, ‘depend if they are drunk or mongrel.’ 

Item 20 ‘I believe that to be Aboriginal is not always a good thing’   Why?..... 72 22.0 ‘Cause I wouldn't want to be any other colour’, 
‘Why wouldn't it be?’ 

‘because of racism’, ‘there's a lot of hate, put downs makes a 
disadvantage for us’, ‘We miss out on oppurtunities.’ 

Item 21 ‘Sometimes I don’t feel so good about being Aboriginal’   Why?..... 60 18.3 ‘Because I am who I am’, ‘I feel proud.’, ‘Because 
Id rather be BLack than white’ 

‘I get treated differently’, ‘You don't look good in make up’, 
‘because white always get thier ways’,’ I get downed by my uncle’ 
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Table. 61 Aboriginal Adolescents Responses on Kimberley Aboriginal Identity Subscale Items   
 

                                                                                                                                                                                                     Level of Agreeance with Statement on Response Scale Options 

 n % Low (scores of 0-2) High (scores of 3-4) 

Subscale Six: Restorative Justice 

Item 15 ‘I believe that non-Aboriginal people should apologise for the way they have treated  
Aboriginal people in the past’   Why?..... 

111 34.0 
‘because it's a new world today’, ‘Because they 
aren't at fault, it was the early settlers fault.’, 
‘Because I just want to live my own life.’ 

‘Because we don't know grandparents family.’, ‘Because they took 
parts of the Aboriginal land.’, ‘Because they took away the 
children’, ‘because what they did was cruel and wrong.’, ‘For 
breaking up family.’, ‘They treat us like dirt. We were here 1st., 
‘because they were doing stupid things’ 

Item 16 ‘I believe that non-Aboriginal people need to know the effect the past has had on 
Aboriginal  people’   Why?..... 

82 25.1 ‘It's all done’, ‘If they don't know then it's alright with 
me’ 

‘Because they don't know how it feels’, ‘Cause they wouldn't like to 
be treated like that’, ‘so they won't do it again’, ‘Because they don't 
know much.’ 

Subscale Seven: Conflicting Identification 

Item 10 ‘Sometimes, I wish I wasn’t Aboriginal’   Why?.....   128 39.1 
‘Because I'm happy who and what I am’, ‘I am 
proud of being me’, ‘It's fun you learn both 
cultures.’  

‘Because of the way some aboriginal people live is a bit 
embarrassing’, ‘Some people stereotype aboriginal as drunk and 
bad people’, ‘don't really get accepted’, ‘Families are too much 
asking for things.’ 
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Total Aggregate KAISS Scores 

Normality 

 

The Aboriginal adolescents distributions for subscales one, two and three were all approaching 

normal.  Subscales four and six presented a slight negative skew and a flat distribution, and 

subscale eight a slight positive skew and peaked distribution.  Subscale five was moderately 

positively skewed with a peaked distribution, and seven moderately negatively skewed with a 

highly peaked distribution.  These patterns were observed for both genders.  In preference to 

transforming the scores for some - but not all of the subscales, parametric analysis was 

employed with due consideration of any breaches of assumptions of normality.  

 

Age Differences 

 

There were no major differences by age on the KAISs amongst the Aboriginal adolescent 

sample (see Table 62).  Only one statistically significant difference was identified between the 

age groups which was on Subscale One and the differences were small.  Given the multiple 

comparisons this may have occurred by chance.   

 

Gender Differences  

 

Two principal gender differences were observed (see Table 62).  On subscale one and two, the 

male adolescents reported statistically significantly greater scores (both p<.001). Finding that 

the male adolescents reported a greater strength of identification than the female adolescents, as 

well as encountering, perceiving and/or witnessing more racism and prejudice than the female 

adolescents.     

 

However, on several of the subscales there were statistically significant differences in scores 

between the male and female adolescents in each age group.  On subscale one the 14 year male 

adolescents reported a markedly greater strength of identification score than the 14 year female 

adolescents (p<.001).  Generally, on subscale two the male adolescents in all age groups 

reported greater racism scores than the female adolescents.   
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This was statistically significant in the 13 years (p<.05), 14 year (p<.01) and 16-18 years age 

groups (p<.01).  On subscale three, male adolescents in the 14 year reported a greater sense of 

positive actualisation female adolescents (p<.05), although generally the adolescents reported 

evenly on this subscale.  Again, on subscale four the male adolescents in 14 year age group 

reported greater cultural knowledge scores than female adolescents (p<.05).  Lastly, gender 

difference were seen on subscale six, with the male adolescents in the 14 year age group 

reporting greater restorative justice scores (p<.001).   

 

Within the gender groups, the male adolescents in the 14 year group reported statistically 

significantly higher mean scores on subscales one, three and six than male adolescents in the 13 

years age group (all p<.01) and adolescents in the 15 year age group on subscale one and six 

(both p<.01).   

 

The female adolescents did not vary as much across age groups.  With statistically significant 

differences observed between the 14 year and 15 year age group on subscale four (p<.05), and 

between the 15 year and 16-18 years age groups on subscales one and three (both p<.05).  

Generally the younger female adolescents reported less cultural knowledge of language and skin 

groups, strength of identification and positive actualisation than older female adolescents.   

 

The interaction of age and gender with each of the KAISS subscales was examined through 

analysis of variance.  This interaction was found to be statistically significant on subscale one 

(F(3,301)=2.983, p=.032), subscale three (F(3, 292)=3.693, p=.012) and subscale six (F(3, 

291)=5.395, p=.001).  On subscale one, being male and older (16-18 years) resulted in an 

increased strength of identification.  Main effects were also identified on this subscale for 

gender (F(1,301)=11.458, p=.001), and for age group (F(3, 301)=2.983, p=.032).  On subscale 

three, being female and older was associated with a greater sense of positive self actualisation, 

as associated with beliefs in cross cultural friendships, and responding positively to Aboriginal 

role models.  Main effects were also identified on subscale three for age group (F(3, 

292)=3.010, p=.031).  Suggesting that throughout the course of adolescence, this sense of 

positive actualisation increases.  On subscale six, Tukey’s post hoc comparison did not identify 

any significant differences across the age groups by gender.  However, from examination of the 

mean scores, it would appear that the interaction was significant between the male and female 

adolescents in oppositional directions.  Hence, being a young male adolescent or an older 

female adolescent was associated with increased belief in the need for restorative justice.  In 

addition, on subscale two, main effects were identified for gender (F(1,293)=24. 952, p<.001), 

with the male adolescents, irrespective of age group, more likely to report experiences of 

racism.   
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Table 62. KAISS Mean Total Scores for Aboriginal Adolescents by Age & Gender 
  

Aboriginal Adolescents 
Male Female 

Male x Female 
Total 

n M SD n M SD n M SD 

Subscale One: Strength of Identification 

           13 years 57 17.3c 5.0 60 16.1 4.7  117 16.7 4.9 
14 year 32 19.8cg 3.4 41 14.5 6.1 t(65.057)=-4.684, p<.001 73 16.9a 5.7 
15 year 40 15.7g 5.6 40 13.9i 6.2  80 14.8ab 6.0 

16-18 years 19 17.6 3.8 20 17.4i 4.7  39 17.5b 4.2 
Total  148 17.5 4.9 161 15.3 5.6 t(306.494)=-3.622, p<.001 309 16.3 5.4 

Subscale Two: Racism 

           13 years 55 10.9 5.5 55 8.2 5.7 t(108)=-2.520, p=.013 110 9.5 5.7 
14 year 30 10.2 6.2 44 6.3 5.5 t(72)=-2.861, p=.006 74 7.9 6.0 
15 year 41 9.3 5.5 39 7.0 4.7  80 8.2 5.2 

16-18 years 18 9.7 5.3 19 5.1 3.5 t(29.275)=-3.133, p=.004 37 7.4 5.0 
Total  144 10.1 5.6 157 7.0 5.2 t(291.641)=-5.026, p<.001 301 8.5 5.6 

Subscale Three: Positive Actualisation 

           13 years 55 9.2d 3.7 55 10.5 4.2  110 9.9 4.0 
14 year 31 11.9d 3.5 43 9.9 3.3 t(72)=-2.484, p=.015 74 10.7 3.5 
15 year 40 10.6 4.2 39 10.8j 3.4  79 10.7 3.8 

16-18 years 18 10.7 3.1 19 13.0j 3.9  37 11.9 3.7 
Total  144 10.4 3.8 156 10.7 3.8  300 10.5 3.8 

Subscale Four: Cultural Knowledge 

           13 years 58 3.0 1.3 60 3.0 1.4  118 3.0 1.4 
14 year 34 3.2 1.3 44 2.5f 1.6 t(75.944)=-2.107, p=.038 78 2.8 1.5 
15 year 40 3.1 1.3 40 3.3f 1.2  80 3.2 1.2 

16-18 years 19 3.21 1.3 19 3.0 1.6  38 3.1 1.4 
Total  151 3.07 1.2 163 2.9 1.5  314 3.0 1.4 

 
a: t(151)=2.169, p=.032; b: t(101.789)=-2.866, p=.005; c: t(83.847)=-2.794, p=.006; d: t(84)=-3.245, p=.002; e: t(75.090)=-3.239, p=.002
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Table 62.  KAISS Mean Total Scores for Aboriginal Adolescents by Age & Gender  
 

Aboriginal Adolescents 
Male Female 

Male x Female 
Total 

n M SD n M SD n M SD 

Subscale Five: Negative Identification 

           13 years 58 2.6 2.6 59 2.2 2.3  117 2.4 2.5 
14 year 30 2.2 2.4 44 1.9 2.7  74 2.0 2.6 
15 year 40 1.5 1.7 40 2.5 3.0  80 2.0 2.5 

16-18 years 18 1.3 2.0 20 2.2 2.2  38 1.7 2.1 
Total  146 2.0 2.3 163 2.2 2.6  309 2.1 2.5 

Subscale Six: Restorative Justice 

           13 years 57 5.2 e 2.3 56 4.8 2.4  113 5.0 2.4 
14 year 31 6.7 eh 1.8 38 4.2 2.5 t(65.957)=-4.698, p=.000 69 5.3 2.6 
15 year 41 4.8 h 2.4 38 5.1 2.6  79 5.0 2.5 

16-18 years 20 4.9 3.0 18 5.8 2.5  38 5.3 2.8 
Total 149 5.4 2.4 150 4.8 2.5  299 5.1 2.5 

Subscale Seven: Conflicting Identification 

           13 years 58 5.4 1.2 59 5.5 0.9  117 5.5 1.1 
14 year 31 5.6 1.2 43 5.5 1.1  74 5.5 1.2 
15 year 41 5.6 1.0 40 5.4 1.3  81 5.5 1.2 

16-18 years 18 5.5 1.3 20 5.8 0.6  38 5.6 1.0 
Total 148 5.5 1.2 162 5.5 1.1  310 5.5 1.1 

Subscale Eight: Outsider 

           13 years 58 1.1 1.1 57 1.1 1.4  115 1.1 1.3 
14 year 32 1.0 1.5 45 0.7 1.0  77 0.8 1.2 
15 year 41 0.6 .8 38 1.1 1.2  79 0.8 1.0 

16-18 years 19 0.6 1.0 20 0.9 1.4  39 0.7 1.2 
Total 150 0.9 1.1 160 1.0 1.2  310 0.9 1.2 

 
f: t(77.563)=-2.613, p=.011; g: t(65.853)=3.823, p<.001; h: t(70.000)=3.715, p<.000; i: t(58)=-2.229, p=.030; j: t(56)=-2.235, p=.029
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Identity Differences in Rural Towns and Remote Communities  

 

One way analysis of variance were conducted to explore any possible differences in identity 

between adolescents located in somewhat urbanised townships (Broome, Kununurra and Derby) 

and those in the more isolated and remote communities or smaller townships (Fitzroy Crossing, 

Halls Creek, Wyndham, Beagle Bay and Bidyadanga).  On subscales one, three, seven and 

eight, statistically significant differences were found between the town based and community 

based adolescents.  Adolescents in remote communities reported an increased strength of 

identification (F(1,307)=13.554, p<.001), and equally an increased sense of being an ‘outsider’ 

(F(1,308)=7.143, p=.008).  Whilst the adolescents in town reported greater positive actualisation 

(F(1,298)=6.195, p=.013), and conflicting identification (F(1,308)=4.317, p=.039).  In addition, 

although not found to be statistically significant the remote community adolescents reported 

slightly greater mean scores on the subscales for racism, negative identification and restorative 

justice.  While mean scores were equal for subscale four relating to cultural knowledge.   

 

To assess any possible age and gender effects, a three way analysis of variance was conducted 

for each subscale.  Interaction effects between location, age and gender were found on subscale 

one (F(3,293)=3.169, p=.025), subscale three (F(3,284)=4.251, p=.006) and subscale five 

(F(3,293)=3.621, p=.014).  On subscale one, being older, male and living in a remote 

community had an increased association with strength of identification scores.  On subscale 

three, been older, female and living in an urban location had an increased association with 

greater positive actualisation scores.  On subscale three, Tukey’s HSD did not identify any 

statistically significant differences, however, from consideration of the means, it would appear 

that amongst the female adolescents in both urban and remote communities, that negative 

identification increases with age, and for male adolescents, this decreases with age.   

 

 

Self Esteem 

Rosenberg Self Esteem Scale-Kimberley Adapted (RSE-KA) 

Descriptive Characteristics 

 

Of the total sample, 298 (91%) of the Aboriginal adolescents, and 276 (98%) of the non-

Aboriginal adolescents reported across all 10 RSE-KA items and were included in the analysis.  
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The RSE-KA was placed in the latter third of the questionnaire battery between the alcohol and 

drug measures.  Reporting was poor on both of the substance misuse measures, and lower 

amongst the other psychopathology measure in this latter third of the questionnaire.  The RSE-

KA appears to have been well accepted by the adolescents and is comparable with the anger and 

shame measures that were also placed towards the end of the questionnaire battery.   

 

The RSE-KA comprised 10 items, of which five items were positively worded and five items 

were negatively worded.  All of the items were scored on the 0-4 point response scale, as used 

in the other measures.  (see Table 63).   

 

On 2 of the 5 positively worded items, the non-Aboriginal adolescents reported more often than 

the Aboriginal adolescents on the higher response options.  This included item 1 ‘I am as good 

as anyone else’ (p<.05), and item 2 ‘I feel I have a number of good qualities’ (p<.05).  This was 

one of the few occasions in the entire questionnaire, where the non-Aboriginal adolescents 

averaged responses on significantly higher options than the Aboriginal adolescents.   

Conversely, on item 7 ‘I am satisfied with myself’ statistically significantly more of the 

Aboriginal adolescents (38%) responded on the highest response option than the non-Aboriginal 

adolescents (29%, p<.05).  On the other two positively worded items, the response pattern was 

similar between the two adolescent groups.   

 

On all the negatively worded items, the Aboriginal adolescents were more likely to agree with 

the statements and to report on higher response options than the non-Aboriginal adolescents.  

These differences were statistically significant for 3 of the 5 negative items and smaller for the 

remaining 2 items.  On item 8 an overwhelming 77% of the Aboriginal adolescents wished ‘I 

had more respect for myself’, in comparison with 59% of the non-Aboriginal adolescents.  

Furthermore, close to one fifth of Aboriginal adolescents endorsed this item on the highest 

response option.  This pronounced difference may in part reflect the value placed upon ‘respect’ 

in Aboriginal culture, and/or the prominence of the term in numerous promotional campaigns 

targeting Aboriginal youth in the Kimberley.  For example the slogan ‘Respect Yourself Respect 

Your Culture’, as produced by the then Aboriginal and Torres Strait Islander Commission was 

commonly seen on promotional material at sporting events and youth centres and schools during 

the research testing period.   
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Table 63. Adolescent Item Responses on the RSE-KA Items 
 

 

'Not at all’ ‘A little bit’ ‘A lot’ ‘Big mob' ‘Biggest mobs’ 

Aboriginal 
non-

Aboriginal 
Aboriginal 

non-
Aboriginal 

Aboriginal 
non-

Aboriginal 
Aboriginal 

non-
Aboriginal 

Aboriginal 
non-

Aboriginal 

n % n % n % n % n % n % n % n % n % n % 

Positively Worded Items 

Item 1  ‘I am as good as anyone else’ 49 16.4 42 15.2 101 33.9 73 26.4 59 19.8 43 15.6 26 8.7 33 12.0 63 21.1 85 30.8a 

Item 2  ‘I feel I have a number of good  
             qualities’ 

24 8.1 16 5.8 96 32.2 78 28.3 74 24.8 56 20.3 45 15.1 44 15.9 59 19.8 82 29.7b 

Item 4  ‘I am able to do things as well  
             as other people’ 

26 8.7 22 8.0 84 28.2 79 28.6 70 23.5 54 19.6 49 16.4 49 17.8 69 23.2 72 26.1 

Item 6   ‘I feel good about  myself’ 23 7.7 17 6.2 54 18.1 72 26.1 53 17.8 53 19.2 52 17.4 42 15.2 116 38.9 92 33.3 

Item 7   ‘I am satisfied with  myself’ 23 7.7 21 7.6 59 19.8 81 29.3 65 21.8 53 19.2 38 12.8 40 14.5 113 37.9 81 29.3c 

Negatively Worded Items 

Item 3   ‘I feel like a failure most of the  
              time’ 

138 46.3 176 63.8 115 38.6 72 26.1 28 9.4 16 5.8 8 2.7 5 1.8 9 3.0 7 2.5d 

Item 5   ‘I feel I don’t have much to be  
              proud of’ 

122 40.9 155 56.2 115 38.6 89 32.2 29 9.7 19 6.9 14 4.7 5 1.8 18 6.0 8 2.9e 

Item 8   ‘I wish I had more respect for 
              myself’ 

68 22.8 114 41.3 75 25.2 80 29.0 64 21.5 40 14.5 23 7.7 20 7.2 68 22.8 22 8.0f 

Item 9   ‘Sometimes I feel useless’ 97 32.6 98 35.5 131 44.0 124 44.9 46 15.4 32 11.6 9 3.0 9 3.3 15 5.0 13 4.7 

Item 10  ‘Sometimes I think I am no good 
               at all’ 

135 45.3 142 51.4 110 36.9 94 34.1 28 9.4 21 7.6 11 3.7 9 3.3 14 4.7 10 3.6 

 
a: 2=7.266, df=1, p=.007;  b: 2=7.234, df=1, p=.007;  c: 2=4.688, df=1, p=.030; d: 2=9.918, df=1, p=.002;  e: 2=14.827, df=1, p<.001; f: 2=  36.474, df=1, p<.001
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On item 5, ‘I feel I don’t have much to be proud of’’, 60% of the Aboriginal adolescents 

positively endorsed this statement in comparison with 44% of the non-Aboriginal adolescents, 

and more commonly on the higher response options (p<.005).  This was also evident on item 3, 

‘I feel like a failure most of the time’.  With 54% of the Aboriginal adolescents positively 

endorsing this item in comparison with 36% of the non-Aboriginal adolescents (p<.005), 

although the differences at the upper end of the response scale were not as marked.  

 

Total Aggregate RSE-KA Scores 

 

The RSE-KA is a unidimensional measure of self esteem, with higher total scores reflecting 

greater self esteem.  Scores on the five negatively worded items were reversed and responses to 

the 10 items aggregated as the total score which had a possible range of 0-40.   

 

Normality 

 

Distributions on this scale for both the Aboriginal and non-Aboriginal adolescent groups were 

approaching normal, and this varied little by gender.  Hence it was not necessary to transform 

the scores for statistical analysis.   

 

Identity and Age Differences 

 

The Aboriginal adolescents reported statistically significantly lower mean total RSE-KA scores 

than the non-Aboriginal adolescents (p<.01, see Table 64).  This pattern was also observed 

amongst the younger adolescent groups.  With the Aboriginal adolescents reporting lower mean 

total RSE-KA scores than their non-Aboriginal counterparts in the 13 years (p<.01), 14 year 

and 15 year (p<.05) age groups.  In the 16-18 years age group, the opposite pattern was 

observed, with the Aboriginal adolescents reporting statistically significantly higher mean total 

RSE-KA scores than the non-Aboriginal adolescents (p<.05).  This may be a product of 

sampling differences, as noted elsewhere (see p.92).   

 

A two way analysis of variance (age group by identity) failed to identify any main effects for 

either age group or identity with self esteem scores.  However, a significant interaction effect 

was identified, suggesting that in combination identity and age influences self esteem 
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(F(3,566)=3.555, p=.014).  Although, Levene’s test for unequal error variance was significant 

(p<.001), so this result needs to be interpreted with caution.   

 

Gender Differences – within identity groups 

 

In both the adolescent groups, the males had higher average self esteem scores than the females.  

This gender difference was more pronounced amongst the non-Aboriginal adolescents than the 

Aboriginal adolescents.  The non-Aboriginal male adolescents reported highly statistically 

significantly greater mean total RSE-KA scores than the female non-Aboriginal adolescents 

(p<.001).  Whilst the gender difference was only found to be approaching statistical significance 

amongst the Aboriginal adolescents (p=. 05).  Generally self esteem scores appeared to increase 

across the age groups for the males, both Aboriginal and non-Aboriginal.  However this pattern 

was not present amongst the female adolescents.  

 

The two way analysis of variance did not identify significant interaction effects between age 

group and gender with self esteem scores amongst the Aboriginal or the non-Aboriginal 

adolescents.  However, amongst the Aboriginal adolescents main effects were identified for age 

group (F(3,290)=4. 819, p=. 003), with self esteem scores tending to increase with age.  Whilst, 

amongst the non-Aboriginal adolescents main effects were identified for gender (F(1,268)=12. 

141, p=. 001).  

 

Gender Differences – between identity groups 

 

The male Aboriginal adolescents reported statistically significantly lower mean total RSE-KA 

scores than the non-Aboriginal male adolescents across the total adolescent sample (p<.01), and 

amongst the 13 years age group (p<.01).  The Aboriginal male adolescents self esteem scores 

increased more with age and hence the differences between Aboriginal and non-Aboriginal male 

adolescents were less pronounced in the older age groups.  There were smaller differences 

between female Aboriginal and non-Aboriginal adolescents than for males and this relationship 

changed with age.   Female Aboriginal adolescents scored lower on the  RSE-KA than female 

non-Aboriginal adolescents in the 3 younger age groups (up to 15), however self esteem scores 

for 16 to 18 year old female non-Aboriginal adolescents were lower than for younger girls and 

statistically significantly lower than their non-Aboriginal counterparts.  Again, this may be a 

product of sampling differences, as discussed elsewhere (see p.92).  The three way analysis of 

variance did not identify a significant interaction between identity, age group and gender with 

self esteem scores.    
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Table 64. RSE-A Mean Total Scores By Identity, Age & Gender  
 

 
 

Male Female 
Male x Female 

Total 

n M SD n M SD n M SD 

Aboriginal 

           13 years 51 24.6 f 4.9 59 24.9 6.8  110 24.8b 6.0 

14 year 29 27.7 6.8 46 24.4 7.5  75 25.7 7.4 

15 year 37 27.2 6.7 38 23.8 7.2 t(73)=-2.100, p=.039 75 25.5c 7.1 

16-18 years 18 29.4 5.7 20 29.5g 6.8  38 29.5d 6.2 

Total 135 26.6 e 6.1 163 25.1 7.3 t(296)=-1.966, p=.050 298 25.8a 6.8 

Non-Aboriginal 

 13 years 49 29.1 f 7.6 57 26.2 9.0  106 27.6b 8.4 

 14 year 46 29.5 6.8 41 25.0 8.9 t(74.074)=-2.650, p=.010 87 27.4 8.2 

15 year 26 30.7 8.0 21 26.3 9.8  47 28.8c 9.0 

16-18 years 13 28.2 6.9 23 25.0g 6.3  36 26.2d 6.6 

Total 134 29.5 e 7.3 142 25.7 8.6 t(270.512)=-3.994, p<.001 276 27.5a 8.2 

 
a: t(535.087)=-2.762, p=.006; b: t(188.880)=2.787, p=.006; c: t(81.334)=-2.122, p=.037;d: t(72)=2.207, p=.031; e: t(258.880)=-3.502, p=.001;  f: t(81.635)=-3.531, p=.001;  
g: t(41)=2.255, p=.030   
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Main effects were found amongst the total adolescent sample for gender (F(1,558)=15.645, 

p<.001), and for the interaction between age group and identity (F(3,558)=3.100, p=.026).   

 

Appendix 28 presents a comparison of the RSE-KA scores reported by adolescents in the 

Kimberley, with those reported by adolescents in Australia and internationally (see p.501). 

 

Summary  

 

Overall, the Aboriginal adolescents reported statistically significantly greater anger (p<.05), 

shame (p<.001) and hopelessness (p<.05), and lower self esteem (p<01) scores than the non-

Aboriginal adolescents, with responses differences particularly marked across several items and 

constructs of well being. Subtle differences between the adolescent groups use of coping 

strategies were also evident (although not statistically significant), with Aboriginal adolescents 

reporting use of a considerable breadth of both adaptive and maladaptive strategies. The 

Aboriginal adolescents clearly articulated upon several aspects of identity, that also illustrated 

both the strengths inherent and the prejudices encountered. Generally, female adolescents in 

both groups reported the poorest outcomes on all well being measures, with some variation 

noted on the coping strategy and identity measures. Whilst few consistent effects for age were 

identified. The following chapter examines the manner in which the well being variables 

described here interact with psychopathology, across each of the adolescent identity, gender and 

age groups. 
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Chapter Seven 

Patterns of Interaction Between the Psychopathology 

& Well Being Variables 

 

Overview 

 

This Chapter examines patterns of interaction between the measured psychopathology and well 

being variables.  First, the analysis briefly examines differences between the Aboriginal and 

non-Aboriginal adolescent samples.  Having established the nature of these differences, the 

focus of the analysis is then turned to the symptomatology and well being picture presented 

separately by each adolescent group, as disparate - yet overlapping samples.  Understanding the 

associations and patterns between psychopathology and well being amongst the Aboriginal 

adolescents is paramount.  Whereas the non-Aboriginal adolescents from this point onwards are 

considered primarily as a reference group that may reflect perhaps more closely some of the 

patterns of interaction observed in adolescent literature nationally and internationally.   

 

Overall, analysis in this Chapter moves through a logical sequence of analytical techniques, 

including multivariate analysis of variance (MANOVA), linear regression and logistic 

regression.  The independent variables (IV) and dependent variables (DV) are drawn from the 

demographic, psychopathology and well being measures and alternate as appropriate to the 

context of each analysis.  Psychological instruments are at best limited by their subjective 

nature.  The potential ease with which data in this field may be over analysed was of concern as 

the continual abstraction of a data set may possibly result in findings no longer representative of 

the adolescents originally expressed experiences, perceptions, behaviours and environment.  

The analyses for this chapter were therefore conducted conservatively and all inferences made 

cautiously.      
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Psychopathology & Well Being Differences by Identity 

 

Initially, to establish if differences exist between the adolescent identity groups in terms of 

overall symptomatology and well being, several MANOVAs were conducted.   These employed 

‘identity group’ (Aboriginal/non-Aboriginal) as the IV and each of the psychopathology and 

well being variables as the DVs.   Unfortunately, due to missing cases when all 12 DVs were 

entered in the one analysis the size of each adolescent identity group was drastically reduced.  

Hence, to preserve adolescent identity group numbers a MANOVA was first conducted with the 

7 psychopathology measures entered as the DVs, and a second with the 6 well being measures 

entered as DVs.  Furthermore, given the number of dependent variables in each MANOVA, 

Bonferroni type adjustments were made to determine the acceptable significance level of the 

analysis (alpha/number of DVs), to reduce the possibility of Type I errors.  

 

The first MANOVA, with identity as the IV and direct trauma exposure, secondary trauma 

exposure, PTSD, suicidal ideation, depression, alcohol use and marijuana use as the DVs was 

found to be highly statistically significant (Wilks=.813, F(7,366)=11.993, p<.001).  Examination 

of the univariate F ratios for each DV found significant univariate main effects for secondary 

trauma exposure (F(1,372)=9.629, p=.002, 2=.025), PTSD (F(1,372)=4.525, p=.034, 2=.012), 

suicidal ideation (F(1,372)=4.249, p=.040, 2=.011), depression (F(1,372)=5.174, p=.023, 

2=.014), alcohol use (F(1,372)=33.541, p<.001, 2=.083) and marijuana use (F(1,372)=5.174, 

p=.023, 2=.014).  However, these interactions were only weakly significant, and when using 

the Bonferroni type adjustment to determine the acceptable significance level (.05/7=.007), only 

alcohol use was found to robustly differ between the adolescent groups, with the non-Aboriginal 

adolescents reporting increased usage.  

 

The second MANOVA, with identity as the IV and anger, shame, hopelessness, self esteem, 

adaptive coping and maladaptive coping as the DVs was found to be weakly statistically 

significant (Wilks=.952, F(6,277)=2.333, p=.033).  Looking at the univariate F ratios for each 

DV there were weak significant univariate main effects for shame (F(1,282)=12.839, p<. 001, 

2=.044) and hopelessness (F(1,282)=4.076, p=.044, 2=.014).  When the Bonferroni type 

adjustment was applied (.05/6=.008), shame was the only variable found to differ significantly 

between the identity groups, with the Aboriginal adolescents reporting increased levels.  The 

low number of adolescents that reported adaptive and maladaptive coping scores reduced group 

numbers available for this second MANOVA, and adversely effecting the analysis.  In response, 

a third MANOVA was conducted that omitted coping strategies as DVs.  Overall, the 

interaction was found to be highly significant, with the well being variables statistically 

significantly differing between the adolescent identity groups (Wilks=.936, F(4,505)=8.701, 



 275

p<.001).  Significant univariate effects were found for shame (F(1,508)=33.192, p<.001, 

2=.061), hopelessness (F(1,508)=3.879, p=.049, 2=.008), and self esteem (F(1,508)=5.010, 

p=.026, 2=.010).  However, when the adjusted alpha level was applied (.05/4=.01), shame was 

the only DV found to robustly differ between the two adolescent identity groups, and in the 

same direction as established in the preceding second MANOVA.   

 

Overall, each MANOVA indicated that there were significant differences between the 

Aboriginal and non-Aboriginal adolescent groups.  These overall differences were highly 

significant for the psychopathology variables and the well being variables, with the exception of 

coping strategies.  Although the univariate effects for each of the psychopathology and well 

being variables were generally found to differ significantly, when adjusted against Type I error, 

only alcohol and shame were retained.  Given the apparent differences between the two 

adolescent identity groups, the focus of the analysis is now turned to the symptomatology 

picture presented independently by each group.  In this manner, the nature of the pattern of 

interactions between psychopathology and well being can be examined amongst the sample of 

Aboriginal adolescents, and some limited comparisons made to those identified amongst the 

sample of non-Aboriginal adolescents.   

 

Clinical Group Psychopathology & Well Being Patterns  

 

In order to initially examine the interplay and relative strength of direction of the 

psychopathology and well being measures with increasing symptom severity, an artificial 

arbiter of adolescent ‘clinical group membership’ was determined.  This group comprised 

adolescents that had recorded scores of sufficient clinical severity or symptom specificity on 

one or more of the psychopathology measures.  As gauged by recording above the clinical cut 

off scores for suicidal ideation and depression, reporting a history of a previous suicide attempt, 

or meeting the criteria for a diagnosis of PTSD by self report.  Appendix 29 presents the 

Kimberley adolescents mean total scores on all measured variables across the clinical 

membership groups (see p.502).  Of the total adolescent sample 96 (29.4%) of the Aboriginal, 

and 68 (24.0%) of the non-Aboriginal adolescents recorded scores above clinical thresholds on 

one or more of the psychopathology measures and were considered a clinical group member 

(see Table 65).   Table 65 also gives a descriptive indication of the proportion of adolescents 

reporting comorbidity by scoring above clinical thresholds on two, three or all four of the 

indicators.   
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Table 65.  Clinical Group Membership    
 

 

Clinical Group Membership Male Female Clinical Group Composition 

Total Non Member Member Non Member Member Non Member Member 
1 

Measure 
2 

Measures 
3 

Measures 
4 

Measures 

n % n % n % n % n % n % n % n % n % n % n % 

Aboriginal Adolescents 

       13 years 123 100 79 64.2 44 35.8 42 70.0 18 30.0 37 58.7 26 41.3 26 21.1 12 9.8 4 3.3 2 1.6 

14 year 80 100 61 76.3 19 23.8 28 82.4 6 17.6 33 71.7 13 28.3 11 13.8 2 2.5 4 5.0 2 2.5 

15 year 81 100 56 69.1 25 30.9 36 87.8 5 12.2 20 50.0 20 50.0 12 14.8 7 8.6 3 3.7 3 3.7 

16-18 years 43 100 35 81.4 8 18.6 20 87.0 3 13.0 15 75.0 5 25.0 5 11.6 2 4.7 1 2.3 - - 

Total  327 100 231 70.6 96 29.4 126 79.7 32 20.3 105 62.1 64 37.9 54 16.5 23 7.0 12 3.7 7 2.1 

Non-Aboriginal Adolescents 

       13 years 107 100 83 77.6 24 22.4 41 83.7 8 16.3 42 72.4 16 27.6 15 14.0 4 3.7 3 2.8 2 1.9 

14 year 90 100 70 77.8 20 22.2 43 91.5 4 8.5 27 62.8 16 37.2 9 10.0 8 8.9 3 3.3 - - 

15 year 50 100 38 76.0 12 24.0 25 89.3 3 10.7 13 59.1 9 40.9 6 12.0 3 6.0 3 6.0 - - 

16-18 years 36 100 24 66.7 12 33.3 10 76.9 3 23.1 14 60.9 9 39.1 5 13.9 5 13.9 - - 2 5.6 

Total  283 100 215 76.0 68 24.0 119 86.9 18 13.1 96 65.8 50 34.2 35 12.4 20 7.1 9 3.2 4 1.4 
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Comorbidity is briefly considered here, as the findings presented thus far suggest there may be 

some overlap between the clinical groups and it is important to determine the extent of this 

overlap, ie were the same, small group of adolescents indicating clinical symptomatology on all 

measures – or were symptoms experienced differentially across the adolescent sample.  As 

noted above, around one quarter of both adolescent identity groups indicated clinically 

significant symptoms on one or more of the measures.  In addition, the proportion of 

adolescents that indicated clinically significant symptoms on one, two, three or all four 

measures followed a consistent linear pattern of attrition with around 50%, 25%, 12.5% and 7% 

of both adolescent identity groups falling into these categories.    

 

Table 66 reflects the relative degree of comorbidity reported by the adolescents.  In this 

focussed consideration of comorbidity, dysphoria was excluded as it essentially represents 

subthreshold symptomatology, and subthreshold cases for PTSD and suicidal ideation were 

equally not considered.  Generally, of the Aboriginal adolescents considered here, around one 

quarter to one third experienced a single clinically significant condition.  Whereas the remaining 

majority of the Aboriginal adolescents indicated comorbidity by reporting clinical levels of 

symptomatology across two or more of the measures.  

 

The tendency for comorbidity between PTSD and clinically significant suicidal ideation – rather 

than clinical depression was subtly revealed amongst the Aboriginal adolescents.  This was 

reinforced by the presence of previous suicide attempt/s in every combination of adolescent 

symptomatology, except for that between PTSD and depression.   

 

While the non-Aboriginal adolescents tended to report comorbid PTSD and clinical depression, 

with less of an emphasis on suicidal ideation and a relative absence of previous suicide 

attempt/s.  Suggesting, for the non-Aboriginal adolescents, that previous suicide attempt/s are 

perhaps historical markers, that were not reported in conjunction with current symptomatology.  

Such an alleviation of symptomatology or disentangling of a background of suicide attempt/s 

with current symptomatology was not seen amongst the Aboriginal adolescents.  The small 

number of adolescents in these groups render any further inference tentative at best. 

 

 

 

 

 

 

 

 



 278 

Table 66. Comorbidity Across Measures of PTSD, Clinical Depression,  

  Suicidal Ideation and Previous Suicide Attempt. 
 

Aboriginal Adolescents Indicating Comorbidity (n=78) 

 
PTSD  
n=33 

Clinical Depression 
n=36 

Suicidal Ideation  
n=41 

Previous Suicide 
Attempt n=28 

PTSD 
n=33 

8 (10.3%) 4 (5.1%) 7 (9.0%) 2 (2.6%) 

Clinical Depression 
n=36 

- 13 (16.7%) 5 (6.4%) 1 (1.3%) 

Suicidal Ideation 
n=41 

- - 9 (11.5%) 5 (6.4%) 

Previous Suicide 
Attempt n=28 

- - - 9 (11.5%) 

In addition: 3 (3.9%) met threshold for PTSD, Depression, Suicidal Ideation; 6 (7.7%) met threshold for 
PTSD, Depression, Suicidal Ideation, Previous Suicide Attempt; 2(2.6%) met threshold for PTSD, Suicidal 
Ideation, Previous Suicide Attempt; and 4(5.1%) for Suicidal ideation, Depression, Previous Suicide Attempt. 

Non-Aboriginal Adolescents Indicating Comorbidity (n=56) 

 
PTSD  
n=28 

Clinical Depression 
n=26 

Suicidal Ideation  
n=22 

Previous Suicide 
Attempt n=17 

PTSD 
n=28 

8 (14.3%) 5 (8.9%) 4 (7.1%) - 

Clinical Depression 
n=26 

- 9 (16.1%) 2 (3.4%) - 

Suicidal Ideation 
n=22 

- - 4 (7.1%) 2 (3.4%) 

Previous Suicide 
Attempt n=17 

- - - 11 (19.6%) 

In addition: 5 (8.9%) met thresholds for PTSD, Depression, Suicidal Ideation and 4 (7.1%) met threshold for 
PTSD, Depression and Suicidal Ideation, Previous Suicide Attempt; 1 (1.8%) met threshold for PTSD, SIQ, 
Previous Suicide Attempt; and 1(1.8%) met threshold for PTSD, Depression, Previous Suicide Attempt. 

 

 

 

Trauma Exposure, Gender, Age & Psychopathology 

 

Initially, a series of standard linear regression analysis were conducted to loosely define the 

emerging patterns of interaction between the variables of age and gender, trauma exposure and 

psychopathology.  In the first regression, depression was entered as the IV, in the second 

regression suicidal ideation was the IV, and in the third regression PTSD was the IV.  The DVs 

were all entered at the same time and included age, gender, direct and secondary trauma 

exposure, depression, suicidal ideation and PTSD (as alternated accordingly with the IV).   

 

Each of the regressions were found to be highly statistically significant (all with p<.001), 

explaining up to 43% and 60% of the variance in the Aboriginal and non-Aboriginal adolescents 

psychopathology scores.  The interactions that emerged between the variables for the Aboriginal 
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the non-Aboriginal adolescent groups are displayed in Figures 7.  Results indicate that being 

female (t=2.535, p=.012) with increasing suicidal ideation (t=6.400, p<.001) explained 38% of 

the variance in the Aboriginal adolescents depression scores.  For suicidal ideation, both 

increasing PTSD (t=4.307, p<.001) and depression symptomatology scores (t=6.166, p<.001) 

combined to explain 43% of the variance in the Aboriginal adolescents scores.  Whilst for 

PTSD, reporting increasing amounts of direct exposure to trauma (t=2.743, p=.007), suicidal 

ideation (t=5.075, p=.001) and to a lesser extent depression symptoms (t=2.322, p=.021) 

combined to explain 42% of the variance in the Aboriginal adolescents scores.   

 

For the non-Aboriginal adolescents 60% of the variance in depression scores were explained by 

being female (t=2.118, p=.035) and reporting increasing suicidal ideation (t=6.694, p<.001) and 

PTSD symptom scores (t=6.434, p<.001); 50% of the variance in suicidal ideation scores were 

explained by increasing PTSD (t=4.550, p<.001) and depression (t=5.929, p<.001) symptom 

scores; and 57% of the variance in PTSD scores was explained again by being female (t=3.065, 

p=.002), and reporting increasing depression (t=6.115, p<.001) and suicidal ideation (t=4.164, 

p<.001) scores.    

 

Overall, the results suggest different patterns of interaction amongst the variables for the 

Aboriginal adolescents when compared to the non-Aboriginal adolescents.  Namely, when all of 

the variables were entered simultaneously, the Aboriginal adolescents PTSD scores were 

strongly influenced by direct trauma exposure and suicidal ideation, while for the non-

Aboriginal adolescents gender, depression and suicidal ideation were more influential.   

 

Interestingly, in the presence of direct trauma exposure and suicidal ideation – depression was 

only found to weakly contribute to the Aboriginal adolescents PTSD scores.  This will be 

further examined in the following section in which stepwise regression analysis is used to 

consolidate the patterns of interaction between these variables, and to explore the possibility 

that PTSD may have a mediating effect on trauma exposure and the development of suicidal 

ideation and depression.  

 

The Putative Mediative Role of PTSD  

 

At the end of Chapter Three it was contended that PTSD symptomatology may potentially 

mediate the relationship between the adolescents exposure to trauma and the development of 

suicidal ideation and depression (Mazza and Reynolds, 1999).  To examine these putative 

mediative effects with the Kimberley Aboriginal and non-Aboriginal adolescents, linear 

regression analysis were conducted. These replicated the analytical procedure employed by 

Mazza and Reynolds in their 1999 study.   
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Figure 7. Patterns of Interaction Suggested by Standard Regression Analysis with Demographic, Trauma Exposure and 
Psychopathology Variables  

 
 

 
 
 

Aboriginal adolescents: depression as IV: F(6,206)=21.089, p<.001;   Non-Aboriginal: depression as IV: F(6,194)=48.297, p<.001; 
suicidal ideation as IV: F(6,206)=25.964, p<.001; PTSD as IV: F(6,206)=24.463, p<.001  suicidal ideation as IV: F(6,194)=32.627, p<.001; PTSD as IV: F(6,194)=43.550, p<.001 
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The first series of regression analysis examined the interactions between direct and secondary 

trauma exposure, PTSD, suicidal ideation and depression.  With depression as the DV, age and 

gender were entered on the first step of the regression, suicidal ideation and PTSD on the 

second, and direct and secondary trauma exposure on the third.  Variables entered on the first 

and second steps were found to be significantly related to depression severity (all p<.001).  

Whilst direct and secondary trauma exposure as entered on the third step did not add 

significantly to depression severity, when suicidal ideation, PTSD, age and gender were 

controlled for (see Table 67).    

 

The second regression, with suicidal ideation scores as DV followed the same series of entry of 

the IVs as in the previous regression.  With the exception that depression was entered alongside 

PTSD on the second step.  Again the second step was found to be statistically significant, with 

depression and PTSD related to suicidal ideation severity (both Aboriginal and non-Aboriginal 

p<.001).  However, age and gender were only found to be significant amongst the Aboriginal 

adolescents (p<.01) and not amongst the non-Aboriginal adolescents.  On the third step, direct 

and secondary trauma exposure were not found to add significantly to suicidal ideation severity, 

when depression, PTSD, age and gender were controlled for (see Table 67).   

 

The third regression, with PTSD as the dependent variable, followed the same method of entry 

as the former two analysis, this time with suicidal ideation and depression entered together on 

the second step.  Again, first step variables (all p<.01) and the second step variables (all p<.001) 

were found to be significantly related to PSTD symptom severity.  However, unlike in the 

previous two regression analysis, trauma exposure on the third step was found to be 

significantly related to PTSD symptoms (Aboriginal p<.001; non-Aboriginal p<.01) when 

suicidal ideation, depression, age and gender were controlled for (see Table 67).  Thus, direct 

and secondary trauma exposure were significantly related to PTSD symptomatology - beyond 

that which could be explained by either depression or suicidal ideation or the demographic 

factors alone.  

 

Overall, the three regression models explained between 38% to 43% of the variance in the 

Aboriginal adolescents depression, suicidal ideation and PTSD scores.  By contrast, the 

regression models explained between 57% to 60% of the non-Aboriginal adolescents variance 

in psychopathology scores.  The majority of this variance was explained by the introduction of 

the psychopathology variables on the second step of each analysis (between 30% to 36% for the 

Aboriginal adolescents, and between 43% to 49% for the non-Aboriginal adolescents).  Thus, 

age and gender were only found to minimally contribute to variance in psychopathology scores 

amongst the Aboriginal adolescents (between 6% to 7%).     Furthermore, the entry of trauma 

exposure on the third step explained very little of the variance in the Aboriginal adolescents  
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Table. 67 Stepwise Regression Analysis for Aboriginal & non-Aboriginal Adolescents 
 

Depression as D.V. 
Aboriginal Adolescents non-Aboriginal Adolescents 

 R  R2 R2 Fa df p<  R  R2 R2 Fa df p< 

Step 1 (age & gender) .272 .074 .074 8.399 2,210 .000 .335(a) .112 .112 12.543 2,198 .000 

Step 2 (suicidal ideationsqr & PTSDsqr) .608 .370 .296 48.771 2,208 .000 .774(b) .599 .486 118.678 2,196 .000 

Step 3 (directsqr & secondary trauma) .617 .381 .011 1.804 2,206 .167 .774(d) .599 .000 0.101 2,194 .904 

Suicidal Ideation as DV 
Aboriginal Adolescents non-Aboriginal Adolescents 

 R  R2 R2 Fa df p<  R  R2 R2 Fa df p< 

Step 1 (age & gender) .251 .063 .063 7.042 2,210 .001 .162(a) .026 .026 2.669 2,198 .072 

Step 2 (depressionsqr & PTSDsqr) .649 .422 .359 64.519 2,208 .000 .704(d) .496 .470 91.408 2,196 .000 

Step 3 (directsqr & secondary trauma) .656 .431 .009 1.619 2,206 .201 .709(e) .502 .006 1.185 2,194 .308 

PTSD as DV 
Aboriginal Adolescents non-Aboriginal Adolescents 

 R  R2 R2 Fa df p<  R  R2 R2 Fa df p< 

Step 1 (age & gender) .241 .058 .058 6.491 2,210 .002 .336(a) .113 .113 12.600 2,198 .000 

Step 2 (suicidal ideationsqr & depressionsqr) .601 .361 .302 49.192 2,208 .000 .739(b) .546 .433 93.534 2,196 .000 

Step 3 (directsqr & secondary trauma) .645 .416 .055 9.777 2,206 .000 .758(c) .574 .028 6.328 2,194 .002 
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depression or suicidal ideation scores (both 1%), but contributed to 6% of the variance in PTSD 

scores – as much as the contribution of age and gender.  Amongst the non-Aboriginal 

adolescents only 3% of the variance in PTSD scores was explained by trauma exposure, 

considerably less than the 11% explained by age and gender.  These analyses indicate the 

interrelationship between depression, suicidal ideation and PTSD. In addition, the direct 

influence of trauma exposure on PTSD symptomatology scores (beyond that explained by age, 

gender or the other psychopathology variables) is highlighted - particularly amongst the 

Aboriginal adolescents.   

 

The potential for PTSD to mediate between direct and secondary trauma exposure, and the 

development of depression and suicidal ideation was then examined.  Again, these analyses 

followed those recommended by Mazza and Reynolds (1999), who drew on the statistical 

guidelines for establishing mediating relations specified by Baron and Kenny (1986).  These 

authors originally posited that the following regression analysis can demonstrate mediation: a) 

regression of the mediator (PTSD) on the IVs (direct and secondary trauma exposure); b) 

regression of the DVs (depression and suicidal ideation) on the IVs (direct and secondary 

trauma exposure); and c) regression of the DVs (depression and suicidal ideation) on both the 

IVs (direct and secondary trauma exposure) and the mediating variable (PTSD).  Using this 

approach, PTSD is shown to be a mediating variable if the regression coefficient is significant 

in the first two analysis, and if PTSD retains a significant relationship with depression and 

suicidal ideation in the third regression analysis.  In addition, for mediation to be supported, the 

relationship between depression and suicidal ideation and direct and secondary trauma exposure 

in the third regression must be less than that found in the second regression analysis (Mazza & 

Reynolds, 1999 citing Baron & Kenny 1986).    

 

The first regression was conducted with PTSD as the dependent variable and direct and 

secondary trauma exposure as the independent variables for both adolescent identity groups.  

Direct trauma exposure was found to be highly statistically significantly in influencing PTSD 

symptom severity scores (Aboriginal p<.001; non-Aboriginal p<.01), and secondary trauma 

exposure indicated only a moderate relationship (all p<.05).  The next regression analysis found 

that depression scores were significantly influenced by direct trauma exposure (all p<.001), and 

that suicidal ideation was significantly influenced by direct trauma exposure (Aboriginal 

p<.001, non-Aboriginal adolescents p<.01).  But that secondary trauma exposure was not 

related significantly to either depression or suicidal ideation (see Table 68).   
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Table. 68 Regression Analysis Exploring Mediating Relationship of PTSD with  
Depression & Suicidal Ideation  

 

Regression Equation 
Aboriginal non-Aboriginal 

 t p<  t p< 

PTSD with direct trauma exposure .351 4.415 .000 .276 3.055 .003 

PTSD with secondary trauma exposure .172 2.165 .031 .229 2.541 .012 

Depression 

Depression with direct trauma exposure .300 3.809 .000 .284 3.253 .001 

Depression with secondary trauma exposure .096 1.220 .224 .147 1.680 .094 

Depression with trauma exposure & PTSD       

Direct trauma exposure .165 1.905 .058 .090 1.206 .229 

Secondary trauma exposure .056 .677 .499 -.028 -.376 .707 

PTSD .341 4.927 .000 .672 11.657 .000 

Suicidal Ideation 

Suicidal ideation with direct trauma exposure .278 3.595 .000 .250 2.772 .006 

Suicidal ideation with secondary trauma exposure .138 1.789 .075 .109 1.209 .228 

Suicidal ideation with direct trauma exposure & PTSD       

Direct trauma exposure .115 1.417 .158 .133 1.622 .106 

Secondary trauma exposure .078 .999 .319 -.074 -.908 .365 

PTSD .438 6.680 .000 .593 9.395 .000 
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The third regression series entered depression and the suicidal ideation as the DVs and trauma 

exposure and PTSD concurrently as IVs.  This regression analysis found that in the presence of 

direct and secondary trauma exposure only PTSD symptom severity was exerting a significant 

influence on depression scores (all p<.001), and on suicidal ideation scores (all p<.001).  

Furthermore, in the third regression, the relationship between depression and suicidal ideation 

and the trauma exposure variables was not only no longer significant, but the beta coefficients 

were considerably lower than those identified in the second series of regression analysis (see 

Table 68).    

 

The findings from this series of regressions replicates those identified by Mazza and Reynolds 

(1999) and strongly suggests that in the current sample of Aboriginal and the non-Aboriginal 

adolescents, PTSD acts as a mediator between direct trauma exposure and the severity of 

depression and suicidal ideation symptoms.  It is noted that the mediating relationship was not 

found for secondary trauma exposure.  

 

Trauma Exposure Indices Most Predictive of PTSD 

 

Given that PTSD symptoms are suggested to mediate the relationship between trauma exposure 

and the development of suicidal ideation and depression, it is now important to establish which 

types of trauma exposure were most influential in determining increased PTSD 

symptomatology.  This is first explored using linear regression, with PTSD symptomatology as 

the DV and each of the trauma exposure items as IVs.  This is then followed by logistic 

regression to determine the odds ratio of each type of trauma exposure predicting a diagnosis of 

PTSD by self report.  

 

Linear regression with the 15 direct trauma exposure items evinced a markedly different set of 

relationships with PTSD amongst the Aboriginal adolescents, when compared with the non-

Aboriginal adolescents.  For the Aboriginal adolescents four items were found to explain 25.3% 

of the variance in PTSD symptom severity (F(1,219)=4.779, p=.030); item 5 relating to actual 

family violence where the adolescent was hurt (=.210, p=.002); item 6 relating to sexual 

‘touching’ that made the adolescents ‘feel bad’ (=.248, p<.001); item 3 relating to the 

adolescents own previous suicide attempt (=.185, p=.003); and weakly, item 14 relating to 

having been in a vehicle with an intoxicated driver (=.140, p=.030).  For the non-Aboriginal 

adolescents four items explained 30.4% of the variance in PTSD symptom severity 

(F(1,211)=6.156, p=.014) including; item 6 sexual ‘touching’ (=.323, p<.001); item 4 relating 

to threats of familial violence (=.268, p<.001); item 13 relating to being involved in a drug 

deal (=.161, p=.006); and item 15 relating to being the victim of bullying (=.148, p=.014).   
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Logistic regression with PTSD clinical group membership (clinical/non clinical) as DV and all 

15 of the direct trauma exposure items (no/yes) entered as IVs were then conducted.  For the 

Aboriginal adolescents, the likelihood of meeting the criteria for a diagnosis of PTSD by self 

report was more than 5 times greater if the adolescent reported a history of a previous suicide 

attempt (Odds Ratio 5.79; CI: 209-16.02, p=.001), more than 4 times greater if reporting sexual 

touching (Odds Ratio 4.26; CI: 1.40-12.96, p=.011) and 4 times greater if reporting being 

involved in a drug deal (Odds Ratio 4.005; CI: 1.04-15.46, p=.044).  For the non-Aboriginal 

adolescents, the likelihood of meeting the diagnostic criteria for PTSD by self report was more 

than 6 times greater if the adolescent reported sexual touching (Odds Ratio 6.564; CI: 2.42-

12.79, p<.001) and more than 4 times greater if reporting being hurt during family violence 

(Odds Ratio 4.928; CI: 1.77-13.71, p=.002).   

 

In addition, the 11 secondary trauma exposure items were regressed with PTSD symptom 

severity.  Amongst the Aboriginal adolescents, three of the secondary trauma variables 

combined to explain 16.1% of the variance in PTSD symptom scores.  This included witnessing 

actual violence where someone close to the adolescent was hurt (=.260, p<.001); witnessing 

community violence where someone close to the adolescent was hurt (=.173, p=.007) and 

reporting that someone close to the adolescent had completed suicide (=.137, p=.028).  A 

different set of secondary trauma exposure items explained 19.3% of the non-Aboriginal 

adolescents variance in PTSD symptom scores (F(1,219)=5.160, p=.024).  This included 

witnessing someone close being bullied (=.240, p<.001), knowledge of someone close to the 

adolescent being sexually abused (=.184, p=.009) or making a suicide attempt (=.156, 

p<=.024).  Although secondary trauma exposure explained little of the variance in PTSD scores, 

it is interesting that completed suicide was predictive of symptom severity amongst the 

Aboriginal adolescents, whereas attempted suicide was predictive of symptom severity amongst 

the non-Aboriginal adolescents.    

 

Logistic regression with the secondary trauma exposure items as IVs demonstrated that the 

Aboriginal adolescents were more than twice as likely to meet the criteria for PTSD by self 

report if someone close to them had completed suicide (Odds Ratio 2.567; CI: 1.16-5.67, 

p=.020), they had witnessed actual violence (Odds Ratio 2.792; CI: 1.16-6.71, p=.022), or a 

drug deal (Odds Ratio 2.558; CI: 1.16-5.63, p=.020).  The non-Aboriginal adolescents were 

more than 2 times more likely to meet the criteria for a diagnosis of PTSD by self report if 

someone close to them had attempted suicide (Odds Ratio 2.394; CI: 1.01-5.68, p=.048), and if 

they had witnessed someone close to them threatened with physical violence (Odds Ratio 2.723; 

CI: 1.08-6.86, p=.033).  Although it is recognised that the significance level of these analyses 

was low. 
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Trauma Exposure Indices Most Predictive of Suicidal Ideation & 

Depression 

 

To further complement the symptomatology picture, logistic regression analyses were 

conducted to establish the direct impact of trauma exposure on suicidal ideation and depression.  

In the previous sections, good support was found for the mediating relationships of PTSD 

between trauma exposure and the emergence of increasing depressive and suicidal ideation type 

symptoms.  However, direct trauma exposure was also found to have some bearing on both 

depression and suicidal ideation scores.  Although this was not beyond that explained by PTSD 

symptoms, the strength of the interaction of the direct trauma exposure indices with increasing 

depression and suicidal ideation symptoms (in the absence of PTSD) is examined below.   

 

A series of logistic regression analyses were conducted.  In the first, suicidal ideation clinical 

group membership (below/above clinical cut-off) was the DV and all 15 direct trauma exposure 

items (no/yes) were the IVs.  For the Aboriginal adolescents, the likelihood of recording 

clinically significant suicidal ideation scores was more than 21 times greater if the adolescent 

reported a history of a previous suicide attempt (Odds Ratio 21.283; CI: 7.34-61.73, p<.001), 6 

times greater if reported threats of violence within the home (Odds Ratio 6.090; CI: 2.34-15.82, 

p<.001) and 4 times greater if involved in a drug deal (Odds Ratio 4.005; CI: 1.04-15.46, 

p=.044).  For the non-Aboriginal adolescents, the likelihood of clinically significant suicidal 

ideation was 6 times greater if the adolescent reported a previous suicide attempt (Odds Ratio 

6.180; CI: 1.86-20.52, p=.003), 4 times greater if reporting threats of violence within the home 

(Odds Ratio 3.957; CI: 1.42-11.04, p=.009) and more than 3 times greater if a passenger in a 

vehicle with an intoxicated driver (Odds Ratio 3.45; CI: 1.23-9.70, p=.019).   

 

In the second logistic regression analysis, depressive clinical group membership (below/above 

clinical cut of for dysphoria and clinical depression) was the DV and all 15 of the direct trauma 

exposure items (no/yes) were the IVs.  Four of the direct trauma exposure items were found to 

be predictive of moderate to severe clinical depression scores amongst the Aboriginal 

adolescents.  Those that reported the following were approximately 3 times more likely to have 

clinically significant depression symptoms; a previous suicide attempt (Odds Ratio 3.222; CI: 

1.21-8.55, p=.019), and threats of violence within the family (Odds Ratio 2.82; CI: 1.21-6.60, 

p=.017) and actually been hurt by violence within the family (Odds Ratio 3.534; CI: 1.52-8.24, 

p=.003).  Further, Aboriginal adolescents that reported having been sexually abused were 5 

times more likely to have clinically significant depression symptoms than those who did not 

report sexual abuse histories (Odds Ratio 4.972; CI: 1.35-18.34, p=.016).  The only direct 

trauma exposure index found to be predictive amongst the non-Aboriginal adolescents also 

related to sexual abuse, with those reporting having been sexually touched 6 times more likely 
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to score within the clinical range for depression symptoms (Odds Ratio 6.371; CI: 2.50-16.24, 

p<.001).  

 

In comparison with the direct trauma variables found to be predictive of PTSD clinical group 

membership, some common themes emerge.  With a previous suicide attempt; the reporting of 

sexual touching or sexual abuse; threats of violence or actual violence within the family home; 

and exposure to both drink driving and drug deals having a significant bearing on the Aboriginal 

adolescents clinical group membership for PTSD, suicidal ideation and depression.  A similar 

pattern is also observed amongst the non-Aboriginal adolescents, although this is not as strongly 

associated with suicide attempts and included at times, bullying.  

 

The Protectiveness Afforded by Well Being 

 

Finally, to establish the manner in which the well being variables may be ‘protective’ in 

providing the intrapersonal resources or resilience to face adversity, a further series of linear 

regression analyses were conducted.  In these analyses, PTSD, depression and suicidal ideation 

were considered as DVs, and all of the well being measures as IVs.  To maintain adolescent 

group numbers, each DV was entered into a series of the linear regressions with a set sequence 

of the IVs.  In the first regression, the DV was regressed with the IVs of gender, age, anger1, 

shame, self esteem and hopelessness.  The majority of both adolescent identity groups recorded 

total scores on these measures, and thus the sample sizes were maintained.  These four well 

being measures formed the base of the set of IVs, to which the other, more poorly reported on 

measures were added in sequence.  In the next regression analysis, the adolescents adaptive and 

maladaptive coping scores were added to the regression.  Following this, another regression was 

performed omitting the coping scores and adding those for alcohol and drug use.  Finally, the 

last analysis omitted both coping and substance misuse scores and added the eight identity 

factor scores.  The last analysis was only considered for the Aboriginal adolescents.  Although a 

laborious process of analysis, consistent themes emerged for each of the dependent variables.  

 

Notwithstanding the omission of the anger items from the derived PTSD total scores, anger 

emerged as strongly predictive variable that in combination with poor self esteem explained 

between 33% and 38% of the variance in the Aboriginal adolescents PTSD scores, when all of 

the other well being and demographic variables were controlled for (see Table 69).  

                                                 
1 As in the previous analysis using both the anger and PTSD scores, the PTSD total scores were recalculated 
with the omission of the anger items shared between these two measures. 
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Table. 69 Linear Regression of Well Being Variables (IV’s) with PTSD Total Symptom Scores (DV)  
 

Regression Equation 
Aboriginal non-Aboriginal 

 t p<  t p< 

PTSD as Dependent Variable (anger items omitted from totals) 

Anger, Shame, Hopelessness and Self Esteem as IV’s  r2 = .368, F(1,205)=10.698, p<.001 r2 = .545, F(1,211)=6.387, p<.001 

Anger .471 .7304 <.001 .425 7.633 <.001 

Self Esteem -.211 -3.271 .001 -.196 -3.495 .001 

Shame - - - .230 4.012 .001 

Gender - - - -.123 -2.527 .012 
Anger, Shame, Hopelessness, Self Esteem,  
Adaptive and Maladaptive Coping as IV’s 

r2 = .384, F(1,107)=6.965, p=.010 r2 = .518, F(1,131)=8.839, p=.004 

Anger .494 5.924 <.001 .465 6.472 <.001 

Self Esteem -.220 -2.639 .010 - - - 

Shame - - - .290 4.063 <.001 

Adaptive Coping - - - .183 2.973 .004 
Anger, Shame, Hopelessness, Self Esteem,  
Alcohol and Marijuana Use as IV’s 

 r2 = .328, F(1,168)=9.634, p=.002 r2 = .520, F(1,186)=6.612, p=.011 

Anger .416 5.587 <.001 .402 6.579 <.001 

Self Esteem -.231 -3.104 .002 -.228 -3.647 <.001 

Shame - - - .194 3.093 .002 

Gender - - - -.137 -2.571 .011 
Anger, Shame, Hopelessness, Self Esteem,  
and the eight Identity Factors as IV’s 

r2 = .377, F(1,172)=3.914, p=.049    

Anger .470 6.780 <.001 - - - 

Self Esteem -.186 -2.701 .008 - - - 

Identity Factor ‘Outsider’ .121 1.978 .049 - - - 
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The only other variable to emerge as significant was Factor VII of the identity measure 

‘Outsider’, however this was only weakly positively associated with increasing PTSD 

symptoms, and did not bring a large change in the explained variance.  For the non-Aboriginal 

adolescents, increased anger and shame, poor self esteem, the increased use of adaptive coping 

strategies, and being female combined to explain 52% to 55% of the variance in PTSD total 

symptom scores.   

 

In the next series of regression analysis with suicidal ideation as the dependent variable, anger 

and poor self esteem were again evident as highly influential variables across each series of 

regressions (see Table 70).  This was however in combination with several of the other well 

being variables, including hopelessness, maladaptive coping, alcohol use and factor I of the 

identity subscales ‘strength of identity’, which together explained between 37% to 50% of the 

variance in the Aboriginal adolescents suicidal ideation scores.  Finding that increased anger 

and hopelessness, poor self esteem and sense of identity, and the use of maladaptive coping 

strategies and alcohol all significantly contributed to suicidal ideation, beyond that explained by 

the other well being and demographic variables.  For the non-Aboriginal adolescents, the 

combination of increased anger, shame and hopelessness significantly explained 44% to 50% of 

the variance in suicidal ideation scores.  

 

When depression was the dependent variable, anger remained highly significant in influencing 

total symptom severity scores amongst the Aboriginal adolescents (see Table 71).  This was 

however in combination with a wider range of other well being variables, including 

hopelessness, self esteem, maladaptive coping and gender that together explained between 35% 

to 48%.  Gender was only weakly statistically significant in the regression analysis. 

Interestingly, anger was also only weakly significant when entered in the regression analysis 

with maladaptive coping strategies, suggesting some overlap in these two constructs.  

 

None of the identity factors were found to have a statistically significant bearing on depression, 

beyond that explained by anger, self esteem and hopelessness.  Which is also interesting given 

that in the earlier analysis, three of the identity factors were found to have a significant, yet 

weak, influence on depression symptoms.  For the non-Aboriginal adolescents, the following 

combination of well being variables explained between 62% and 66% of the variance in total 

symptom scores; increased anger, hopelessness, self esteem, shame and age and being female.  

Each of these variables maintained a high level of statistical significance in the model and in 

combination explained a high proportion of the variance in depression scores. 
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Table. 70  Linear Regression of Well Being Variables (IV’s) with Suicidal Ideation Total Scores (DV)  
 

Regression Equation 
Aboriginal non-Aboriginal 

 t p<  t p< 
Suicidal Ideation as Dependent Variable  
Anger, Shame, Hopelessness and Self Esteem as IV’s  r2 = .389, F(1,230)=4.275, p=.040 r2 = .488, F(1,248)=12.146, p=.001 

Anger .400 6.573 <.001 .354 6.191 <.001 
Self Esteem -.202 -2.886 .004 - - - 

Hopelessness .140 2.068 .040 .320 6.018 <.001 
Shame - - - .186 3.485 .001 

Anger, Shame, Hopelessness, Self Esteem,  
Adaptive and Maladaptive Coping as IV’s 

r2 = .498, F(1,121)=7.449, p=.007 r2 = .435, F(1,149)=4.583, p=.034 

Anger .428 5.609 <.001 .260 3.342 .001 
Self Esteem -.300 -4.280 <.001 - - - 

Maladaptive Coping .193 2.729 .007 - - - 
Shame - - - .241 3.215 .002 

Hopelessness - - - .207 2.141 .034 
Anger, Shame, Hopelessness, Self Esteem,  
Alcohol and Marijuana Use as IV’s 

 r2 = .381, F(1,185)=4.340, p=.039 r2 = .503, F(1,217)=6.309, p=.013 

Anger .325 4.623 <.001 .338 5.718 <.001 
Hopelessness .212 2.741 .007 .390 6.918 <.001 

Alcohol .140 2.388 .018 - - - 
Self Esteem -.169 -2.083 .039 - - - 

Shame - - - .139 2.512 .013 
Anger, Shame, Hopelessness, Self Esteem,  
and the eight Identity Factors as IV’s 

r2 = .365, F(1,192)=4.323, p=.039    

Anger .442 6.770 <.001 - - - 
Self Esteem -.215 -3.249 .001 - - - 

Identity Factor I ‘Strength of Identification’ -.122 -2.079 .039 - - - 
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Table. 71  Linear Regression of Well Being Variables (IV’s) with Depression Total Symptom Scores (DV)  
 

Regression Equation 
Aboriginal Non-Aboriginal 

 t p<  t p< 
Depression as Dependent Variable 
Anger, Shame, Hopelessness and Self Esteem as IV’s r2 = .357, F(1,234)=4.514, p=.035 r2 = .622, F(1,242)=7.135, p=.008 

Anger .269 4.248 <.001 .233 4.672 <.001 
Hopelessness .229 3.302 .001 .318 5.378 <.001 

Self Esteem -.187 -2.636 .009 -.222 -3.576 <.001 
Gender -.115 -2.125 .035 -.117 -2.834 .005 
Shame - - - .151 3.058 .002 

Age - - - .106 2.671 .008 
Anger, Shame, Hopelessness, Self Esteem,  
Adaptive and Maladaptive Coping as IV’s 

r2 = .475, F(1,122)=4.992, p=.027 r2 = .662, F(1,143)=7.072, p=.009 

Hopelessness .428 5.910 <.001 .265 3.412 .001 
Maladaptive Coping .229 3.148 .002 .146 2.795 .006 

Gender -.160 -2.326 .022 -.146 -2.824 .005 
Anger .183 2.234 .027 .206 3.324 .001 

Shame - - - .205 3.373 .001 
Age - - - .132 2.659 .009 

Anger, Shame, Hopelessness, Self Esteem,  
Alcohol and Marijuana Use as IV’s 

r2 = .390, F(1,192)=5.010, p=.026 r2 = .636, F(1,211)=6.071, p=.015 

Anger .311 4.571 <.001 .246 4.779 <.001 
Hopelessness .226 2.973 .003 .315 5.100 <.001 

Gender -.137 -2.388 .018 -.109 -2.464 .015 
Self Esteem -.175 -2.238 .026 -.225 -3.392 .001 

Shame - - - .141 2.738 .007 
Age - - - .112 2.687 .008 

Anger, Shame, Hopelessness, Self Esteem,  
and the eight Identity Factors as IV’s 

r2 = .349, F(1,196)=5.963, p=.015    

Anger .354 5.334 <.001 - - - 
Self Esteem  -.188 -2.490 .014 - - - 

Hopelessness .180 2.442 .015 - - - 
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Summary 

 

Overall, statistically significant differences in the experience of psychopathology and well being 

were evident between the Aboriginal and non-Aboriginal adolescent groups, and between those 

satisfying the criteria for the clinical group and those not satisfying those criteria. The 

Aboriginal adolescents experience of psychopathology clearly indicated comorbidity, with 

direct trauma exposure, suicidal ideation and depression combining to explain 42% of the 

variance in PTSD scores; PTSD and depression combining to explain 43% of the variance of 

suicidal ideation scores; and gender (female) and suicidal ideation scores explaining 38% of the 

variance in depression scores.  Some order amongst this chaos of comorbidity was identified, 

with PTSD found to hold a mediative relationship between direct trauma exposure and suicidal 

ideation and depression symptoms. Of note, secondary trauma exposure was not found to 

strongly interact with psychopathology, and had only a minor effect on hopelessness and self 

esteem when in concert with other more powerful variables.  In addition, several discrete direct 

trauma exposure events emerged to be predictive of clinical levels of PTSD, suicidal ideation 

and depression. Primarily, these related to self directed violence, sexual abuse/assault, threats of 

violence or actual violence in the family home and substance misuse. The well being variables 

of anger, self esteem and hopelessness were also found to have a clear interaction with 

psychopathology, as did to a lesser extent maladaptive coping strategies, substance misuse and 

some aspects of identity (ie negative or conflicting identification, racism, feeling like an 

outsider). These findings and salient aspects of the descriptive analysis from the preceding 

chapters are discussed in the following, final chapter.  
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Chapter Eight.  
Meaning Among Destruction 

 

Overview 

 

Overwhelmingly, the greatest proportion of traumas reported by the Kimberley Aboriginal 

adolescents were of a social origin, reflecting the ‘wounded social relationships’ (p.243, 

McCoy, 2004) that emerged historically ‘when relationships between people and their land and 

between people and people were wilfully destroyed’ (p.88, Atkinson, 2002a).  The breadth of 

the Aboriginal adolescents exposure to self directed violence, interpersonal violence and grief 

was striking for such a young cohort.  This was evident in both the quantitative reporting of 

trauma and through qualitative responses throughout the questionnaire.  The trauma and grief 

experienced when adult family members died prematurely through chronic disease and 

accidents was pervasive, as was the horror for a small group that were proximate to (or directly 

effected by) the suicide of a parent, sibling, cousin, best friend or partner (for example see 

p.171-173).   

 

When qualitatively describing their most frightening experiences, Aboriginal adolescents 

routinely listed ‘fighting’ (within and between family members, peer groups), troubled 

relationships (with family, peer groups), feeling threatened (in community or town), and 

‘deaths’, ‘accident’ and ‘suicide’ (primarily of family members) (see p.170).  This description 

poignantly reflects the social origins of the trauma encountered by many Aboriginal 

adolescents.  Trauma arising from fractured critical relationships within families, peer groups 

and across the wider community, and the impact of early deaths, illness and injury on the sheer 

amount of human capital available to the adolescents during crucial developmental periods.   

 

It was also evident that these personal traumas were further exacerbated by contemporary 

sociopolitical influences.  The Aboriginal adolescents expressed a keen awareness of, and 

sensitivity to, the historical injustices that have directly impacted upon their parent’s and 

grandparent’s generations, as well as Aboriginal people more generally across Australia.  The 

Aboriginal adolescents were also already well acquainted with racism and perceived exclusion, 

or obstacles to be overcome in several societal domains (for examples see Appendix 27, p.458).  

The cumulative sum of exposure to such a breadth of trauma in the adolescents own self 

experience, and that of their peers, family, ancestors and wider community is to be explored in 

this final chapter, in an attempt to find meaning amongst so many layers of destruction – both 

historical and contemporary. 
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Range of Trauma Exposure 

 

‘that it helped you figure out the things that happened’ 

13 year old male Aboriginal adolescent 

 

‘It was alright because it was good for questions like that. Because no-one else can know about 

how you feel and what you going through. Thankyou’ 

15 year old female Aboriginal adolescent 

 

While comparisons between these findings and other adolescent studies were problematic due to 

variations in question structure, age grouping, definitions of trauma exposure and modes of 

analysis, it was clearly evident that many Aboriginal adolescents were exposed to very 

significant trauma throughout childhood and adolescence.  

 

Almost a third of the Aboriginal adolescents reported direct and secondary exposure to the 

completed and/or attempted suicide of significant others, and one tenth had themselves 

attempted suicide.  These proportions were greater than indicated by non-Aboriginal 

adolescents, although even amongst this group 28% knew of the attempted suicide of someone 

close and 7% had themselves attempted suicide.  In the West Australian Aboriginal Child 

Health Survey (Zubrick et al., 2005) 18% of adolescents knew a friend that had attempted 

suicide in the last 12 months, and 6.5% had themselves attempted suicide in that period.  This 

may well be similar to the current study which found much higher figures (32% and 10%) but 

did not limit the time frame.  Certainly the exposure of Aboriginal adolescents in the Kimberley 

(and across the State) to the attempted suicide of others is considerably higher than the 10-13% 

observed internationally in school based samples (Duckworth et al., 2000; Watkins & Gutierrez, 

2003; Elkit, 2000).  The possible consequences of Aboriginal adolescents high level of exposure 

to the suicidal behaviour of others, and the relationship this held with the adolescents own 

suicidal behaviours and ideation are discussed later in this chapter (see p.333).  

 

Because of methodological constraints inherent in self report measures, it is difficult to 

disentangle some of the contextual details of the trauma exposure reported by the adolescents.  

It was not practical to record the frequency of the exposure, and it is not known if the 

adolescents were referring to one discrete event, repeated inter-related events, or several isolated 

events.  It is also not known how many different adolescents were referring to the same event/s, 

which is perhaps more likely in remote areas given the close relationships and large extended 

networks of family and community.  The proximity of the adolescents to the trauma was also 

not known beyond the artificial delineation of direct and secondary exposure.  When examining 
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qualitative comments made in relation to self directed violence at the beginning of the PTSD 

measure, it was apparent that exposure ranged from the most proximal ‘Cut [name omitted] 

down i dont know’, where the girl found her deceased friend hanging and cut the rope to release 

her, to the somewhat more removed ‘My best friend hanged her self in [month] this year’ listed 

by another girl of the same age, to the even more general ‘Killing Themself’ listed by a boy of 

the same age.  All of these adolescents had accurately reported on the secondary trauma 

exposure measure that someone close to them had completed or attempted suicide. Yet their 

experiences and degrees of exposure are very different.   

 

Under one fifth of the Aboriginal adolescents had been threatened (17%) or physically hurt 

(17%) by violence in their own homes, and close to one quarter had been threatened (27%) or 

physically hurt (23%) by violence in their community.  In addition, an astonishing two thirds 

had witnessed family violence in other peoples homes (64%); up to one half had witnessed 

someone close threatened (48%) or physically hurt (48%); and close to another half had 

witnessed some significant form of community violence (46%).  These figures match those 

extensively reported elsewhere, and as Dodson (2003) commented ‘to read the many reports 

detailing violence in our communities is to make one weep’ (p.2, see also Queensland 

Aboriginal and Torres Strait Islander Women’s Taskforce on Violence Report, 2000; Memmot, 

et al., 2001; Indermaur, 2001; Mukherjee, Carcach, McDonald & Barnes, 1998; ABS, 2007).  

For example, almost half of the adolescents in the West Australian Aboriginal Child Health 

Survey (Zubrick et al., 2005) indicated exposure to family violence.  Again, in the Northern 

Territory, 49% of urban adolescents knew a victim of domestic violence (n=164, 12-18 years; 

Thompson, 1998).  Unfortunately, it appears that the appalling level of interpersonal violence in 

the Kimberley may well only be similar to that encountered in other remote and rural 

communities and towns around Australia.   

 

When placed in an international context, the Kimberley Aboriginal adolescents rates of 

secondary exposure to family violence and community violence were similar to those reported 

by African American youth from urban, low income communities targeted for known high rates 

of violence exposure (Fitzpatrick & Boldizar, 1993; Duckworth et al., 2000; Erwin et al., 2000).  

When considering direct victimisation, the figures reported by the Aboriginal adolescents were 

lower than those given by African American adolescents in these urban settings, and juvenile 

detention centres where between 30% to 80% have been the victim of physical violence in their 

home and/or community (Erwin et al, 2000; Duckworth et al, 2000; Fitzpatrick & Boldizar, 

1993), yet greater than those reported in other international school based student samples (Elkit, 

2001; Flannery, 1998; Gianconnia et al., 1995).  Overall this suggests that the Kimberley 

Aboriginal adolescents bear witness to interpersonal violence in their home and community at 

rates not dissimilar to those encountered by African American youth in highly urbanised 



 298 

centres, and although not physically injured as often as this urban comparison group, are 

directly victimised at rates higher than most other school based samples internationally.      

 

In addition to documenting high levels of interpersonal violence exposure, patterns of direct 

victimisation emerged that varied between the adolescent identity groups.  In the home, an equal 

proportion of both adolescent identity groups reported threats of violence (approximately 17%), 

although fewer of the non-Aboriginal adolescents indicated that they were physically hurt (11% 

vs. 17%).  Alternately, in the community an equal proportion of both adolescent groups reported 

having been physically hurt (approximately 23%), although fewer of the Aboriginal adolescents 

indicated that they were threatened with violence (27% vs. 35%).  Thus the protagonists and the 

location of the conflict vary, with more of the Aboriginal adolescents victimised in their homes, 

and more of the non-Aboriginal adolescents facing rejection, taunts and threats of violence in 

their community (including bullying and racially based peer group conflict as suggested by 

qualitative comments, for example see Table 26, p.171 and Appendix 27, p.489).  These varying 

pattens may possibly reflect different cultural constructions of family, and the socioeconomic 

factors that influence very different physical homes, with the Aboriginal adolescents more likely 

to be living in poverty in overcrowded public housing in state defined town areas or remote 

communities.  This pattern also speaks of fractured relationships between adults, in the child 

and adolescents environment, where the youngsters increased exposure and proximity to family 

violence increases the likelihood that they may themselves be hurt in the course of a conflict.  

These findings have grave consequences for the Aboriginal adolescents in the Kimberley.  

Trauma that is interpersonal in origin has the most deleterious impact on mental health and 

wellbeing (see p.54).  Furthermore, for many adolescents there may be little respite from 

interpersonal violence exposure given the location of the trauma in all aspects of the adolescents 

environment; be that family violence in the adolescents own home, other peoples homes, or 

community violence in their neighbourhood.   

 

Without question, child sexual abuse has a devastating effect on the developing mental health 

and well being of children and adolescents (HREOC, 1997; World Health Organisation, 2002), 

and is associated with an increased likelihood of suicidal ideation and attempts throughout 

adolescence and young adulthood (Brodsky et al., 2001; Zoroglu et al., 2003; Anderson et al., 

2002; Ullman & Brecklin, 2002; Gutierrez, Thakkar & Kuczen, 2000; Fergusson & Horwood, 

2001; Fergusson, Boden & Horwood, 2008).  In the current study, 5% and 7% of the Aboriginal 

and non-Aboriginal adolescents reported that they had been sexually abused; 8% and 10% 

reported unwanted sexual touching; and 22% of both adolescent groups reported knowledge of 

the sexual abuse of someone close to them (see p.101 for definitions; see p.153 for statistics).  

By comparison, in the large scale study of South Australian students, 3.6% self reported that 

they had been sexually abused (Martin et al., 2004a).  Internationally, some school based 
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samples have indicated lower rates, with up to 2% of adolescents self reporting sexual abuse 

(Elkit, 2001; Giaconia et al., 1995).  Others have found higher rates, for example 10.7% of 

Turkish students self reported childhood sexual abuse (n=839, 16 years mean; Zoroglu et al., 

2003), and during interviews with a large sample of Maori youth 7.5% reported childhood 

sexual contact abuse, and 5.6% penetrative abuse (Fergusson, Horwood & Lynskey, 1997) .  In 

terms of secondary exposure, one study found 3.8% of school students knew that someone close 

to them had been sexually abused (Elkit, 2001).   

 

Retrospective rates of sexual abuse have been more extensively studied amongst adult samples.  

A national study of older Australians found 6.7% acknowledged childhood physical abuse, and 

6.5% acknowledged childhood sexual abuse (n=21,755, 72 years mean; Draper et al, 2008).  In 

a large study of adults in Canberra, 1.1% reported sexual abuse and 5.2% physical abuse by a 

parent, and 5.5% witnessed the physical or sexual abuse of other family members (n=7432, 20 

to 64 years; Rosenman & Rodgers, 2004).  More generally, it has been estimated that children 

will be present and witness one in five adult sexual assaults – particularly when the assault 

occurs in domestic settings (Pynoos & Eth, 1985 in Raphael, 1992).  On the surface, it would 

appear that the Kimberley adolescents reported sexual abuse figures that were higher than other 

student samples, and retrospective reports by adults in Australia.  In addition, the adolescents 

indicated a disproportionate amount of secondary exposure, through knowledge of the sexual 

abuse of a peer or family member.  Again, this may in part be a reflection of the close and 

extended networks of adolescents, peers and families in remote and rural areas.   

 

A number of reports have estimated that less than 30% of sexual assaults on children and less 

than 10% to 15% of sexual assaults generally, are reported to police, and that the rate of 

reporting is likely to be much lower amongst Aboriginal families and communities (Stanley, 

2003; Gordon, Hallahan & Henry 2002); possibly because of fear of repercussions, of police 

attitudes, and of not been believed (Aboriginal Women Speak Out in Queensland Women’s Task 

Force on Violence Report, 2000). According to the Gordon Inquiry sexual assaults of 

Aboriginal children and adolescents under 16 years in WA were reported to police at twice the 

rate of non-Aboriginal children and adolescents (Gordon, Hallahan & Henry 2002).  Based on 

self report in the current study the non-Aboriginal adolescents reported more sexual assault than 

the Aboriginal adolescents.  This apparent difference may reflect greater reluctance to report 

even in an anonymous survey or varying interpretation of what constitutes sexual assault 

between the groups or in fact that the non-Aboriginal adolescents remaining at secondary school 

in the Kimberley are at equal or higher risk.  

The true rate of child sexual violence and abuse in Aboriginal communities is not known, but is 

far greater and impacting on many more children and adolescents than reported.  The true rate 

of childhood sexual abuse was unlikely to be reflected in the findings of the current research.  
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The number of adolescents reporting a history of suicide attempt/s and suicidal ideation is 

thought to suggest a higher frequency of childhood sexual abuse (Pears & Noller, 1995).  

Further, single episodes of direct victimisation are rare, sexual abuse more often occurs in a 

‘context of abuse’, where physical abuse, neglect and other multiple severe adversities are also 

present (Rosenman & Rodgers, 2004; Buchanan, 1998).  Given that the adolescents reported 

considerable direct exposure, and massive amounts of secondary exposure to all forms of 

violence, it is likely that the figures found in the current study are conservative.  This is in part 

attributed to disclosure issues as mentioned above.  These are understood to be set within the 

broader context of societal responses to trauma.  Societal responses to interpersonal trauma, 

sexual trauma and child related trauma fluctuate with gender and identity (and all of the 

attendant stereotypes or ‘ism’s’) and this will have a bearing on perceived or actual social 

support available to the young person.  Wyatt, (1990), Bernard (2002) and Andrews, Brewin 

and Rose (2003), have all illustrated the critical importance of social responses in determining 

outcomes for the survivor of interpersonal violence, particularly female survivors and ‘Black’ or 

‘Ethnic Minority’ children worldwide.  These same concerns are echoed here, in the findings of 

the current research, and in respect to the broader Australian sociopolitical landscape.   

 

The final category of ‘other’ trauma examined unsafe environments.  Direct exposure to drink 

driving, accidents, stealing and vandalising, and drug deals were reported by between one 

quarter and one twentieth of the Aboriginal adolescents.  Secondary exposure to these events 

more generally in their neighbourhoods was more common, with between one half and one third 

of the Aboriginal adolescents reporting this.  Non-Aboriginal adolescents indicated significantly 

less direct and secondary exposure to drink driving, and to stealing or vandalising in their 

neighbourhood.  These figures reflect the unsafe environments described by Aboriginal 

adolescents in the Chose Life Report (KAMSC, 1999), and fit more broadly with the 

disproportionately high rates of accident and injury associated with substance abuse affecting 

Aboriginal people in the State as reported elsewhere (Mouzos, 2001; Atkinson, Gray & Bridge, 

1999).  

 

In summary, Aboriginal adolescents in the Kimberley are witness to and have knowledge of an 

extraordinary amount of trauma in the lives of significant others – in particular attempted and 

completed suicide/s, interpersonal violence and child sexual abuse.  Rates of secondary 

exposure to the former were massively disproportionate with their non-Aboriginal peers, and the 

latter with other student and adolescent community based samples nationally and 

internationally.  Unfortunately, the finding that half to two thirds of the Aboriginal adolescents 

had some form of secondary exposure to family, peer and community violence was similar to 

other studies and reports within Australia and internationally.  Direct exposure and victimisation 

was less common, but remained elevated in comparison with the other adolescent groups – 
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specifically with respect to self directed and interpersonal violence.  Witnessing violence and 

being hurt by violence in childhood and adolescence is a risk factor for future perpetration and 

further victimisation in adult life (Indermaur, 2001; Green, 1998a; Atkinson, 2002a; Herman, 

1992b).  Quite simply, violence often brings further violence, and without redress it is possible 

that self directed and interpersonal violence will be played out in the young adults relationships 

with self and others, thus perpetuating trauma into future generations.   

 

 

Self Reported Rates of PTSD, Suicidal Ideation & Depression 

 

‘Well this was okay because I don't really tell any about most of the things I have told yous and 

it feel okay to tell you mob.  It make is a bit better telling some I don't know then someone I do 

now. PS(I don't really tell my nana everything because she don't now that it has happed to me).’ 

17 year old female Aboriginal adolescent 

 

‘I would have never told anyone all this kind of stuff face to face’ 

13 year old female non-Aboriginal adolescent 

 

Running parallel to the considerable breadth of the Kimberley Aboriginal adolescents lifetime 

exposure to trauma were high rates of self reported psychopathology with a significant 

proportion meeting the diagnostic criteria for PTSD, clinical thresholds for suicidal ideation, 

and to a somewhat lesser extent, dysphoria and depression.  The rates of PTSD indicated by 

Aboriginal adolescents were up to five times greater than that recorded by Australian adults 

nationally (Creamer et al., 2001) and reasonably similar to those observed amongst Australian 

Vietnam Veterans (Parslow et al., 2000).   Although alarming, this is not unprecedented.  Robin, 

Chester, Rasmussen, Jaranson and Goldman (1997) found the prevalence of PTSD amongst a 

general sample of ‘American Indian’ adults to be several times greater than that of the American 

public, and more akin to groups selected for known exposure to severe and extreme events such 

as mass shootings, major burns and combat.    

 

Fourteen percent of the Kimberley Aboriginal adolescents met the criteria for a diagnosis of 

PTSD by self report.  At the same time, 12% of the non-Aboriginal adolescents also met this 

criteria.  These rates were higher than that seen in other adolescent student samples, where 

prevalences have ranged from 6% of American students (Giaconia et al., 1995) to 9% of Danish 

students (Elkit, 2002).  Yet, remained lower than those reported by adolescents in samples 

targeted for known violence exposure and victimisation – where up to one quarter have self 

reported PTSD in America (Berton & Stabb, 1996; Jaycox et al., 2003) or following natural 
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disaster in Taiwan (Hsu, Chong, Yang & Yen, 2002).  Without doubt the greatest incidence of 

PTSD is found amongst high risk populations, such as acute psychiatric admissions where for 

example 32% of Latino, African American and Caucasian adolescents presented with PTSD on 

clinical interview (Lipschitz, et al., 1999); and incarcerated youth where 36% of Australian 

juvenile offenders in Tasmania (Bickel & Campbell, 2002) and 35% of Caucasian, Hispanic and 

African American juvenile offenders have self reported PTSD (Erwin et al., 2000; see Appendix 

18, p.409 for comparison table). 

 

The Kimberley adolescents resembled perhaps most closely the prevalences identified amongst 

children and adolescents presenting to mental health clinics in rural areas of South Africa, 

where PTSD was the presenting issue for 11.5% in the KwaZulu-Natal region (Pillay et al., 

1999).  This was in comparison with the urban component of the sample of children and 

adolescents in Durban, of whom 1.3% presented with PTSD (Pillay et al., 1999).  Diagnosis of 

PTSD in the KwaZulu study were made by visiting clinicians and it is acknowledged that 

clinical assessments generally yield more conservative estimates of prevalence than self report 

(Erwin et al., 2000), yet some comparison remains plausible between the rural South African 

and Kimberley samples.  Pillay et al. (1999) explained the markedly higher rates of PTSD 

reported by the rural children and adolescents through their increased exposure to political 

violence in these areas, either directly through attacks made on family members or by 

witnessing such violence in their neighbourhood.   

 

Exposure to the impact of an industrial fire on family members and friends (either by witnessing 

the fire, or having someone close injured or killed in the fire) was found to evince diagnosis of 

PTSD by self report amongst 12% of a large sample of African American and Caucasian 

students following an industrial fire (n=1,019, 12.6 years mean).  It has already been established 

that the traumas encountered by the Aboriginal adolescents in the Kimberley were primarily 

social in origin.  At the same time it must be acknowledged that the non-Aboriginal adolescents 

also indicated exposure to the same range of socially based trauma, in smaller numbers, but 

nonetheless similar experiences relating to violence, feeling threatened or fearful, troubled 

relationships, deaths and accidents (see p.170).  Indeed, the proportion of non-Aboriginal 

adolescents that also self reported PTSD diagnosis – in the same range as amongst adolescents 

exposed to an industrial fire - was an unexpected finding.  While the prevalence of self reported 

PTSD was high it was perhaps surprising that Aboriginal adolescents self reporting PTSD was 

not as great as amongst other adolescent comparison groups internationally reporting similar 

levels of exposure to interpersonal violence.  This is discussed further in relation to the 

influence of increasing trauma exposure, identity and gender on the adolescents experience of 

PTSD, suicidal ideation and depressive symptomatology in the next section (see p.308).   
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Of all the clinical indicators, it was on the measure of suicidal ideation that the most pronounced 

differences were seen between the Aboriginal adolescents, their non-Aboriginal peers and other 

student samples internationally (see Appendix 22, p.427).  Suicidal ideation may culminate with 

more specific plans relating to the conduct and outcome of a suicide attempt (Reynolds, 1988) 

preceding attempts and in some cases leading to completed suicide (Mazza & Reynolds, 2001).  

In the current research, the Suicidal Ideation Questionnaire Junior (Reynolds, 1988) was 

adapted for use with adolescent in the Kimberley (SIQ-Jr-KA) so that comparisons with other 

samples that had also employed this measure, or adapted versions were possible (see p.107).  

Aboriginal adolescents were expected to report suicidal ideation at higher than standard levels 

given the history of a large disproportionate rate of completed suicides in the region (see p.70).  

 

In the Kimberley setting, almost twice as many of the Aboriginal adolescents (14%, n=41) as 

non-Aboriginal adolescents (8%, n=22) indicated clinically significant suicidal ideation, with 

total aggregated symptom severity scores that were statistically significantly greater (p<.05).  

The proportion of Aboriginal adolescents meeting the clinical threshold for suicidal ideation 

were also greater than that observed in other studies that have employed the SIQ-Jr.  In the SIQ-

Jr standardisation study (n=1,228, 13 years mean), 11% of Caucasian American students met 

the clinical threshold (Reynolds, 1988).  Subsequent studies found around 8% of African, 

Hispanic and Caucasian American students will self report clinically significant suicidal 

ideation (Reynolds & Mazza, 1999; Mazza & Reynolds, 1999).  These lower figures are more in 

line with the proportion of non-Aboriginal adolescents in this study, and this highlights the 

prominence of clinically significant suicidal ideation among Aboriginal adolescents in the 

region. 

 

Another indicator of the presence of suicidal thoughts and behaviours was presented earlier, 

with the finding that 10% and 7% of the Aboriginal and non-Aboriginal adolescents self 

reported histories of suicide attempt/s.  Figures of a history of suicide attempt/s indicated by 

adolescents in other large scale community samples, range in Asia Pacific from 3% of New 

Zealand adolescents (n=954, 16 years; Fergusson & Lynskey, 1995); to 6% of South Australian 

students (n=2,485, 14 years mean; Martin et al., 2004a); and internationally from 6% of Danish 

students (Elkit, 2000) to 10% of American and Turkish students (Mazza, 2000; Zoroglu et al., 

2003).  The findings for the Kimberley adolescents are at the upper end of this range.   

 

Studies of suicidal ideation and attempt histories with Australian samples have most commonly 

been assessed using single item statements.  The West Australian Child Health Survey (Zubrick 

et al., 2005) identified 16% of Aboriginal adolescents had thought about suicide in the last year, 

and 6.5% had made a suicide attempt in the past six months.  In the New Zealand study, 12% of 

the 16 years olds reported suicidal ideation and 3% a history of suicide attempt/s (Fergusson & 
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Lynskey, 1995).  The results in this study were between the rates in the broader studies above 

and those found in smaller, focussed samples with Aboriginal adolescents and adults in Western 

Australia.  In an older study amongst a high risk custodial sample of Aboriginal youth in the 

Kimberley, Hunter (1988b) found higher rates (n=100, 9% juvenile), where 25% of detainees 

reported suicidal ideation and 15% a previous suicide attempt during clinical interview.  More 

recently Westerman (2002) reported much higher rates of suicidal ideation, 43% of urban 

Aboriginal adolescents in Perth and 41% of rural Aboriginal adolescents in the Pilbara region 

(n=182, 13 to 17 years) however it is difficult to compare studies with very different methods.  

 

The extent of suicidal thoughts and behaviours indicated by the Aboriginal adolescents was 

perhaps most directly comparable (psychometrically and in terms of prevalence) to that self 

reported by ‘American Indian’ students at a boarding school in North America (n=163, 16 years 

mean, Keane et al., 1996).  Of this sample, 18% met the clinical threshold for suicidal ideation 

on the SIQ-Jr, and 18% reported past suicide attempt/s.  Further, the total mean SIQ-Jr scores 

recorded by the Indigenous students were remarkably similar (Kimberley Aboriginal 

adolescents M=14.8, SD=18.9; American Indian adolescents M=15.4, SD=20.1; see Appendix 

22, p.427; and p.193 for details of equivalent SIQ-Jr scores).  The difference in suicide attempt/s 

history may be due in part to age differences, with the older American Indian adolescents by 

virtue of increased age having had more opportunity to make a suicide attempt, than the younger 

cohort of Kimberley Aboriginal adolescents (mean age of 14 years).  However, Keane et al., 

(1996) did acknowledge that youth suicide is more prevalent amongst American Indian youth 

than that of the nation, and may be an even more extensive problem in certain environments, 

such as boarding schools.  This was attributed to rapid societal changes. 

 

Two months after the research was conducted at the boarding school in North America there 

was a shocking cluster of suicide attempts, with 10 adolescents (6.1%) attempting 

(unsuccessfully) to take their life.  Although unfortunate and unexpected, this did allow Keane 

et al. (1996) to establish that the threshold for clinically significant suicidal ideation on the SIQ-

Jr was an excellent predictor of future suicide attempt – better than any of the other measured 

indicators of psychological distress (depression, anxiety, alcohol use), and second only to the 

predictive capability of the adolescents self reported suicide attempt/s history.   

 

In the current research, Aboriginal adolescents who reported a history of suicide attempt/s were 

21 times more likely than their non-attempting Aboriginal peers to have current, clinically 

significant suicidal ideation (Odds Ratio 21.283; CI: 7.34-61.73, p<.001).  It is not known how 

many of the Aboriginal adolescents who took part in the current research later attempted 

suicide, however early monitoring suggested the rate was not high.  Every effort was made 

during and after the research, to provide support and appropriate local community based 
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referrals for at risk adolescents (see p.99, p.137-139).  The effect of these relatively low impact, 

individual specific instances of support and referral is not known,  nor is the impact of the large 

scale distribution of the social and emotional well being and mental health promotional 

packages given to every research participant. However it may well be that the low key 

screening, support and referral approach, accompanied by promotional resources specifically 

targeted at Aboriginal youth encouraging help seeking and positive mental health was effective 

(Milroy, personal communication, 2008).  Information from informal sources suggests that none 

of the completed suicides that have occurred in the Kimberley region over the last eight years 

were by former research participants.  However, the link between suicidal ideation and attempts 

remains a significant concern for the well being of all Indigenous youth in the Kimberley and 

Australia – as well as worldwide and are discussed later in this Chapter in the context of 

cumulative trauma and interaction with the other psychopathology and well being indicators 

(see p.330).  In summary, it is clear that Aboriginal adolescents in the Kimberley experience 

suicidal thoughts and engage in suicidal behaviours at rates higher than their non-Aboriginal 

peers, and other student samples, but not inconsistent with the experiences of at least some 

Indigenous youth in Australia and other developed countries.     

 

Depression was not as commonly observed as suicidal ideation or PTSD, and it was on this 

clinical indicator that the two adolescent identity groups most resembled each other, and other 

student samples.  Eight percent of both adolescent identity groups (n=24; n=23) met the 

symptom threshold for dysphoria, and a further 12% (n=36) of the Aboriginal adolescents and 

8% of the non-Aboriginal adolescents (n=26) met the threshold for clinical depression.  These 

figures are remarkably similar to those identified for dysphoria (around 8%) and clinical 

depression (around 12%) in school based samples in both Brazil and Turkey, using variations of 

the same measure adapted for use in the current research (Gorenstein et al., 2005; Toros et al., 

2004) and in line with the prevalence of internalising disorders found amongst 13% of 

Australian adolescents in the child and adolescent component of the National Survey of Mental 

Health and Wellbeing (Sawyer et al., 2001).  As well as the moderate and highly clinically 

significant emotional symptoms noted by close to 11% of Aboriginal adolescents in the West 

Australian Child Health Survey (Zubrick et al. , 2005).  Overall, it would appear that depression 

was not as elevated as the other clinical indices in the Kimberley sample, and was experienced 

by both adolescent identity groups at rates that were not dissimilar to that seen amongst other 

student samples in Australia and internationally.  This does not diminish the seriousness of 

depressive symptoms, but instead draws attention to the predominance of clinically significant 

suicidal ideation, and the perhaps previously unrecognised raised levels of PTSD amongst 

Aboriginal adolescents in the Kimberley region.    
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Highly pronounced gender differences were also revealed on all of the clinical indicators, with a 

far greater proportion of the female Aboriginal and non-Aboriginal adolescents meeting the 

diagnostic criteria for PTSD and clinical thresholds for suicidal ideation and clinical depression.  

Of principal concern was the magnitude of the observed gender differences, which were at times 

greater than the commonly noted two to one ratio in adolescent research (Toros et al., 2004; 

Gorenstein et al., 2005; Bennett et al., 2005; Chinet et al., 2005; Elkit, 2001).  The heightened 

presence and severity of symptomatology experienced by the female adolescents often placed 

them amongst highest risk groups in Australia and internationally, while the male adolescents 

were more on a par with other student samples.   

 

For PTSD, 7% and 5% of the male Aboriginal and non-Aboriginal adolescents self reported  

this diagnosis.  This was in stark contrast to the 18% indicated by both the female Aboriginal 

and non-Aboriginal adolescents, who thus resembled - more closely than their male peers - the 

self reported prevalences of adults from war zones, including family physicians practising in 

Bosnia and Herzegovina during conflict, and female Cambodian refugee’s (post partum) in 

Australia for less than a year (Hodgetts et al., 2003; Matthey et al., 1999).   

 

On the SIQ-Jr, clinical thresholds were met by 7% and 5% of the male Aboriginal and non-

Aboriginal adolescents, and 20% and 11% of the female Aboriginal and non-Aboriginal 

adolescents.  It is alarming that one in five of the Aboriginal girls in the current research 

reported clinically significant suicidal ideation.  Proportionally, this was twice that of the female 

non-Aboriginal adolescents (who were relatively well matched on the other clinical measures), 

and three times greater than the male Aboriginal adolescents.  This adds to the pre-existing 

knowledge that young Aboriginal men and women may equally experience suicidal ideation and 

engage in suicidal behaviours, but that young men are more likely to use fatal means such as 

hanging when attempting suicide than young women (Elliott-Farrelly, 2004; Parker & Ben 

Tovim, 2002; Hillman et al., 2000).  Historically, completed suicides in the Kimberley were 

almost exclusively made by young Aboriginal men and adolescents rather than young women 

(Hillman et al., 2000; Hunter, 1993; Hunter, 1991; Hunter, 1988a).  Yet, in the current research 

it is clear that a considerable proportion of young women experience high levels of suicidal 

ideation, that may be manifest in suicide attempt/s.  It is possible that male Aboriginal 

adolescents had more barriers to self reporting suicidal ideation in the current research than in 

other studies, possibly because of the stigma associated with young male suicides in the region 

(ie not wanting to be identified).  This could be in addition to the more general gender bias 

where boys are less likely to self disclose emotional states or symptoms than girls (Peters, 

Issakidis, Slade & Andrews, 2006; Gavranidou & Rosner, 2003).    
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At the same time, during the brief clinical interviews conducted post testing, a wide array of 

suicide plans were narrated by the female Aboriginal adolescents, including the use of pills, 

rope or an ‘accident’.  But as one young girl explained – ‘the cars kept slowing down’, every 

time she tried to jump out suddenly in front of one.  It is only in recent years that a small 

number of the completed suicides in the Kimberley have been committed by young women 

using fatal means such as hanging.  Given the possibly common occurrence of suicidal 

thoughts, behaviours and plans amongst young Aboriginal women – it is fortunate that to date 

non fatal means are more often considered or used, however the proportion considering means 

more likely to be fatal may well be increasing.   

 

An additional protective factor for girls may be the social networks commonly cited during the 

brief clinical interviews.  Across rural towns and remote communities in the region, girls at risk 

of suicide were often close friends with each other, and details of suicidal thoughts or plans 

appeared to be shared amongst these small groups.  At first glance this may appear concerning, 

but these girls were able to confide their experience and feelings without censure to a peer group 

– which often included slightly older female sisters / cousins.  At the same time, it was also 

more likely that the at risk girls would have friends and female relatives nearby when in crisis or 

when engaging in suicidal behaviours – thus increasing the chances of another person 

intervening in what could otherwise be an effective attempt.  Indeed, the at risk girls most often 

cited these relationships, and obligations to younger siblings, older siblings, cousins, parents, 

aunts and grandmothers as the main reason they would not take their own life.  It is important 

that the protectiveness afforded by these strong, complex and at times difficult adolescent 

relationships with peers and family are not overlooked.  These social networks must be a 

primary site for support from the wider family and community.    

 

The patterns for depression were a little different, although again girls scored much more highly 

on these indices.  More of the female adolescents reported scores above the threshold for 

clinical depression (19% and 18% of female Aboriginal and non-Aboriginal adolescents; 4% 

and 1% of male Aboriginal and non-Aboriginal adolescents).  While not reporting high levels of 

depressive symptoms boys did report lower levels of symptoms (dysphoria) with, slightly more 

of the male Aboriginal (9%) and non-Aboriginal (17%) adolescents scored in this range than the 

female Aboriginal (8%) and non-Aboriginal (9%) adolescents. Males, especially non-Aboriginal 

males would report some symptoms but still reported symptoms at a much lower level. 

 

Finally, few clear patterns were observed for age, although the 15 year old female Aboriginal 

adolescents consistently reported the poorest outcomes on all measures.  This may be an artefact 

of the gender based response bias already mentioned - in this case with the female adolescents 
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more likely to disclose emotional states, combined with age related changes in the sample, as 

considered at length in Chapter Four (see p.92).    

 

Clinical presentations of PTSD can be exceedingly complex due to the high frequency of 

comorbidity with other clinical disorders (Donnelly & Amaya-Jackson, 2002).  As described in 

Chapter 7 (see p.275), around one quarter of both adolescent identity groups indicated clinically 

significant symptoms on one or more of the four different measures (PTSD, suicidal ideation, 

past suicide attempt/s, and depression), and about half of the adolescents who scored above the 

threshold on one measure scored above the cut off on more than one of these measures.  Such 

comorbidity is not uncommon amongst adolescent samples presenting with PTSD 

symptomatology subsequent to extensive trauma exposure (Lipschitz et al., 1999; Flannery, 

Singer & Wester, 2001; Martin et al., 2004a; Terr, 1991).  There is also support in the 

adolescent literature for a strong association between PTSD and suicidal thoughts and 

behaviours (Mazza, 2000).  Other student samples have also documented the extent of comorbid 

PTSD and depression (Mazza & Reynolds, 1999; March, Amaya-Jackson, Terry & Contanzo, 

1997).  In the current research, comorbidity is clearly a feature of the Aboriginal adolescents 

experience of psychopathology. Comorbidity and dual diagnosis was observed by Durie (1999) 

to be the most common presentation of mental health disorders by Maori youth in New Zealand.   

 

In summary, a startling proportion of Kimberley Aboriginal adolescents in the current research 

met the diagnostic criteria for PTSD and clinically significant thresholds for suicidal ideation.  

This was at rates that were raised by comparison to other student samples, and tended to be in 

line with selected high risk adolescent groups nationally and internationally.  Clinical 

depression was not as commonly observed, and tended to be more similar to other student 

samples. Gender differences were highly pronounced, with the female adolescents consistently 

reporting the poorest outcomes and comorbidity was common.  These findings have important 

consequences for service access, clinical assessment, treatment and recovery pathways – all of 

which are explored in the final section of this Chapter. 

 

Trauma Pathways 

 

‘It was good it lets you get things out of your system if something bad did happen or if nothing 

happened.’                                          

12 year old female non-Aboriginal adolescent 

 

 ‘Some of these questions gave me some bad memories of what happened in the past’ 

12 year old female Aboriginal adolescent 
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The Mediatory Role of PTSD  

 

The adolescent’s lifetime trauma exposure based on the direct and secondary trauma exposure 

measures held a strong relationship with PTSD symptom severity.  A preliminary series of 

stepwise regression analysis with the demographic and clinical measures, supported the 

relationship between age and gender and psychopathology; and confirmed the strength of 

comorbid association between PTSD, suicidal ideation and depressive symptoms for both 

adolescent identity groups (p<.001 in all analysis, see p.279).  The inclusion of lifetime trauma 

exposure on the final step of this series of analyses, did not significantly add to the severity of 

the adolescents suicidal ideation or depression – beyond that already explained by PTSD and 

the demographic variables.  This suggests that while lifetime trauma exposure has a direct 

influence on PTSD, the interaction with suicidal ideation and depression may be more indirect.  

A subsequent series of regression analyses (see p.283), suggested that PTSD may mediate the 

relationship between direct trauma exposure and the severity of suicidal ideation and depressive 

symptoms.  This relationship was not found for the more pervasive secondary trauma exposure.      

 

Studies with other adolescent student samples in urban centres of America have found PTSD to 

mediate the relationship between violence exposure and the development of suicidal ideation 

and depression (see Mazza & Reynolds, 1999; Giaconia et al, 1995).  In the Kimberley setting, 

establishing this mediative relationship is important because it describes a conceptually and 

statistically meaningful pathway through which the adolescents direct trauma exposure may, for 

some, later manifest in suicidal thoughts and behaviours, as well as depressive symptoms.  Thus 

bringing some order to the chaos of comorbidity, and acknowledging, where appropriate, the 

traumatic origins of the adolescents distress.  Not all suicidal thoughts, behaviours or attempts 

will of course necessarily have traumatic origins or be accompanied by PTSD symptoms. There 

remains still much to be done in this field to consider the applicability of a diagnosis of PTSD to 

Aboriginal children and adolescents and other groups that have experienced histories of mass 

trauma. However the current findings suggest that when direct trauma exposure is followed by 

the emergence of PTSD type symptomatology among the Aboriginal adolescents, then this 

trauma history and pattern of symptoms appears to contribute significantly to the severity of the 

adolescents experience of suicidal thoughts and behaviours.     

 

Impact of Direct Exposure to Multiple Trauma  

 

Studies with other student samples have documented the strong association between exposure to 

multiple trauma and PTSD (Elkit, 2002; Giaconia, 1995; Horowitz, Weine & Jekel, 1995).  

Retrospective studies have also illustrated that adults with a history of multiple trauma have 
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significantly higher risk of developing PTSD (Robin, et al., 1997).  Other researchers have 

concluded that trauma encountered in childhood or adolescence can have long term effects, with 

the development of PTSD and other associated difficulties (ie behavioural and emotional 

problems, interpersonal problems, academic failure, suicidal behaviour and health problems) in 

late adolescence and beyond (Giaconia, 1995).  Terr (1991) explained the long reaching effects 

of childhood trauma by drawing a comparison with childhood rheumatic heart fever, which in 

adulthood may be the cause of several seemingly disparate conditions that all stem from the 

original childhood experience.  The current research clearly supports the contention that the 

Kimberley Aboriginal adolescents direct exposure to multiple trauma over their young lifetimes 

has a cumulative effect, and is strongly associated with heightened PTSD, as well as suicidal 

ideation, and to a somewhat lesser extent depression (see p.278).  Further, the adolescents direct 

exposure to multiple trauma also increases the potential risk of developing posttraumatic 

symptomatology over the course of adolescence and young adulthood.  This may then be 

associated with the onset of suicidal ideation and depressive symptoms, or if already present, 

the exacerbation of these symptoms. 

 

In contrast to direct trauma, secondary trauma exposure had little statistical impact on the 

Kimberley Aboriginal adolescents experience of PTSD and the other indicators of 

psychopathology and well being.  This warrants some discussion, as this is contrary to literature 

precedents that consistently find significant associations between both direct and secondary 

trauma exposure and psychopathology (see p.54).  For example, chronic exposure to community 

violence (principally through witnessing high level violence in the neighbourhood) has been 

commonly linked with the development of PTSD, suicidal ideation, depression and poor well 

being (Fitzpatrick & Boldizar, 1993; Duckworth et al., 2000; Dempsey, Overstreet & Moely, 

2000; Mazza & Reynolds, 1999).  The absence of this finding was also discordant with the 

perspective presented earlier in this thesis, that the Aboriginal adolescents increased exposure to 

both direct and secondary trauma would be associated with heightened PTSD, and interact 

negatively with the other measures (see p.84). 

 

In the current research, secondary trauma exposure was operationally defined as ‘witnessing or 

learning of the impact of a traumatic event on a close family member or friend’ (see p.54).  The 

concept of secondary trauma exposure was a critical element in the theoretical construction of 

cumulative trauma, introduced at the end of Chapter Two (see p.47) as a way to represent and 

understand the impact of layer upon layer of trauma on the developing well being of Aboriginal 

adolescents in the Kimberley.  In this context, cumulative trauma included the transgenerational 

transposition of an entity of unresolved historical trauma and grief; the adolescents chronic 

exposure to the trauma of significant others and the long term effects of this trauma on others, 

and the adolescents own direct exposure to trauma and victimisation.  Although, only the 
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adolescents’ secondary exposure to the trauma of others, and direct trauma exposure and 

victimisation, were able to be measured in the course of the current research.   

 

The absence of clear findings for secondary trauma exposure may purely be a reflection of the 

methodological issues inherent in the measurement of trauma exposure, as discussed earlier (see 

p.296) and illustrated by examples drawn from the Kimberley adolescents exposure to suicide.  

These issues made comparisons problematic within the Kimberley sample, and with other 

adolescent samples described in the literature.  A further, related issue may have stemmed from 

the data analysis; with little variation in the Aboriginal adolescents secondary trauma exposure 

scores (as the majority indicated considerable exposure on most of the indices), and high inter-

item correlations with each of the corresponding direct trauma exposure items, making it 

statistically difficult to separate out the effects for secondary trauma exposure alone.   

 

Notwithstanding these issues, the absence of clear findings for secondary trauma may also be a 

reflection of the tremendous internal and interpersonal resources that the Aboriginal adolescents 

are able to draw upon when encountering and enduring such chronic secondary exposure to the 

trauma of significant others.  It may well be that the resources of the Aboriginal adolescents, 

which successfully provide the resilience necessary for enduring exposure to the trauma of 

significant others - are overwhelmed when the adolescent is the victim of direct trauma.   

 

Impact of Direct Exposure to Specific Traumatic Events  

 

The study by Robin et al (1997) found histories of multiple trauma heightened the risk of PTSD 

among a community based sample of American Indian adults (not selected for any known 

trauma exposure).  The impact of multiple trauma on PTSD did not however preclude the 

identification of several acute and discrete events that resulted in PTSD.  Hence, against 

backgrounds of multiple trauma - physical assault emerged to be the most powerful predictor of 

PTSD for women (inclusive of sexual abuse/assault); while military combat and having 

experienced more than 10 traumatic events predicted PTSD for men.  Recognising the impact of 

specific traumatic events occurring within contexts of cumulative, long term and 

intergenerational trauma was considered essential when working with Indigenous populations or 

other groups characterised by histories of continued exposure to extreme stressors.  Robin et al 

(1997) concluded that in settings of extensive community trauma, the experience of specific 

acute and discrete traumatic events may challenge an individuals threshold for psychological 

distress - beyond which PTSD emerges in response.  This perspective is supported in the 

Kimberley context by the current research.   
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It was clear that the Aboriginal adolescents direct exposure to interpersonal violence was a 

powerful predictor of the adolescents experience of clinically significant PTSD, as well as 

suicidal ideation and depression.  This included sexual victimisation (ie sexual abuse, or 

unwanted sexual touching) which was highly predictive of PTSD and depression; and family 

violence victimisation (threats of violence, or physical harm in the home) which was highly 

predictive of all three conditions (see p.285, p.287).  The lack of a statistically significant 

relationship between the sexual abuse items and suicidal ideation is likely to be due to the 

strong correlation with the suicide attempt/s item in the logistic regression analysis.   

 

The association between a child and adolescents experience of sexual abuse/assault and the 

subsequent development of PTSD symptoms, as well as suicidal ideation and attempts, and 

depression is well established in the literature (Ullman et al 2002; WHO, 2002; Herman, 

1992b).  Indeed, studies that have examined the effects of exposure to a range of trauma 

overwhelmingly find sexual abuse/assault to be the strongest predictor of PTSD in student 

samples where PTSD was assessed (Giaconia et al 1995; Elkit, 2002); and suicidal ideation and 

attempt/s in other student (Martin et al, 2004; Zoroglu et al., 2003), youth (Fergusson, Boden & 

Horwood, 2008) and adult samples (Anderson et al., 2002; Blaauw, Arensman, Kraaij, Winkel 

& Bout, 2002; Goldney, Wilson, Dal Grande, Fischer & McFarlane, 2000).  The loss of critical 

trusting relationships (as the majority of perpetrators are known), the malevolent abuse of power 

and the child or adolescents experience of extreme powerlessness and isolation, are understood 

to contribute to the harsh and long lasting sequelae of sexual abuse/assault.  In situations of 

family violence victimisation, where the child and adolescent are threatened or physically hurt 

by a significant other, the loss of trust, a sense of powerlessness and isolation are also present.  

Again, it is well documented that the victimisation of children and adolescents by violent events 

in domestic and community settings is highly predictive of PTSD symptoms (Berton & Stabb, 

1996; Horowitz et al., 1995; Fitzpatrick & Boldizar, 1993).  Underpinning the adverse social 

and emotional consequences of such victimisation in settings of chronic family and community 

violence, is the absence of the sense of safety necessary for the development of basic trust, 

connectedness to others, and identity formation (Horowitz et al., 1995).  Included here is the 

loss of significant relationships critical to the adolescents development, as the young person 

loses the opportunity to have a trusting relationship with the perpetrator/s of the familial 

violence.  Hence, in addition to the Kimberley Aboriginal adolescents loss of significant 

relationships through the premature ill health, injury and death of significant others; family 

violence further reduces the number of less complicated relationships available to the 

adolescents.  

 

Other specific traumatic events found to be highly predictive of psychopathology were largely 

symptomatic of the Kimberley Aboriginal adolescents trauma exposure and trauma reactions.  



 313

This included the Aboriginal adolescents previous suicide attempt/s, which was highly 

predictive of all three conditions; and exposure to environments of substance misuse (ie drink 

driving, drug deals) which was moderately predictive of PTSD and suicidal ideation.  Both the 

adolescents’ suicide attempt/s history, and exposure to or use of alcohol and drugs, are 

potentially associated with the adolescents exposure to interpersonal violence (as noted above) 

and may be symptomatic responses to this trauma.  At the same time however, the adolescents 

increased use of alcohol and drugs in association with other risk taking activities may 

exacerbate the risk of further suicide attempt/s. 

 

Gender and The Trauma Pathway  

 

In the current research, the male and female Aboriginal adolescents indicated similar direct and 

secondary exposure to multiple trauma (see p.156, p.157).  Yet, a far greater proportion of the 

female adolescents met the diagnostic criteria for PTSD, and reported a greater severity of 

posttraumatic symptoms and other associated symptomatology (ie suicidal ideation, depression) 

than the male adolescents.  These findings are in line with the broader pattern of gender 

differences established in the literature, where, regardless of the extent of exposure by either 

gender to multiple trauma - female adolescents and women consistently report greater 

posttraumatic symptoms than their male peers (Elkit, 2001; Berton & Stabb, 2000; March et al., 

1997; Giaconia et al., 1995; Fitzpatrick & Boldizar, 1993; Creamer et al., 2001; Kessler et al., 

1995; Robin et al. 1997).  This has lead some to propose that females may be at a greater risk or 

more vulnerable to developing posttraumatic type symptoms following trauma exposure than 

males (Peters et al., 2006; Berton & Stabb, 2000; Giaconia et al., 1995).  At the same time, it 

has been suggested that females may be simply more likely than males to endorse the presence 

of posttraumatic symptoms, and thus such patterns are reflective of gender based differences in 

response style and disclosure attitudes (Peters et al., 2006).   

 

However, trauma is not distributed evenly across society and it is equally well documented that 

from childhood, females are more often victimised by some types of trauma than males, and that 

these specific events - such as sexual and family violence, are more likely to result in PTSD and 

other associated symptoms.  This is further complicated by the varying nature of exposure, with 

female adolescents more likely to ‘hear about’ trauma and the effects through social networks 

(Horowitz et al., 1995), and to be victimised within the family home than male adolescents who 

are more often victimised external to the family home (Berton & Stabb, 2000).  Undeniably, it is 

apparent however that when males do disclose sexual abuse/assault, the extent of associated 

symptomatology is equally as severe as that indicated by female peers (see Martin et al., 2004a).  

Although not able to be explored any further given the breadth of the current thesis, it is 

tentatively suggested that the disparity in symptom expression between the male and female 
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Aboriginal adolescents in the Kimberley sample may due to differences in the nature of the 

adolescents exposure to trauma, with sexual abuse/assault and familial violence victimisation 

having the most grievous outcomes.   

 

 

Posttraumatic Symptomatology and Aspects of Well Being 

 

‘This was good it made me think of lots of things that i just try to forget’ 

15 year old female Aboriginal adolescent 

  

‘It felt that all the feeling in my mind were gone away and it make my felt good when I've read 

all these questions’ 

12 year old female Aboriginal adolescent 

 

‘those answer made me realise that I really do belong to a family and their is more to life then 

killing yourself.  ’ 

14 year old female Aboriginal adolescent 

 

 

As described in more detail in Chapter Three, posttraumatic stress disorder is characterised by 

four symptom clusters.  The first, Criterion A, stipulates exposure to at least one traumatic 

event.  Criterion B, comprises the phenomenology of recurrent re-experiencing, with intrusive 

recollections of the event, feeling or acting as if the event were happening again, and distress on 

exposure to trauma related reminders. Because of the distressing nature of re-experiencing 

symptoms, there is an active interplay with the Criterion C symptoms of avoidance and 

psychological numbing.  This symptom cluster limits exposure to trauma related contexts and 

cues, and dampens the impact of the trauma content for a period.  Criterion D symptoms involve 

the persistence of a heightened state of physiological arousal and hypervigilence; well beyond 

the period of trauma exposure and the bounds in which these reactions would be normative 

features of the stress adaptation response.  

 

One of the aims of the current research was to explore the way Aboriginal adolescents in the 

Kimberley experience posttraumatic stress disorder type symptoms (see p.84).  It was contended 

that the adolescents would report the presence of symptoms across each of the PTSD symptom 

clusters.  At the same time, it was not assumed that the adolescents would present neat, 

circumscribed PTSD profiles - but that their reports would reflect the unique experiences and 

histories of Aboriginal adolescents and their families in the region (see p.61).  This was also in 
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recognition of the critical need for the Aboriginal adolescents to be able to self define their 

experience – albeit within the constraints of a primarily quantitative research methodology.  

 

Recurrence & Re-experiencing 

 

In the current research, it was striking that up to half of the adolescents in both identity groups 

reported first the presence of re-experiencing symptoms with intrusive images, thoughts or 

perceptions; and secondly the presence of intense distress on exposure to trauma related 

contexts and reminders.  For a small proportion of the adolescents, this intense distress was a 

regular occurrence (around 15% of both groups).  At the same time, just under half the 

adolescents in both identity groups worried that the trauma would happen again, and many felt 

guilty (‘like what happened was your fault’).  These shared patterns are reflective of the 

contexts of interpersonal violence and trauma that both the Aboriginal and non-Aboriginal 

adolescents reported considerable direct and secondary exposure to, across family, peer and 

community environments and networks.  Intrusive recollections and re-experiencing may also 

be linked with prolonged grief (March et al., 1997), which may have contributed to the presence 

of this symptom in the Aboriginal adolescents profile.  

 

Criterion B symptom profile differences emerged between the two adolescent identity groups 

with respect to the visual and physical sensations of recurrence and re-experiencing (see Table 

21, p.160).  Around 40% of the Aboriginal adolescents reported distressing dream content (‘get 

nightmares or have bad dreams about what happened’), 29% reported acting as if the event 

were recurring (‘act things out or repeat things like what happened’; p<.01), and another 30% 

feeling as if the event were recurring (‘feel like it’s happening all over again, even when it’s 

not’; p<.05).  The predominance of visual aspects of re-experiencing and the physical sensations 

of recurrence phenomenology may reflect in part the Aboriginal adolescents cultural expression 

of posttraumatic type symptomatology.  In clinical practice, Milroy has observed that the level 

of visual and auditory phenomena Aboriginal children and adolescents experience is far greater 

than that demonstrated by non-Aboriginal children and adolescents, and suggested that this is 

partly due to the common experience of visual and auditory phenomena in cultural life (Milroy, 

personal communication, 2008).  Other Indigenous and non-Indigenous clinicians have also 

acknowledged the prominence and importance of dreams, and visual and auditory perceptions 

as a way of interpreting self, environment and spiritual worlds (Atkinson, 2002a; Maher, 1999; 

Sheldon, 2001).   

 

In line with this, the Aboriginal adolescents greater behavioural repetition of the trauma content, 

through acting out or repeating aspects of the trauma, suggests that the adolescents are more 

likely to work through their experiences in this physical way.  These repetitive behaviours are 
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not uncommon amongst children and adolescents exposed to acute or chronic trauma (Terr, 

1991), and represent the young persons attempt to make sense of their experience (see p.57).  

Aboriginal child rearing practises place an emphasis on the development of autonomy and self 

reliance, as well as affiliation during childhood (Nelson & Allison, 2000).  These practices are 

protective, and in contemporary forms encourage the development of skills for survival in a 

largely indifferent Australian society (Malin, Cambell & Agius, 1997).  However, in the context 

of trauma and trauma responses, this may promote the child and adolescents tendency to work 

through their experiences and attempt to master symptoms on their own (Milroy, personal 

communication, 2008).  In addition, it is established that childhood trauma impedes the 

development of the language necessary for describing difficult experiences (see p.59), meaning 

that the Aboriginal adolescent may not have the words to express their experience, and hence 

greater reliance on physical and behavioural expression.   

 

Adolescents exposed to chronic trauma are more likely to use self-destructive behaviours to 

suppress or distract from the psychological and physiological distress of re-experiencing 

symptoms (Macksound et al., 1993).  This increases the risk of antisocial and acting out 

behaviours as characterised by truancy, precocious and risky sexual activity, substance abuse 

and delinquency (Macksound et al., 1993; Evans-Campbell et al., 2006).  Thus, the manner 

through which the adolescent may be attempting to suppress re-experiencing symptoms, may 

heighten the likelihood of repeat victimisation amongst their peer group or community.  

Overwhelmingly, the trauma exposure reported by the Aboriginal adolescents related to 

interpersonal and self directed violence (including fractured relationships, threats and being 

fearful) and possible repetition of these themes within peer and kinship groups may isolate the 

adolescent and place them at further risk for future trauma exposure.   

 

Feeling as if the trauma were recurring was also a feature of the Aboriginal adolescents 

Criterion B symptom profile.  The increased presence of this symptom may have broader 

consequences for the adolescents well being.  The feeling or sensation of recurrence can re-

evoke a sense of un-preparedness or perceived lack of control over self experience (Pynoos et 

al., 1999).  In the wider context of chronic multiple trauma (repeated exposure to the 

interpersonal and self directed violence of significant others and the frequent experience of 

death) the distressing sensation of recurrence and the seemingly uncontrollable nature of this 

symptom may mirror actual events, with a similar sensation of been unable to control or prevent 

distressing events from happening to family and peers.  It has been suggested that re-

experiencing symptoms and the adolescents inability to control this phenomena, may result in a 

greater sense of helplessness and hopelessness and explain in part the association between 

PTSD and depression (Mazza & Reynolds, 1999) or a more general form of emotional 

exhaustion and ‘burnout’ (Milroy, personal communication, 2008).   
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An individual’s perception of their ability to control or influence outcomes in life has a 

considerable influence on self esteem (Lazarus & Folkman, 1984; Pyant & Yanico, 1991; see 

Chapter Three, p.77).  In the current research, the Aboriginal adolescents reported lower overall 

self esteem than the non-Aboriginal adolescents (p<.01), and the female adolescents in both 

identity groups reported lower self esteem than their male peers (Aboriginal adolescents p=.05; 

non-Aboriginal adolescents p<.001).  The combination of poor self esteem and increasing 

amounts of anger were significantly associated with the Aboriginal adolescents overall PTSD 

symptom severity scores, explaining between 33% to 38% of the variance, when controlling for 

age and gender, substance abuse and the other measures of well being (coping strategies, 

hopelessness, identity and shame, see p.288).  A small effect was also found for cultural 

identity, with the construct of ‘outsider’ (ie ‘Other Aboriginal people have trouble accepting me 

because my life has been so different from theirs’) bearing a weak influence on PTSD symptom 

severity (p<.05).  The considerable association of self esteem with PTSD symptomatology may 

reflect the adolescents experience of a perceived inability to control not only the symptomatic 

experience of recurrent re-experiencing, but also the constancy of chronic trauma and grief in 

their lives and those of significant others.  This association between self esteem and perceived 

control may also be heightened for Aboriginal adolescents due to the emphasis placed on 

autonomy and self reliance in childhood.   

 

There is now a groundswell of literature acknowledging the positive consequences that feeling a 

sense of control (or agency, or empowerment) has on health and mental health outcomes with 

individuals and groups recovering from trauma, collective trauma and massive loss (Tsey, 

Whiteside, Deemal & Gibson, 2003; WHO, 2002).  This has also been measured through the 

impact of self esteem on young women’s health practises and service utilisation (Mahat & 

Scoloveno, 2001; McVeigh and Smith, 2000).  In view of the sociopolitical influences that have 

impacted upon Aboriginal families for many generations (as discussed at length in Chapter 

Two, see p.28) this sense of control is highly pertinent (see also p.78).  This sense of control is 

also recognised to be essential in enabling recovery of societies affected by mass trauma, and is 

inherent in all community determined and controlled public health, education and economic 

initiatives (WHO, 2002).   

 

Avoidance 

 

On the Criterion C symptoms of avoidance, behaviourally based symptom expression was also a 

feature of the Aboriginal adolescents symptom profiles.  Although more than half of the 

adolescents reported the presence of cognitively based avoidance strategies (ie ‘try not to think 

about what happened’), statistically significantly more of the Aboriginal adolescents (44%) than 

the non-Aboriginal adolescents (32%) employed behaviourally based strategies for cognitive 
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avoidance (p<.05, ie ‘make yourself very busy and do things so you wont think about what 

happened’).  Suggesting, that when cognitive avoidance symptoms are present, the Aboriginal 

adolescents are more likely to employ behaviourally based approaches.  At the same time, only 

one third of the Aboriginal adolescents reported purely cognitive approaches (ie ‘tune out’ so 

you can go away in your mind and not think’) and having trouble recalling aspects of the 

trauma.  In line with this, the Aboriginal adolescents were also more likely to physically avoid 

trauma related contexts and reminders (ie ‘stay away from things that remind you of what 

happened’), with more than half of the adolescents reporting this.   

 

Avoidance is prominent in Aboriginal society, with established relationships of avoidance 

between people (eg between son and mother in law), and in relation to place (eg specific areas 

that are only to be visited by certain people and are otherwise respectfully avoided).  The 

adolescents increased experience of behavioural avoidance may be reflective of culture 

influencing symptom expression, meaning and response (Milroy, personal communication, 

2008).  Other studies have acknowledged that cultural expression tends to manifest most on the 

Criterion C symptoms of avoidance primarily because of the diversity of cultural sanctions 

around disclosure, approach, affiliation and confrontation in different societies (McCall & 

Resick, 1995).  In addition, the adolescents increased behavioural avoidance may also reflect 

elements of transgenerational trauma; where significant adults in the child and adolescents life 

have responded to their own traumatic experiences (or to those of the child and adolescent) with 

avoidance, psychological numbing and denial – thus inadvertently endorsing the use of these 

approaches to younger generations (as discussed, see p.45).  Hence, cultural influences as well 

as historical familial patterns of trauma may be manifest in behavioural avoidance in the 

Aboriginal adolescents Criterion C symptom profile.       

 

There is a natural overlap between the Criterion C symptoms of avoidance and psychological 

numbing, and the coping strategies an adolescent will employ in response to trauma, but also 

more generally in response to other problem situations.  The Kimberley adolescents 

qualitatively listed coping strategies across categories that are well established in the adolescent 

literature (see p.61 and p.119) in ways that were both similar to the coping styles employed by 

adolescents worldwide, and specific to the Aboriginal adolescents regional culture, lifestyle and 

experience.  

 

Indeed, the majority of the coping strategies qualitatively listed by adolescents in both identity 

groups were adaptive, healthy responses to problem situations.  Between one third and one half 

of the adolescents listed strategies that garnered support (ie developing social support: ‘talk to a 

friend’, ‘cry’, ‘talk to someone’, ‘ring friends’), or relieved tension (ie relaxing: ‘go for a walk’, 

‘eat’, ‘go to sleep’, ‘listen to music’; and engaging in a demanding activity: ‘basketball’, ‘do my 
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work’, ‘go hunting’, ‘play sport’).  In terms of prosocial coping, the Aboriginal adolescents 

more often sought support from family members (‘I talk to my Mum’, ‘ring my Dad’, ‘tell my 

Uncle’) than the non-Aboriginal adolescents, and there were also a small group (7%) that 

regularly sought professional support (‘talk to teachers’, ‘ring kids help line’, ‘youth centre’, 

‘talk to the police’, ‘see a doctor’).  This recognises the primacy of family networks in the 

Aboriginal adolescents coping repertoire – and highlights the clinical importance of providing 

support as needed to family members who are in turn providing guidance and counsel to 

adolescents experiencing difficulty.  It is also recognised that for a small group of Aboriginal 

adolescents, accessing supportive adults at school, or other local services is considered an 

acceptable response to problem situations.  Hence, the message does get across, and 

organisations with the scope to assist youth should continue to promote awareness of their 

services to this target population.  At the same time these organisations must be properly 

resourced to ensure that they are able to meet the, at times, complex needs of the Kimberley 

Aboriginal adolescents.   

 

In terms of emotion focussed coping, the Aboriginal adolescents more often engaged in 

demanding activities than the non-Aboriginal adolescents.  This reflects the preference for 

behavioural and physically based responses to difficult experiences.  This also illustrates the 

tremendous benefits of the emphasis placed on the Aboriginal adolescents involvement in sports 

regionally (eg 3on3 basketball competitions, local football etc), as well as cultural practises that 

not only encourage physically being in the natural environment and connecting with place, but 

also the achievement of mastering techniques for fishing, crabbing, hunting goanna etc.  

 

On a less positive note, generally avoidant strategies were listed by between one fifth and one 

third of adolescents in both identity groups, including avoiding the problem (‘do not think about 

it’, ‘ignore it’, ‘sit in my room and do nothing’) and seeking diversions (‘do something else to 

forget it’, ‘watch TV’, ‘fishing’, ‘play cards’).  The construct of ventilating feelings in a 

negative way was reported on by under one fifth of adolescents in both identity groups (‘angry’, 

‘go mad to my parents’, ‘scream’, ‘get wild and hit something’).  While, avoidance through the 

use of alcohol or drugs (‘drink’, ‘have a session’, ‘smoke gunja’, ‘smoke cigarettes’), were 

listed by less than one tenth of adolescents in both identity groups.   

 

In addition to this, the free response format used in the current research elicited the Kimberley 

adolescents self definition of several distinct responses to problem situations.  These included; 

self destructive responses with self harmful thoughts or behaviours (‘hurt myself’, ‘think 

suicide’, ‘blame it on myself’), affective responses (‘I get depressed’, ‘I get sad’, ‘stress out’), 

and withdrawal from others (ie ‘be alone’, ‘don’t talk to anyone’, ‘stay away from people’).  

Self destructive and affective responses were reported by up to 5% of adolescents in both 
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identity groups – although the Aboriginal adolescents employed these responses more often 

than the non-Aboriginal adolescents that listed these approaches.  Withdrawal from others was 

listed by 8% and 18% of the Aboriginal and non-Aboriginal adolescents respectively.  This 

discrepancy may reflect the Aboriginal adolescents inherent tendency towards prosocial coping 

strategies and affiliation, as well as the practical impossibility of withdrawing in overcrowded 

homes and rural and remote towns and communities where you are known by everyone.   

 

In relation to the self destructive responses, there was little ambiguity in the intentions of the 

Aboriginal adolescents that listed suicidal ideation or behaviours as coping strategies.  For 

example, these responses included; ‘wanna kill my self’, ‘think of stupid things. killing my self’, 

‘I wish i was not meant for the world’, ‘consider ending it all’, ‘think that i might as well die 

than live’, ‘felt like to kill myself’, ‘felt like to stab myself’, ‘wasn't even born’, ‘hurt myself’, 

‘scratch myself’.  This effectively illustrates the gravity of the adolescents’ responses.  The non-

Aboriginal adolescents listed more general expressions of self destructive and self blaming 

patterns or thoughts, although they were also sometimes fairly explicit.  For example; ‘think 

about what the world would be like with out me’, ‘hurt myself’, ‘want to kill myself’, ‘I 

sometimes try to kill myself’, ‘I blame myself for my problems not someone else’, ‘blame 

myself’, ‘I hate my self’, ‘I scratched my wrist a bit but i stopped doing that because it was 

stupid to hurt myself’, ‘think of more bad things’.  Overall this suggests that for a small 

proportion of Aboriginal adolescents, these thoughts and feelings may be an established 

response pattern to difficult experiences and problem situations.  It is also recognised that for 

some of the Aboriginal adolescents these responses may possibly be a way of communicating 

their distress to others.   

 

Together, isolating and avoidance strategies are considered maladaptive responses to problem 

situations, as these approaches isolate the adolescent and potentially placed them at risk for 

further difficulties, including further trauma exposure and victimisation, although there are 

clearly problems with this nomenclature (as discussed, see p.64).  It is acknowledged, for 

example that seeking diversions (a construct considered broadly maladaptive in the adolescent 

literature, see p.116-119), which in the Kimberley context included fishing or playing cards, 

may be the adolescents way of relaxing or engaging in social networks.  At the same time, the 

changes in the adolescents demeanour signalled by affective responses, such as withdrawal and 

venting strong feelings may be a way of communicating to significant others that there is a 

problem.  In addition, general avoidance may be protective in some instances, firstly by 

removing the adolescent from difficult situations or unsafe environments, and secondly by 

minimising the reactivation of trauma related cues and thus reducing associated Criterion B and 

Criterion D PTSD symptoms.  A perspective supported in the literature, and discussed later in 

this chapter (see p.327).         
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Although the adolescents reported using more adaptive coping strategies, it was the maladaptive 

strategies that most significantly interacted with symptomatology.  Surprisingly, after 

accounting for anger and low self esteem, neither the adaptive nor the maladaptive coping 

strategies were associated with overall PTSD symptom severity.  Nonetheless, maladaptive 

coping strategies  in combination with anger and low self esteem explained half the variance in 

the Aboriginal adolescents suicidal ideation scores and, along with gender, explained about half 

the variance in the Aboriginal adolescents depression scores (see p.290).  Aboriginal 

adolescents do appear to employ a great number of both adaptive and maladaptive coping 

strategies and it was the responses broadly considered to be maladaptive that were most closely 

associated with psychopathology – in particular suicidal ideation and depression.   

 

Substance abuse is an important component in the adolescents coping repertoire, this may 

overlap to some extent with the interactions observed between substance abuse, direct trauma 

exposure and age.  As discussed previously, increasing direct trauma exposure and increasing 

age significantly influenced the Aboriginal adolescents use of alcohol and marijuana.  This 

pattern is not surprising, as increasing age permits by pure virtue of extra years, greater potential 

for trauma exposure, and the trend for substance misuse to increase with age is also well 

documented (for example see p.220).  Substance misuse as self anaesthesia for the distress 

arising from the trauma and the persistence and pervasiveness of posttraumatic symptoms is 

well established in the literature (as discussed, see p.73).  Unfortunately Aboriginal adolescents 

who use alcohol and drugs for these reasons place themselves not only at increased risk for 

further trauma exposure and victimisation due to unsafe environments, the loss of control and 

potential for associated accidents and altercations, but also at increased risk through reduced 

inhibition and increased impulsivity to act upon suicidal thoughts (as discussed, see p.72).  This 

is particularly critical, given the already established prominence of suicidal ideation and 

behaviours amongst the Aboriginal adolescents experience of direct trauma and PTSD.       

 

The extent of suicidal thought or self destructive behaviours amongst Kimberley adolescents 

reported as a response to difficult experiences and problem situations has not been documented 

in adolescent research internationally.  The open ended structure of the coping strategies 

measure, which asked for the adolescents free response, may have permitted the emergence of 

this category of responses, that is not usually a part of standard assessments of adolescent 

coping.  However, the emergence of this construct is in line with the observations made by 

Indigenous and non-Indigenous academics and clinicians in Australia, on the presence of 

suicidal behaviours following psychosocial stressors (see p.81).  The presence of self 

destructive coping in the Aboriginal adolescents coping repertoire begins to explain in part the 

connection between direct trauma exposure, PTSD symptom severity (particularly the Criterion 

C symptoms of avoidance and psychological numbing), and suicidal thoughts and behaviours.  
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This finding also contributes to the existing body of work relating to Aboriginal youth suicide, 

by suggesting that suicidal thoughts and behaviours have pervaded contemporary youth culture, 

with a small proportion of Aboriginal adolescents in the Kimberley seeing suicide as viable 

response to problem situations and difficult experiences.   

 

Psychological Numbing 

 

Psychological numbing was also a feature of the Aboriginal adolescents experience of Criterion 

C symptoms, and significant differences between the two adolescent identity groups were 

commonly found (for statistics see Table 22, p.162).  Close to half of the Aboriginal adolescents 

(46%) experienced some degree of disinterest in significant activities (ie ‘hard to have fun 

doing things’), considerably more than the non-Aboriginal adolescents (33%, p<.001).  Around 

40% of both groups felt a sense of detachment or estrangement from others (ie ‘feel alone even 

when other people are around’).  While less than one third of the Aboriginal adolescents (28%) 

indicated a restricted range of affect (ie ‘it’s hard to have any feelings any more, like you feel 

numb’), which was considerably greater than the non-Aboriginal adolescents (19%, p=.035).  In 

addition, an astounding 51% of the Aboriginal adolescents sensed that their future would be 

foreshortened (ie ‘think that you won’t grow up and be what you want to be’; non-Aboriginal 

adolescents 45%, p=.041).  All of these symptoms have a clear relationship with depressive 

symptoms and aspects of wellbeing, which begins to explain patterns of comorbidity, and the 

links between direct trauma exposure, PTSD, suicidal ideation and depression. 

 

There was a striking parallel between the Criterion C symptom profile differences between 

Aboriginal and non-Aboriginal adolescents, and the differences between groups on the 

depression measure (see Table 39, p.201).  On the depressive symptom of ‘crying’, less than 

one third of both adolescent identity groups indicated a change in the amount that they had been 

crying (‘I cry more now than I used to’, ‘I cry all the time now’).  Yet, 16% of the Aboriginal 

adolescents endorsed this symptom on the uppermost response scale option ‘I used to be able to 

cry, but now I can’t cry even when I want to’ (p=.003).  This reflects the profound emotional 

numbing experienced by some Aboriginal adolescents in the Kimberley.  The depressive 

symptom of ‘somatic preoccupation’ was also indicated by more of the Aboriginal adolescents ( 

p=.001, ‘I am worried about my health, such as aches and pains, upset stomach, or 

constipation’, ‘I am very worried about my health and it is hard to think of anything else’, ‘I am 

so worried about my health that I cannot think about anything else’).  Somatisation is 

commonly noted amongst survivors of chronic or complex trauma (Herman, 1992b) and this is 

another point of possible overlap between depressive and posttraumatic symptomatology in the 

Aboriginal adolescents symptom profile.    
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At the same time statistically significant differences were found for the depressive symptom of 

‘social withdrawal’, with 24% and 14% of the Aboriginal and non-Aboriginal adolescents 

disinterested in significant others (p=.006).  These feelings of detachment and estrangement 

(even when surrounded by others), are a further expression of psychological numbing.  

Furthermore, given that the majority of the Aboriginal adolescents are prosocial, and that there 

is limited opportunity for withdrawal from others, it is suggested that this finding reflects firstly 

the emergence of a disinterest in others, including withdrawal from significant relationships 

with family members, cousins/siblings and peers; and secondly the physical withdrawal from 

others, as a part of avoidant coping strategies.   

 

A sense of isolation from others was a prominent theme amongst the Aboriginal adolescents 

symptom profile. Further indications of this perceived sense of isolation were also seen on the 

cultural identity constructs found to be associated with PTSD and suicidal ideation.  As 

presented earlier, feeling like an outsider (‘Other Aboriginal people have trouble accepting me 

because my life has been so different from theirs’) was weakly (=.121, p=.049) related to 

PTSD symptom severity (in combination with anger and self esteem).  In addition, low scores 

on the strength of identification construct were weakly (=-.121, p=.039) associated with 

suicidal ideation severity, and in combination with anger and self esteem, explained 37% of the 

variance in the Aboriginal adolescents suicidal ideation scores (see p.291).  The majority of the 

Aboriginal adolescents strongly and positively endorsed statements specific to cultural 

identification and added statements such as; ‘because that’s who I am and who my people are’, 

‘because I love my culture and my colour’, ‘cause where all 1 mob’,  ‘because I belong to the 

groups and I feel safe.’,  ‘because it's in my blood and mind.’, ‘proud of our people’, ‘because 

Aboriginal places and people are deadly’ ‘because it make me feel good inside’, ‘because this 

community is on my ancestors traditional land’ (see Appendix 27 for full listing, p.435).  These 

themes have also been documented among Aboriginal children in more urbanised metropolitan 

areas of Western Australia (see Kickett-Tucker, 2009).   

 

At the same time, in the current study a small number of the Aboriginal adolescents expressed 

confusion, frustration or an absence of this strong sense of cultural identity.  For example; 

‘because I’m not a true Aboriginal’, ‘around my Aboriginal family I am Aboriginal, around my 

white family I'm white. It's confusing’, ‘because there aren't a lot of my people here’, ‘the elders 

make you feel comfortable but all the young ones just want to fight you’, ‘because they didn't 

teach me at all.’, ‘I don't do any cultural things’, ‘no culture left.’, ‘I can't relate.’, ‘because I 

don't got dark skin I got light’ (see p.435).  It was the absence of this strength of cultural 

identification that appeared to contribute to some of the Aboriginal adolescents suicidal 

ideation.  Self-identification with a cultural identity and knowing that you belong to people, 

place and culture provides a protective foundation for Aboriginal adolescents. Among Maori 
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youth in New Zealand, a secure and positive cultural identity has also been observed to be a 

protective factor for health and some educational outcomes (Durie, 1998). This finding (in a sea 

of so many findings) has a resonance with the views of Aboriginal health professionals and 

concerned community members commonly stated throughout the research process, that youth 

suicide may, for some, be related to young people not knowing their culture.  More broadly, this 

reverberates support for all initiatives that encourage and foster cultural identification amongst 

Aboriginal children and adolescents – particularly relationships and the sharing of knowledge 

and place with family and kinship groups. 

 

Sadly, the prominence of a sense of isolation in the Aboriginal adolescents experience is more 

than a symptomatic expression of PTSD or depression, and the absence of the strength provided 

by affiliation and belonging as a part of cultural identity.  This felt isolation reflects, to some 

extent, the fracture of significant relationships across families and peer groups.  Such fracture 

was clearly evident in the adolescents responses on the trauma exposure measures (as noted 

throughout this Chapter) and, has been widely observed to be a part of the experience of 

Aboriginal families, children and adolescents following government intervention during 

colonial and post colonial periods in Australia’s history – to the present day (HREOC, 1997; 

Haebich, 2000; Atkinson, 2002a).  This finding also illustrates the personal isolation 

experienced by adolescents exposed to chronic interpersonal violence and grief.  The 

Queensland Aboriginal and Torres Strait Islander Women’s Taskforce on Violence Report 

(1999), observed that the pain of trauma may remain hidden in individuals who are isolated by 

their experiences, in spite of living within families or communities suffering from the same or 

similar traumatic events.  Silence and felt isolation are common themes surrounding trauma in 

Aboriginal communities.  This was acknowledged by Dodson (2003) when he stated ‘our 

collective experiences form deep scars within each of us individually.  And we become 

overwhelmed by emotions of insecurity, hurt and shame that often manifests itself in silence, 

sickness and isolation or violence.’ (p.5).  

 

The sense of a foreshortened or disappointing future was also a prominent feature of the 

Aboriginal adolescents symptom profile.  On the adapted version of the Beck Depression 

Inventory, 43% of the Aboriginal adolescents endorsed the presence of ‘pessimism’ across 

several statements (p<.05, ‘I am worried about the future’, ‘I feel I have nothing to look forward 

to’, ‘I feel that the future is hopeless and that things can’t get better’).  This mirrors the 

Aboriginal adolescents endorsement of a sense of a foreshortened future, as described in respect 

of Criterion C psychological numbing symptoms and parallels the greater severity of sense of 

‘hopelessness’ indicated by Aboriginal adolescents in comparison with non-Aboriginal 

adolescents (p<.05).  Where the Aboriginal adolescents strongly endorsed statements, such as; ‘I 

might as well give up because I can’t make things better for myself’, ‘I just don’t get the same 
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chances as everyone else and I don’t think I will in the future’, ‘I only see bad times ahead not 

good times’ (see p.245).  In this way, negative expectations about the future, as indicated across 

the PTSD, depression and hopelessness measures, was a pervasive feature of the Aboriginal 

adolescents experience.   

 

Further to the relationships already described between PTSD, suicide and depression, 

hopelessness has been documented as a highly potent predictor of suicidal ideation and 

behaviours amongst adolescents and adults in a wide range of other studies - second only in 

term of predictive capability to a history of past suicide attempt/s (see p.76).  Atkinson (2002a) 

detailed the disintegration of life’s meaning and purpose experienced by Aboriginal youth 

through the disruption of critical interpersonal relationships, as a core cultural foundation. The 

living endpoint of this absence of self and societal meaning was noted in extreme states of 

apathy and felt anomie.   Atkinson (2002a) observed young Aboriginal peoples knowledge of 

the historical past to invoke feelings of ‘pain, anger, humiliation, dispossession, alienation, 

marginalisation, rage – supported, often, by behaviours that maintained and increased that 

rage’ (p. 209).  Whilst the future was anticipated apocalyptically or in complete disconnection 

from lived reality, as often drawn from mass media portrayals of extreme violence and the 

glamour of Black American culture.  In addition, Atkinson (2002a), made the critical link 

between the sense of powerlessness and absence of meaning that follows massive trauma with 

the disintegration of understandings of self and relationships with others; leading to an 

existential endpoint in which suicide appears a viable and seemingly acceptable option.   

 

The prominence of negative expectations and hopelessness across the Aboriginal adolescents 

symptom profile in this study, may explain in part the strength of the association along the 

mediatory pathway between direct trauma exposure, PTSD and suicidal ideation and 

behaviours. The existential despair experience by many Aboriginal adolescents in the face of 

generations of trauma and their own direct traumatisation and victimisation, may be translated 

into suicidal thoughts and behaviours leading to attempt/s.  This is clearly exacerbated by high 

levels of anger and rage, and the absence of affiliation and belonging, autonomy, self reliance 

and mastery that strong self esteem and cultural identity provide.  

 

It is clearly apparent that Aboriginal adolescents experience considerable comorbidity between 

PTSD and depressive symptoms – with the prominence of features of numbing of affect, 

perceived isolation and negative future expectations.  Herman (1992b) authoritatively observed 

that ‘staggering psychological losses most commonly result in a tenacious state of depression… 

every aspect of the experience of prolonged trauma combines to aggravate depressive 

symptoms’ (p. 382).  Thus contributing to the exceedingly complex array of symptoms 

presented by traumatised children and adolescents, and the high likelihood of comorbidity 
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between depression and PTSD, (Donnelly & Amaya-Jackson, 2002).  In addition to this 

however, Herman (1992b) cautioned that ‘while major depression is frequently diagnosed in 

survivors of prolonged abuse, the connection with the trauma is frequently lost.  Patients are 

incompletely treated when the traumatic origins of the intractable depression are not 

recognised’ (p. 382).  Thus, when discussing depressive symptoms amongst Aboriginal children 

and adolescents, the sequence of trauma exposure across multiple generations, the transmission 

of these effects and the intertwining with depressive symptoms must be recognised.   

 

The critical importance of acknowledging the traumatic origins of adolescents’ distress – when 

manifest in depressive symptomatology (where appropriate, known and able to be addressed) is 

further highlighted.  This is critically important as depressive symptoms, in particular changes 

in affect, disinterest in significant activities or withdrawal from others, and the communication 

of suicidal thoughts and behaviours may be overt and thus more likely to be recognised as 

changes in the adolescent by significant others in their environment.  However, the traumatic 

origins of the intractable depression may only be known by the adolescent (specifically those 

relating to direct victimisation), and are thus less likely to be detected.  

 

Physiological Arousal & Hypervigilance  

 

The Criterion D symptom profile of Aboriginal adolescents was not, on the face of it, very 

different from non-Aboriginal adolescents.  The greatest variation was seen on the symptom 

relating to concentration, with half of the Aboriginal adolescents reporting some degree of 

difficultly concentrating at school (ie ‘is it hard for you to pay attention, like listening to your 

teacher, or doing your work – because you can’t concentrate well’), in comparison to the non-

Aboriginal adolescents (42%, p<.05).  This may not be purely symptomatic and may reflect in 

part the problems encountered by Aboriginal children and adolescents in classrooms largely 

dominated by non-Aboriginal teaching approaches and child development practises, as 

discussed earlier (see p.68).  However, it is well established in the literature that chronic trauma 

exposure and the persistence of PTSD symptomatology during developmentally sensitive 

periods will have neurobiological consequences, with the possible dysregulation of cognitive, 

affective and behavioural controls (Donnelly & Amaya-Jackson, 2002).  Thus the concentration 

required for learning in the classroom setting (or elsewhere) may be compromised by the 

attentional demands placed on the developing cognitive system by posttraumatic symptoms (as 

discussed, see p.60).  Furthermore, learning may be challenged by impaired language, memory 

and communication development, as a result of the chronic trauma exposure (Armsworth & 

Holaday, 1993; McFarlane, 1993; Green 1993a). 
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At the same time, although 40% of both identity groups experienced some sleep difficulties, 

Aboriginal adolescents reported higher on the response scale, indicating more severe sleep 

disturbance.  With an astonishing 10% of the Aboriginal adolescents endorsing the uppermost 

response scale statement ‘I wake up all the time and can’t ever get back to sleep’.  Again, rather 

than being purely symptomatic, this may also reflect the disruption brought by many people 

living in overcrowded housing, and the level of noise that accompanies chronic trauma (through 

the adolescents secondary exposure to interpersonal violence, substance abuse, learning of 

accidents and deaths – in their home or those nearby).  The combination with increased 

occurrence of distressing dreams, as a prominent feature of the Aboriginal adolescents Criterion 

B symptom cluster, highlights that sleep quality and quantity may be seriously impeded for 

quite a number of Aboriginal adolescents in the Kimberley.  This is almost certainly one of the 

factors influencing school performance and at least partly has an origin in the adolescents’ 

secondary and direct exposure to trauma and victimisation, and consequent patterns of 

posttraumatic symptom responses.   

 

Chronic trauma exposure has generally been observed to induce the continual reactivation of 

each of the PTSD symptom clusters; with heightened Criterion B and C symptoms accompanied 

by equally heightened Criterion D symptoms (Horowitz et al., 1995).  Yet, in the current 

research the two Criterion D symptoms that most embody aspects of hyperarousal and 

hypervigilance were reported on modestly.  Up to 40% of adolescents in both identity groups 

endorsed to some extent the presence of hypervigilance (ie ‘feel that you need to stay ‘on guard’ 

– like something could happen and you need to be ready’), and an exaggerated startle response 

(ie ‘do you get jumpy or startle easily’).  Given that the Aboriginal adolescents reported 

increased symptoms in comparison to the non-Aboriginal adolescents on both the Criterion B 

and Criterion C symptom clusters – it was surprising that elevated symptomatology was not also 

seen for hyperarousal and hypervigilance.  A pattern of increased Criterion D symptoms has 

been identified in other studies with adolescents exposed to community violence (Horowitz, 

1995).   

 

As previously mentioned, general avoidance strategies (as a coping and a symptomatic 

response) may be protective in some circumstances by removing the adolescent from difficult 

situations or unsafe environments, and by minimising exposure to trauma related cues.  This 

reduces Criterion B recurrent re-experiencing and Criterion D hyperarousal and hypervigilance 

symptoms.  Hence, the use of behavioural avoidance in response to trauma has been found to 

result in a relative reduction of Criterion D hyperarousal symptoms – but not necessarily overall 

PTSD symptom severity (McFarlane, 1993).  Where community violence is the main problem, 

behavioural avoidance has been found to moderate between the level of violence exposure and 

the development of behavioural arousal symptoms, suggesting behavioural avoidance may be 
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protective for children and adolescents faced with uncontrollable events (Dempsey et al, 2000).  

The lower levels of hyperarousal and hypervigilance symptoms in the Aboriginal adolescents 

posttraumatic symptom profile in this study presumably reflects the greater use of behavioural 

avoidance. There is a dynamic process of interaction between each of the posttraumatic 

symptom clusters and a natural overlap with coping strategies as a response to difficult 

experiences.  The influence of culture and other societal characteristics on symptom expression 

is also reflected in the symptom profile of the Aboriginal adolescents.             

 

The final aspect of the Criterion D symptom cluster related to irritability and outbursts of anger. 

Few differences were observed between the two identity groups, with 50% to 60% of all 

adolescents experiencing some degree of irritability (‘get annoyed (grouchy) or irritable (kinda 

angry) real easy?’), and at times, outbursts of anger (‘get angry or upset at people for no 

reason?’, ‘ever get so angry with people that you want to hit or hurt someone?’).  

 

The two anger items in the PTSD measure were drawn from the somewhat broader, but concise 

five item measure of anger (see p.105).  On the other three items, two were found to vary 

significantly between the two groups (see p.237).  A greater proportion of the Aboriginal 

adolescents (43%) indicated to some extent feeling ‘angry all the time’ (p<.005, vs. 29% of 

non-Aboriginal adolescents), suggesting an undercurrent of strong affect that is largely 

unexpressed and may underlie reactivity when conflict arises.  On the one hand, this possibly 

reflects the impact of chronic trauma exposure on the dysregulation of cognitive and affective 

systems during developmentally sensitive periods.  At the same time, Aboriginal adolescents in 

Australia have good reason to be very angry, and this may equally reflect the quiet persistence 

of an underlying rage in response to contemporary experiences, as exacerbated by sociopolitical 

influences (as discussed see p.32, p.37 and p.66).  This perspective was supported by qualitative 

comments made on the cultural identity measure, which quite simply and eloquently expressed 

the outrage felt by many of the Aboriginal adolescents on issues such as a national apology (‘it's 

wrong what they did’, ‘because white people just took the land and killed us’, ‘because they 

wouldn't like it if they were treated like that’, ‘because I keep dreaming about it’, ‘because we 

don't know grandparents family’); and the need for all Australians to acknowledge effects of the 

past (‘so they can feel how we feel’, ‘because they should see what it was like for our people in 

those days. how would they like it if their children got taken away and treated like slaves’, 

‘because not a lot of them know about it, and also it might make them understand’, ‘to change 

their ignorance they have’, ‘because they need to know before they talk’); encountering racism 

(‘in the shops they make comments to me that I don't like’, ‘because if one Aboriginal does 

something wrong we all get abused by non-Aboriginals’, ‘sometime non-Aboriginal class us as 

all the same’, ‘because white always get their ways’);  and perceived inequality in employment 

(‘don't give them jobs because their colour & the clothes they wear’, ‘because Aboriginals don't 
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go to school as much as white people do’, ‘some of the workers wouldn't trust you’) and 

interactions with the police (‘you instantly get blamed for anything’, ‘police pick me up for no 

helmet but the non-Aboriginals get away with it’).    

 

Critically, on another anger item relating to self harm, close to twice as many of the Aboriginal 

adolescents (42%) as the non-Aboriginal adolescents (24%) at times felt ‘so angry with yourself 

that you want to hurt or harm yourself’ (p<.001), and for a small proportion (5%) this feeling 

was present ‘all of the time’.  This plainly illustrates the internalisation of anger and rage, as the 

Aboriginal adolescents experience of strong affect and distress was turned inwards – to self, 

with the resultant self directed, self harmful and self destructive thoughts.  The internalisation of 

affect in this way was more common in the Aboriginal adolescents experience of anger, than the 

non-Aboriginal adolescents, who were matched in terms of the externalisation of strong affect, 

ie by getting angry at people or at objects (see p.237).  Furthermore, with the knowledge that 

self destructive thoughts were also present in the coping repertoire of a small proportion of the 

Aboriginal adolescents, it is suggested that problem situations or difficult experiences that elicit 

strong affect may be commonly accompanied by such self destructive responses for a small 

group of Aboriginal adolescents in the Kimberley, placing these adolescents at particular risk 

for self harm and attempting self harm. 

 

It is apparent that anger was a prominent feature of the Aboriginal adolescents symptom profile, 

with increased anger critical to the adolescents experience of increased PTSD symptoms, 

suicidal ideation and depression symptoms.  In addition to this, self esteem (or a perceived sense 

of control over life events) also played an important part in the Aboriginal adolescents 

experience of greater PTSD symptoms.  While both anger and self esteem, in combination with 

hopelessness were critical to the Aboriginal adolescents experience of elevated suicidal ideation 

and depression symptoms.  This was all in the relative absence of any effects for shame, which 

is contrary to the original contention that both anger and shame would interact with 

posttraumatic stress symptoms, and the internalisation of these affects would explain in part the 

association between PTSD and suicidal ideation (see p.84).   

 

It is noted that the absence of statistical effects for shame in the Aboriginal adolescents 

experience of psychopathology may be due to methodological issues with the prominence of 

anger in the analysis (along with self esteem and hopelessness), making it statistically difficult 

for the construct to have an effect.  At the same time, it is acknowledged that shame is 

experienced differently by the two adolescent identity groups due to varying social and cultural 

influences.  For the Aboriginal adolescents, feelings of shame are part of cultural mores that are 

protective and instructive – and not necessarily adverse to well being (see p.67-68); as 

illustrated by the increased presence of shame feelings, but the relative absence of shame in the 
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adolescents symptom profile.  In stark contrast, although the non-Aboriginal adolescents 

reported feelings of shame significantly less often (p<.001 on all three items), this construct was 

a feature of their symptom profile and resembled more closely that observed amongst non-

Indigenous adolescent literature exposed to chronic trauma.  Although only partial support was 

found for the original contention that both anger and shame would interact with the Aboriginal 

adolescents experience of psychopathology it is contended that the current findings tell us much 

more by highlighting the unique nature of the Aboriginal adolescents experience of well being 

and psychopathology.   

 

 

Destruction of the Social Body, Destruction of Self 

 

‘These questions made me think about my family and myself, and couple of questions made me 

think about the past when some of my family died.’ 

15 year old male Aboriginal adolescent 

 

‘those answer made me realise that I really do belong to a family and their is more to life then 

killing yourself.  ’ 

14 year old female Aboriginal adolescent 

 

‘Some of them I found really racist.   Why did you want to know what happened in my family 

about suicide?’                                          

16 year old female non-Aboriginal adolescent 

 

 

Suicidal Ideation Profiles 

 

Thoughts of death and dying were commonplace for the Kimberley Aboriginal adolescents.  Up 

to 60% of adolescents in both identity groups had thought about death and people dying, and a 

startling 10% of the Aboriginal adolescents were preoccupied with thoughts of people dying ‘all 

the time’.  Statements relating to the death, illness and injury of family members were also a 

feature of the Aboriginal adolescents qualitative comments (see p.170).  This is perhaps not 

surprising given the high rates of premature mortality and morbidity experienced by Aboriginal 

people in the region, and Australia more generally (see p.37).  For many Aboriginal adolescents, 

death, illness and injury - and the attendant grief and loss of critically important relationships - 

is a part of the rhythm of life which proceeds at a pace that is accelerated and devastating.   
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Very few of the articles reviewed for this thesis gave the frequencies for individual suicidal 

ideation items.  One useful exception to this was the Martin et al (2004a) study of a large 

sample of students (n=2,485, 14 years mean age) in Adelaide, South Australia.  Of these 

students, 27% indicated general thoughts of suicide (ie ‘thought of killing yourself’), and 14% 

had considered a suicide plan (‘have you ever made plans to kill yourself without carrying them 

out’, p.494).  In the Kimberley sample, up to 30% of adolescents in both identity groups had 

general thoughts of suicide (ie ‘thought of killing myself’) – a similar proportion to the Adelaide 

students.  However, the Kimberley Aboriginal adolescents diverged from the other adolescent 

groups with the formulation of a suicide plan.  Around one quarter of the Aboriginal adolescents 

had given some thought to a suicide plan.  On three items – all considered to be critical in 

assessing potential suicide risk – the Aboriginal adolescents indicated having given more 

thought to ‘how I would kill myself’ (27% vs. 24%), ‘when I would kill myself’ (24% vs. 15%) 

and ‘what to write in a suicide note’ (21% vs. 17%) than the non-Aboriginal adolescents (all 

p<.05).  Rumination was evident for a small group of the Aboriginal adolescents (up to 5%), 

who thought about these aspects of their suicide plan ‘all the time’.  Overall, this suggests a 

greater number of the Aboriginal adolescents in the Kimberley had concrete thoughts relating to 

a suicide plan than their non-Aboriginal peers, and another student based adolescent sample.  

Implying a heightened risk for actual suicide attempts, which is supported by the greater number 

of Aboriginal adolescents that reported histories of a previous suicide attempt/s (see p.303).  

 

Further to this, around one third of the Kimberley Aboriginal adolescents endorsed the affective 

elements of suicidal ideation.  This included greater agreement with such affectively charged 

statements as; ‘I wished I were dead’ (27% vs. 24%; p<.05), ‘I wished I had never been born’ 

(34% vs. 26%; p<.01), and ‘I thought that no-one cared if I lived or died’ (32% vs. 26%; 

p<.005) than the non-Aboriginal adolescents.  These statements are much more bleak that those 

presented in relation to hopelessness and depression (the two constructs most likely to overlap 

with affective components of suicidal ideation), which the Aboriginal adolescents also 

commonly endorsed (see p.324).  These statements illustrate the isolation and despair felt by 

many Aboriginal adolescents in the Kimberley living with chronic exposure to multiple trauma.   

 

In relation to the interaction of suicidal thoughts and coping strategies, one quarter of all  

adolescents (27% vs. 23%) had at some time thought ‘killing myself would solve my problems’.  

Suggesting it is not uncommon for adolescents to react to difficult situations with thoughts of 

suicide.  In isolation from other adversities, these thoughts may not necessarily equate to risk.  

At the same time, slightly more of the Aboriginal adolescents (15% vs. 10%) had thought of 

‘telling people I plan to kill myself’, suggesting the presence of help seeking behaviours and a 

greater reliance on prosocial coping strategies (as presented earlier, see p.318).  At the same 

time, around one fifth of adolescents in both identity groups (17% vs. 18%) acknowledged the 
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presence of suicidal thoughts in association with using alcohol and drugs (ie ‘Have you ever had 

any of these thoughts when you were stung up, horrors or bunged up?’).  This complements the 

broader literature documenting these associations (see p.73, p.81), and the possible exacerbation 

of suicide potential brought by self anaesthesia, and associated risk taking and unsafe 

environments.    

 

It was noted earlier in this Chapter that the Aboriginal adolescents commonly acknowledged 

obligations to family members as the main reason they would not act on their suicide plan (see 

p.307).  This clinical observation was also supported, with up to half of the adolescents in both 

identity groups (47% and 45%) having ‘thought about how people would feel if I killed myself’.  

This supports the perspective presented in the suicide literature that interpersonal relationships 

are important to an individuals consideration of suicide (see p.80).  It is surmised here that 

critical relationships are central to the Aboriginal adolescents thoughts around suicide, and may 

be highly protective by preventing an escalation from thoughts to attempts.  Alternately, the loss 

of significant relationships, or threat of loss through conflict or other events, may (in the context 

of existing ideation), be a potent ingredient in the reactive mix that underpins attempting 

behaviours.  It is then imperative for suicide prevention and intervention to encourage affiliation 

and belonging, and focus on strategies for positive self assertion and conflict resolution in 

personal relationships.   

 

Previous Suicide Attempt/s Profiles 

 

The profiles of the Aboriginal adolescent attemptors were essentially a microcosm of the pattens 

of symptomatology and well being illustrated in the broader clinical patterns.  Ten percent of 

the Aboriginal adolescents (n=28) reported a history of a previous suicide attempt/s, and gave 

mean total scores for direct and secondary trauma exposure, PTSD, suicidal ideation, depression 

and substance misuse that were up to three times greater than their non-attempting Aboriginal 

peers (see Appendix 29, p.502).  The Aboriginal attemptors also experienced up to 50% more 

suicidal ideation than the non-Aboriginal attemptors (n=17, 7%).  Supporting the earlier notion 

that Aboriginal adolescents with a history of a previous suicide attempt/s were more likely to 

have current suicidal ideation, and at a greater severity than their non-Aboriginal attempting 

peers (see p.304).  In addition, the Aboriginal attemptors were five times more likely to meet the 

diagnostic criteria for PTSD (see p.286), and twenty one times more likely to have clinical 

significant suicidal ideation, and three times more likely to have clinically significant depression 

(see p. 287) than their non-attempting Aboriginal peers.  This may reflect differential access to 

effective intervention and support services (as discussed later, see p335.).  This also possibly 

reflects the impact of chronic exposure to multiple trauma on the Aboriginal adolescent 

attemptors experience of psychopathology.  
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Aboriginal adolescents with a history of suicide attempts had a wide range of coping strategies; 

employing both adaptive and maladaptive approaches equally, adaptive approaches slightly 

more often and maladaptive twice as often as their non-attempting Aboriginal peers.  Thus 

supporting the perspective that adolescents exposed to chronic multiple trauma will develop and 

commonly use both adaptive and maladaptive strategies in response to multiple adversities (see 

p.64, p.80).  Aboriginal attemptors also experienced tremendous anger, hopelessness and poor 

self esteem in comparison to their non-attempting Aboriginal peers (see p.271).  This illustrates 

the prominence of anger in the Aboriginal adolescent attemptors symptom profile, and the 

attendant existential despair, perceived anomie and lack of agency.  Shame did not vary between 

the Aboriginal adolescent attemptor groups, but was a feature of the non-Aboriginal attemptors 

symptom profile (see p.505).  Thus supporting the earlier notion that the Aboriginal adolescents 

experience of shame is culturally sanctioned and not as likely to be associated with trauma 

exposure and symptom expression as that experienced by the non-Aboriginal adolescents, who 

were more aligned with non-Indigenous literature precedents (see p.67).  Finally, the Aboriginal 

adolescent attemptors had reduced ‘strength of identity’ and slightly increased ‘outsider’ 

feelings, as in line with the broader symptom profile discussed earlier (see p.323).   

 

Impact of Exposure to Suicide 

 

A similar proportion of the Aboriginal and non-Aboriginal adolescents who reported a previous 

suicide attempt knew ‘someone close’ who had attempted (71% vs. 82%), or completed suicide 

(42% vs. 47%).  However, the Aboriginal attemptors were twice as likely to have been exposed 

to attempt/s (71% vs. 35%) and completed suicide/s (46% vs. 24%) in their family than the non-

Aboriginal attemptors (see p.193).  The disparity in exposure to family suicidal behaviour may 

be explained by differences in family structure, and the history of a greater incidence of suicide 

among Aboriginal people in the region. 

 

When comparisons were made between the Aboriginal adolescents only, a far greater proportion 

of the attemptors than the non-attemptors had been exposed to attempt/s (71% vs. 25%) and 

completed suicide/s (46% vs. 26%) in their family; as well as the attempt/s (46% vs. 25%) and 

completed suicide/s (43% vs. 25%) of ‘someone close’.  Hence, it is clear that Aboriginal 

adolescents with a history of a previous suicide attempt/s are considerably more likely to have 

been exposed to suicidal behaviour in their family and peer group than their Aboriginal non-

attempting peers, and to some degree their non-Aboriginal attempting counterparts.  

Unfortunately, it was not possible to determine the extent to which the suicide exposure 

suggested the adolescents own suicide attempt/s and as such no causal inferences were able to 

be made.   
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In the general sample however, the Aboriginal adolescents suicide exposure was not found to be 

predictive of psychopathology in the linear and logistic regression analysis (see p.285, p.287).  

Even though the suicidal behaviours, attempts and deaths of family and peers were clearly a 

feature of the Aboriginal adolescents experience, as evident in all quantitative reports and 

qualitative comments (see p.151, p.173).  The presence of the other trauma exposure indices in 

these analysis, in particular sexual and family violence, and the adolescents own suicide 

attempt/s may have minimised the statistical effect possible for the suicide exposure items. At 

the same time, the perspective is supported in the adolescent literature that exposure to the 

suicidal behaviour of family and peers may not necessarily result in the onset of suicidal 

behaviours among exposed adolescents (Watkins & Gutierrez, 2003; Brent et al., 1996), as 

discussed in Chapter Three (see p.82).  It is clear that suicidal thoughts and behaviours have 

pervaded contemporary youth culture, with some considering suicide a viable response to 

stressors, as discussed earlier (see p.320, p.321).  This will have been shaped by the 

ubiquitousness of suicide in Aboriginal peoples experience in the region and across Australia 

for the last 30 years.  Yet, it is highly unlikely that the Aboriginal adolescents suicidal thoughts, 

plans and attempts are the result of exposure to suicide alone, in isolation from other forms of 

trauma exposure, psychopathology and adversity.  

 

Destruction of the Social Body, Destruction of Self 

 

There is an emerging body of work that supports the perspective that PTSD may be a risk factor 

for adolescent suicidal ideation and behaviours, and is therefore an important marker for future 

suicide attempts (Mazza, 2000; Lipschitz et al, 1999).  Several studies with student and clinical 

samples have found adolescents with high levels of PTSD symptoms are significantly more 

likely to report concurrent increased suicidal ideation, and a greater number of past suicide 

attempt/s than their peers without PTSD (Mazza, 2000; Brent et al 1995; Lipschitz et al, 1999; 

Thompson & Kaslow, 2000; Mazza & Reynolds, 2001).  In particular, it has been established 

that a history of childhood abuse (physical, emotional and sexual) and current PTSD is a 

‘particularly lethal’ combination for suicidal behaviour (p.136, Anderson et al., 2002).  Clinical 

studies with women presenting to emergency departments following a non-fatal suicide attempt 

have found that current PTSD in combination with a history of any form of childhood 

maltreatment significantly increased the woman’s likelihood of attempting (Anderson et al., 

2002; Thompson & Kaslow, 2000).   

 

The prominence of past suicide attempt/s with current suicidal ideation in the Aboriginal 

adolescents experience of PTSD, as set against histories of interpersonal violence victimisation 

during childhood and adolescence greatly increases the magnitude of risk for these adolescents, 

and suggests trauma pathways that are firmly entrenched by young adulthood.  The critical 
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importance of recognising the traumatic origins of an adolescents distress – particularly when 

that distress is manifest in suicidal thoughts and behaviours, is clearly evident in the current 

research.  

 

The overwhelmingly social nature of the trauma reported by the Aboriginal adolescents reflects 

the behaviours that articulate the pain of transgenerational trauma for many Aboriginal people 

in Australia and Indigenous and oppressed people worldwide (see p.46).  The destruction of self 

and the destruction of the social body reflects the origins of this trauma in colonial and 

postcolonial periods with the fracturing and fragmentation of Aboriginal families being 

widespread.  This is the cruellest injustice, as this is also the locus of the nurturing, supportive 

and protective familial and social relationships that are preventive and promote recovery from 

trauma (Atkinson, in Dodson, 2003).  The chronic exposure of Aboriginal children and 

adolescents to multiple trauma, and the grief and loss of such critically significant relationships 

are a vestige of this history.  The historical, sociopolitical and socioeconomic antecedents to 

these current adversities must always be acknowledged (Anderson, 2002; Dodson, 2003).   

 

 

Recovery from Trauma  

 

Clinicians and researchers working with adolescents in this field have highlighted the need for 

greater professional awareness and sensitivity to trauma histories during screening, assessment, 

treatment and recovery programs with suicidal adolescents (Lipschitz et al, 1999).  On the basis 

of the findings of the current research it would appear to be critically important to find sensitive 

ways to screen and assess for posttraumatic stress disorder symptoms in addition to trauma 

histories among Aboriginal adolescents presenting with suicidal thoughts and plans, or 

following a suicide attempt.  In terms of treatment and recovery, it is essential that approaches 

work within existing cultural frameworks and also take into account possible psychobiological 

responses to the trauma.   

 

In direct relation to the symptom profile differences that the Aboriginal adolescents illustrated 

in the current research, it would appear to be clinically prudent to encourage visual and physical 

modes of self expression, as well as building upon the cultural strengths of autonomy, affiliation 

and belonging established during childhood.  Such pathways for treatment and recovery may 

promote visual and physical self expression, and/or working through the trauma content in safe 

and supportive contexts that do not isolate the adolescent - but do diminish and ameliorate the 

distress associated with the trauma content.  Affiliation is critical in encouraging positive 

relationships through which self experience can be shared, and trust in others is possibly 

(re)stored.  The sense of belonging to kinship groups and to place, and knowledge of cultural 
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practises and beliefs, provides a strong foundation for (re)establishing self worth and self 

meaning, as well as world meaning.  The promotion of autonomy and self reliance may be 

protective in fostering a sense of control and mastery over self experience and environments, 

whilst still allowing for individual responsibility.  Milroy has observed this clinically, with the 

child and adolescent accepting responsibility for their own recovery instead of deferring to a 

parent, while not excluding parents from the process.  Thus reflecting the way individual 

responsibility and obligation co-exist within collectivist society (Milroy, personal 

communication, 2008; see Atkinson, 2002a).   

 

Approaches that work within existing cultural frameworks are inherent in the ways of working 

of Indigenous mental health workers and clinicians, and this expertise must be recognised and 

guide developments in assessment, treatment and recovery (Parker, 2003; Elder, 2008).  It is 

equally important to ensure all children and adolescents, family and professionals are 

encouraged to find the words to acknowledge trauma, and be unequivocally supported to access 

resources to address these traumatic origins for healing and recovery to occur.  At the same 

time, the sociopolitical influences that have sustained this trauma must also be resolved, and 

there is an imperative for healing narratives across the entire fabric of Australia to enable the 

healing of a nation coming to terms with its recent history, in a common search for meaning 

among so many layers of destruction. 
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Appendix I.  Historic Trauma Line for the Kimberley Region 
 
Pre Contact Varying estimates of Aboriginal population living in the Kimberley region. Elkin, as  

anthropologist estimated a population of 20,000 in 1932. Pederson and Woorunmurra (1985) 
estimated population at  30,000 in 1985 to reflect those not accounted for that were lost through 
slaughter and disease.  

 

1837 The British Kimberley Exploration Party lands at Hanover Bay on the north-western coast  
 and explore coastal and some inland regions. Ensuing report gave positive  
 recommendation for the establishment of a British colonial settlement in the Kimberley.  
 

1864 Western Australian Government funded an expedition to explore the Kimberley Coastal  
 area between Camden Harbour and Roebuck Bay (Denison Plains). Leading to an  

attempted sheep grazing pastoral settlements in these locations, that by the end of the year both 
had collapsed.  

 

1870s Establishment of pearling in Roebuck Bay, ‘blackbirding’ common practise. 
 

1870 Massacre on Roebuck Plains.  
 

1870 ‘By the end of the 1870’s northern colonisation accounted for less than three hundred  
 white settlers whose economic survival depended on the work of over one thousand  

Aboriginal people on sheep stations and pearling boats.’ Close collaboration between pearlers and 
sheep graziers. Both made significant profits from a system of slavery which formed the basis of 
European occupation in the north. The capture of large number of aboriginal people – blackbirding. 
(p.19, Pederson & Woorunmurra, 1985) 

 

1879  Forrest, after expedition in central Kimberley, having found Ord and Fitzroy rivers, returns  
 to Perth with news of possible grazing in central Kimberley 
 

1880-WW1 Pastoral settlement and frontier violence across Kimberley.  
 

1881-82 Releasee of land to Squatters,’ Kimberley fever' Durack’s arrive, 'pioneering crusaders' settlers from 
WA in Kimberley 'these were hardened young western Australian born men from the south west of 
the colony whose fathers and uncles had violently crushed the Noongar community and established 
sheep farms on their lands'. (p.24-25, Pederson & Woorunmurra, 1985)  

 

1882 First spearing of white man at Mt Anderson station by old Nyikina man, because he was  
 sexually abusing his wife. He was trailed and hung on Rottenest Island.  
 

1885 Gold discovered in Halls Creek, which led to the gazetting of towns Wyndham and Halls  
 Creek. Beef grazing to the east Kimberley, sheep grazing to the west Kimberley.  
 

1883-86 Town settlements of Broome, Derby, Halls Creek & Wyndham.   
 

1883 Aboriginal offenders act, allowing one Kimberley Government Resident to issue warrants,  
convict and sentence aboriginal people to prison terms of up to six months and order whipping of 
fifty lashes (p32, Pederson & Woorunmurra, 1985). Settlers plea to be JP’s to be able to increase 
their power.  

 

1885 Beginning of the Bunuba conflict.  
 

1890 Beagle Bay Mission established.  
 

‘As soon as possible, children can be removed from the adult camp and the nomadic ways of their 
parents, to be housed in dormitories on mission premises to be educated at school and in trades’ 
(p.104, HREOC, 1997) 
 

‘It may appear to be a cruel thing to tear an Aborigine child from its mother, but it is necessary in 
some cases to be cruel to be kind’ (p.103, HREOC, 1997) 
 

‘I would not hesitate for one moment to separate any half-cast child from it’s Aboriginal mother, no 
matter how frantic her momentary grief might be at the time. They soon forget their offspring’ 
(p.104, HREOC, 1997) 

 

1892 Spearing of three gold prospectors and ensuing death of 6 aboriginal men Bunuba  
 

1893 Warrwa people conflict at Oobagooma station. 
 

1897 Forrest River Mission.  
1913-68 
 

1894 Jandamarra shot policeman – start of the Bunuba resistance to pastoral settlement  
 surrounding Fitzroy Crossing.  
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1898 The Aboriginal Protection Board replaced by the Aborigines Department of WA. John  
 Prinsep became first Chief Inspector. 
 

1899-71 Sunday island mission, later moved to Derby  
 

1905 The Aborigines Act 1905 gives considerable power to the Aborigines Department to  
 determine the most personal aspects of peoples lives. Prinsep had full legal guardianship  

of all Aboriginal children up to 18 years old, and was able to enforce removal of children, 
separations of family, movements, marriages and work.  
 

‘As soon as possible, children can be removed from the adult camp and the nomadic ways of their 
parents, to be housed in dormitories on mission premises to be educated at school and in trades’ 
(p.104, HREOC, 1997)  

  

 ‘It may appear to be a cruel thing to tear an Aborigine child from its mother, but it is necessary in  
 some cases to be cruel to be kind’ (p.103, HREOC, 1997) 
 

1905-14 First wave of pastoral violence in northern Kimberley. The white occupation of Aboriginal lands, and 
relationship between settlers and peoples ‘involved instances of violence, coercion, social 
dislocation and fear.’ (p.26, Jebb, 2002)   

  

1908-83 Drysdale River Mission established and operational  
 

1909 Police, Protectors and Justices of the Peace given power to remove any ‘half caste’ child  
 to a mission without the authorisation of Chief Protector Prinsep 
 

1910 Moola Bulla and later Violet Valley established as places to where Aboriginal people could  
 be taken  
 

1911 Amendments to the 1905 Act increased the power of the Chief Protector to remove  
 children ‘to the exclusion of the rights of the mother of an illegitimate or ‘half caste’ child 
 

1911-85 Lombadina Mission established and operational 
 

1912-63 Orphanage in Broome established and operational 
 

1915-30  Second wave of pastoral settlement and violence in northern Kimberley by returning WW1  
soldiers’ We’d just come back from a war in which we were taught to kill. And when it came to a 
showdown we were the stronger.’ (p.114, Jebb, 2002)   

 

1915 Appointment of Chief Protector Neville as protector of Aborigines. Neville envisaged that  
 part-Aborigines (the ‘half caste problem’) would be absorbed by the white community, and  
 full blooded Aborigines would ‘die out as quickly as possible’. Under Neville the reserve  
 system came to dominate Aboriginal policy in WA. 
 

1916 Beagle Bay Mission peaks with 132 children  
 

1916 & 56- Mowanjum Mission 
   

1920s ‘Child prospecting’ removal of children in Northern Kimberley for station work 
 

1922 Durack River Gorge Massacre 
 

1926 Forrest River Massacre 
 

1934-45 Campaign of leprosy patrols’ The methods of capturing leprosy suspects were the same  
as those used for suspected criminal; a policeman and two or three trackers surrounded a camp 
and, at dawn, raided the camp and put suspects on chains. Shots were fired into the air or at dogs 
to stop anyone running away’. (p.139, Jebb, 2002) 

 

 ‘Raided camp fired 15 rounds of ammunition to quieten the camp, natives very frightened  
and attempted to get away – got all the camp, 27 natives in all’. Police files for 9th September, 1936. 
Police statement in records, (p.139, Jebb, 2002) 

 

1936-86 Derby Leprosarium, Bungarun, estimated 1,134 admissions over 50 years of operation 
 

1936 The Native Administration Act 1905-1936 extended power of the Department of Native  
Affairs, guardianship to any native child (up to 21 years) without parent or living relative, and to 
remove Aboriginal people from any place to a reserve, district, institution or hospital. There was no 
process for Aboriginal people to appeal 

 

1936 Drysdale River Mission established and operational  
 

1939-83 Mission settlement in Balgo established and operational  
 

1940-48 Chief Protector Neville, replaced by Commissioner Bray, who continued with segregation  
 policies 
 

1941 Wire compound built at Munja to hold leprosy suspects 
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1948-59 Introduction of ‘Welfare’, with policy shift from segregation to assimilation 
 

1950s Wages that had previously been withheld, paid for work  
 

1948-1962 Commissioner Middleton appointed at the Department of Native Affairs. As a part of  
 assimilation policies Middleton dismantled the reserves in favour of missions, advocated  
 for voting rights, and better education – leading to the admittance of children to State  
 primary schools and upgraded mission schools. Aboriginal families had to meet ‘white  
 standards’, and could be inspected at any time by welfare, if failing in the eyes of the State  
 then children removed and made wards of the State. (p.18, ALS WA, 1995) 
 

1952 Mission settlement established in Fitzroy Crossing 
 

1954 Native Welfare Act 1954 (WA) maintained the removal of children from families by the  
Department of Native Welfare Native Welfare Act 1954 (WA) maintained the removal of  children 
from families by the Department of Native Welfare. Allowed the Commissioner to ‘direct what 
person is to have custody of a native child of whom he is a legal guardian’ (p.19, ALS WA, 1995) 

 

1955-82 La Grange Mission, Bidyadanga established and operational 
 

1963 Native Welfare Act 1963, removed the guardianship powers of the Commissioner, and  
 changed name of ‘protection’ to ‘welfare’, meaning that children were still removed under  
 the title of child welfare.  
 

1967 Referendum decided Aboriginal people to be recognised as full Australian citizens counted  
in the census, and given the vote. The power to legislate for Aboriginal people deferred to the 
Commonwealth. 

 

1970s Aboriginal Boarding School in Broome. Several Missions handed over to Aboriginal people 
 

1972 Department for Child Welfare, able to take control of ‘neglected children’, removal was  
 directed towards ‘cottages’, and other families, rather than institutionalisation (p.21, ALS WA, 1995) 
 

1972 Commonwealth Governments policy change to ‘self determination’ and then in 1975 to  
‘self management’, although few structures were put in place to support such policies 

 

1974 Community Welfare Act 1974, and the Aboriginal Affairs Planning Authority Act 1972 for  
 Aboriginal development, social and political needs. 
 

1975 Henderson Commission into income and poverty finds that Aboriginal people are ‘the  
 poorest Australians’  
 

1980’s Administrative control of missions to community councils 
 

1983 Death in custody - hanging, Broome Lock up, 30 year old Aboriginal male 
 

1985 Death in custody, Broome Regional Prison, 25 year old Aboriginal male 
 

1987 Aboriginal youth suicide emerges as a new pattern in the Kimberley 
 

1987-91 Royal Commission into Aboriginal Deaths in Custody, of the 32 WA deaths considered in  
the report, at least 19 involved Aboriginal people that had spent time in a mission. The report found 
that the assimilation policy, with its removal of children from parents and institutionalisation, was the 
cause of many current problems in Aboriginal society. Report concluded that there was still an 
effective institutional process happening, and that to date no generation of Aboriginal children have 
been free from the threat of arbitrary removal by the State 

 

1988 Death in Custody, Halls Creek Police Station, 26 year old Aboriginal male 
 

1989 Death in Custody, Broome Lock Up, 33 year old Aboriginal male 
 

1991 Follow up to the Henderson Commission on Australian income finds that financially  
 conditions have changed very little, Aboriginal people are still ‘the poorest Australians’  
 

1994 Taskforce for Aboriginal Social Justice, report admitted that: ‘Aboriginal people were  
 subjected to massive welfare interference on a scale not experienced by any other group  
 in Australia, and that the consequences of historic policies of assimilation and widespread  
 removal of children from their families are evident in contemporary family dislocation,  
 parenting problems, child abuse and neglect.’  
 

1994 Aboriginal and Torres Strait Islander Report finds that 38% of Aboriginal people are  
 unemployed, and 50% of Aboriginal youth are unemployed nationally 
 

1995 61% of youth in police custody in WA are Aboriginal 
 

1996 51% of youth in WA corrective institutions are Aboriginal, of male youth 36% are  
 Aboriginal, of female youth 46% are Aboriginal 
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1996 61% of all Aboriginal children on guardianship orders are placed with foster families, 25%  
 with relatives 
 

1998 Aboriginal youth suicide reaches a crisis point  
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Appendix 3. Example of the Questionnaire Booklet & Rating Scales 
 
 
 



 369 

Appendix 3. Example of the Questionnaire Booklet & Rating Scales 
 
 
 



 370 

Appendix 3. Example of the Questionnaire Booklet & Rating Scales 
 
 
 
 
 



 371 

Appendix 3. Example of the Questionnaire Booklet & Rating Scales 



 372 

Appendix 3. Example of the Questionnaire Booklet & Rating Scales 
 

 



 373 

Appendix 3. Example of the Questionnaire Booklet & Rating Scales 
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Appendix 4. Adolescent Trauma Exposure Indices Reported Internationally 

Author’s    Sample    Trauma Indices 
 
General Youth Populations 
Elkit (2001)   Danish School Youth  Direct and Indirect Exposure to: traffic accident, other serious accidents, physical assault, rape, others  
    (13-15 years)   injured or killed, self injured or almost killed, threat of beating, near-drowning, attempted suicide,   
        robbery/theft, pregnancy / abortion, serious illness, death of someone close, divorce, sexual abuse,  
        physical abuse, severe childhood neglect, humiliation or persecution by others (mobbing), absence of a  
        parent, other trauma  
 
Fitzpatrick & Boldizar (1993)  Low income African American Victimised: been chased, hit by family members, hit by non-family members, beaten or mugged, sexually assaulted, 
    Youth (7-18 years)   attacked with knife, seriously wounded after incidence of violence, shot or shot at, residence broken into  
        when home. Witness to above items with inclusion of serious accident, suicide or murder. 
 
Duckworth, Hale, Clair   African American Youths  Direct: chased by gangs, threat physical harm, slapped, punched, hit, beaten up or mugged, sexually  
& Adams (2000)   in low income urban  assaulted, molested or raped, attacked or stabbed with a knife, shot with a gun. Secondary; chased by  
    communities (11-15 years)  gangs or older kids, threat physical harm, slapped, punched or hit by family, and/or non family member,  
        beaten or mugged, sexually assaulted, molested or raped, seriously wounded after an incident of  
        violence, attacked or stabbed with knife, shot with gun, committing suicide, killed by another person.  
 
Punamaki, Muhammed  Kurdish school children   Exposure to traumatic event: Military violence, family-related hardships, economic hardships, and  
& Abdulrahman (2004)  from war zones (12 years)  other (e.g. traffic accident) 
 
Flannery (1998)    Mixed race American youth  Direct exposure to violence and victimisation from violence at home: have been beaten, threatened, hit /  
     (14-19 years)   slapped.. Secondary exposure to violence and someone else been victimised by violence at home:  
        witness to someone else beaten, threatened, hit / slapped. 
 
Flannery, Singer &   Dangerously violent African  Direct victimisation by violence at home, at school, or in neighbourhood: threats,  
Wester (2001)   American, Hispanic & Caucasian slapping/hitting/punching, beating, knife attacks, shootings. Witnessing violence at home, at  
    School Youth (14-19 years)  school, or in neighbourhood: threats, slapping/hitting/punching, beating, knife attacks, shootings  
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Appendix 4. Adolescent Trauma Exposure Indices Reported Internationally 

Author’s    Sample    Trauma Indices 
 
Erwin, Newman,    Caucasian, African American  Experienced event: threatened with being shot/stabbed, shot or stabbed, family physical  
McMackin, Morrissey  & Hispanic youth in Juvenile  assault, non  family physical assault, kidnapped/held against will, serious accident, statutory  
& Kaloupek (2000)   Treatment facilities   rape, family sexual assault, non family sexual assault, natural disaster. Witnessed event:  
    (17.5 years mean)   homicide, seen someone die, physical assault with a gun, physical assault at home, family  
        domestic violence, family sexual assault, non family sexual assault 
 
Robin, Chester, Rasmussen,  American Indian adults  Directly experienced or witnessed: combat, accident/crash, fire/explosion, industrial trauma,  
Jaranson & Goldman (1997)  South western tribe   natural  disaster physical assault, witness extreme violence, dangerous situation, receiving  
    (21+ years)   news of mutilation, serious injury Violent/unexpected death of loved one (not war related), or  
        other 
Clinical Populations 
Thompson & Kaslow (2000)  African American Women  Traumatic life event history; robbery, physical assault, sexual assault, interpersonal loss due to   
    Non-fatal suicide attemptors  an accident, interpersonal loss due to a suicide, interpersonal loss due to a homicide, and  
    (32 years mean)   witnessing violence 
 
Jaycox Marshall & Orlando  Latino, African American &  Personal experience of , witnessing, and having violence occur to someone close; community  
(2003)    Caucasian adults injured in   violence, domestic violence and other traumatic events  
    Community Violence  
    (18-35years) 
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Appendix 5.    Wording of the Direct and Secondary Trauma Items      

Direct Trauma Exposure Items 1 -15 Secondary Trauma Exposure (STE) Items 1 -11 

Item 1 ‘Has anyone in your family suicided’  Item 1 ‘Has anyone close to you suicided’ 
Item 2 ‘Has anyone in your family attempted suicide’  Item 2 ‘Has anyone close to you attempted suicide’  

Item 3 ‘Have you ever attempted suicide’  Item 3 ‘Have you seen or heard of violent fighting in your home or other peoples homes 

Item 4 ‘Has anyone in your home threatened to hurt you so much you were really scared’ Item 4 ‘Has anyone you are close to been sexually abused’  

Item 5 
‘Have you ever been in a real bad fight at home with your family, where you were 
hurt’ Item 5 

‘Has anyone ever threatened to hurt someone close to you, hit them, or pushed 
them violently’

Item 6 ‘Have you ever been touched in a sexual way that made you feel bad’ Item 6 ‘Has anyone ever hurt someone close to you, hit them, or pushed them  violently’ 
Item 7 ‘Have you ever been sexually abused’  Item 7 ‘Have you seen mobs fighting where someone close to you got hurt real   bad’  

Item 8 
‘Has anyone that you know (not family) ever threatened to hurt you, hit you, or push 
you violently’   

Item 8 ‘Have you seen people you are close with caught stealing, vandalising’ 

Item 9 
‘Has anyone that you know (not family) ever hurt you, hit you, or pushed you real 
violently’ Item 9 ‘Have you seen people you are close with drink driving really  dangerously’ 

Item 10 ‘Have you ever been in a real bad accident’ Item 10 ‘Have you seen serious drug deals that involve people you are close to’ 
 ………. ‘If Yes…. Did you feel that you life was threatened’* Item 11 ‘Have you seen someone you are close to been bullied and teased real bad’  
 ………. ‘If Yes…After that accident were you afraid of dying’*   

Item 11 
‘Have you been in mob fighting where someone got hurt real bad or you got hurt 
real bad’   

Item 12 
‘Have you ever been caught stealing and vandalising and been scared of what 
would happen’   

Item 13 
‘Have you ever been in a dangerous drug deal and been scared of what would 
happen’   

Item 14 
‘Have you been in a car with people that are drink driving real dangerous, and you 
were scared’   

Item 15 ‘Have you ever been bullied and teased so bad you were scared’   
* not included in DTE total score 
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Appendix 6. PTSD Measures Reported Internationally 

Author’s    Sample    Trauma Indices 
 
General Youth Populations 
Dempsey, Overstreet  African America inner city  Checklist of Children’s Distress Symptoms (Richters & Martinez 1990): self report (with items read aloud to  
& Moely, (2000)   adolescents Low SES School  group), 28 items with a 5 point likert-type scale. Items provided symptom severity measure and corresponded  
    program  (n=70, 11-14 years)  to DSM-III-R  PTSD diagnosis. Item score of 0-2 coded as an absence  of symptom, 3-4 as a presence of  
        symptom. Internal consistency item agreement; criteria b .62 (7 items), criteria c .70 (12 items), criteria d .79 (9  
        items). Three independent psychologist coded each of the items into criteria b, c, d. 
 
Berton & Stabb (1996)  African American, Caucasian  Keane PTSD Scale (Keane et.al.1995): 46 items based on the Minnesota Multiphasic Personality Inventory  
    and  Hispanic urban American (MMPI), found to correctly identify PTSD in 82% of the clinical validation and cross- validation sample, 
    adolescents school students  and act as a useful PTSD screening instrument. Civilian Mississippi Scale for PTSD: as based on the  
    (n=97; 15-19 years)   Mississippi Scale for Combat Related PTSD, corresponded with DSM-III PTSD criteria, correctly classified  
        PTSD in 90% of the validation samples.  
 
Flannery, Singer &   African American, Hispanic and  Trauma Symptom Checklist for Children (Briere, 1996): self report, PTSD one of six subscales in Checklist, 
Wester (2001)   Caucasian dangerously violent with 10 items rated on a 4 point likert type scale. Symptom severity scores available for each subscale, not able 
    school adolescents and matched  to make self report PTSD DSM diagnosis.  
    controls (n=968, 15-18 years) 
 
Flannery (1998)   African American, Caucasian and  As above. Author reported each of the subscales (anxiety, depression, PTSD, dissociation, anger and sexual  
    Hispanic adolescent school students concerns) had an average internal consistency of .85. Checklist has been found to have demonstrated internal  
    (n=3724, M = 16.0 years)  reliability and internal consistency. 
 
Hsu, Chong, Yang    Taiwanese adolescent victims of  Symptom Checklist-90-Revised, Chinese Version (Tsei et al., 1978): self report, 5 point likert type  
& Yen (2002)   severe earthquake, school based scale, general screening measure for psychiatric disorder, measured symptom severity. Validity  
    (n= 323, 12-14 years)  established with Taiwanese clinical sample. Also utilised the acute stress / PTSD module of the Children’s 
        Interview for Psychiatric Syndromes, as translated into Chinese, although not validated in Taiwan. 
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Appendix 6. PTSD Measures Reported Internationally 

Author’s    Sample    Trauma Indices 
 
 
Durakovic-Belko, Kulenovic  Sarajevo adolescents exposed to  Post Traumatic Stress Reaction Questionnaire (Kuterovac, et al., 1993): self report, 20 items as based on 
& Dapic (2003)   war trauma in Bosnia Herzegovina, DSM-IV with a 3 point likert type scale. Criteria A part determined by other measure  (War Trauma   
    school based. (n=393, M=17 years) Questionnaire). Subjects asked to focus on worst war experience when indicating frequency of PTSD  
        symptoms. Symptom severity and DSM-IV PTSD diagnostic available. Internal consistency at .82  
 
Duckworth, Hale, Clair,    African American Adolescents PTSD Reaction Index – Child (Pynoos et al., 1987): structured interview, 20 items rated on 5 point likert type 
& Adams, (2000)   residing in low income urban  scale assessing frequency of PTSD symptoms. To respect anonymity, items read aloud while participants 
    communities   completed questionnaire. Symptom severity and diagnostic grouping. Internal consistency for modified  
    (n=181, 11-15 years)  administration at .82. Reported as the most widely used structured interview for diagnosing child and  
        adolescent PTSD. 
 
Elkit (2001)   Danish adolescents, school based Harvard Trauma Questionnaire: self report  
    (n=289, M=14.5 years)         
 
Incarerated Populations 
Erwin, Newman, Morrissey,    Caucasian, African American and  Child PTSD Checklist (Amaya-Jackson et.al.1995): self report, 3 free response items (criteria a),  
McMackin & Kaloupek (2000)  Hispanic male adolescent  28 4 point Likert-type items  (criteria b, c, d). DSM-IV PTSD diagnostic. Alpha coefficients  
    Offenders, high security juvenile between all items .91, criteria b .84  (10 items) , criteria c .77 (10 items), criteria d .82 (8 items).  
    treatment facility, Massachusetts, Identified higher rates of PTSD than the Clinician Administered PTSD Scale for Children and  
    America (n=51, M=17.5 years) Adolescents (CAPS- CA) and recommended by authors as a screening device.  
 
Cashel, Ovaert,    African American, Caucasian  PTSD Reaction Index – Child (Pynoos et al., 1987): structured interview or self report, 20 items  
& Holliman (2000)   and Hispanic incarcerated male rated on 5 point likert type scale, with total used to indicate severity of stress reactions and  
    juvenile offenders   diagnostic groupings (see Duckworth et al, 2000 above).  
    (n=60, 13-18 years) 
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Appendix 6. PTSD Measures Reported Internationally 

Author’s    Sample    Trauma Indices 
 
Clinical Populations 
Davidson &    Australian Vietnam Veterans with Mississippi Scale for PTSD: self report  
Mellor (2000)   PTSD, their children and matched  
    controls (n=166, 14-34 years) 
 
Lipschitz, Winegar,    Latino, African American and   Child Posttraumatic Stress Reaction Index (Pynoos et al. 1987): semi structured interview administered to  
Hartnick,  Foote &    Caucasian acute psychiatric  subjects that endorsed criteria a. 20 items rated on 5 point likert type scale relating to DSM criteria for PTSD.  
Southwick (1999)   adolescent admissions, American Compared to diagnostic interview, subject scoring greater than 40 on CPTS-RI and identified during interview  
    (n=74, M = 14.8 years)  included in study 
 
Jaycox, Marshall,     Latino, African American and  PTSD Checklist (Weathers et al. 1993): self report, 17 items corresponding to 17 DSM-IV PTSD criteria B – D. 
& Orlando (2003)   Caucasian admissions to trauma five point likert type scale. Identified criteria a trauma as community violence and resultant physical injury. 
    facility following physical injury Symptom severity with cut off markers and DSM-IV PTSD diagnosis (n=267, M=24.2 years) capabilities.  
    from community violence  Previously reported sounds psychometric properties, construct validity and good concordance with diagnosis.  
        Reported internal consistency at .88 with sample population.  
 
Pilay, Naidoo,     KwaZulu-Natal Region child  DSM-IV (APA, 1994): data was collected through examination of files, interviews with patients  
& Lockhart (1999)   presentations at a visiting  and family. The child’s primary presenting problem was recorded, and PTSD assessed according to  
    psychological clinic and at an urban the criteria as specified by DSM-IV, although not rigidly given the setting of the research. 
    psychological clinic, low SES  
    (n=479, n=319, <18 years) 
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Appendix 6. PTSD Measures Reported Internationally 

Author’s    Sample    Trauma Indices 
 
National Samples 
Creamer, Burgess &   Community sample as part of  Composite International Diagnostic Interview (PTSD Module) modified (Andrews & Peters 1998):  
McFarlane (2001)   the Australian National Survey of interview, 11 cards of DSM-IV criteria a traumata presented.  If event identified and the given  
    Mental Health and Well Being description of the event satisfied criteria a, then remainder of PTSD module inquiring criteria A2 –  
    (n=10,641; 18+years)  F symptoms asked with reference to the nominated event. As based on Kessler et al (1995) study. 
 
Kessler, Sonnega,    Community sample as a part of the  Composite International Diagnostic Interview (PTSD Module) (Andrews & Peters 1998) & Revised 
Bromet, Hughes &   National Comorbidity Study in the  DIS modified): interview, criteria a assessed using 11 cards of DSM-III-R recognised traumata followed 
Nelson (1995)   United States.   by one open ended  ‘other’ trauma. Criteria a relaxed, and participants ‘most upsetting’ experience 
    (n=8,098; 15-54 years)  the focus in the subsequent administration of the remaining criteria b – f . Revised DIS PTSD items. 
 
Adult Populations 
Robin, Chester,     American Indian adults  Structured Clinical Interview for DSM-III: interview   
Rasmussen, Jaranson,    South western tribe      
& Goldman (1997)   (n=247, 21+ years)      
 
McCall & Resick (2003)   Kalahari Bushmen/women  Translation of DSM-IV Interview into Kalahari (Ju/’hoansi) dialect:  interview, each DSM-IV  
    assault victims   item asked in local dialect, with a yes / no response scale. Items as close to DSM-IV wording 
    (n=20)    as possible, and all pertaining to identified criteria a event. Culturally sensitive, with no direct 
        questioning of trauma history or pre assault functioning.   
 
Hodgetts, Broers, Godwin,   Family Physicians in Bosnia and  PSTD Checklist – Civilian Version (Weathers et al., 1993): self report, 17 items corresponding to  
Bowering & Hasanovic,   Herzegovina   17 DSM-IV PTSD criteria B – D. Five point likert type scale. Symptom severity with cut off  
(2003)    (n=133, <40 years age)  markers and DSM-IV PTSD diagnosis capabilities. Not validated in Bosnian-Serbo-Croat  
        language, selected to screen for PTSD as does not require recounting of traumatic events, criteria a  
        is assumed to be met by circumstance (as in Jaycox et. al., 2003) 
 



 

 381 

Appendix 7. Comparison of the DSM-IV PTSD Criteria with the PCL-C & the Child PTSD Checklist 

DSM-IV PCL-C Items Child PTSD Checklist-A Items 
Criterion A Traumatic Experience 
The person has been exposed to a traumatic event in which both of the following were present: 
1. the person experienced, witnessed, or was confronted with an event or events that involved actual or threatened death or serious injury, or a threat to the physical integrity of self or others 
2. the person’s response involved intense fear, helplessness, or horror.   
Note:  In children, this may be expressed instead by disorganized or agitated behaviour 
 
 Instructions: Below is a list of problems and complaints 

that people sometimes have in response to stressful life 
experiences.  Please read each one carefully, then circle 
one of the numbers to the right to indicate how much you 
have been bothered by that problem in the past month. 

 

‘These are questions about how you felt after something upsetting 
had happened. Can you tell us which things happened to you that was 
the most upsetting, scary or frightening? 
1. 
2. 
3. 
Now we want to know how these made you feel. How much of the 
time have your felt the kind of feelings we ask in each question over 
the past month.’ 

Criterion B Recurrence – Re-experience 
The traumatic event is persistently re experienced in one (or more) of the following ways:  
Criteria B1  
Recurrent and intrusive distressing recollections of the event, 
including images, thoughts, or perceptions.  
Note:  In young children, repetitive play may occur in which 
themes or aspects of the trauma are expressed. 

Item 1 ‘Repeated, disturbing memories, thoughts, or 
images of a stressful experience from the past?’ 

Item 4 ‘Do you go over and over what happened in your mind?’  
 
Item 5 ‘Do you think about (or see pictures in your head of) what 
happened even  when you don’t want to?’ 
 

Criteria B2  
Recurrent distressing dreams of the event.   
Note:  In children, there may be frightening dreams without 
recognizable content. 

Item 2 ‘Repeated, disturbing dreams of a stressful 
experience from the past?’ 

Item 1 ‘Do you get nightmares or have bad dreams about what 
happened?’ 
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Appendix 7. Comparison of the DSM-IV PTSD Criteria with the PCL-C & the Child PTSD Checklist 

DSM-IV PCL-C Items Child PTSD Checklist-A Items 
Criteria B3  
Acting or feeling as if the traumatic event were recurring 
(includes a sense of re-enactment the experience, illusions, 
hallucinations, and dissociative flashback episodes, including 
those that occur on awakening or when intoxicated) 
Note:  In young children, trauma-specific 
re enactments may occur 

Item 3 ‘Suddenly acting or feeling as if a stressful 
experience from the past were happening again (as if you 
were reliving it)?’ 

Item 10 ‘Do you act out things or repeat things like what happened?’  
 
Item 11‘Do you sometimes feel like it’s happening all over again, even 
when it’s not?’ 

Criteria B4  
Intense psychological distress at exposure to internal or 
external cues that symbolize or resemble an aspect of the 
traumatic event  
 

Item 4 ‘Feeling very upset when something reminded you 
of a stressful experience from the past?’ 

Item 2 ‘Do you get upset when you think about what happened?’ 
 
Item 3 ‘When something reminds you of what happened, do you get 
tense or upset?’ 
 
Item 6 ‘Do you worry that it might happen again?’ 
 
Item 23 ‘Do you feel bad or guilty – like what happened was your 
fault?’ 

Criteria B5  
Physiological reactivity on exposure to internal or external 
cues that symbolize or resemble an aspect of the traumatic 
event  

Item 5 ‘Having physical reactions (e.g., heart pounding, 
trouble breathing, sweating) when something reminded 
you of a stressful experience from the past?’ 

Item 14 ‘Have you ever got physically upset when something 
reminded you of what happened, like getting sweaty, shaking, your 
heart pounding, getting short of breath, or stomach aches?’  

Criterion C Avoidance – Numbing  
Persistent avoidance of stimuli associated with the trauma and numbing of general responsiveness (not present before the trauma), as indicated by three (or more) of the following:   
 

 



 

 383 

Appendix 7. Comparison of the DSM-IV PTSD Criteria with the PCL-C & the Child PTSD Checklist 

DSM-IV PCL-C Items Child PTSD Checklist-A Items 
Criteria C1 
Efforts to avoid thoughts, feelings, or conversations 
associated with the trauma 
 

Item 6 ‘Avoiding thinking about or talking about a stressful 
experience from the past or avoiding having feelings 
related to it?’ 

Item 7 ‘Do you try not to think about what happened?’  
 
Item 13 ‘Do you ever make yourself very busy and do things so you 
won’t think about what happened?’ 
 
Item 25  ‘Do you ever feel like you are ‘tuned out’ or ‘in a trance’ so 
you can go away in your mind and not think?’  

Criteria C2 
Efforts to avoid activities, places, or people that arouse 
recollections of the trauma  

Item 7 ‘Avoiding activities or situations because they 
reminded you of a stressful experience from the past?’ 

Item 8 ‘Do you try to stay away from things that remind you of what 
happened?’ 

Criteria C3  
Inability to recall an important aspect of the trauma  Item 8 ‘Trouble remembering important parts of a stressful 

experience from the past?’ 
Item 9 ‘Do you ever have trouble remembering important parts of 
what happened?’  

Criteria C4  
Markedly diminished interest or participation in significant 
activities  
 

Item 9 ‘Loss of interest in activities that you used to 
enjoy?’ 

Item 20  ‘Do you feel it’s hard to have fun doing things?’ 
 

Criteria C5  
Feeling of detachment or estrangement from others  Item 10 ‘Feeling distant or cut off from other people?’ 

Item 22  ‘Do you feel alone even when other people are around?’ 

Criteria C6  
Restricted range of affect (e.g., unable to have loving 
feelings)  
 

Item 11 ‘Feeling emotionally numb or being unable to 
have loving feelings for those close to you?’ 

 

Item 12  ‘Do you ever feel it’s hard to have any feelings any more, 
like you feel numb?’  
 
Item 21 ‘Do you ever feel it’s hard to feel happy?’ 

Criteria C7  
Sense of a foreshortened future (e.g., does not expect to 
have a career, marriage, children, or a  
normal life span) 

Item 12 ‘Feeling as if your future somehow will be cut 
short?’ 

Item 19  ‘Do you ever think that you won’t grow up and be what you 
want to be?’ 
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Appendix 7. Comparison of the DSM-IV PTSD Criteria with the PCL-C & the Child PTSD Checklist 

DSM-IV PCL-C Items Child PTSD Checklist-A Items 
Criterion D Physiological Arousal – Hyper vigilance  
Persistent symptoms of increased arousal (not present before the trauma), as indicated by two (or more) of the following: 
 
Criteria D1  
Difficulty falling or staying asleep 
 

Item 13 ‘Trouble falling or staying asleep?’ BDI 16 ‘Do you have trouble falling asleep ’‘I 
sleep as well as ever’; ‘I don’t sleep as well as I 
used to’; ‘I have trouble going to sleep’; ‘I wake 
up all the time and can’t ever get back to sleep’ 

Criteria D2  
Irritability or outbursts of anger  
 

Item 14 ‘Feeling irritable or having angry outbursts?’ 
Item 18  ‘Do you get annoyed (grouchy) or irritable (kinda angry) 
real easy?’ 
 
ASC 2 ‘Do you get angry or upset at people for no reason?’ 
 
ASC 5 ‘Do you ever get so angry with people that you want to hit or 
hurt someone?’ 
 

Criteria D3  
Difficulty concentrating  
 

Item 15 ‘Having difficulty concentrating?’ 
Item 15 ‘Is it hard for you to pay attention, like listening to your 
teacher, or doing your work – because you can’t concentrate well?’ 

Criteria D4  
Hyper vigilance  
 

Item 16 ‘Being “super alert” or watchful or on guard?’ 
Item 16  ‘Do you feel that you need to stay ‘on guard’ – like 
something could happen and you need to be ready?’ 

Criteria D5  
Exaggerated startle response  
 

Item 17 ‘Feeling jumpy or easily startled?’ 
Item 17  ‘Do you get jumpy or startle easily?’ 
 
Item 24  ‘Do you ever wet your pants or bed by accident?’ 
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Appendix 7. Comparison of the DSM-IV PTSD Criteria with the PCL-C & the Child PTSD Checklist 

DSM-IV PCL-C Items Child PTSD Checklist-A Items 
Criterion E Chronology 
Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 1 month 
Acute: if duration of symptoms is less than 3 months 
Chronic: if duration of symptoms is 3 months or more 
 
  Item 26  ‘From all of the questions above, when do you think you 

first started experiencing these sorts of feelings, actions?’  
 
Item 27  ‘From all of the questions above, for how long have these 
sorts of feelings, actions gone on for / lasted?’ 
 
Item 28  ‘Overall, how much have you been bothered by these sort 
of feelings, actions?’ 

Criterion F        Impairment to Functioning 
The disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning 
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Appendix 8. Comparison of the Adapted SIQ-Jr-KA Items With The Original SIQ-Jr 
 

Original SIQ-Jr Items Adapted SIQ-Jr-KA Items 
On the back of this page are a number of sentences about thoughts that people sometimes have. 
You will be reading each sentence and deciding how often you have the thought the sentence 
describes. There are no right or wrong answers. Just remember to answer the way you really think. 

‘Have you ever had any of these thoughts in the last month’ 

Item 1    ‘I thought it would be better if I was not alive’ Item 1     ‘I thought it would be better if I was not alive’ 

Item 2    ‘I thought about killing myself’  Item 2     ‘I thought about killing myself’  

Item 3    ‘I thought about how I would kill  myself’ Item 3     ‘I thought about how I would kill  myself’ 

Item 4    ‘I thought about when I would  kill  myself’  Item 4     ‘I thought about when I would  kill myself’  

Item 5    ‘I thought about people dying’ Item 5     ‘I thought about people dying’ 

Item 6    ‘I thought about death’ Item 6     ‘I thought about death’ 

Item 7    ‘I thought about what to write in a suicide note’ Item 7     ‘I thought about what to write in a suicide note’ 

Item 8    ‘I thought about writing a will’  Item 8     ‘I thought about telling people I plan to kill myself’ 

Item 9    ‘I thought about telling people I plan to kill myself’ Item 9     ‘I thought about how people would  feel if I killed myself’ 

Item 10   ‘I thought about how people would feel if I killed myself’ Item 10   ‘I wished I were dead’ 

Item 11   ‘I wished I were dead’ Item 11   ‘I thought that killing myself would solve my problems’ 

Item 12   ‘I thought that killing myself would solve my problems’ Item 12   ‘I thought that others would be happier if I was dead’ 

Item 13   ‘I thought that others would be happier if I was dead’ Item 13   ‘I wished I had never been born’ 

Item 14   ‘I wished I had never been born’ Item 14   ‘I thought that no one cared if I lived or died’  

Item 15   ‘I thought that no one cared if I lived or died’  Item 15    ‘Have you ever had any of these thoughts when you  
                 were stung up, horrors or bunged up?’ 

                   ‘When have you had these thoughts?’..……………….... 
                  ‘What has made you have these thoughts?’………….… 
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Appendix 9.     Comparison of Beck Depression Inventory (BDI) Depressive Syndrome Indices/Items  
                                                                     & the DSM-IV criteria for Major Depressive Disorder & Dysthymic Disorder 
 

DSM-IV Criteria 
BDI Symptom Indices 

Major Depressive Disorder (MDD) Dysthymia (DD)
MDD Criteria A (1) Depressed Mood  Item 1.   Mood / sadness
 DD Criteria A Item 10. Crying
 DD Criteria B (6) Item 2.   Pessimism
MDD Criteria A (2) Diminished interest  Item 12. Social withdrawal
  Item 15. Work inhibition 
  Item 4.   Lack of satisfaction
MDD Criteria A (3) Weight Loss  Item 19. Weight loss
 DD Criteria B (1) Item 18. Loss of appetite
MDD Criteria A (4) Insomnia  Item 16. Sleep disturbance
 DD Criteria B (2)  
MDD Criteria A (5) Psychomotor agitation  Item 11. Irritability
MDD Criteria A (6) Fatigue  Item 17. Fatigability
 DD Criteria B (3)  
MDD Criteria A (7) Worthlessness   Item 3.   Sense of failure  
 DD Criteria B (4) Item 5.   Guilty feelings
  Item 8.   Self-accusations 
  Item 6.   Sense of punishment
  Item 7.   Self-dislike
MDD Criteria A (8) Diminished concentration DD Criteria B (5) 

 
Item 13. Indecisiveness 

MDD Criteria A (9) Recurrent thoughts of death  Item 9.   Suicidal wishes
Not specified in DSM  Item 14. Distortion of body image
  Item 20. Somatic preoccupation 
  Item 21. Loss of libido 
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Appendix 10.     Factor Structure of the A-COPE & the CSI In Comparison With the Original & Adapted A-Cope-KA Items 
 

Coping Strategy Factors A-COPE Items (Patterson & McCubbin, 1991) A-COPE Items Adapted For Kimberley Adolescents 

I. Ventilating Feeling   19. Get angry and yell at people 
22. Let of steam by complaining to family members 
26. Swear 
28. Blame others for what’s going wrong 
49. Say mean things to people; be sarcastic 
51. Let of steam by complaining to your friends 
 

21. Get angry and yell at people 
24. Complain to your family 
28. Swear 
31. Blame others 
55. Say mean things to people; be sarcastic 
58. Complain to friends 
64. Get wild and want to hit something 
70. Write in a diary 

II. Seeking Diversions 02. Read 
09. Use drugs prescribed by a doctor 
11. Go shopping; buy things you like  
33. Work on a hobby you have (sewing, model building, etc) 
43. Watch TV 
48. Sleep 
53. Play video games (Space Invaders, Pac-Man), pool, pinball, etc 
37. Go to a movie 

02. Read 
10. Use drugs given to you by your doctor 
12. Go shopping; buy things you like 
37. Work on something you enjoy 
49. Watch TV more 
53. Sleep 
60. Play video games, pool, pinball etc 
68. Go fishing 

III.  Developing Self-Reliance 
and Optimism 

15. Try to think of the good things in your life 
25. Organise your life and what you have to do 
32. Try, on your own to figure out how to deal with your problems or tension 
40. Get a job or work harder at one 
45. Try to see the good things in a difficult situation 
47. Try to make your own decisions 

16. Try to think of the good things in your life 
27. Organise your life and what you have to do 
36. Try on your own to figure out how to deal  
       with your problems 
45. Get a job or work harder at one 
50. Try to see the good things in a difficult situation 
52. Try to make your own decisions 

IV. Developing Social Support 04. Apologise to people 
14. Cry 
30. Try to help other people solve their problems 
35. Try to keep up friendships or make new friends 
52. Talk to a friend about how you feel 
18. Say nice things (“warm fuzzies”) to others 

5.   Apologise to people you went of at 
15. Cry 
33. Try to help other people solve their problems 
39. Try to keep up friendships or make new friends 
59. Talk to a friend about how you feel 
*** 
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Appendix 10.     Factor Structure of the A-COPE & the CSI In Comparison With the Original & Adapted A-Cope-KA Items 
 

Coping Strategy Factors A-COPE Items (Patterson & McCubbin, 1991) A-COPE Items Adapted For Kimberley Adolescents 

V. Solving Family Problems 1. Going along with parents’ requests and rules 
12. Try to reason with parents and talk things out; compromise 
31. Talk to you mother about what bothers you 
39. Talk to a brother or sister about how you feel 
41. Do things with your family 
50. Talk to your father about what bothers you 

1.   Do as your parents tell you   
13. Try to sort things out with your parents 
35. Talk to you mother about what bothers you 
44. Talk to a brother or sister about how you feel 
46. Do things with your family 
57. Talk to your father about what bothers you 
71. Talk to someone in your extended family 

VI. Avoiding Problems 08. Try to stay away from home as much as possible 
24. Use drugs (not prescribed by a doctor) 
36. Tell yourself the problem(s) is not important 
 
42. Smoke 
46. Drink beer, wine, liquor 
 

9.   Stay away from home as much as you can 
26. Use drugs 
40. Tell yourself the problem isn’t important 
41. Smoke gunja 
48. Smoke cigarettes 
51. Drink alcohol, get stung up 
65. Tell yourself problem will go away 
 

VII. Seeking Spiritual Support 21. Talk to a minister / priest / rabbi 
23. Go to church 
44. Pray 

23. Talk to a minister, priest or nun 
25. Talk to a community elder   
66. Pray 

VIII. Investing in Close Friends 16. Be with a boyfriend or a girlfriend 
29. Be close with someone you care about 

19. Be with boyfriend or girlfriend  
32. Be close with someone you care about 

IX. Seeking Professional 
Support 

6. Talk to a teacher or counsellor at school about what bothers you 
34. Get Professional counselling (not a schoolteacher or counsellor) 

7.   Talk to teacher or counselor at school  
38. Get professional counseling 
62. Talk to a youth worker 

X. Engaging in a Demanding 
Activity 

10. Get more involved in activities at school 
13. Try to improve yourself  
(get body in shape, get better grades, etc) 
27. Work hard on schoolwork or school projects 
54. Do a strenuous physical activity (jogging, biking, etc) 

11. Get more involved in activities at school 
14. Try to improve yourself  
(work out, get better grades etc) 
30. Work hard on school work 
61. Do a hard physical activity 
72. Play sport or shoot hoops, kick to kick 
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Appendix 10.     Factor Structure of the A-COPE & the CSI In Comparison With the Original & Adapted A-Cope-KA Items 
 

Coping Strategy Factors A-COPE Items (Patterson & McCubbin, 1991) A-COPE Items Adapted For Kimberley Adolescents 

XI. Being Humorous 3. Try to be funny and make light of it all 
20. Joke and keep a sense of humour 

3. Try to be funny 
22. Joke around 

XII. Relaxing 7. Eat food 
05. Listen to music –stereo, radio, etc 
17. Ride around in the car 
38. Daydream about how you would like things to be 

8. Eat food 
6. Listen to music 
18. Go for a cruise in the car, bike or foot falcon 
43. Daydream 

 Problem Solving 
 

1. Tried to solve the problem  
2. Tried to carefully plan a course of action rather than acting on impulse 
4. Set some goals for yourself to deal with the situation 
5. Tried different ways to solve the problem until you found one that worked  
3. Brainstorming all possible solutions before deciding what to do 
 

As in A-COPE items 32 and 47 
47. Stop and think about what you should do before doing anything  
56. Try to set goals for yourself that will help to solve the problem 
63. Try different ways to work out the problem until you find the best way 
69. Try to think of all the different ways to solve the problem before doing 
anything  

 Social Support 
 

7. Sought reassurance from those who know you best 
8. Talked to people about the situation because talking helped you to feel better 
9. Accepted sympathy and understanding from friends who had the same problem 
10. Went to a friend for advice on how to change the situation 
6. Confided your fears and worries to a friend or relative 

4. Tell you fears and worries to someone you trust 
29. Talk to people about the your worries because talking helps you feel 
better 
54. Share your problem with people who have the same problem 
20. Get help from people who know you best 
67. Go to someone you trust for advice on how to fix the problem 

 Avoidance 
 

11. Avoided being with people in general 
12. Daydreamed about better times 
14. Identified with characters in novels or movies 
13. Wished that people would just leave you alone 
15. Watched television more than usual 

17. Avoid being around people 
As in A-COPE 38 
34. Pretend to be a person in the movies 
42. Wish that people would just leave you alone 
As in A-COPE 43 

 
Underlined items denote those that are reversed in the total cumulative A-COPE score.
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Appendix 11. Factor Structure Of The Beck Hopelessness Scale & A Comparison With The Original & Adapted BHS-KA Items  
 
 

Items Beck Hopelessness Scale (1974) BHS – Kimberley Adaptation (2001) True / False Factor 

1  ‘I look forward to the future with hope and enthusiasm’ ‘I look forward to the future with hope and happiness’ F I 
2   ‘I might as well give up because I can’t make things better for myself’ ‘I might as well give up because I can’t make things better for myself’ T II 
3  ‘When things are going badly, I am helped by knowing they can’t stay that 

way forever’ 
‘When things are going badly, I know they can’t stay that way forever’ F II 

4    ‘I can’t imagine what my life would be like in 10 years time’ ‘I can’t imagine what my life would be like in 10 years time’ T III 
5  ‘ I have enough time to accomplish the things that I most want to do’ ‘I have enough time to do the things that I really want to’ F I 
6  ‘ In the future, I expect to succeed in what concerns  me most’ ‘In the future, I expect to have succeed in what is important to me’ F I 
7  ‘My future seems dark to me’ ‘My future seems like a dark storm cloud to me’  T III 
8  ‘I expect to get more of the good things in life than the average person’ ‘I expect to get more of the good things in life than other people’  F III 
9  ‘I just don’t get the breaks, and there is no reason to believe that I will in 

the future’ 
‘I just don’t get the same chances as everyone else and I don’t think I will 
in the future’ 

T II 

10   ‘ My past experiences have prepared me well for my future’ ‘I have learnt from my past what I need to know to make it in the future’ F III 
11  ‘ All I can see ahead of me is unpleasantness rather than pleasantness’ ‘I only see bad times ahead not good times’ T II 
12  ‘ I don’t expect to get what I really want’ ‘I don’t expect to get what I really want’ T II 
13  ‘When I look ahead to the future, I expect that I will be happier than I am 

now’ 
‘When I look ahead to the future, I think I will be happier than I am now F I 

14  ‘Things just don’t work out the way I want them to’ ‘Things just won’t work out the way I want them to’ T III 
15    ‘ I have great faith in the future’ ‘I believe my future will be deadly’ F I 
16  ‘I never get what I want, so it’s foolish to want anything’  ‘I never get what I want, so what’s the use of wanting anything’ T II 
17  ‘ I think it is very unlikely that I will get any real satisfaction in the future’ ‘I don’t think there is much chance that I will be satisfied in the future’ T II 
18  ‘The future seems vague and uncertain to me’ ‘The future seems unclear’ T III 
19 ‘I can look forward to more good times than bad times’ ‘I look forward to more good times than bad times’ F I 
20  ‘There’s no use in really trying to get something I want because I probably 

won’t get it’ 
‘What’s the use of trying, I never get anything I want’ T II 
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Appendix 12. A Comparison of the Original Rosenberg Self Esteem Scale (RSE) & the Adapted Items in the RSE-KA 
 
 

Original RSE Items Adapted RSE-KA Items 

 ‘These are statements about how people feel about themselves. How much do you 
agree with each of the following comments……’ 

Item 1   ‘I feel that I am a person of worth, at least on an equal plane with others’ Item 1   ‘I am as good as anyone else’ 

Item 2   ‘I feel I have a number of good qualifies’ Item 2   ‘I feel I have a number of good qualities’ 

Item 3   ‘All in all, I am inclined to feel like a failure’ Item 3   ‘I feel like a failure most of the time’ 

Item 4   ‘I am able to do things as well as most other people’ Item 4   ‘I am able to do things as well as other people’ 

Item 5   ‘I feel I do not have much to be proud of’  Item 5   ‘I feel I don’t have  much to be proud of’ 

Item 6   ‘I take a positive attitude toward myself’ Item 6   ‘I feel good about  myself’ 

Item 7   ‘On the whole, I am satisfied with myself’ Item 7   ‘I am satisfied with  myself’ 

Item 8   ‘I wish that I could have more respect for myself’ Item 8   ‘I wish I had more respect for myself’ 

Item 9   ‘I certainly feel useless at times’ Item 9   ‘Sometimes I feel useless’ 

Item 10  ‘At times I think I am no good at all’ Item 10  ‘Sometimes I think I am no good at all’ 
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Appendix 13.  Copies the Active and Passive Informed Consent Forms 
 



 

 394 

Appendix 13.  Copies the Active and Passive Informed Consent Forms 
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Appendix 14. Copy of the Informed Consent Script Commonly Used by the Research Assistants 
 
 
 

‘Hi everyone, my name is …  and I work with the Kimberley Aboriginal Medical Services Council Inc. This research project is happening right across the Kimberley, 

with heaps of other young people taking part. We want to know your thoughts, feelings and experiences so we can write up a research report and tell other 

agencies and the government what issues there are for youth.  

 

Now the questionnaire is confidential, you can see there is a number at the front of your questionnaire, this is the only way we will be able to tell if it is yours. After 

you have finished filling in the questionnaires Naomi will cover over your name with a sticker or white out so no one else can ever see what you wrote. Naomi is the 

only person that will ever see your name and number together on the questionnaires. I don’t even get to see them!  

 

If you need any help on the questions please put up your hand and I will help you. You need to answer each question, and I want you mob to be honest now. Most 

of them have a scale which you can tick for how much you agree with that question. Other questions, like these ones on the blue pages [holds up and shows to 

group], want you to write what you do when you have a problem. If you get stuck please ask me and I will come and help you. 

 

 Some of the questions at the back of the questionnaire are a bit personal and may be sensitive.  If you don’t want to answer some of those questions then you 

don’t have to, and if you don’t want to do the questionnaire then you can leave at any time. Okay, let’s get started.’   
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Appendix 15. Adolescents Evaluation Comments by Gender and in Order of Negative, Positive & Ambivalent Responses to the Question  
‘Let us know what you thought of this biggest mob of questions....’   
 

Coded Female Aboriginal Adolescents Coded Female Non-Aboriginal Adolescents 
Negative It really stressed my brain. It was really hard to think about could not answer the rest of the 

question.                                                                                                                                             
Negative too long too long same questions too long.                                                                                                                  

  Tired.                                                                                                                                                     I think that the bulleyes should be change. They are sometimes hard to understand.                                                

  a bit hard and it makes me tierd writing this much.                                                                               I don't think it will make a difference. What can you do? When it ticked the box that was closest to what I felt or 
whatever. It mad what I felt look completly different to the truth.                                                                         

  Some of these questions gave me some bad memories of what happend in the past                         I thought some were hard to answer.                                                                                                                           
  it was very hard for me.                                                                                                                        There were 2 many. "My dancing pygmys"                                                                                                                  
  to much questions                                                                                                                                 Too much questions                                                                                                                                                     
  It takes too long to do.                                                                                                                          it was a bit to long.                                                                                                                                                        
     Some of the questions in the survey are hard to understand & they don't make sense                                               
 Positive I really liked this project because it feels like the book is some-one I can trust.                                   Bad grammar terrible pigin                                                                                                                                           

  It felt that all the feeling in my mind were gone away and it make my felt good when I've read all 
these questions.                                                                                                                                    It was stressing                                                                                                                                                             

  I think its good finding out what's happening.                                                                                       I think it was too much.                                                                                                                                                 
  It was very educational & fun to do!                                                                                                      to mutch questions                                                                                                                                                       
  To deadly you helped and i hope you find what you are looking for.                                                    Are questions that make you feel bad or wonder about your life. Proper english should be used.                              
 I thought it was important because it made me think about my future                                                  Some of them I found really racist. Why did you want to know what happened in my family about suicide?              

  Good fun. I feel happy that i finished. Joyful, happy, fun, good, deadly.                                              
Well I think you should use proper english words. I mean we are not all aboriginal & talk like street bunniers. 
Also I think that you repeat the same questions over & over. I don't like the target either. Most of all, just use 
Australian English!! Not    Aboriginal. What is with this??? [circled 'biggest mob']                                                       

  Their really good questions of moral life.                                                                                              Too repetitive. Use proper english words. The target suck too hard on where to tick etc. Should just be boxes or 
something.                                                                                                                                     

  
The questions were good and got you thinking back to the past. I know alot of people who are 
on drugs and drink but I've got my future in netball to think about, people who are good at 
something like basketball ruin it by smoking & drinking. Alot of people do it because they're 
pressured into it or think that they don't fit in the party if they don't do that kind of stuff.                    

 Feel nervous writing these things down for someone to read who I dont even know. Feel a little bit like my 
personal space has been invaded.                                                                                                                     

  It made me feel good about myself. To let it all out.                                                                              
  fun & interesting                                                                                                                                  Positive  I think that the questions help people that are in trouble.                                                                                             
  It makes you think about stuff. I think all the questions are cool and thank you for the food.               There ok but how are you gonna check them all?                                                                                                        
 That i can make my future happen.                                                                                                     It was all right. I don't have any real problems.                                                                                                            
  They were good!                                                                                                                                   They were interesting & pretty easy I enjoyed doing them.                                                                                          
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Appendix 15. Adolescents Evaluation Comments by Gender and in Order of Negative, Positive & Ambivalent Responses to the Question  
‘Let us know what you thought of this biggest mob of questions....’   
 

Coded Female Aboriginal Adolescents Coded Female Non-Aboriginal Adolescents 
Positive They were good and helped me to get things out of me that i really badly needed to tell 

someone. The questions related to me. I recon it will help other people with their life.                 
 Positive They were good.                                                                                                                                                           

  Answers these  questions was very good and better than other things.                                          They were good questions                                                                                                                                           
  I think it is good to tell you what we feel like. I enjoy doing all the questions. It is so FUN.             It was good it lets you get things out of your system if something bad did happen or if nothing happened.                
  It was good it really helped me.                                                                                                       I recon it will help alot with other people.                                                                                                                      
  The questions made me think about myself, life and future.                                                           I thought it was really good and it helped me get it all out of me it was great!                                                             

  This is the first time I can write or circle thing's like this. I liked it a lot.                                            
I think the biggest mob of questions were good so i could get my feelings that I can't tell friends because I think 
that they will laugh and make fun about me. Also knowing that your feelings are kept in a safe place and not 
where people can look at it  and say this a stupid answer I might as well bullie her and make fun of her.                  

  They were cool, ok! some I didn't know how 2 answer I hope they help you guys!                         
I think it is a great questionnaire for young people to express their feelings and what has happened. It gives 
other people an idea of what it would be like to be a young person and the problems we are experiencing today. 
Thanks                                                                                                                                                                          

  I thought it was okay the questions were easy to answer and I felt sure and happy to write 
these things on paper cause it's hard to day these things.                                                              I've let out my feelings.                                                                                                                                                 

 I think that these questions help people who have bad hassels, or troubles which is good.           It was really good it will help with the survey heaps.                                                                                                    
  A lot of questions that they need to find out if you need help.                                                         I think it's good to do stuff like this. FInd out all about what kids exspecially teenagers feel.                                       
  I think it was good you ask these questions.                                                                                   I think it was easy nothings really happened to me before so yeah.                                                                            

  I think the questions was good, fun and I enjoyed it. I think it was good doing these 
questions.    It was ok but i don't normaly talk about that kinda stuff unless i trust them really really well like [name omitted] 

and [name omitted]. thanx 4 the questions. luv.                                                                                                           
 Good Fun Deadly Enjoyed It.                                                                                                          I thought it was ok. Some of the last questions made me think back up some of the things that has happened.        
  It was good.                                                                                                                                     I though it helped me a bit...                                                                                                                                         
  Good Fun Enjoy. I enjoyed the servey. Deadly.                                                                              It was coll to get ya feelings out!                                                                                                                                  

  
I thought that it was alright because now finally i get to tell someone about my problems, 
someone besides my cousin. But yeah i do feel a bit better. And i think that this sort of thing 
or booklet, what ever, is a good thing. Who knows maybe it will save some lives                        

  Good idea.                                                                                                                                                                    

 I think that it is a good idea and i hope that you find out every thing you need to out of it!!           It was good - i hope the government gets something out of it                                                                                      
  Very interesting and i had a lot to think about but overall good.                                                      Cool!                                                                                                                                                                             
 They were okay no one has ever asked me those questions.                                                         I thought they were really good. I got a lot out of it and I learnt from it.                                                                        

  those answer made me realise that I really do belong to a family and their is more to life then 
killing yourself.                                                                                                                                 Great, I think it was a worthwhile survey!                                                                                                                     

  ALRIGHT!                                                                                                                                        They were ok.                                                                                                                                                               
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Appendix 15. Adolescents Evaluation Comments by Gender and in Order of Negative, Positive & Ambivalent Responses to the Question  
‘Let us know what you thought of this biggest mob of questions....’   
 

Coded Female Aboriginal Adolescents Coded Female Non-Aboriginal Adolescents 
 Positive I thought they were great because now i feel great because I sort of talked to somebody.   Positive Well I think that they were good questions. But I don't understand how they can help me. because they havnts 

so far. It's probably because I dont have any probs really. I think that I am fine they way that I am. But i think 
that these questions can help  other people. That have problems.                                                                              

 Know that i did this i feel really happy.                                                                                            They were great! Hope they help you's out weren't upsetting (for me anyway).                                                          

  Interesting                                                                                                                                        I think it was good, able to tell you things you normally wouldn't. Knowing it's confidential it makes you feel at 
ease. But its really good thing (and gets me out of english).                                                                                

  I think it's good that use are doing this survey to try and prevent youth suicide & that. And I 
haven't really had any bad things happen to me so I couldn't answer the last questions.               Pretty good, I feel a lot better now writing in here.                                                                                                       

  I think those questions are very good because it hope people a lot because it hope me. I feel 
really good.                                                                                                                                      This was a good survey which people with problems could easily feel comfortable about writing them. It was well 

set out and easily readable.                                                                                                                    
  These questions are easy to answer.                                                                                              They were easy to answer.                                                                                                                                          
 It was alright.                                                                                                                                    I'm fine, nothing is wrong with me everything is good                                                                                                  

  I think this was good and really easy to answer the questions.                                                       I thought it was very good, I could write down what I really felt! I've never really told anyone what I've written in 
this book so please only let your eyes see this booklet. Thank.                                                                           

  It is good to get some things out of me.                                                                                           It was worth it cause we get food.                                                                                                                                
  They were good cause Im always doing 'shrink' tests like this.                                                       They were interesting and to be able to come up with these questions and get real answers you must be good.      

  Deadly Good Enjoyed It.                                                                                                                  
I really didnt think about my life in that way. It helps if there are questions you understand like the ones i have 
just. And if it helps me, it will help other people aswell to know who wants to listen to what they want to say.           
                                                                                                                                                                   

  Feel better and not afraid anymore and can do more better things then what I could. So 
thanks!!                                                                                                                                            I thought it was good.                                                                                                                                                   

 It was alright because it was good for questions like that. Because no-one else can know 
about you feel and what you going through. Thankyou                                                                   It was good to get it all out but i don't want anyone 2 know about it. Thank you.                                                         

  This was good it made me think of lots of things that i just try to forget.                                         They were good.                                                                                                                                                           
  When all the results have been tallied or whatever it will be a good source of information.            It was ok. I don't really have much wrong...so i am not really upset much.                                                                  

  
Well this was okay because I don't really tell any about most of the things I have told yous 
and it feel okay to tell you mob. It make is a bit better telling some I don't know then 
someone I do now. P.S. (I don't really tell my nana everything because she don't now that it 
has happed to me).                                                                                                                        

  I thought it was relevent.                                                                                                                                              

  They were alright!                                                                                                                            OK                                                                                                                                                                                

  I thought, they were really relevant, to the research and i think its good that someone is 
doing this.                                                                                                                                        It's good to help young mob.                                                                                                                                        
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Appendix 15. Adolescents Evaluation Comments by Gender and in Order of Negative, Positive & Ambivalent Responses to the Question  
‘Let us know what you thought of this biggest mob of questions....’   
 

Coded Female Aboriginal Adolescents Coded Female Non-Aboriginal Adolescents 

 Positive Alright                                                                                                                                              Positive I'm glad to be able to write it down and maybe this will help others.                                                                            
    Good and good to talk / write about it.                                                                                                                          
     good enough                                                                                                                                                                
 Ambivalent I thought it was appropriate this test but some bits i didn't like because it reminded me of 

something that happened to my cousin                                                                                         
  Good to get it out of my system.                                                                                                                                   

  Some of the questions were difficult for me to answer but I answered it anyway.                            
 about the Aboriginal culture.                                                                                                           Ambivalent I think it is good but some of the questions should be directed to the white people.                                                    

  O don't know i gest it's just life                                                                                                         The questions were a bit strange. I thought they were mainly for aboriginals. Some of them were a bit personal, 
but i didn't mind because nothing has really happened.                                                                                          

  a bit hard. allright                                                                                                                             To many questions to hard to answer. Didn't involve me because I am not aboriginal! But otherwise pretty good! 
thanx.                                                                                                                                           

 its ok but too many questions but its really good i liked it.                                                               1. some were personal. 2. but overall o.k.                                                                                                                    
  I think it was great But it is a little Personal                                                                                    Good questions, some where repeated.                                                                                                                      
  Some where hard and some where easy                                                                                        Hi i thought the questions were ok but thats me it might make a few people upset.                                                    

  Very good questions, but sections difficult for adults to answer at times. Hope this works for 
you. Good luck.                                                                                                                                They were ok. Some of the questions about the happen to you are a bit personal. Yeah there ok.                            

  Some questions were ok. Some questions I could not understand. I think some questions 
were personal.                                                                                                                                 I thought that I couldn't answer many but i did anyway. Some were kinda personally. I think it's great to be able 

to write down some things you through you couldn't tell any one.                                                          
  It's alright but it's to long                                                                                                                  Ok. Some were a bit personal. 
  I dont know but.....I dont know.                                                                                                        Very personal it was hard to answer them so i just thought this helping people not just me.                                      
 Made me think about the question.                                                                                                  I would have never told anyone all this kind of stuff face to face                                                                                 
  ALRIGHT?                                                                                                                                       Most of the questions were pretty repeditive. I was pretty good though. Thanx for listening.                                      

 It braning somethings to my head but i feel better.                                                                         I'm not sure.                                                                                                                                                                  
                                                                                                                                                                   

  Well I don't want anyone especially my mum finding out.                                                                Dunno                                                                                                                                                                           
  Not bad but some of the Questions was a bit hard to answer.                                                        I thought it was great. But they were stupid questions.                                                                                                
  Interesting, long questions!                                                                                                              They were okay but they got a bit boring for me because about .5 of it didn't apply to me.                                         

  Some were quite tricky to understand, overall it was a good survey and you should get good 
answers & what your looking for.                                                                                                     It was good but some of the questions were hard to understand but if i had the chance I wouldn't mind doing this 

sort of thing again.                                                                                                                           
 It was good but hard to give the real answer.                                                                                  Went for ages. Good for people to get their feelings out. Good on ya's.                                                                      
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Appendix 15. Adolescents Evaluation Comments by Gender and in Order of Negative, Positive & Ambivalent Responses to the Question  
‘Let us know what you thought of this biggest mob of questions....’   
 

Coded Female Aboriginal Adolescents Coded Female Non-Aboriginal Adolescents 
Ambivalent It made me stop and think about my life because I have asthma and I can't smoke anymore.      Ambivalent Well some of them where very straight forward, I felt a little uncomfortable answering some of them. But I guess 

it will help people out and hopefully it will help people understand young teens more. It was good though.               
  They were alrigh & some I dont understand.                                                                                   or right, a bit weird though some of them don't apply to me.                                                                                        

  Some were personal But it wasn't that bad.                                                                                     
I dont like the wa that this is for aboriginal people. And white people are called Non-aboriginal or other culture. 
Never Australians. The questions were good but most were for aboriginal, and that was a bit unfair.                        
                                                                                                                                                                   

  Some was easy some was hard.                                                                                                     Some of them were hard to understand but it made me realise how much problems I have, I haven't even 
noticed them.                                                                                                                                              

  Too much questions but interesting.                                                                                                There were lots of personal questions and i guess i am scared these will be shared. thankyou for the showbag.     
  I don't know might as well be honest.                                                                                              They were ok, but had no real relevance to me or my family.                                                                                      

 They are good to get out (but I don't have much problems - only my [name omitted]  is out at 
sea so i do feel sad). Their were too much questions. They were too sensitive.                             I haven't really had anything really scary happen, so it's not very relevant. Think it's good that you're doing this 

though                                                                                                                                     
  It was ok but it was a bit personal.                                                                                                   Good but a bit long.                                                                                                                                                      

  I thought the questions in the survey were very hard to answer. But they helped me figure 
things out.                                                                                                                                        It was heaps long. The questions were heaps full-on!                                                                                                 

     Ok. it was long. oh well, at least i missed 1 period of work.                                                                                         
     too many questions, but important to know all that info.                                                                                              
     It was hard but i am glad i got it of my chest. I trust you guys not to tell anyone.                                                        

    
A lot didn't relate to me. The questions about Aboriginal Cultural Identity I thought should have had something 
up the top, saying it was only to be completed by Aboriginal students etc. But I did think that the questions were 
good.                                                                                                                                                                      

     I'd like to see the results of what is researched - statistics of how other young people feel in my area. How 
common my feelings are.                                                                                                                           

     I thought these questions are a good way of finding out what people think so you are able to help them better. 
Although they made me slack as there are so many of them.                                                                                     
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Appendix 15. Adolescents Evaluation Comments by Gender and in Order of Negative, Positive & Ambivalent Responses to the Question  
‘Let us know what you thought of this biggest mob of questions....’   
 

Coded Male Aboriginal Adolescents Coded Male Non-Aboriginal Adolescents 
 Negative to long                                                                                                                                            Negative very confusing                                                                                                                                                              
  it's to long so I ticked anything                                                                                                         I thought that it was to long                                                                                                                                          
  preaty sad                                                                                                                                        I thought that most of this survey was useless                                                                                                             
  I just ticked anything it is too long                                                                                                    Their was a lot of repeat questions                                                                                                                              
 I think less pages. Less questions.                                                                                                  I thought that some of these questions did get a bit personal                                                                                      
  It was hard.                                                                                                                                      bit boring.                                                                                                                                                                      
  too much                                                                                                                                          re word some questions like for alcohol!                                                                                                                      
  Long time to complete and repetitive.                                                                                              Too much questions.                                                                                                                                                    

  to many                                                                                                                                            They were often 2 questions at the same time and I couldn't put down an answer easily. Some of the questions 
didn't relate to me.                                                                                                                               

  Too long                                                                                                                                           Takes too long!                                                                                                                                                             

  Some of the questions were dumb and didn't realy understand sort of and were rote in a 
funny way and ask the same thing over and over                                                                           they suck                                                                                                                                                                      

 Sux                                                                                                                                                   I missed out on watching my movie [name omitted].                                                                                                    
     My Brain Hurts                                                                                                                                                              
 Positive I enjoyed ansew questions because it was concern to me.                                                             It was fucking shit.                                                                                                                                                        
 Not bad                                                                                                                                            Fucken shit Fucken Shithole                                                                                                                                        
  I think it is good for the kid's                                                                                                             I thought it was a wast of time.                                                                                                                                     
  gets lots of problems out of me.. fun..                                                                                              Too long                                                                                                                                                                       
  its okay                                                                                                                                             I think less pages and less questions                                                                                                                           
  It was good                                                                                                                                      to many questions zzzz                                                                                                                                                
  It was good                                                                                                                                      To many questions                                                                                                                                                       
  very fun                                                                                                                                            Some were really repetitive and started getting anoying.                                                                                             

 that it helpd you figure out the things that happend.                                                                        it was long boring and I don't think i acheived anything by doing the questions. It was more for you guys to find 
out my personal life and what goes on in my head.                                                                                             

  not bad                                                                                                                                              
  They were all deadly and very mature.                                                                                           Positive Didn't mind.                                                                                                                                                                   
 Alright                                                                                                                                               didn't bother me                                                                                                                                                            
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Appendix 15. Adolescents Evaluation Comments by Gender and in Order of Negative, Positive & Ambivalent Responses to the Question  
‘Let us know what you thought of this biggest mob of questions....’   
 

Coded Male Aboriginal Adolescents Coded Male Non-Aboriginal Adolescents 
  (ok good) make a place for people to go to well be good for teenagers.                                         not bad                                                                                                                                                                         

  cool, calm, okay.                                                                                                                              It was a good questionnaire and it asked questions that are not normally asked in these kind of questionnaires. 
But i think that some questions should be ask on "bad habites".                                                                                 

  Not to hard, just right.                                                                                                                      I thought it helped to get some things out of my head and to help your project.                                                          
  It was alright as long as it is for a good cause                                                                                 it was alright                                                                                                                                                                 
  It was alright                                                                                                                                     Excellent.                                                                                                                                                                      

  These questions made me think about my family and myself, and couple of questions made 
me think about the past when some of my family died. It made me feel little bit happy.             good way to let things out.                                                                                                                                            

 No bad.                                                                                                                                            It was great and it really interesting and very long.                                                                                                      
     This test was alright                                                                                                                                                      
 Ambivalent It was good book. And it was heard                                                                                                 It was interesting                                                                                                                                                          
 Barring. Somtimes fun. having a good time...!                                                                                 Its very good.                                                                                                                                                                
  It makes you think alot                                                                                                                     good                                                                                                                                                                             
  I like it but it took to long.                                                                                                                 it was okay.                                                                                                                                                                   
  Some of it is shit but it just may save someone.                                                                              I think that it is a good idea.                                                                                                                                          
     Good.                                                                                                                                                                            
     It was all right.                                                                                                                                                              
     It was good.                                                                                                                                                                  
    Good.                                                                                                                                                                            
     There ok.                                                                                                                                                                      
     It was OK                                                                                                                                                                      
    It was deadly because I'm bin do no school work. I can have 1 showbag. Cool.                                                         
     The questions were alright. It was deadly! I'm do no english!                                                                                      
     Deadly                                                                                                                                                                          
     It was good to get all my feelings out and express my feelings to know some one else cares.                                   
     Detailed and spesific, quite good.                                                                                                                                
     It was ok and i enjoyed it.                                                                                                                                             
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Appendix 15. Adolescents Evaluation Comments by Gender and in Order of Negative, Positive & Ambivalent Responses to the Question  
‘Let us know what you thought of this biggest mob of questions....’   
 

Coded Male Aboriginal Adolescents Coded Male Non-Aboriginal Adolescents 
     There pretty good.                                                                                                                                                        

    Proper deadly because we get out of class. I am looking forward to the Barbie-cue Ive got the munchies. My 
Penis is hard.                                                                                                                                       

     It was fine.                                                                                                                                                                    
     It was alright.                                                                                                                                                                
    It got us out of class. I'm hungry for hamburger. It was champ!                                                                                   
     It was ok.                                                                                                                                                                      
     It was pretty good.                                                                                                                                                        
     good.                                                                                                                                                                            
     They are not bad                                                                                                                                                          
     Very good.                                                                                                                                                                    
     The questions were very good and                                                                                                                              
    Ambivalent Partly boring, but easy.                                                                                                                                                 
     It was a bit hard, but interesting.                                                                                                                                  
    Ok but you haft to think about wisht people Not just black but apart from that I think it was verry good.                     
     Alright - lets you know what's going on. Maybe to many questions                                                                             
     I thought they were okay but long.                                                                                                                               
     If drugs make us feel better in controlled situations why cant we have them                                                               
     it was good enough some weird questions.                                                                                                                 
     Thanks for getting us out of class. they can be repetative.                                                                                          
   I don't know, its ok to get out of school....but I was bumbed out about not getting any conies!! but shit happens!!     
     I thought these questions and me think I would have rorley thought off.                                                                     
    kind lame but understand what its for but to many questions wher the same just reworded.                                      
     I answered alot not at alls. I hope this is a good thing.                                                                                                 
     The Aboriginal section needs to be more friendly                                                                                                        
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Appendix 16.  Prevalence of Trauma Exposure Reported By Kimberley Adolescents 

Kimberley Sample     Trauma Index   Prevalence 
 

Aboriginal Adolescents (n=245)   Direct Trauma Exposure  
Non-Aboriginal Adolescents (n=236)   Self Directed Violence  29%  (n=80) had a family member commit suicide (vs.8%  non-Aboriginal) 
          30% (n=83) had a family member attempt suicide (vs.12% non-Aboriginal) 
           10% (n=28) have themselves attempted suicide (vs.7% non-Aboriginal) 
        

    Interpersonal Violence  17% (n=47) threatened with violence in home (vs.16% non-Aboriginal) 
          17% (n=48) physically hurt by violence in home (vs.11% non-Aboriginal) 
          27% (n=74) threatened with violence in community (vs.35% non-Aboriginal) 
          23% (n=63) physically hurt by violence in community (vs.23% non-Aboriginal) 
      Sexual Abuse   8% (n=23) ‘touched in a sexual way’ inappropriate (vs.10% non-Aboriginal) 
          5% (n=14) sexually abused (vs.7% non-Aboriginal) 
      Community Violence  19% (n=51) involved in ‘mob fighting’ (vs.8% non-Aboriginal) 
      Bullying    18% (n=49) seriously bullied or teased (vs.22% non-Aboriginal) 
          

      Other 

      Accidents    16% (n=44) physically hurt in serious accident (vs.20% non-Aboriginal) 
      Criminal Activities   17% (n=48) caught stealing and vandalising (vs.12% non-Aboriginal) 
          5% (n=15) in drug deal and scared of consequences (vs.4% non-Aboriginal) 
      Drink Driving   26% (n=73) passenger in vehicle with drunk driver (vs.16% non-Aboriginal) 
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Appendix 16.  Prevalence of Trauma Exposure Reported By Kimberley Adolescents 

Kimberley Sample     Trauma Index   Prevalence 
 

Aboriginal Adolescents (n=245)   Secondary Trauma Exposure  
Non-Aboriginal Adolescents (n=236)   Self Directed Violence  28% (n=80) had someone close commit suicide (vs.17%  non-Aboriginal) 
          32% (n=92) had someone close attempt suicide (vs.28% non-Aboriginal) 
        

    Interpersonal Violence  64% (n=183) witnessed family violence (vs.48% non-Aboriginal) 
          48% (n=136) witnessed threatened violence (vs.42% non-Aboriginal) 
          48% (n=137) witnessed actual violence (vs.41% non-Aboriginal) 
      Sexual Abuse   22% (n=62) someone close sexually abused (vs.22% non-Aboriginal) 
      Community Violence  46% (n=130) witnessed ‘mob fighting’ (vs.22% non-Aboriginal) 
      Bullying    53% (n=149) witnessed bullying (vs.49% non-Aboriginal) 
          

      Other 

      Criminal Activities   54% (n=154) witnessed stealing and vandalising (vs.44% non-Aboriginal) 
          32% (n=92) witnessed drug deal (vs.27% non-Aboriginal) 
      Drink Driving   43% (n=123) witnessed drink driving (vs.26% non-Aboriginal) 
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Appendix 17.  Prevalence of Trauma Exposure Reported in Australian Literature  

Author’s   Sample    Prevalence Trauma Exposure / Index  Main Findings 
 
Self Directed Violence 
 
Zubrick et al (2005)  WA Aboriginal adolescents  6.5% previous suicide attempt history 
    (12-17 years)   (9.0% of female and 4.1% of male adolescents) 
         18% friend who had attempted suicide 
        (22% of female and 14% of male adolescents) 
 
Radford et al (1999) Urban Single mothers in SA  25% (n=13) of Aboriginal adults had   Statistical differences between those that had previously attempted suicide and  
    (median 33 years)   previously attempted suicide    those that had not (irrespective of identity) related to increased familial alcohol  
        42% (n=19) of non-Aboriginal adults  abuse, physical and sexual abuse, economic difficulty, poor self esteem and  
        had previously attempted suicide  perceived discriminatory treatment by welfare agencies and police (for Aboriginal  
             adults). Concluded that class rather than ethnicity, better explains self harm 
 
Cantor et al (1998)   QLD, Aboriginal men   Suicide rate 113 per 100,000 for Aboriginal Extremely high suicide rate. In comparison to SA rates of 117 per 100,000 for  
In QAWTVR (2000)  (15-24 years)    Suicide rate 31 per 100,000 for non-Aboriginal Aboriginal men and 11 per 100,000 for non-Aboriginal men 
   
WA Coroners Database Kimberley youth   1998 12 completed suicides   Within the space of a decade Aboriginal suicide in the Kimberley had further  
(2002)        1999 13 completed suicides   escalated with 25 suicides in the two year period, as compared to the 25 suicides  
             over the previous 30 year period (reported upon by Hunter, 1988a, 1991a) 
 
Hillman et al (2000)  Western Australian youth       Suicide and parasuicidal behaviours increased across WA, with rates markedly  
             greater in the Kimberley and amongst young Aboriginal men 
 
KAMSC (1999)  Kimberley youth        1998 the rate of Aboriginal youth suicide 12 times that of the National average,  
             implying a crisis situation of massive proportions 
 
. 
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Appendix 17.  Prevalence of Trauma Exposure Reported in Australian Literature  

Author’s   Sample    Prevalence Trauma Exposure / Index  Main Findings 
 
Interpersonal Violence 
 
Pears & Noller (1995) Homeless youth in Brisbane  Sexual abuse and     73% (n=48) sexual abuse 
   (n=66, 16 yrs mean)  previous suicide attempts   65% of abused reported self inflicted injury 
            29% of non-abused reported self inflicted injury 
 
Martin et al (2004a)  South Australian high school students Sexual abuse and     3.6% (n=87) of total sample reported sexual abuse 
   (n=2,485, 14 yrs mean)  previous suicide attempts   2.0% (n=27) of male sample reported sexual abuse  
            5.4% (n=59) of female sample reported sexual abuse  
            55% (n=15) of sexually abused males attempted suicide 
            29% (n=17) of sexually abused females attempted suicide  
 
Australian Institute of  Nationally, substantiated notifications child abuse    2001-2002, 3254 Indigenous Children some form of abuse 
Health and Wellbeing of Indigenous child abuse by       4.3 times higher amongst Indigenous than non-Indigenous population 
(2003) in Stanley (2003) child protection departments. 
 

Australian Bureau of  National sample   Interpersonal    one in three women had experienced physical violence since the age of 5. 
Statistics (ABS 2006)          nearly one in five women had experienced sexual violence since the age of 5. 
In Victorian Health           16% women experienced violence by current or previous partner since age of 5 
Promotion Foundation (2007) 
 
Mouzos, J (2001)  National review of homicides  Homicide     15% of all homicide victims and 16% of all homicide offenders are Indigenous. 
   1989-2000        Of Indigenous homicides, 49% were urban and 46% were rural; more likely 
   (n=3723 victims, n=3783 offenders)      to be committed in family setting, with more women involved (as victim and  
            offender); the use of knives; and intoxication of the victim or offender or both  
 

Moller et al (1996)  National sample   Interpersonal Violence    Indigenous people had a markedly higher rate of hospitalisation for injury from  
In QAWTVR (2000)           IPV (1388 per 100,000) than non-indigenous people (81 per 100,000) 
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Appendix 17.  Prevalence of Trauma Exposure Reported in Australian Literature  

Author’s   Sample    Prevalence Trauma Exposure / Index  Main Findings 
 
Queensland DV  Indigenous families living in QLD  Domestic Violence     90% of indigenous families effected by domestic violence. Indigenous victims  
Task Force (1988)  Deed of Grant in Trust (DOGIT)       more likely to be seriously injured than non-indigenous victims of DV 
In QAWTVR (2000)  communities 
 
National ATSI   QLD Indigenous people  Family Violence (FV)   47% of people perceived FV to be an issue in their community (in rural areas  
Survey in QAWTVR (2000)          57%, and in Metro areas 25% viewed FV as an issue) 
 
Zubrick et al (2005)  WA Aboriginal adolescents       48% exposure to family violence 
    (12-17 years)        (50% of female and 46% of male adolescents) 
 
Barber, Punt & Albers  Palm Island Community  Assaults     70% of assaults committed against females, and by offenders known to the victim  
in QAWTVR (2000)           who were thought to be intoxicated at the time 
  
Australian Institute of Study of injury in five Cape York  Domestic Violence     Of total population, 78% of women experienced DV across all age groups. Of  
Health and Welfare (1997) communities   & Assault     total injuries 43% sustained through DV and assault in the 16-44year age group,  
in QAWTVR (2000)           in which 91% of women suffered the injuries 
 
Aboriginal Women  Adelaide, South Australia,   Sexual assault    Of total sexual assaults, 90% of victims were women, and 20% had been pack  
Speak Out  Aboriginal women        raped. 42% of the offenders were non-Aboriginal and unlikely to be known by  
in QAWTVR (2000)           victim, 41% were Aboriginal and were likely to be known by victim, 88% of victims  
            did not formally report the sexual assault.  75% of victims said that they did not  
            report due to fear, of repercussions, or of police attitudes, and 29% because of  
            fear of not been believed* 
 
* Cited in the Queensland Aboriginal and Torres Strait Islander Women’s Taskforce on Violence Report (2000) 
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Appendix 18.  Prevalence of Adolescent Trauma Exposure Reported in International Literature  

Author’s   Sample    Prevalence Trauma Exposure  Main Findings 
 
Elkit (2001)  Danish School Youth  87% Females exposed to one event   Being exposed to multiple trauma’s was associated with an increase in 
    (13-15 years)   78% Males exposed to one event  PTSD symptoms. Females twice as likely than males to report PTSD.  
             9.0% direct, 11.5% indirect witnessing other people injured or killed 
             26.9% direct, 20.3% indirect threatened to be beaten 
             6.2% direct, 13.1% indirect attempted suicide 
             1.5% direct, 3.8% indirect sexual abuse 
             22.6% direct, 19.2% indirect humiliation or persecution by others (bullying) 
 
Giaconia et al (1995) American adolescents  43% exposed to qualifying   2.1% rape 
    (n=384, 18 yrs)   DSM type Criterion A trauma   6.5% physically assaulted 
             12.8% seeing someone hurt or killed 
 
Fitzpatrick & Boldizar Low income African American 70% victim of  ≥1 violent act   Being victimised and witnessing violence were significantly related to 
(1993)    Youth (7-18 years)   51% hit by family member   reporting of PTSD symptoms. Although males more 
        44% hit by non family member  likely to be victims or to witness violence, symptoms more  
        85% witnessed ≥1 violent act   extreme among victimised females and youth with no primary  
        66% witnessed family violence  males living with them in household.  
 
Mazza (2000)  Caucasian & Mixed American Students 
   (n=106, 15.6 yrs)        10.4% Previous suicide attempt 
 
Duckworth, Hale, Clair  African American Youths  80% males victim violence   Direct victimisation the most predictive of behavioural problems 
& Adams (2000)  in low income urban  73% females victim violence   and Community Chaos most predictive of posttraumatic stress 
    communities (11-15 years)  67% males witness family violence  reactions. Community Chaos mediates between witnessed  
        78% females witness family violence  violence and posttraumatic stress reactions and behavioural  
         5% males witness suicide   problems.   
        12% females witness suicide 
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Appendix 18.  Prevalence of Adolescent Trauma Exposure Reported in International Literature  

Author’s   Sample    Prevalence Trauma Exposure  Main Findings 
 
Flannery, Singer &  Dangerously violent African       Dangerously violent adolescents reported higher levels of  exposure to violence 
Wester (2001)  American, Hispanic &         and victimisation than controls. DV females more likely to score in the clinical 
    Caucasian School Youth        range for depression, PTSD, anxiety, anger and dissociation than control females  
    (14-19 years)        and DV males. DV females also hjhigher levels of suicide potential 
 
Erwin, Newman,  Caucasian, African American  31% physical assault in home  Exposure to malevolent environmental factors and traumatic 
McMackin, Morrissey & Hispanic youth in Juvenile  49% witnessing family violence  life events is common, and rates of PTSD are high amongst 
& Kaloupek, 2000  Treatment facilities   45% direct victim: shot or stabbed  incarcerated male youth. 
    (n=51, 17.5 years mean)  80% threatened: shot or stabbed   
 

Berton & Stabb (1996)  Caucasian, African American       Gender differences found, girls in areas of greatest urban violence reported 
    & Hispanic High school students,      increased PTSD symptoms, than boys. Finding that girls respond to violence 
    (n=97, 17 yrs mean)       with more PTSD symptoms than boys. Regular exposure to violence resulted in  
             63% of adolescent indicating clinical levels of PTSD. Single factor predictive of  
             PTSD was self-reported exposure to domestic or community violence.  
 

Mazza & Reynolds (1999) African American and Hispanic 93% exposed to at least one    Relationship between exposure to violence and PTSD remained significant after 
    High School students.  violent event in the last year   controlling for depression and suicidal ideation. Controlling for PTSD lead to non
    (n=94, 13 yrs mean)       significant relationships between violence exposure and depression and suicidal  
             ideation. Suggested that PTSD acts as the moderating factor between violence  
             exposure and depression/suicidal ideation.  
 

McGruder-Johnson & African, European and Mexican 39% victim ≥1 interpersonal violence  African Americans reported; highest rates of PTSD, interpersonal violence 
Davidson (2000)  American Undergraduates  44% victim ≥1 sexual violence  and psychological distress. Women reported more sexual violence than men. 
    (n=222, 18 yrs mean)  38% witness ≥1 interpersonal violence   Exposure to violence explained most, but not all of the ethnic and gender  
             differences for PTSD. Concluded, that exposure to traumatic events, rather  
             than ethnic / gender group was most directly related to distress. 
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Appendix 18.  Prevalence of Adolescent Trauma Exposure Reported in International Literature  

Author’s   Sample    Prevalence Trauma Exposure  Main Findings 
 
Flannery (1998)  African, Caucasian, Hispanic   6% male victim family violence  High levels of trauma exposure associated with use of both adaptive and 
    & Asian American High School 9% female victim family violence  maladaptive coping strategies. Home violence exposure related to higher 
    students (n=3724, 16 yrs mean) 16% male witness family ‘beating’   levels of trauma symptoms: anger depression, PTSD – for both boys and 
        21% female witness family ‘beating’  girls. Females used interpersonal coping, and males instrumental coping  
             strategies. Trauma exposure increased adolescents own violent behaviour.  
 
Punamaki, Muhammed Kurdish school children   63% been in a fight and shooting  The nature of traumatic event determined impact on coping strategy. Active 
Abdulrahman (2004) from war zones (12 years)  23% had witnessed killing   affiliation moderated between trauma exposure and posttraumatic symptoms,  
             Denial between trauma exposure and aggressive symptoms. 
 
Dempsey, Overstreet African American inner  66% victim of violence   Avoidant coping functioned both as a protective and a risk  
& Moely (2000)  city High School students   99% witness to violence   factor depending on type of PTSD symptom criteria, depending 
   (n=70, 13 yrs mean)  100% know a victim of violence  on the level of violence to which adolescent exposed. 
 
Keane et al (1996)  American Indian residential school 76% no suicide attempt 
   Adolescents (n=163, 16 yrs mean) 18% previous suicide attempt history 
       6% post testing suicide attempt 
 
Watkins & Gutierrez American high school students 10% exposed to the suicide of a peer  Analysis with matched controls found no difference in suicidal ideation between 
(2003)   (n=268,  16 yrs mean)       adolescents exposed to the suicide of a peer and those not exposed. 
 
Mazza (2000)  American high school students 10.4% (n=11; 9 female, 2 male)  
   (n=106, 16 yrs mean)  previously attempted suicide  
 
Rew et al (2001)  American homeless adolescents 47% history of sexual abuse 
   (n=59, 19 yrs mean)  33% left home due to parental sexual abuse 
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Appendix 18.  Prevalence of Adolescent Trauma Exposure Reported in International Literature  

Author’s   Sample    Prevalence Trauma Exposure  Main Findings 
 
Fennig et al (2005)  Israel adolescents psychiatric  (n=103) Boys with psychopathology 
   in patients (n=404, 16 yrs mean) 42% (n=76) Boys admitted after suicide attempt 

(82) Girls with psychopathology 
64% (n=143) Girls admitted after suicide attempt 

 
Zoroglu et al (2003)  Turkish high school students  10.1% previous suicide attempt  Abused/neglect 7.6 times more likely to have previous suicide  
   (n=862, 16 yrs mean)  21.4% self mutilative behaviours  attempt, and 2.7 times more likely to self mutilate. 
       34.3% childhood abuse or neglect 
 
Gutierrez et al (2000) American female college students 17.4% (n=112) childhood sexual abuse 
   (n=644, 18-24 yrs)   11.5% (n=74) childhood physical abuse 
       8.1% (n=52) both sexual and physical abuse      

 
Robin, Chester,   American Indian adults  81% exposed ≥1 traumatic event  amongst women physical assault predictive of PTSD, amongst men, combat 
Rasmussen, Jaranson South western tribe        experience and > 10 traumatic events predictive of PTSD. Individuals with 
& Goldman (1997)  (21+ years)        a history of multiple traumatic events significantly higher risk of developing PTSD. 
 
Thompson & Kaslow African American Women  157 suicide attemptors vs. 178 controls  PTSD in combination with any of the five forms of child maltreatment 
(2000)   presenting for suicide attempt  64% vs. 41% physical assault  increased women’s risk for making a non-fatal suicide attempt. 
    and controls (n=355, 32 yrs mean) 59% vs. 37% sexual assault 
        19% vs. 14% interpersonal loss by suicide 
        75% vs. 70% witness violence 
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Appendix 18.  Prevalence of Adolescent Trauma Exposure Reported in International Literature  

Author’s   Sample    Prevalence Trauma Exposure  Main Findings 
 
Brodsky et al (2001) American depressive inpatients 38% (n=52) reported history of physical or  
    (n=136, approx 36 yrs)  sexual abuse before 15 yrs.  
        62% (n=84) reported no history of abuse 
        71% (n=37) of adults with abuse history  
        had made on average 3 previous suicide  
        attempts.  
 
Anderson et al (2002) Low income African American  48.6% (n=175) presenting for suicide attempt  Those with one, two, three types of childhood abuse were 1.83, 2.29 and 7.75 
    women presenting to hospital  46% no childhood abuse   times more likely to be presenting with a non-fatal suicide attempt. 
    (n=360, 32 yrs mean)  27% one type childhood abuse 
        13% two types childhood abuse  
        14% all three types of abuse 
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Appendix 19. Aboriginal Adolescents that met Diagnostic Criteria for PTSD Responses on the Direct & Secondary Trauma Exposure Measures  
  & the CPC-KA Qualitative Stem Items  
 
Sex Secondary Trauma Exposure 

STE 
Total 

Direct Trauma Exposure 
DTE 
Total 

CPC-KA 
Total 

F 
completed suicide, attempted suicide, violent fighting in home, 
actual violence, stealing & vandalising, drink driving, drug deals, 
bullying 

14 
familial completed suicide, familial attempted suicide, 
familial actual violence 4 66 

F completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, mob fighting violence, drug deals 10 familial completed suicide, familial attempted suicide, 

familial threat violence . 32 

F 
completed suicide, violent fighting in home, sexual abuse, threat 
violence, actual violence, mob fighting violence, stealing & 
vandalising, drink driving, drug deals, bullying 

2 
non-familial threat violence, stealing & vandalising, drug 
deals, bullying 2 30 

F 
violent fighting in home, threat violence, actual violence, mob 
fighting violence, stealing & vandalising, drink driving, drug deals, 
bullying 

16 
familial actual violence, mob fighting violence, drink 
driving (passenger), bullying 8 29 

F 
completed suicide, attempted suicide, violent fighting in home, 
threat violence, actual violence, mob fighting violence, stealing & 
vandalising, drink driving, drug deals, bullying 

20 
familial completed suicide, familial attempted suicide, 
familial actual violence, accident, stealing & vandalising, 
drink driving (passenger) 

12 52 

F violent fighting in home, sexual abuse, threat violence, actual 
violence, 8 ‘touched in a sexual way’, drink driving (passenger) 4 46 

F 

completed suicide, violent fighting in home, stealing & 
vandalising, drink driving, drug deals, bullying 

12 

familial completed suicide, familial threat violence, 
familial actual violence, non-familial threat violence, 
non-familial actual violence, mob fighting violence, 
stealing & vandalising, drug deals, drink driving 
(passenger), bullying 

20 41 

F 
completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, bullying 

16 
familial completed suicide, familial attempted suicide, 
non-familial threat violence, non-familial actual violence, 
bullying 

8 47 

 
Note: those that are underlined denote the adolescents use of the ‘Don’t want to say’ response option
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Appendix 19. Aboriginal Adolescents that met Diagnostic Criteria for PTSD Responses on the Direct & Secondary Trauma Exposure Measures  
  & the CPC-KA Qualitative Stem Items  
 

Sex Secondary Trauma Exposure 
STE 
Total 

Direct Trauma Exposure 
DTE 
Total 

CPC-KA 
Total 

F 

violent fighting in home, mob fighting violence, bullying 

6 

familial completed suicide, familial attempted suicide, 
self attempt suicide, familial threat violence, familial 
actual violence, ‘touched in a sexual way’, accident, 
mob fighting violence, drug deals, drink driving 
(passenger), bullying 

22 36 

F 

completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drink driving, drug deals, bullying 22 

familial completed suicide, familial attempted suicide, 
self attempt suicide, familial threat violence, familial 
actual violence, ‘touched in a sexual way’, non-familial 
threat violence, non-familial actual violence, mob 
fighting violence, stealing & vandalising, drink driving 
(passenger), bullying 

22 57 

F 
completed suicide, violent fighting in home, threat violence, 
actual violence, stealing & vandalising, drink driving, drug deals, 
bullying 

16 
familial completed suicide, familial attempted suicide, 
familial threat violence, familial actual violence, accident 10 41 

F attempted suicide, violent fighting in home, actual violence, 
stealing & vandalising, drink driving, drug deals, bullying 10 familial attempted suicide, self attempt suicide, familial 

actual violence, drink driving 8 37 

F 
violent fighting in home, sexual abuse, threat violence, actual 
violence, stealing & vandalising, drink driving, bullying 14 

familial threat violence, familial actual violence, ’touched 
in a sexual way’, sexual abuse, non-familial threat 
violence, accident 

10 46 

F 

attempted suicide, violent fighting in home, sexual abuse, threat 
violence, actual violence, mob fighting violence, stealing & 
vandalising, drink driving, drug deals, bullying 18 

familial completed suicide, familial attempted suicide, 
self attempt suicide, familial threat violence, familial 
actual violence, ‘touched in a sexual way’, sexual 
abuse, non-familial threat violence, non-familial actual 
violence, accident, stealing & vandalising, drug deals, 
drink driving, bullying 

6 63 

F violent fighting in home, threat violence, actual violence, stealing 
& vandalising, drink driving, drug deals 12 familial threat violence, non-familial threat violence, non-

familial actual violence 6 29 

 
Note: those that are underlined denote the adolescents use of the ‘Don’t want to say’ response option
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Appendix 19. Aboriginal Adolescents that met Diagnostic Criteria for PTSD Responses on the Direct & Secondary Trauma Exposure Measures  
& the CPC-KA Qualitative Stem Items  

 

Sex Secondary Trauma Exposure 
STE 
Total 

Direct Trauma Exposure 
DTE 
Total 

CPC-KA 
Total 

F 
completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drug deals, bullying 18 

familial attempted suicide, self attempt suicide, familial 
threat violence, familial actual violence, non-familial 
threat violence, non-familial actual violence, mob 
fighting violence, drug deals, bullying 

6 38 

F 
completed suicide, attempted suicide, violent fighting in home, 
threat violence, actual violence, mob fighting violence, stealing & 
vandalising, drink driving, drug deals, bullying 

20 
familial completed suicide, familial attempted suicide, 
sexual abuse, stealing & vandalising 6 37 

F 
violent fighting in home, threat violence, actual violence, mob 
fighting violence, stealing & vandalising, drink driving, drug deals, 
bullying 

12 
familial threat violence, familial actual violence, bullying 

2 33 

F 

completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, bullying 16 

familial attempted suicide, self attempt suicide, familial 
threat violence, familial actual violence, ‘touched in a 
sexual way’, non-familial threat violence, non-familial 
actual violence, mob fighting violence, stealing & 
vandalising, bullying 

12 44 

F 
violent fighting in home, threat violence, actual violence, mob 
fighting violence, stealing & vandalising 8 

self attempt suicide, familial threat violence, ‘touched in 
a sexual way’, non-familial threat violence, non-familial 
actual violence, accident, mob fighting violence, stealing 
& vandalising drug deals 

16 43 

F 
completed suicide, attempted suicide, violent fighting in home, 
threat violence, actual violence, mob fighting violence, stealing & 
vandalising, drink driving, drug deals 

16 
familial completed suicide, familial attempted suicide, 
self attempt suicide, familial actual violence, accident, 
mob fighting violence, drug deals, drink driving bullying 

16 60 

F 
completed suicide, violent fighting in home, sexual abuse, threat 
violence, actual violence, mob fighting violence, stealing & 
vandalising, drink driving, drug deals, bullying 20 

familial completed suicide, familial threat violence, 
familial actual violence, ‘touched in a sexual way’, non-
familial threat violence, non-familial actual violence, 
stealing & vandalising, drink driving, bullying 

18 37 

F sexual abuse, threat violence, actual violence, mob fighting 
violence, drink driving 10 sexual abuse, non-familial threat violence, non-familial 

actual violence, drink driving 6 52 

 
Note: those that are underlined denote the adolescents use of the ‘Don’t want to say’ response option
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Appendix 19. Aboriginal Adolescents that met Diagnostic Criteria for PTSD Responses on the Direct & Secondary Trauma Exposure Measures  
& the CPC-KA Qualitative Stem Items  

 

Sex Secondary Trauma Exposure 
STE 
Total 

Direct Trauma Exposure 
DTE 
Total 

CPC-KA 
Total 

F 
completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drink driving, drug deals, bullying 22 

familial attempted suicide, self attempt suicide, ‘touched 
in a sexual way’, sexual abuse, non-familial threat 
violence, non-familial actual violence, accident, drink 
driving, bullying 

18 56 

F drug deals, bullying 2 self attempt suicide 0 24 

F 
completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, drug deals, bullying 

10 
familial completed suicide, familial attempted suicide, 
self attempt suicide, accident, mob fighting violence 2 32 

M 
attempted suicide, actual violence, stealing & vandalising, drug 
deals, bullying 8 

familial completed suicide, familial attempted suicide, 
‘touched in a sexual way’, non-familial threat violence, 
stealing & vandalising, drink driving 

12 41 

M 
completed suicide, attempted suicide, violent fighting in home, 
actual violence, mob fighting violence, drink driving, drug deals, 
bullying 

16 
familial completed suicide, familial attempted suicide, 
non-familial threat violence, non-familial actual violence, 
accident, mob fighting violence, drug deals, bullying 

16 37 

M 

completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drink driving, drug deals, bullying 22 

familial completed suicide, familial attempted suicide, 
self attempt suicide, familial threat violence, familial 
actual violence, non-familial threat violence, non-familial 
actual violence, accident, mob fighting violence, stealing 
& vandalising, drink driving, bullying 

24 31 

M 
completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, stealing & 
vandalising, drink driving,drug deals, bullying 8 

familial completed suicide, familial attempted suicide, 
familial threat violence, familial actual violence, non-
familial threat violence, non-familial actual violence, 
accident, mob fighting violence, drink driving 

2 33 

M violent fighting in home, threat violence, actual violence, mob 
fighting violence, drink driving, bullying 12 familial attempted suicide, familial threat violence, 

stealing & vandalising, drink driving, bullying 10 26 

 
Note: those that are underlined denote the adolescents use of the ‘Don’t want to say’ response option
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Appendix 20. non-Aboriginal Adolescents that met Diagnostic Criteria for PTSD Responses on the Direct & Secondary Trauma Exposure Measures  
& the CPC-KA Qualitative Stem Items  

 

Sex Secondary Trauma Exposure 
STE 
Total 

Direct Trauma Exposure 
DTE 
Total 

CPC-KA 
Total 

M 

completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drink driving, drug deals, bullying 0 

familial completed suicide, familial attempted suicide, self 
att empt suicide, familial threat violence, familial actual 
violence, ‘touched in a sexual way’, sexual abuse, non-
familial threat vio lence, non-familial actual violence, 
accident, mob fighting vio lence, stealing & vandalising, 
drug deals, drink driving, bullying 

0 45 

M mob fighting violence, stealing & vandalising 4 familial completed suicide, mob fighting violence, drink 
driving 6 53 

M 
completed suicide, attempted suicide, violent fighting in home, 
threat violence, actual violence, mob fighting violence, stealing & 
vandalising, drink driving, drug deals, bullying 8 

familial attempted suicide, self attempt suicide, familial 
threat violence, familial actual violence, sexual abuse, 
non-familial actual violence, accident, mob fighting 
violence, stealing & vandalising, drug deals, bullying 

8 32 

F 
violent fighting in home, sexual abuse, threat violence, actual 
violence, mob fighting violence, stealing & vandalising, drug 
deals, bullying 

16 
‘touched in a sexual way’, sexual abuse, non-familial 
threat violence, bullying 8 52 

F violent fighting in home, threat violence, actual violence, stealing 
& vandalising, drug deals, bullying 12 non-familial threat violence, non-familial actual violence, 

bullying 4 32 

F 
completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drink driving, bullying 

2 
familial completed suicide, familial attempted suicide, 
familial threat violence, accident, drug deals, drink driving 
(passenger), bullying 

6 83 

F 
attempted suicide, violent fighting in home, sexual abuse, threat 
violence, actual violence, mob fighting violence, stealing & 
vandalising, bullying 

14 
familial attempted suicide, self attempt suicide, familial 
threat violence, ‘touched in a sexual way’, sexual abuse 4 34 

 
Note: those that are underlined denote the adolescents use of the ‘Don’t want to say’ response option
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Appendix 20. non-Aboriginal Adolescents that met Diagnostic Criteria for PTSD Responses on the Direct & Secondary Trauma Exposure Measures  
& the CPC-KA Qualitative Stem Items  

 

Sex Secondary Trauma Exposure 
STE 
Total 

Direct Trauma Exposure 
DTE 
Total 

CPC-KA 
Total 

F violent fighting in home, stealing & vandalising, drug deals, 
bullying 6 familial threat violence, non-familial threat violence 4 34 

F 
completed suicide, attempted suicide, threat violence, actual 
violence, drug deals, bullying 12 

self attempt suicide, familial threat violence, ‘touched in a 
sexual way’, sexual abuse, non-familial threat violence, 
non-familial actual violence, drink driving (passenger), 
bullying 

14 35 

F violent fighting in home, mob fighting violence 2 familial threat violence, mob fighting violence 0 27 

F 
completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, stealing & vandalising, drink driving, drug deals, 
bullying 

14 
self attempt suicide, familial threat violence, ‘touched in a 
sexual way’, sexual abuse . 8 

F 
completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drink driving, drug deals, bullying 20 

familial attempted suicide, familial actual violence, 
‘touched in a sexual way’, sexual abuse, non-familial 
threat violence, stealing & vandalising, drink driving 
(passenger) 

10 46 

F 
completed suicide, attempted suicide, sexual abuse, threat 
violence, actual violence, stealing & vandalising, drink driving, 
drug deals, bullying 14 

familial completed suicide, familial attempted suicide, 
familial threat violence, familial actual violence,non-
familial threat violence, non-familial actual violence, drink 
driving (passenger) 

8 59 

F completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, drug deals 12 ‘touched in a sexual way’, sexual abuse, accident, 

stealing & vandalising 8 59 

F 
completed suicide, violent fighting in home, sexual abuse, threat 
violence, actual violence, stealing & vandalising, drink driving, 
bullying 

16 
self attempt suicide, familial threat violence, familial 
actual violence, accident, drink driving (passenger) 6 32 

 

Note: those that are underlined denote the adolescents use of the ‘Don’t want to say’ response option
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Appendix 20. non-Aboriginal Adolescents that met Diagnostic Criteria for PTSD Responses on the Direct & Secondary Trauma Exposure Measures  
& the CPC-KA Qualitative Stem Items 

 

Sex Secondary Trauma Exposure 
STE 
Total 

Direct Trauma Exposure 
DTE 
Total 

CPC-KA 
Total 

F 
violent fighting in home, sexual abuse, mob fighting violence, 
stealing & vandalising, drug deals, bullying 8 

self attempt suicide, familial threat violence, familial 
actual violence, ‘touched in a sexual way’, sexual abuse, 
non-familial threat violence, accident, stealing & 
vandalising, bullying 

10 46 

F  0  0 44 

F violent fighting in home, threat violence, actual violence, stealing 
& vandalising, drug deals, bullying 12  0 36 

F 
completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drink driving, bullying 20 

familial completed suicide, familial attempted suicide, 
familial actual violence, ‘touched in a sexual way’, sexual 
abuse, non-familial threat violence, mob fighting 
violence, drug deals, drink driving (passenger), bullying 

20 69 

F 
attempted suicide, violent fighting in home, sexual abuse, threat 
violence, actual violence, mob fighting violence, stealing & 
vandalising, drink driving, drug deals, bullying 

18 
self attempt suicide, familial threat violence, familial 
actual violence, ‘touched in a sexual way’, sexual abuse, 
accident 

10 73 

F 
attempted suicide, violent fighting in home, sexual abuse, threat 
violence, actual violence, mob fighting violence, drink driving, 
drug deals, bullying 16 

familial attempted suicide, familial threat violence, familial 
actual violence, ‘touched in a sexual way’, sexual abuse, 
non-familial actual violence, drink driving (passenger), 
bullying 

16 43 

F 
attempted suicide, violent fighting in home, sexual abuse, threat 
violence, actual violence, stealing & vandalising, drug deals, 
bullying 

14 
familial attempted suicide, familial threat violence, familial 
actual violence, non-familial threat violence, non-familial 
actual violence, bullying 

6 40 

F attempted suicide, sexual abuse, actual violence, bullying 4 self attempt suicide, ‘touched in a sexual way’, sexual 
abuse,  bullying 4 33 

F 
attempted suicide, violent fighting in home, sexual abuse, threat 
violence, actual violence, stealing & vandalising, drink driving, 
drug deals, bullying 18 

familial completed suicide, familial attempted suicide, self 
attempt suicide, familial actual violence, ‘touched in a 
sexual way’, accident, drug deals, drink driving 
(passenger), bullying 

14 36 

Note: those that are underlined denote the adolescents use of the ‘Don’t want to say’ response option
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Appendix 20. non-Aboriginal Adolescents that met Diagnostic Criteria for PTSD Responses on the Direct & Secondary Trauma Exposure Measures  
& the CPC-KA Qualitative Stem Items 

 

Sex Secondary Trauma Exposure 
STE 
Total 

Direct Trauma Exposure 
DTE 
Total 

CPC-KA 
Total 

F attempted suicide, violent fighting in home, stealing & vandalising 6 familial threat violence, familial actual violence, ‘touched 
in a sexual way’, sexual abuse, stealing & vandalising 10 36 

F 

completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drink driving, drug deals, bullying 22 

familial completed suicide, familial attempted suicide, self 
attempt suicide, familial threat violence, familial actual 
violence, ‘touched in a sexual way’, sexual abuse, non-
familial threat violence, non-familial actual violence, 
accident, mob fighting violence, drink driving (passenger) 

24 46 

F 
attempted suicide, violent fighting in home, sexual abuse, 
stealing & vandalising, drink driving, drug deals 12 

familial actual violence, non-familial threat violence, non-
familial actual violence, drug deals, drink driving 
(passenger), bullying 

12 43 

M 

completed suicide, attempted suicide, violent fighting in home, 
sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drink driving, drug deals, bullying 22 

familial completed suicide, familial attempted suicide, self 
attempt suicide, familial threat violence, familial actual 
violence, ‘touched in a sexual way’, sexual abuse, non-
familial threat violence, non-familial actual violence, 
accident, mob fighting violence, stealing & vandalising, 
drug deals, drink driving (passenger), bullying 

30 39 

M sexual abuse, threat violence, actual violence, mob fighting 
violence, stealing & vandalising, drink driving, bullying 12 non-familial threat violence, non-familial actual violence, 

mob fighting violence, drink driving (passenger), bullying . 42 

M completed suicide, attempted suicide, violent fighting in home, 
threat violence, actual violence, bullying 12 non-familial threat violence 2 44 

 
Note: those that are underlined denote the adolescents use of the ‘Don’t want to say’ response option
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Appendix 20. non-Aboriginal Adolescents that met Diagnostic Criteria for PTSD Responses on the Direct & Secondary Trauma Exposure Measures  
& the CPC-KA Qualitative Stem Items 
 

Sex Secondary Trauma Exposure STE 
Total 

Direct Trauma Exposure DTE 
Total 

CPC-KA 
Total 

M 

actual violence, mob fighting violence, stealing & vandalising, 
drink driving, drug deals, bullying 

0 

familial completed suicide, familial attempted suicide, self 
attempt suicide, familial threat violence, familial actual 
violence, ‘touched in a sexual way’, sexual abuse, non-
familial threat violence, non-familial actual violence, 
accident, mob fighting violence, stealing & vandalising, 
drug deals, drink driving (passenger), bullying 

0 57 

M 
completed suicide, violent fighting in home, threat violence, 
actual violence, mob fighting violence, stealing & vandalising, 
drink driving, bullying 

16 
familial threat violence, non-familial threat violence, non-
familial actual violence, accident, mob fighting violence, 
bullying 

12 41 

M threat violence, actual violence 4 non-familial threat violence, accident 4 29 
 
Note: those that are underlined denote the adolescents use of the ‘Don’t want to say’ response option 
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Appendix 21. Prevalence of PTSD Reported by Kimberley Adolescents & in Australian & International Literature 
 
Author’s    Sample     Measure     Prevalence Rates  
 
Kimberley Research Sample 
Respondents on the CPC-KA  Aboriginal Adolescents      
    Male Up to 15 years (n=94, M= 13.9years) Child PTSD Checklist -  8.5% (n=8) met DSM-IV PTSD Diagnosis    
    Female Up to 15 years (n=121, M=13.7years) Kimberly Adaptation  19.8% (n=24) met DSM-IV PTSD Diagnosis    
    Total Up to 15 years (n=215, M=13.8years) CPC-KA (self report)  14.9% (n=32) met DSM-IV PTSD Diagnosis    
 
    Total Adolescents (n=245, M=14.2years)     13.5% (n=33) met DSM-IV PTSD Diagnosis 
    Young Adults (n=31, M=21.1years)      16.1% (n=5) met DSM-IV PTSD Diagnosis 
    Adults (n=58, M=36.4years)        20.7% (n=12) met DSM-IV PTSD Diagnosis 
 
    Non-Aboriginal Adolescents  
    Male Up to 15 years (n=102, M=13.7years)     3.9% (n=4) met DSM-IV PTSD Diagnosis    
    Female Up to 15 years (n=102, M=13.7years)     17.3% (n=18) met DSM-IV PTSD Diagnosis    
    Total Up to 15 years (n=204, M=13.7years)     10.7% (n=22) met DSM-IV PTSD Diagnosis    
 
    Total Adolescents (n=238, M=14.1years)     11.8% (n=28) met DSM-IV PTSD Diagnosis 
 
General Youth Populations 
Berton & Stabb (1996)   African American, Caucasian and  Keane PTSD Scale  &  25% of sample indicated clinical PTSD  
    Hispanic urban American school students Civilian Mississippi Scale  levels by self report on both measures.  
    exposed to community violence  for PTSD (self report)  Representing 29% of the total sample.  
    (n=97; 15-19 years)       
       
Hsu, Chong, Yang & Yen (2002) Taiwanese adolescent victims of earthquake Symptom Checklist-90-Revised 22% of adolescents met PTSD diagnosis  
    school based (n= 323, 12-14 years)  Chinese version (self report)  (six weeks post quake) 
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Appendix 21. Prevalence of PTSD Reported by Kimberley Adolescents & in Australian & International Literature 
 
Author’s    Sample     Measure     Prevalence Rates  
 
Duckworth, Hale, Clair &    African American Adolescents residing  PTSD Reaction Index – Child   43% reported moderate PTSD reactions 
Adams (2000)   in low income urban communities exposed (structured interview)  29% reported severe PTSD reactions.  
    to violence. (n=181, 11-15 years)      
 
Elkit (2001)    Danish adolescents, exposed to at least Harvard Trauma Questionnaire 9% of total sample (5.6% of males and  
    one traumatic event, school based  (self report)   12.3% of females) met criteria for PTSD diagnosis.  
    (n=289, M=14.5 years)       14% indicated subclinical PTSD. 
 
Giaconia, Reinherz, Silverman, American school based older   NIMH Diagnostic Interview  With exposure to a qualifying trauma 14.5% met 
Pakiz, Frost & Cohen (1995)  adolescents (n=384, 18 years)  Schedule, Version III-R  criteria for PTSD (2.1% of males, 10.5% of females) 
         (interview)   Representing 6.3% of total adolescent sample 
          
Incarcerated Populations 
Bickel & Campbell  (2002)  New admission to Juvenile Detention   Adolescent Psychopathology  36% met PTSD diagnosis 
    Centre in Tasmania (n=111, M=16 yrs)  Scale (DSM-IV) 
 
Erwin, Newman, McMackin,  Caucasian, African American   Child PTSD Checklist   35% met DSM-IV PTSD Diagnosis by self report 
Morrissey& Kaloupek (2000)  and Hispanic male adolescent  (self report) & Clinician   18% met diagnostic criteria for PTSD by interview 
    offenders high security juvenile  Administered PTSD Scale for  
    treatment facility (n=51, M=17.5 years)  Child & Adolescents (interview)  
 
Clinical Populations 
Lipschitz, Winegar, Foote  Latino, African American and Caucasian Child Posttraumatic Stress  5.4% mild, 17.6 moderate, 32.8% severe   
Hartnick, & Southwick (1999)  acute psychiatric adolescent admissions Reaction Index   PTSD symptoms. 32.4% met diagnostic 
    (n=74, M = 14.8 years)   (semi structured interview)  criteria for PTSD  
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Appendix 21. Prevalence of PTSD Reported by Kimberley Adolescents & in Australian & International Literature 
 
Author’s    Sample     Measure     Prevalence Rates  
 
Jaycox, Marshall    Latino, African American and Caucasian PTSD Checklist    21% had clinically significant PTSD  
& Orlando (2003)   admissions to trauma facility following  (self report)   symptoms.  
    physical injury from community violence  
     (n=267, M=24.2 years)     
 
Pilay, Naidoo & Lockhart (1999) KwaZulu-Natal Region child   DSM-IV     12% of rural / peri-urban children received  
    presentations at a remote and an  (file review & interviews)   primary presenting diagnosis of PTSD  
    urban psychological clinic, low SES      1% of urban children received primary  
    (n=479, n=319, <18 years)       presenting diagnosis of PTSD 
 
National Samples 
Creamer, Burgess &   Community sample as part   Composite International   2.9% of women and 1.9% of men  
McFarlane (2001)   of  the Australian National   Diagnostic Interview   met diagnostic criteria PTSD 
    Survey of  Mental Health and   (PTSD Module) modified    
    Well Being  (n=10,641; 18+years)  (interview)    
 
Kessler, Sonnega, Bromet,  Community sample as a part   Composite International   10.4% of women and 5.0% of men   
Hughes & Nelson (1995)  of the National Comorbidity   Diagnostic Interview   met diagnostic criteria PTSD 
    Study in the United States.   (PTSD Module)     
    (n=8,098; 15-54 years)   & Revised DIS modified   
         (interview)     
Adult Populations 
Parslow, Jorm, O’Toole,   Australian Vietnam    Australian version of the Structured 11% reported current PTSD diagnosis 
Marshall & Grayson (2000)  Veterans  (n=641, 40+years)   Clinical Interview for DSM-III-R 10% reported past PTSD Diagnosis 
         for Vietnam Veterans (AUSCID-V) 
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Appendix 21. Prevalence of PTSD Reported by Kimberley Adolescents & in Australian & International Literature 
 
Author’s    Sample     Measure     Prevalence Rates  
 
Matthey, Silove, Barnett,  Cambodian refugee women   Harvard Trauma Questionnaire 16% (n=5) met criteria for PTSD diagnosis 
Fitzgerald & Mitchell (1999)  residing in Australia for < 1yr and  (HTQ) (Self Report) 
    having given birth. (n=31, 21-39 yrs) 
 
Robin, Chester, Rasmussen,  American Indian adults   Structured Clinical Interview  21.9% reported lifetime prevalence of PTSD  
Jaranson & Goldman (1997)  South western tribe    for DSM-III (interview)  (17.9% for men, 25.4% for women).  
    (n=247, 21+ years)        
 
McCall & Resick (2003)  Kalahari Bushmen/Women   Translation of DSM-IV   35% of sample met the DSM-IV criteria for  
    assault victims (n=20)   into Kalahari (Ju/’hoansi)  PTSD 
         dialect (interview)   
         
Hodgetts, Broers, Godwin,   Family Physicians in Bosnia    PSTD Checklist – Civilian  18% met the DSM-IV criteria for PTSD 
Bowering & Hasanovic (2003) and Herzegovina (n=133, <40 years age) Version (self report) 
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Appendix 22. Comparison of SIQ-Jr-KA Mean Total Scores & Clinical Groups Proportions with International Research Precedents   
                  
Author’s     Sample      SIQ-Jr Equivalent*  % Respondents > Cut-off of 31 
 
Kimberley Research Sample 
Respondents on the SIQ-Jr-KA  Aboriginal Adolescents      
    Male Up to 15 years   (n=112, M= 13.9years)  M=11.1, SD 14.5  7.1% (n=8) Clinically significant symptoms   
    Female Up to 15 years  (n=141, M=13.7years)  M=18.9, SD 22.6                22.0% (n=31) Clinically significant symptoms   
    Total Up to 15 years   (n=253, M=13.8years)  M=15.5, SD 19.8                15.4% (n=39) Clinically significant symptoms   
    Total Adolescents   (n=289, M=14.2years)  M= 14.8, SD 18.9                14.2% (n=41) Clinically significant symptoms 
 

    Non-Aboriginal Adolescents  
    Male Up to 15 years   (n=123, M=13.8years)  M=8.9, SD 11.6  4.9% (n=6) Clinically significant symptoms   
    Female Up to 15 years (n=119, M=13.6years)  M=13.5, SD 15.4  10.9% (n=13) Clinically significant symptoms   
    Total Up to 15 years  (n=242, M=13.7years)  M=11.2, SD 13.8  7.9% (n=19) Clinically significant symptoms   
    Total Adolescents   (n=278, M=14.1years)  M=11.2, SD 13.5  7.9% (n=22) Clinically significant symptoms 
 

General Youth Populations 
Reynolds (1988)    Caucasian American  
    Standardisation Sample (n=1,228, 13.2 yrs)   M=11.2, SD 15.1  11.0% Clinically significant symptoms 
 

Reynolds & Mazza (1999)  African & Hispanic                    
    American Students  Test (n=87, 12.5 yrs)   M=11.5, SD 13.1  5.7% Clinically significant symptoms 
       Re-test (n=87)   M=11.8, SD 14.6  8.8%  Clinically significant symptoms 
Mazza & Reynolds (1999)  African & Hispanic  
    American Students  (n=94, 12.5 yrs)   M=12.2, SD 14.9  8.5% Clinically significant symptoms 
 

Mazza (2000)   Caucasian & Mixed  
    American Students  (n=106, 15.6 yrs)   M=9.5, SD 13.5  10.4% Previous suicide attempt 

         1% of average risk and 23% of high risk PTSD 
         groups indicated clinically significant symptoms 

Hovey et al (1996)   Latino American  
    Immigrant Students  (n=70, 16.8 yrs)   M=17.1, SD 23.0  24.3% Clinically significant symptoms 
 

Keane et al (1996)   Native Indian American  
    Students   (n=163, 15.8 yrs)   M=15.4, SD 20.1  18.0% Clinically significant symptoms 
 

* The SIQ-Jr-KA scores were prorated to be equivalent to the SIQ-Jr version as utilised in other research samples
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Appendix 23. Comparison of Mean Total BDI-KA scores & Incidence of Depression with Australian & International Research Precedents  
    
Author’s     Sample      BDI-KA   Prevalence > Cut-off 21* 
 
Kimberley Research Sample 
Respondents on the BDI-KA   Aboriginal Adolescents      
     Male Up to 15 years   (n=121, M=13.8 years) M=7.8, SD 6.0  7.4% (n=9) Dysphoric : 5.0% (n=6) Clinical Depression  
     Female Up to 15 years  (n=141, M=13.8 years) M=12.3, SD 10.9  7.8% (n=11) Dysphoric : 19.9% (n=28) Clinical Depression  
     Total Up to 15 years   (n=262, M=13.8 years) M=10.2, SD 9.2  7.6% (n=20) Dysphoric : 13.0% (n=34) Clinical Depression  
     Total Adolescents   (n=298, M=14.1 years) M=10.2, SD 9.0              8.1% (n=24) Dysphoric : 12.1% (n=36) Clinical Depression 
 

     Non-Aboriginal Adolescents  
     Male Up to 15 years   (n=119, M=13.6 years) M=6.1, SD 5.0  4.9% (n=6) Dysphoric : 0.8% (n=1) Clinical Depression  
     Female Up to 15 years  (n=122, M=13.8 years) M=10.8, SD 9.1   10.9% (n=13) Dysphoric : 16.8% (n=20) Clinical Depression 
     Total Up to 15 years  (n=241, M=13.7 years)  M=8.4, SD 7.7  7.9% (n=19) Dysphoric : 8.7% (n=21) Clinical Depression  
     Total Adolescents   (n=276, M=14.1 years) M=8.7, SD 7.7  8.3% (n=23) Dysphoric : 9.4% (n=26) Clinical Depression 
            
General Youth Populations 
*Gorenstein et al., (2005)   Brazilian High School students  
     San Paulo (n=1555, 13-17yrs)   
        Male students  M= 8.5, SD 7.3       
        Female students  M= 10.1, SD 7.8    
        Total students  M= 9.3, SD 7.6  8.6% Dysphoric: 7.6% Clinical Depression   
 
Ongen (2006)    Turkish Suburban High School   
      & Public University students   
      (n=392; 16-22 years) 
         Total   M= 12.4, SD 8.7   
 
Toros et al. (2004)    Turkish Adolescent School Students   
     (n=4256, 14 yrs mean)   
         Male students  M= 10.8, SD 6.3 
        Female students  M= 11.8, SD 6.5 
         Total students  M= 11.2, SD 6.4  12.5% Clinical Depression 
 

        * Including Those That Failed To Report on One to Two BDI-KA Items (see p.184)
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Appendix 23. Comparison of Mean Total BDI-KA scores & Incidence of Depression with Australian & International Research Precedents 
    
Author’s     Sample       BDI  Prevalence > Cut-off 31 
 
Clinical Populations  
Bennett et al. (2005)    American Adolescents intake Paediatric  
      Depression Clinic (n=383, 16 yrs mean) Male   M=24.7, SD 11.5 11% (n=18) Dysphoric : 45% (n=74) Clinical Depression  
          Female   M=28.2, SD 9.6 19% (n=41) Dysphoric : 50% (n=109) Clinical Depression 
Fennig et al., (2005)    Inpatient Psychiatric Unit, Israel,   
     suicide attemptors (n=404, 12-21 yrs)  
         Attemptors: Male  M=28.4, SD 17.1 
          Attemptors: Female  M=27.2, SD 16.5  
          non Attempt: Male  M=19.5, SD 15.3 
          non Attempt: Female  M=25.2, SD 14.7 
Adult Populations 
Lovibond & Lovibond (1995)   Australian University Students  
      (n=717, 21 yrs mean)   Total   M=7.7, SD 6.5 
 

Gencoz & Or (2006)    Turkish University students  
     (n=226, 21 yrs mean)   Total   M=9.4, SD 4.9 
 

Murray (2004)    Suburban Melbourne adults (Aust)  
      Random sample from electoral role  
      (n=380, 49yrs mean)    Total   M=5.5, SD 5.2 
          

Affonso et al., (2000)`    Postpartum women from 9 Countries     
     (n=892, 24-30 yrs mean range)  
     Sweden       M=5.3, SD 4.0 
     Australia       M=5.7, SD 4.2  
     Italy       M=6.9, SD 5.6        
     Finland       M=6.9, SD 6.3 
     U.S.A       M=8.5, SD 7.0 
     India       M=9.9, SD 9.1 
     Taiwan       M=10.1, SD 7.8 
     Guyana       M=10.6, SD 10.6 
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Appendix 24. Aboriginal Adolescents Qualitative Responses on Item 3 of the AUM Suggesting Patterns of Binge Drinking 
 

When was this How often were you drinking How long did it last for  When was this How often were you drinking How long did it last for 

I don't know                                 at the party                                       All night maybe                       4 months ago, [name 
omitted]                                  every 2nd weekend                        dont know                              

last year                                      lots                                                   long                                         14                                           1 night too much                             -                                              
last year                                                                                                                                               christmas                               all night                                           one night                                
last year                                      only then                                          Not long                                  at a party                                14 UDLs                                         2 hours                                   
Friday Night                                every couple of minutes                   At night                                    Party                                      every weekend                               2 months                                
Last year                                     month                                               Year                                        A while ago                            Friday, Sat nights                           all night - breakfast                
A mates party                              Fairly                                                a while                                                                                    every weekend                                                                              

I don't remember                                                                                  the night                                  When we went for [name 
omitted]                                  every night                                      only for the weekend              

Last year                                     Late last Yr                                      1 wk                                        last holidays                           Too much                                       can't remember                      
14 years                                      Once a fortnight                               2 years                                    15 yr                                       every weekend                               I still do                                   
3 years ago                                 Not at all / my first time                    1 nights                                   Yr 9                                        1 week                                            Not long                                 
2 months ago                              Hardly                                              2 days                                     my sisters wedding                non-stop                                         all night                                  
13                                                everyday                                          3 days (I only did it once)        1999                                       One can after the other                  All afternoon & night              
3 weeks ago                                2 times a weekend                           whole night                              When I was in year 10-11      Every weekend                               2 years                                   
this year                                      every friday                                                                                      First started                            Every Friday & Saturday                all night                                  
last year                                      Friday to Saturday                           17 hours                                  last year                                 2 times a week                               3 weeks                                  
last year                                      every weekend                                since 10-13                                
New Years 2000                         1 or 2 a year                                    half of the night                          
When I was in [name omitted]    every 5 seconds                              3 days                                        
With my friends                           Big mob                                           5 hours                                       
2 years back                               every second weekend                    2 months                                    
couple of years ago                    every weekend                                about a year                               
last year                                      not that much                                   all night                                      
Party                                           Biggest mob                                     Sunrise                                       
A few month ago                         Last month                                       1 day                                          
Last year                                     Fri, Sat & Sun                                  Couple of months                       
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Appendix 25. non-Aboriginal Adolescents Qualitative Responses on Item 3 of the AUM Suggesting Patterns of Binge Drinking 
 

When was this How often were you drinking How long did it last for  When was this How often were you drinking How long did it last for 

At the [name omitted] 2 times a week                                 3 months                                 last year -                                                           2 days                                    
11 years old 1 day                                                1day                                        14 every weekend                                    about 2 months                      
[name omitted] christmas, 
New year 1-2 a month                                     I don't know                             Last year The one night                                      All night                                  

dunno 1-2 times a week                             dunno                                      14 first & second time eva                        a few hours. I passed out 
& then threw up.                     

At a birthday (14) once                                                 one night                                 1 week ago alot                                                                                                     
at a party very often                                         average 6 hours                      Age of 8 once                                                    Night                                      
the first time 1-2 a week                                       7 weeks or more                     last week All day                                                 2 days                                    
march                                                                                                          last weekend ?                                                          ?                                             
My pops funeral 1 every hour                                     12 hr                                        At a party once a month                                      A while                                   
couple months ago OFTEN                                            awhile                                      March 2001 sculling                                                5 hours or so.                         
on my birthday all the time                                       I don't remember                     Heaps of times Heaps                                                  A few weaks                           
At a party 3 times a month                               about 4 months                       at a party when it finished I got another one       2 hours                                   
At a 21st Only at parties                                 1 day                                       at a party just too much for one day                    from 12pm tp 10.40pm           

two years ago Not that often                                   -                                               At a party All night                                               about 3 hours then i 
vomited.                                 

6 months ago every friday                                      3 months                                 @ a party every .5 hour or when my drink had 
finished                                      

1 night                                    

About 2 month ago - a few 
weeks                                          All night                                            one - two nights                      Every weekend 3 day binges                                        3 days                                    

About a month ago 1 night                                              All night                                   weekend                                                                                                            
at a party continuous                                       all night - next morning!          camping every 5 min                                          6 hours                                   

few days ago very often                                         had a hangover the next 
day.                                         

year 6 First time                                             2 days                                    

The other night a lot                                                  a night                                     3 months ago                                                             1 night                                    
new years eve all night                                            9 hours                                    Heaps at times Every now and then                            2 days                                    
friday nights everyone                                          Couple of weeks                     new years 3 time year                                          all night                                  
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Appendix 25. non-Aboriginal Adolescents Qualitative Responses on Item 3 of the AUM Suggesting Patterns of Binge Drinking 
 

When was this How often were you drinking How long did it last for  When was this How often were you drinking How long did it last for 

at a party Alot                                                  Not long                                  last week All night                                             All night                                  
Beach Party All night                                            All night                                   every weekend every night                                         ever since I was 13                
can't remember a few times 
@ parties                                    

on the weekend                               not long just occasionally           

15th B'day Party All the night                                      Whole night & next day              

last year 1 or 2 times a month                                                                           

Year 8 3-4 a week                                       Not long                                     

At a party A bottle that night                             A night                                        

                                                          One very bad night!!!                 

After party                                   lots                                                   All night                                      

After yr 11 grad all night                                            16-17 hrs                                    

last year friday, saturday                                both days                                   
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Appendix 26. Comparison of BHS-KA Total Scores Reported by Adolescents in the Kimberley & in Australian & International Literature   
 
                           Mean BHS Total  
               M S.D.  
Kimberley Sample    Aboriginal Adolescents    
     (n=298, M= years)    Male     7.9  6.0     
          Female      12.1 10.6   
          Total     10.2 9.0  
     Non-Aboriginal Adolescents    
     (n=276, M= years)    Male     6.3 6.0  
          Female     12.1 10.6  
          Total     8.7 7.7  
Community Samples 
Martin et al. (2004)    South Australian High    Sexually Abused Youth (n=87)  6.7 5.9 

School Students    Non-Abused Youth (n=2,398)   3.4 3.7    
     (n=2,485, M=14.0 years)    
 
Pears & Noller (1995)   Queensland, homeless   Abused Males    5.4 --- 
      Youth in Brisbane    non-abused Males    8.4 --- 
      (n=66, M=15.9 years)   Abused Females    7.4 --- 
           non-abused Females   7.2 --- 
 
Rew et al. (2001)    Mixed Descent Texan         10.1 3.3 
     Homeless Youth  

(n=59, M= 18.7 years)  
 
Mazza & Reynolds, (1998)   Caucasian and African American  First Test - Male    4.3 3.5  
     High School students   First Test – Female    4.1 3.8 
     (n=374, M=15.5 years)   One year later – Male   3.7 3.6 
          One year later – Female   3.8 3.3 
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Appendix 26. Comparison of BHS-KA Total Scores Reported by Adolescents in the Kimberley & in Australian & International Literature  
 
                           Mean BHS Total  
               M S.D.  
Adult Samples 
 
Beck et al. (1985)    Hospitalised suicidal ideators   Later completed suicide (n=14)  13.3 4.4 
     (n=207, M=33.9 years)   Did not complete suicide (n=154)    8.9 6.1 
  
Beck et al. (1999)    American outpatients 
     seeking psychiatric treatment   completed suicides (n=30)   12.6 5.2 
     (n=3701, M= 36 to 41 years)   non completed suicide (n=3543)    9.3 5.6  
 
 
Sidley et al. (1999)    British suicide attemptors   Repeat Attemptors   
     Accident & Emergency     - one month post attempt  15.7 6.1  
     Admissions     - six months post attempt  14.1 6.4 
     (n=66, M=33.6 years)    - 12 month post attempt  13.2 6.2 
          Non-repeat Attemptors 
           - one month post attempt  11.4 5.8 
           - six months post attempt  11.2 5.5 
           - 12 month post attempt  11.3 5.6 
 
Sayar et al. (2000)    Turkish Outpatients with   those with anger outbursts   14.6 4.8 
     Major Depressive Disorder   those without anger outbursts   12.7 4.6 
     (n=88, M=35.2 years) 
 
Holden et al. (2001)   Canadian University    Previous Suicide Attempt (n=30)    4.9 4.2 

Undergraduates    No Previous Attempt (n=264)     2.7 2.8 
(n=294, M=19.1 years)  
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Appendix 27.      Qualitative Response Made by Aboriginal Adolescents on KAIS Subscale Items 
                 Subscale One: Strength of Identification Item 5 ‘The most important thing about me is that I am Aboriginal’ Why?..... 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all because aboriginal people is disgrace to the community  Not at all I don't know 
  because culture is important but I am just a human and other things are important   All cultures are the same 
  Because everyone knows that I am black.   Be I'm not Aboriginal 
  Because having a different culture isn't really important, we're all the same   because i'm not 
  because I'm too white to be black   because I'm not 
  Because I don't think it really matters if you are aboriginal or not.   because I'm not aboriginal 
  Because I got a familey who loves me   because I am white 
  Because I grew up in a white mans world.   because I don't know a lot about it 
  because of the color of my skin.   because Im white 
  because ther are more important things about me I like as well   because there are things that are much more important. 
  because things wouldn't be different if I wasn't   Cause I'm not black. 
  the most important thing is that I'm a person being black, white, red or yellow.   coz I'm not black 
  There's more important things about me.   coz Im not 
  We are all humans and shouldn't be judged by our skin colour or nationality   I'm Asian 
 A little bit Because I feel good that I am aboriginal.   I'm not 
  Because I got it in me & others   I'm not aboriginal 
  because I have a little bit of family I talk to   I'm not Aboriginal 
  Because I have other cultures in me as well.   I'm not Aboriginal, I'm white. 
  Because it's who I am   I'm not one 
  because my family is part aboriginal   I am not aboriginal 
  because my grandfather is half malaysia and my grandmother is full aboriginal.   I am not Aboriginal 
  because people know me as one and respect me.   I am who I am. 
  Because that is my family   Im not Aboriginal 
  Because we are all people in one way   white 
  because you shouldn't be someone your not and don't put it aside   Total 
  cause my dad is white.  A little bit because I get treated like one sometimes 
  Don't think much about it   Because it is a part of me, Australia. 
  I'm special.   I am half Aboriginal or less. 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 A little bit I am Aboriginal but it doesn't effect me too much in any way.  A little bit Total 
  I doesn't matter that I'm aboriginal because I thing everyone are the same.  Big Mob because 
  I don't think it's the most important thing, but I am very lucky to be Aboriginal.   if I was aboriginal I'd be very proud 
  I feel close to my family members.   Total 
  I fit in with everyone and I don't just reconise I am aboriginal and the same as everyone else  Biggest mobs I love the way I'be been brought up and wont trade for the world. 
 A lot Aborigianl culture is different to others.   Total 
  Because aboriginal culture is different to others.  Missing I'm not Aboriginal 
  because I'm proud of my culture   white 
  because I've got lots of family.   Because i'm a [location omitted] boy 
  because I am aboriginal.   I like Aboriginal people. 
  Because I am proud of my culture and language.   I wish 
  because I am proud to be Aboriginal   
  because I could learn the things that Aboriginals do in there culture   
  because I don't want white   
  because I have alot of other important thing as well   
  because I have many background like being white but aboriginal mum.   
  because I like the way I am   
  because it's good to know who you are and where you come from.   
  because it's where I come from   
  because people think that I am white 'until they see my family'   
  Because that's how I grew up and I like it that way   
  Because thats who I am and who my people are   
  black is nice   
  for the aboriginal to know who they are.   
  I belong to a culture   
  I can make my family proud   
  I don't know   
  I don't know it just is   
  I don't know why   
  I like being part aboriginal and my culture.   
  Im not that Aboriginal   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 A lot Our skin group and language and culture.   
 Big mob Because I'm proud of my colour   
  because I am aboriginal   
  because I don't know   
  Because I have an aboriginal family.   
  because I learned about the bush and my culture.   
  because I was born as an aboriginal.   
  because I would rather be an aboriginal than a white person   
  because it is an honour to have so many generations.   
  but not that much I have a lot of respect for white people as well because of my mother   
  Cause I am that why.   
  cause I don't care what anyone says.   
  I am who I am & will never be ashamed of it   

  It is important to me that I am aboriginal, but what's also is important is my future because I 
know what I am now looking to the future. 

  

  my grandparants is an aboriginal.   
 Biggest mobs I don't know   
  I don't know why   
  bacaus I'm prowd to be a Aboriginal   
  becance I haen't got fusy perints   
  Becaus I looks like I am one of them.   
  because aboriginal have alot of fun things to do   
  because aboriginals are a natural & a talented Culture   
  because doing lots of traditional stuff is fun and I like learning aboriginal language.   
  because for to know people   
  because I'm aboriginal and part of it.   
  Because I'm me and no one else can change that.   
  Because I'm proud of it.   
  because I'm proud to Aboriginal   
  because I've born aboriginal.   
  Because I am good at sport.   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest mobs Because I am proud   
  because I am proud of being an aboriginal.   
  Because I am proud of it   
  because I am proud of what I am   
  because I am proud of who I am   
  Because I am proud of who I am.   
  because I am proud to be one.   
  because I am very happy of being an aboriginal   
  Because I can be taught about the culture.   
  Because I feel a bit free   
  because I got the same skin like my mum   
  Because I have to respect my culture and always speak it.   
  Because I know from my mother.   
  because I like being a Aboriginal.   
  Because I like going out bush and getting tucker.   
  Because I like learning about my culture.   
  because I like to be an Aboriginal   
  Because I love it   
  Because I love my culture and my colour   
  Because I love my skin colour and my culture   
  because I talk to my family back at my home.   
  Because I was born to be an Aboriginal.   
  because Im proud of it   
  Because it's good to feel proud and enveyed by white people.   
  Because it is a strong skin.   
  Because it is half of me   
  because it keeps me proud   
  Because my family is Aboriginal   
  because my family talk about back people what skin they in.   
  Because my grandfather is a aboriginal.   
  Because my mother is a Aboriginal   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest mobs Because my mum is a aboriginal person   
  Because my parents, granparents and great grandparents are aboriginal.   
  because of my colour   
  because that's my culture and I'm a born and bread aboriginal   
  because that's the way I was brought up.   
  because that what I am   

  because we can communicate with family/friends speaking our traditional language and 
translating it in english for non aborigines. 

  

  Because white people dont got skills to survive in bush   
  Because you get more attention.   
  Cause I'm proud and I wanna be someone in life.   
  Cause I'm proud of it.   
  Cause I am proud   
  cause we do deadly things   
  Cos I respect Older people who are Aboriginal.   
  family   
  hopefully I'll become a roll model for others   
  I'm glad to be aboriginal.   
  I'm proud of who I am and how I am   
  I'm proud to be an Aboriginal   
  I'm proud to be one.   
  I am proud about myself   
  I am proud of what I am   
  I believe that as an aboriginal I can make things right for me and my culture.   
  I like being aboriginal it's my culture.   
  I respect my couicher.   
  It mostly who I am and I'm another Hunter chapter.   
  keeps me in touch with my country   
  My grandparents was an aboriginal.   
  people respect me for who I am   
  proud of who we are   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest mobs proud to be one.   
  there's nothing I'd rather be.   
  to stay that way   
 Missing Because they mit on like Aboriginals   

 
 

Item 6 ‘I feel accepted as an Aboriginal person in my community’   Why?...... 
  
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all because I am only 1/8 aboriginal and so I don't look like one.  Not at all because I'm not 
  because I don't feel good   because I'm not Aboriginal 
  Because I get along with people I don't know   because I'm white. 
  because Im not a true Aboriginal   Because I am not aboriginal 
  I am not white.   because I am white 
  I don't get along well with other people of my culture   because I don't have black skin 
  they all treat me different   cos I'm not Aboriginal 
 A little bit Around my aboriginal family I am aboriginal, around my white family I'm white. It's confusing   I'm Irish/Anglo Saxton 
  because I am an aboriginy.   I'm not aboriginal 
  because I am brown   I'm not one 
  Because I am proud of my culture and language.   I am not aboriginal 
  because I used to live in [location omitted]   Im not Aboriginal 
  because nobody ever did.   No because Im white surfer. 
  because of my family.   white 
  because people know how and my name  A little bit I don't know 

  Because we are all accepted   because people see me as one because mu mother & father a 
grew up with them - even though they're white 

  I'm a half cast   I am used to being around them and they are my friends. 
  I am a little girl and I am aboriginal.  A lot because 
  I am light skinned like my dad.   because I'm different than everyone 
  I sort of do.   By my friends 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 A little bit Im not sure  A lot Total 
  So that in my community I don't get floged if I was white Big Mob Because I act like an Aboriginal and I have been here all my life. 
  Some people treat me like I am not because of my skin colour Biggest Mob Everyones understanding 
 A lot  don't know Missing white 
  because alot of people here are family.   I'm not Aboriginal 
  because everyone knows who I am and family all live in [location omitted]   I am not Aboriginal 
  because everywhere I go I see all my relations.   I am whit and good so is outher people. 
  Because I'm one of them.   
  because I am   
  Because I am an aboriginal   
  Because I am one of them.   
  because I am related to Aboriginal people   
  because I have grown up with aboriginal friends and their family   
  because I like being an Aboriginal.   
  because I see aboriginal people live in community.   
  Because of my family.   
  because of my large family   
  Because of my skin   
  because some kids get nastey and don't except you near them.   
  Because there aren't alot of my people here   
  because they understand   
  cause I'am an aboriginal girl with a black mum.   
  everyone knows me.   
  family background and skin colour.   
  I don't know I just do   
  I feel happy where people like/agree with me.   
  I get treated like one.   
  Most of the people are aboriginals   
  No one puts me down   
  People talk from different cultures   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 A lot The elders make you feel comfortable but all the young ones just want to fight you.   
Big mob  because I'm aboriginal.   
  because I am looked at as a well known person.   
  Because I can walk down a street and people will talk to me as an aboriginal.   
  Because I very happing with my family   
  because it feel good to be aboriginal.   
  Because there are alot of Aboriginal people in my town   
  Because they know my family.   
  Because we are all from the same mob and we know who we are.   
  because you don't have to be white to be liked.   
  Cause all my family look after me.   
  Cause I am that why.   
  cause I fit in   
  Im proud of who I am and what I am   
Biggest Mob  because I am   
  Because of my skin   
  beca   
  because aboriginal people like looking after community   
  Because everybody knows me   
  because everybody treats each other equally and I'm not shame to admit that I'm aboriginal   
  because I'm an Aboriginal   
  because I'm one   
  Because I'm proud to be an Aboriginal person   
  because I am a part of them   
  because I am Aboriginal   
  because I am accepted   
  because I am an Aboriginal person.   
  Because I am black.   
  Because I am one   
  Because I am proud to be.   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest Mob Because I can communicate with others   
  Because I feel really good.   
  Because I grew up here & live with Aboriginal people   
  Because I grow up with my aboriginal people.   
  Because I have a wonderful family and a good life.   
  because I have an aboriginal language and I was born to speak my local language.   
  Because I have been recognised as a role model, to my countrymen.   
  Because I look like one and they know I'm a Aboriginal   
  Because I was bread and born in my community.   
  Because im the same as every one else   
  because most of them are my friends and relatives   
  Because most people in our communities are aboriginals.   
  Because my family accepted me   
  Because my family are Aboriginal.   
  Because my father is looked up to   
  because my relation   
  because my tribe are well know between [location omitted] & [location omitted]   
  because of countryman   
  because of my skin colour   
  Because people be friendly with me.   
  because the people like me for who I am not what I am   
  because they are my family   
  because they care and respect me as one.   
  because they treat me like one and I like the way they do.   
  because we all know each other   
  because we all understand each other   
  because we are the aboriginal members of the community.   
  cause I am.   
  cause my family is too!   
  Cause they love me same skin.   
  cause where all 1 mob   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest Mob Cos they treat me the way they treat themself   
  Don't no   
  I'm well know in my community.   
  I don't know   
  I enjoying being an Aboriginal person.   
  I get along well with them.   
  I have lots of aboriginal family.   
  Locally know of the [location omitted]  town.   
  lots of people live in my community.   
  more family then ever   
  my mother is black   
  the way I am.   
  they treat me as a person and aboriginal.   
  we all aboriginal   
Missing  because by my skin   
  I love my culture and I can't change that I am   
  Not sure   

 
 

Item 7 ‘I feel a sense of belonging to Aboriginal people and culture’   Why?..... 
  
 

Scale Aboriginal Adolescents Scale Non-Aboriginal adolescents 
Not at all  Because I am not aboriginal Not at all  because 
  because I dont feel the sence   'dido' 
  Because of how I am.   because Aboriginals (most) in this town don't accept whites. 
  because they didn't teach me at all.   because I'm not 
  Because we are all people   because I'm white 

  I don't do any cultural things   because I am from overseas and didn't even know about 
Aboriginal people til I came here 

  I don't know   Because I am not a Aboriginal. 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all I don't want to be aboriginal  Not at all because I am not Aboriginal 
A little bit  ? I know where I came from   because I am not Aboriginal. 
  Around them I am 1 of them, & I love painting with my nan.   Because I am not aboriginal. 
  Because I am proud of my culture and language.   because I am not apart of the culture, but I wish I was. 
  because I don't like the law in Aborigianity   because I am white 
  because I haven't been out hunting lately.   because I don't associate with them 
  because I lived here all my life and I'm 1/8 Aboriginal   Because I don't live with Aboriginals 
  Because I love myself.   Because I keep to my own religious 
  Because it is different up here, compared to [location omitted]   because most Aboriginal girls want to bash me up 
  Because of my grandmother   because most of them around here are always drunk 
  Because sometimes (not) complicated)   because my great elders were Britain 

  because when you are Aboriginal you belong to a family.   because none of the aboriginal in town like me.  They want to 
fight me sometimes. 

  cause we one tribe.   because they don't like me. 
  I don't feel like in tounch with my people.   I'm not aboriginal 
  I don't no why how I feel about my people.   I'm not Aboriginal 
  I don't really know why haven't really thought about it   I'm not Aboriginal so I don't want to belong there 
  I have a lot of relatives.   I'm not one 
  I know my family   I'm still not Aboriginal 
  In the [location omitted] they treat me like one of them.   I am happy with the way god made me! 
  My family are aboriginal.   I am not aboriginal 
  no culture left.   I am not Aboriginal 
  Not much cause don't really keep up with it all.   I don't like most of them or ther caulture 
  We are similar   I just don't 
  Well I have a white gardien.   I like and respect ther culture. 
A lot  because   Im not Aboriginal 
  Because I'm a half Aboriginal and half Maya   they don't do anything to help me. 
  because I am part Aboriginal   they think they own the joint. 
  Because I am part Aboriginal myself   Well Im not aboriginal, but I have alot of aboriginal friends. 

  because it teaches me different things. A little bit  because I've lived/grown up with them all my life they don't seem 
any different. 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 A lot Because its just the way I grew up.  A little bit because I can relate to them with my problems 
  because of family.   because I hang around with aboriginals 
  Because of who I am.   because I hang with aboriginals all my friends are. 
  because together we are family   because I have always been around aboriginal people 
  Because we are all as one.   because I live around an aboriginal culture 
  everyone is close no one left out   because I live in a place with them. 
  I just do.   because my best friend i aboriginal and treats me like brothers 
  it who I am   Because my nephew is aboriginal and I love him. 

  My family respect me   Because our family is really close friends with aboriginal and 
they are like aunt and uncle. 

  pass   cause I'm friends with lots of aboriginals, I have aboriginal family. 

Big Mob  because i'm aboriginal know abit about my culture.   
even though Im not aboriginal I feel influenced by them and their 
culture because I live in [location omitted]  which is very 
multicultural 

  because I accept them.   everyone is the same.  I don't care if I am Aboriginal or not 
  because I can learn alot from the elders.   feel uncomfortable/don't know some and lots 
  Because I just do.   friend that's aboriginal 
  Because most of my family are aboriginal.   I'm living here for a term. 
  cause I am   I've grown up with them 
  I am aboriginal and thats my people   I am white 
  I was living in an aboriginal place.   I can get along with most of them 
  its just me   I have Aboriginal friends 

  My family has long been apart of the aboriginal culture and are always fighting for better 
rights especially my nana - [name omitted].   I have aboriginal friends. 

Biggest mobs  I don't know   I have been around them all my life. 
  because Aboriginal people was first.   I have great Aborigianl friends 

  because everyone else is aboriginal in my family and its how I brought up and because we 
went to the bush alot.   I have lived in [location omitted]  for a long time 

  because I'm proud to be   I have lots of Aboriginal friends 
  Because I am a Aboriginal person.   I live with an Aboriginal boy/he has a big family. 
  because I am aboriginal   My best friend is aboriginal 

  Because I am Aboriginal.   My father grew up with mainly aboriginal people and I'm 
accepted by them and a few friends are aboriginal. 
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  because I am an aboriginal and I am proud   My step mum is aboriginal 
Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest mobs Because I believe in it   not sure 
  Because I belong to the groups and I feel safe.   some let me feel like I'm alright others don't 
  because I come from an aboriginal family.   Some of my friends are Aboriginal. 
  because I do corbories with DAD   They are easy going and fun to be with. 
  Because I don't care we are all one   Well I have lots of friends 
  because I grew up around aboriginal in this place A lot  Aboriginal friends 
  because I help with aboriginal stuff   Aboriginal people are cool 
  Because I know I am an Aboriginal   because my dad works on Ab Communities 
  because i know Im Aboriginal   because my friend is aboriginal 
  Because I know my people and my culture.   cause my family is aboriginal 
  because I know what is my culture   They are the only friends that care for me. 

  Because I like being a aboriginal. Big mob  Because I have alot of aboriginal friends and my boyfriend is 
aboriginal so I go camping and stuff with his family. 

  because I love my culture.   because I have done nothing against them. 
  because in a culture I am a Aboriginal person.   because My family are really close to aboriginal people 
  because it's good to know   I live in the same town as them 
  because it's great Biggest mobs  Everyone understanding 
  Because it's in my blood and mind.   I'm not Aboriginal 
  because its great   because I live with Aboriginals and have Aboriginal friends 
  because my family is Aboriginal.   I am not aboriginal. 
  because of my boyfriend mainly   
  because of who I am and respect.   
  because they like looking   
  because they treat me like one   
  because u will always look back in those times   
  Cos my grandfather tell's me about People and culture   
  I am a Aboriginal person   
  I dont feel shame if I do something wrong (they will correct me).   
  I grew up knowing that's my people and culture   
  I just feel that I am aboriginal and I am happy with that   
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  I think we are all related in a way.   
Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest mobs I was taught the same way.   
  is that sense of belonging to aboriginal people is that I belong to them   
  it's becaus I live like them   
  Just to know who I am and family background   
  proud of our people   
  that's important to me   
  That's important to me   
  Well my dad is aboriginal.   
Missing  because I am proud   
  because I grew up with aborigines.   
  Not sure   

  
Item 8 ‘I feel good when I visit places that are important to Aboriginal people’   Why?..... 

  
Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 Not at all Because I don't see other places Not at all  because 

  Because I don't.   Because I', white and I don't believe this bit has anything to do 
with me!! 

  Because I haven't.   because I am not accepted into aboriginal culture 
  because they think thier sacret   because I am white 
  I can't relate.   because I am white and they are not important to me. 
  I don't know   because I don't belong to those people 
  I don't visit places that are important to aboriginal people.   because I don't care about that. 
A little bit  A sense of belonging to them   because I don't know what they think is important 
  Because I don't care about it.   because I don't much about these places. 
  Because I feel like belong there aswell   because I dont understand the importance of the place 
  Because I feel tied to it & the places are my history & culture   because it doesn't interest/worry me 
  because I have a little group of family.   because they're not important to me 
  Because I have never been to thse kind of places   Cause it's not interesting 
  because I haven't been there many times.   I don't care. 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 A little bit Because I know I am apart of them.  Not at all I have not visited a place like that 
  because it brings the best out in me.   Im not Aboriginal 
  Because it feels strange   It isn't important to me 
  because of my backround   they don't affect me like it affect them. 
  because the land is important to themselves   who gives a shit 
  Because when you go there with your familey and your grandad passes away you feel sad. A little bit  because 

  because you don't know other people from other places.   because I like to look at the work and learn about the way of 
doing things. 

  cause I don't know alot about it!   Because I like to see what other people are like 

  don't know   because I think it is important to learn about the history of 
Australia and the native Australians 

  good cultural influence   because it's the history of Australia's first people and I believe it's 
important to me. 

  half aboriginal half white person   because it shows how much I care 
  haven't really thought about it   because its something there proud of 
  I've been all around my grandads country and it's a lovely place.   Because their culture is interesting and different 
  I could learn more about the dreamtime.   Because they are heritage (rockart) 
  I know my ancestors where there   Because they are important spiritual places. 
  I only go to some communities.   because they might have painting that are very old or something 
  it's mean not to   because your learning from them/culture 
  So when I get older I could show my kids places that are important.   cause you feel happy for them cause they respect that place. 
A lot  Because   Cause you see the culture. 
  Because I can see what is important to aboriginal people.   cos it's history and it's special 
  Because I want to knwo where they used to live.   different culture 
  because it's a good place   I'm living here for a term. 
  because it's part of our culture and life.   I can understand their culture alot more 
  because it there place   I do.  Depending on the plac.  Especially if it is important to them. 
  Because of my Ansessterese and my family   I don't really care 
  Because then I understand their culture.   I feel sorry for them 
  Brings back memories.   I learn more about culture. 
  Cause I can see aboriginal people are doing good for themselfs.   I like the scenery. 
  cause I want to   I like to understand and learn different cultures 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 A lot I feel good about it  A little bit I respect other peoples cultures 
  I feel good about it.   if it's important to them, I respect that. 
  I feel more involved   Inteventesting 
  It makes me proud   it isn't very important to me 

  so I can see for myself how important it is to them   It makes me feel good because I'm not racist and I can 
appreciate their culture. 

  So I can show my children   Shows background of Australia before civilisation0 
  to know more Aboriginal people   there is alot of history. 
  To know the history.   There people just like me 
Big mob  because aboriginal places and people are deadly   they feel special 
  Because family is in another place   To see what Aboriginals are like 

  Because I am aboriginal and my past family maybe from there but even though they are not I 
respect it.   We took away their land. 

  because I feel good   Well DAH!! Get the hint I'm not Aboriginal 
  because I get to learn more about my culture A lot  I don't know 
  because I know it belongs to Aboriginal people   because alot of my old friends are aboriginal. 
  because I learn more   Because I realise that I am looking at early history9 
  Because I love my culture   because I respect their beliefs and stories 

  because it's our place9   because if the place is special for them I show my respect but I 
dunno. 

  because it is good to know that there is such places.   because it is a cultural lam interested in. 
  because it is important to aboriginals and it is apart of us   because it makes me feel important 
  because my ancestors from there.   because they are interesting 
  Because my family is not from there.   because they are special to me 
  because people grew up in that place.   Because they have something to be proud o. 
  because we the same   educational 

  
Because you know that you a have a sense of belonging, you know where your background 
lies, you know that no matter what you do in the future you'll always have that history there to 
guide you. 

  I don't know I just do 

  I get to learn about different cultures and meet different people.   I feel like I must be special and that they really like me, I like 
going out bush with my inlaws. 

  I just do   I like the feeling of cultural places 
  it's thier land   I respect them and they respect me. 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Big mob it brings people together.  A lot It's important to them, I should feel good for them and I 
appreciate the place. 

  So that I can learn about them.   It's nice to see how people worship things 

  to keep the vibes alive about our culture   It is good to see things that are important to cultures other than 
mine 

  To see what is there culture and language.   It is important to know about othe cutures 
Biggest mobs  becauce it loakes nice   then I get to learn about the culture as well as ours 
  Because I'm just like them.   They feel like special places. 
  Because i am an aboriginal Big mob  Because heritage is important. 

  
Because I learn more by going to places that my grandparents were born and most of all the 
way they lived back then. That way I don't loose my culture and tradition to hunt and live the 
land. I feel really good about that. 

  Because I feel happy for them 

  because I like learning about culture.   because I like to see their culture because even though I'm not 
aboriginal - I know I grew up with them & feel accepted. 

  because I like white and black.   because it makes me see how other people live. 
  Because I meet more black family.   because it teaches me more about them 

  Because it make me feel good inside.   Because they were brought up good and the did all different 
things and it is amazing 

  because it makes me feel happy   cause my cousins are aboriginal. 
  because its important to us Aboriginals   If it is important to them there must be a reason 

  because my grandparents families used to live there Biggest mobs  Because I have alot of respect for the aboriginal people and 
culture, because of my background in the Kimberely. 

  Because our ancestors maybe from there.   because I wouldent feel good if an aboriginal recked something 
that is important to me. 

  Because so I can tell these stories to the next generation (my kids)   Because it's important to them and family 
  because that the aboriginal person come from they4   Because it's there culture and think that is interesting. 
  because then I get to know more about our people   Because it is good to get knowledge for other communities 
  Because they are good to as   I like to know about culturese 
  because they are special places to visit and remember.   just do 
  because to see the way our ancestors lived in the past.   Yes is grat to visit but not to stay. 
  because were to our peoples stuff Missing  I don't know 

  Because when I was young and now still and I wanted to do was live the Aboriginal way and 
not be influenced by the western culture.   Because just to see what they have constructed throught many 

years 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest mobs Because you get to meet other families.  Missing it's not a part of me 
  because you see your families thats important to me.   
  Because you see your family thats important to me   
  because you won't be last to see them   
  cause I am   
  cause my family is from the desert.   
  I am learning about my history and it makes me feel good to know about my family.   
  I can adapt to the place.   
  I feel happy to see other Aboriginal people   
  I get to learn more.   
  I learn were to go   
  it's good to know other culture.   

  It's good to see the places I've never seen and to see the things they use to use in the old 
days   

  it brings back memerys   
  It feels like home   
  It makes me feel good   
  It makes me feel happy and that I belong.   
  It reminds me of my country   
  Know the history about it.   
  Learn and understand more about your culture.   
  Makes you feel being part of aboriginal.   
  So I can follow their steps.   
  So know what is what   
  So you can tell your kids about and they'll keep it alive.   
  something to do   
  They're sacred to them and are of importance   
  this is my history.   
  To accepted to their land and they trust me.   
  to find out if I have family there   
  to get to meet them   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

Biggest mobs To learn about my family's history.   
  To meet other people out there.   
  To see what it feels like.   
Missing  Because from my family side.   
  because it is important to us aboriginals   
  because they exept me   

 
  

Item 2 ‘I am recognised in my community as an Aboriginal person’   How?..... 
 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 No Because aboriginal girls don't like me No as a white person 
Unsure  Because I don't got dark skin I got light   because I'm white 
  both, cos I'm not dark people who know Im aboriginal see me as 1   because I am white. 
Yes [name omitted] and at school   because I told them I'm not. 
  All ways with Aboriginal and I am one   because me white 
  because all my friends and family are aboriginal   Cause I am not aboriginal. 
  Because by my skin colour   different colour 
  because everyone knows I am   I'm a surfie (so that explains everything) 
  because everyone knows me   I'm [location omitted] 
  because I'm black   I'm not one 
  Because I'm Black   I am not Aboriginal 
  because I've lived my life down at [location omitted]   I am white 
  Because I act like an Aboriginal person   surfie 

  because I always say I am and I'm proud to be. Unsure People think I am because of my family. I've been brought up 
with aboriginal people. 

  because I am a Aboriginal person Yes because of my skin colour 
  Because I am a Aboriginal Person   dark skin 
  Because I am a Aboriginal person in my community Missing  cos I'm not black 
  because I am a part of them.   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Yes because I am aboriginal.   
  Because I am an Aboriginal and they know it   
  Because I am an aboriginal girl.   
  because I am an Aboriginal person   
  Because I am black   
  because I am dark and everybody knows me.   
  Because I have got dark skin.   
  because I have the same colour and maybe family   
  because I just am   
  Because I live with my family in a remote community   
  Because I love being an Aboriginal person   
  because I respect my elders   
  Because I speak the way they speak and come from the same community as them.   
  because I was born and bred here.   
  Because I was born and raised Aboriginal.   
  Because Im young black and deadly and everyone know me.   
  because most of them know my family and me.   
  because my colour   
  because my dad and family and skin color   
  Because my Dad is nearly related to everyone   
  because my family are aboriginal.   
  Because my father and mother is black.   
  Because my mother's parents are balck and my fathers too   
  because my mother and father are aboriginals and the colour of me.   
  because my mum and dad a Aboriginal.   
  because my mum white and my dads brown   
  Because my skin and my family.   
  because of family   
  Because of my appearance.   
  because of my colour   
  because of my colour and culture   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Yes because of my family   
  Because of my family.   
  Because of my father   
  Because of my skin   
  because of my skin colour   
  Because of my skin colour.   
  because of my skin group   
  Because of my speech, ancestors and body colour.   
  because of the coulor of my skin   
  Because some of my relations are aboriginal.   
  Because the way I speak to the Aboriginal kind.   
  Because this community is on my ancestors traditional land.   
  Because we all the same and we have dark, brown skin.   
  because we are all one family   
  because we are all one tribe.   
  Because we are the same we got same blood   
  because we was living in [location omitted]  for years   
  by looking my skin   
  by my family   
  by my relations   
  by the coller of my skin   
  By the way I act and the colour of my skin.   
  By the way i talk and act   
  cause am an a Aborigianl person   
  cause I am an Aboriginal person   
  Cause I am black   
  Cause I am that why.   
  cause Im black   
  cause most of my family is aboriginal.   
  cause this is an Aboriginal community   
  cause we black.   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Yes Cause we have a dark colour.   
  doing sports   
  everyone knows   
  family and skin   
  Family and skin colour   
  family background   
  for the language and culture in me.   
  from my father and my boyfriend   
  I am an aboriginal.   
  I am half cast and everyone knows.   
  I do not know but i do see myself as an aboriginal   
  I don't talk high english.   
  I fit in   
  I have a large family in [location omitted]   
  I learn out the bush as much as I learn in town.   
  I receive benefits from government   
  I wouldn't have a clue   
  kind of   
  More aboriginal family here and everyone knows.   
  Most of my friend know in aboriginal   
  My brown skin they know my family (some people)   
  My colour and I have Aboriginal friends   
  My colour and the group I'm around.   
  My contribution towards my people.   
  my family   
  My family and my skin colour.   
  my family and skin colour   
  My family are Aboriginals   
  My family, also because I lived here all my life (local).   
  my family, culture   
  My famiy is aboriginal and am a local.   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Yes My father is aboriginal.   
  my friends, family and community nows I am   
  my Grandmother is a Aboriginal person and my Mum   
  My mum and dad is an aborigany   
  My mum and my dad is an aboriginal.   
  My Mum is important.   
  My skin colour   
  of my skin colour.   
  our language and skin group.   
  people know my mother is Aboriginal so they know me.   
  People speak to me like an aboriginal.   
  Relations & my skin colour   
  Skin colour   
  the colour of my skin   
  The colour of my skin.   
  The way I act and skin colour.   
  the way I act to my people   
  The way i am and the colour of my skin   
  the way I do things, the way I acted and the looks of my family   
  the way I look mostly (my hair) or my mum   
  The way you walk and talk.   
  They know my family and I've lived here for a while.   
  Through family ties.   
  Through my family and the colour of my skin.   
  Walk around with lots of ABO friends   
Missing  Because of my courler of my skin and our langurang.   
  My mum's side My Dad half [name omitted]   
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Subscale Two: Racism 
Item 28 ‘When an Aboriginal person does something embarrassing in public, I am shamed’    Why?..... 
 

Scale  Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 Not at all am not the one who did it. Not at all  I don't care 
  because everyone makes mistakes.   It doesn't worry me 
  because I don't care. she/he is not me.   Anyone could be in the same circumstance. 
  because I sometimes don't know them.   Because everyone does 
  because it doesn't bother me   because everyone has embarassing moments 
  because it them and not me.   Because I'm used to it. 
  because its not embarassing for me   because I could do the same thing 
  because its them not me   Because I didn't do it. 
  because just having fun!!   because I do not own them 
  Because people start to talk about you   because I don't get embarassed 

  Because shame is nothing   Because it's just the same as anyone else doing something 
shame. 

  because there's nothing to be ashamed of.   because it's not me 2nd that the pirson is 
  because they might be black but they putting themselves in shame   because it's not me. 
  because were no them or the same as them   because it has nothing to do with me 
  becuse they being the fool   because its not me 
  Cause it'll make them shame not me.   Because its not me 
  Cos it's not you being embarrassed.   because its there life 
  cos they are no related to each other there   Because non-aboriginals embarass themselves too. 
  everyone does it.   Because they are only embarassing themself 
  everyone embarassed their selves.   Because they are people just like us 
  I'm not shame, I didn't do it.   because things happen but were all human 
  I'm not the one making a fool of myself they are   because we all shameful things 
  I don't care   because what that person does has nothing to do with me. 
  I dont take notice   cause it's not my problem 

  
I problemly don't know them   cause they might have problems and need help, or it might be an 

accident. 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all It's funny, not serious.  Not at all coz it's not me 
  It's not me that is doing it.   everybody makes mistakes 
  it's not my fault   Everybody makes mistakes. 
  It's their mistake not mine.   everyone does 
  It doesn't worry me   everyone does some shame stuff. 
  it not my fault they got alchole in the   everyone embarres themselves 
  it wasn't me   I'm not the one doing it. 

  Same as if a white person done it.   I am white and if a white person did something I wouldn't be 
ashamed so why should I be if I a black person did. 

  that's their problem   I could not care 
  we all do things embarassing   I expect it from most of them 
A little bit  Because I am aboriginal too   I shouldn't feel shame for there doings. 
  Because it's embarassing   if a non-Aboriginal person did this I would feel the same way 

  Because it's funny   it's just the same as a white person doing something 
embarassing in public 

  because it's my people   It's not embarassing for me 
  because like I don't know   it's not me 
  because peoples would look at you.   It's not me 
  Because then they will make an assumption and stereotype every aboriginal like that.   It's not there fault 
  because they'll look at my colour and think I'm like that   it's their life 
  because they will put you in shame.   It's them and not me. 
  because white people do embarassing things too.   Its only got to do with them and no one else 
  Cause I get a bit shame.   its their problem 
  cause I hate doing it in public   just am 
  cause it might be my sister.   not my problem 
  Cause it sometimes put shame to us   their fault not mine 
  Cause non-Ab people class us as all being useless, drinking and smoking.   their life 
  cause they can do better things then that.   There just being spontainous 
  Cos people think if 1 is like that they all are   there, there own person why should it bother me 
  depend what they did   they are expressing themselves 
  Everybody does something embarassing.   we all do something 
  I'm not related to them   We are all human. 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 A little bit I feel they are looking at me to  Not at all Well yes and no because for that person, if it was I'd feel the 
same way as they do but also because it wasn't me. 

  If I'm related to him/her   White people do embarassing things too - doesn't affect me. 

  It makes people think that all aboriginals are embarassing.   Who care. Anyone who embarasses themselves would probably 
feel shame enough for themselves. 

  not really because everyone does embarassing things   why should it be any different for an aboriginal or non-aboriginal 
  Some people class Aboriginals as one A little bit  because I don't know how to react 

  Sometime when they make me shame.   because people see that and think they are all like that when the 
arn't 

  That's their problem.   Because they are like us 
  Well it depends on how serious, but if it was yes I would be   but I would be shame if a white person did it too 
A lot  because it's putting shame to Aboriginals.   I am not the one doing something embarassing 

  because it make all aboriginal people shame.   
I don't really get shamed because I have only live in Aussie for 
three years but I do because if alcohol is the cause, drugs its 
their choice and the people who brought it there. 

  Because people think we are just the same.   I feel shame for them. 
  people think that every abs is the same.   I feel sorry for them. 
  They are making fools of themselves in public.   I mit know them. 
  They give other Aboriginal people bad name.   It depends 
Big mob  Because there are people looking at you.   That's with all people 

  Because they get angry to other people. A lot  Everyone does stuff imbarising but when it comes to drinking its 
there own fault so I am most of the  ashamed 

  Make bad name for us.   I feel bad if they do something embarassing by accident and 
people laugh at them. 

Biggest mobs  because I get shame myself   I feel embarassed for them 

  because people turn and look at you Big mob  because I don't like seeing thing that embarass me or other 
people it's sickening. 

  because people will think we are all like that   because they are putting emphisis into peoples minds about 
racism 

  because the person who see it will think that way of all aboriginals.   I don't know 
  Because they make us feel bad because we are Ab. Biggest mobs  Coz they make fools out of themselves. 
  Because we are the colour. Missing  other culture 
  don't know really   same as everyone else. 
  It's shame when people look at you.   
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 Biggest mobs Who knows what others think   
 
  

Item 29 ‘I have seen police treat Aboriginal people differently in my  community’   How?..... 
 
 

Scale  Aboriginal Adolescents Scale Non-Aboriginal adolescents 
 Not at all all the same Not at all  Don't see much police action. 
  Because I have not seen it at all.   everone the same 
  Cos there are aboriginal cops too   haven't seen anything 
  I don't have police in [location omitted]   I haven't 
  I haven't seen a White person get locked up   I haven't seen yet 
  life everyone else   I think the police are more nice to them than us 
  They always watch Aboriginals and Others   no 
  They treat them the same way.   not at all 
A little bit  Asking nicely   they all just talk to them 
  Beating them up   they don't 
  Because they don't care about theyself.   they treat everyone the same 
  drinken people that kind of thing   Treat them better 
  Not taken them serious as the white mob. A little bit  as if they're just alcoholics etc. 
  pushing and hitting them.   because they get drunk 
  Pushing them around   being tougher than them 

  rough handling   by talking to them like they're dumb but thats in the city. Its pretty 
good here. 

  telling the Aboriginals and not the others.   If they are drunk etc. 

  there more hard on them   If they see aboriginals walking late at night, they a close eye on 
them 

  They just toss them in   Just the way they act. 
  treat them like they don't have feelings.   Just wait or watch for them to do something 
  treated aboriginals like dogs.   Letting them get away with it 
  treating badly, handling badly.   more harsh 
  Well a minority are bad just the like every race but they class us just like every other person.   Police are always cheating them up 
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A little bit when their drunk  A little bit put them in a police car 

A lot  because I see them everytime.   they automatically assusme that they are doing something 
wrong. 

  by treating them awful   they just assume that because you've aboriginal you're a bad 
one. 

  don't stop them bringing grog in.   they may speak slightly different towards them 
  grabe them real heard.   they treat them ruff 
  hitting them when they are being picked up.   Watching out more. I don't know why. I think it's stupid. 
  How they treat them.   with drunk aboriginals that aren't sensitive and caring. 

  My sister in-law's uncle was being held down but it were a non aboriginal they wouldn't let 
the person get in the car by himself. A lot  Bashing them up because their drunk. 

  Pushing them around.   by picking on them doing something everyone else is doing 
  rough handling abuse   getting put in jail for something they didn't do. 

  Rough handling them   I think we should all be treated the same and if they got no 
money there would be no alcohol 

  Rough handly them for nothing.   Just pick them up for something they didn't do 
  the treat them like drunks who don't know anything   push them 
  They are more rough.   rough handling, two sets of rules. 
  they just think cause they have power they can over rule us   They expect the worst 
  throwing them around.   they treat them like their not human 
  throwing them in the cage rough   treated alot more roughly 

  When I was in [location omitted]  they used to his the kids with those sticks they had, really 
hard too. Big mobs  they beat them up more. 

Big mob  Bad ways   
they pay more attention to aboriginal young people walking 
around at night, cause they think groups will cause trouble. 
(when I'm with my mates) 

  In alot of ways they do.   victimise them 
  rough Biggest mobs  More beatter 

  Some of the police just do it because they like to see people scared   seatbelts in loaded up cars and public drinking.  If a white person 
did this it wouldn't be tollerated. 

  they bash them for no reason. When white kids and black kids are together if something 
goes wrong they question the black kids.   slap on the wrist and then let them go 

Biggest mobs  Aboriginal people often get into riots and are misjudged.   They don't really care about them 
  bashed with battens, slung around, sprayed by gas.   they dont care about how they act 
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 Biggest mobs because most of them are descrimete/racist against black people  Biggest mobs They drink Emu Export on town oval get found and don't get 
fined, if I did it I'd 

  Because of stereotyping they treat aboriginals differently.   They favour Aboriginal people 
  because policeman don't like Aboriginal people.   they get away with too much. 
  because they probably drink and fight all the time   they let them do anything they want. 
  by telling them to take their clothes off   they treat them like shit when they are drunk 
  Cos Police's give one more chance Missing  I don't really know. 
  flog them, pick em out of da pak   
  hit them and push them around   
  in a bad way   
  Jerking them around, flogging them   
  like their not worth it   
  The pigs words were (WE OWN THIS TOWN)   
  their attitude are different toward aboriginal people.   
  they are realy nasty and cheeky   
  they handle them roughly.   
  Treat them as if they can't think for themselves   
  use lots of force with dunks.   

  when young kids have done something wrong a few weeks later their been another break in 
they turn to the young kids they saw before.   

  with the law and the way they act.   
Missing  not that I know of anyway   

 
 

Item 30  ‘I have been treated differently by police in my community’   How?..... 
 
 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 Not at all Because I'm good. Not at all  because I have never been taken in 
  because I don't get into trouble with the police   Haven't talked to the police. 
  because I don't run a muck.   havent done anything 
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 Not at all Because I never get in trouble by police.  Not at all I've never been associated with them 
  by being good and does they say   I've never been involved with the police 
  don't get into trouble   I don't 
  haven't been in trouble yet.   I don't have anything to do with the cops 
  I've never been involved with them   I haven't 
  I did not see it at all.   I haven't been treated 
  I don't get in trouble.   I haven't had any contact with police 

  I have done anything wrong in my community.   I haven't seen a non indigenious person being treated by police 
so I can't compare. 

  I have never done something wrong   I haven't talked to a community policeman 
  I have never gotten in trouble by the police   I never get treated differently 
  I haven't been in jail   not at all 
  I never get into trouble.   they treat me the same. 
  I never got into trouble with the police. A little bit  because I'm white 
  never been in trouble with the police   Because I have been seen walking with a aboriginal. 
  not stealling.   because I pissed them off! 
  nothing   Coz I've done bad things. 
A little bit  Being pulled up on the street at night   Not annoyed as much 
  charged with loitering for no reason.   they think we are little druggies 
  Pull me over everytime they follow me around.   they yell at me for looking at my friend 
  slung around   We get picked on more than them. 
A lot  Because both of my brothers have been into trouble in [location omitted] A lot  being youth 
  flogged, beaten   I don't know why 
  Police pick me up for no helmet but the non-aboriginals get away with it   not listenend to and blamed alot easier. 
  Thay are an asshole.   they don't respect us young people. 
  they always pick me up   tosed in back of pady wagon like a pilo 
  they tell me off and make smart comments   well its in a good way because I'm a police ranger 
Big mob  Because I am a minor and also because I'm aboriginal. Biggest mobs  Because they favour Aboriginal people 

Biggest mobs  Because Aboriginal people don't like policeman come in the community.   I got pulled up for not having a light on my bike but an aboriginal 
road past drinking with no helmet and no lights 

  by playing on there football team Missing  I've never been involved with the police 
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 Biggest mobs they pulled me hard.  Missing haven't been in trouble with the police 
  You Instantly Get Blamed for anything   
Missing  Haven't been picked up by police eva.   
  I have never been in trouble   

 
  

Item 32 ‘I have seen Aboriginal people treated badly in a racist way that is different to non-Aboriginal people’   How?..... 
 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all because I didn't see non Aboriginal treat Aboriginal awful Not at all  
Aboriginal people at school are racist to white people but white 
people are scared to be racist. People at school call you a racist 
when you don't even say anything. 

  they treat them with respect   called names 

  When you got something wrong with you they dont care   I haven't - it's more the aboriginals treating the white people in a 
racist way 

A little bit  alot of my non-aboriginal friends are racist   not at all 

  An old drunk black is treated mroe harshly than an old drunk white!   Some white people are racist but to me its the aboriginal people 
that are more racist to us white people 

  At school. A little bit  
Because of their skin and I feel the pain for them and I also get 
angry at the person who said it. Abo, I'm part [name omitted] and 
white, so that's another reason why I feel angry. 

  at the pub.   been told they cant do something because they are aboriginal. 
  been sweard cause of there colour.   Being included in games and stuff like that 

  being looked at   but the same with n.a. people, getting called names and stuff 
"black slut", "white slut". 

  by kids   Calling names, one being run over 

  comments   Eastern state tourists who are just scared or not used to seeing 
aboriginal tourists. 

  Just because their aboriginal   fighting 

  Just yelling abuse   I saw it a couple of times when they couldn't go with a group of 
people 

  Kicked out of shops and stuff   I think Pauline hanson 
  swearing and downing   In school but not that much. 
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 A little bit sworn at them  A little bit just getting talked about. 
  teachers putting them down.   Just little immature teenagers using racists terms against them. 
  The non-Aboriginals are favoured in some way   long story 
  They be races   Mostly people just saying mean things. 
  They call them names.   mouthing off at them being racist 
  They get neglected   on TV 
  tip their grog out.   Pauline Hanson 
  We went to the shops and the keepers were very rude.   People are nicer to non-Aboriginals. 
  When they go into shops they get treated with discrimination.   people being racist to them 
  with family   People calling them coons and niggas 

A lot  because aboriginal people do thing the should not   People that don't know the culture don't know how to accept 
them and don't know how to act. 

  because I see people treated bad.   people throw rocks at them 
  Being called things like black beep   swearing and fighting 
  being told off bad.   teachers 
  by pushing them hard and teaching them lesson   teasing 
  get harmed more.   There drunk and shouting obsene language in the street 
  Getting called names such black 'C' & 'B'   They just tese them about being Black 
  Ignored, spoken to in a tone, looked at in a weird way   They start fights for no reason 
  look at them like they are nothing   verbal abuse 

  Saying stupid things.   When lots of Aboriginal children walk into a shop they are 
watched 

  Sometimes at schools or shops non-Ab people talk to Ab people like they are stupid and 
can't understand. A lot  by tourists who have heard untrue rumours 

  Sometimes they say that their better than anyone else.   deogatiry comments etc 
Big mob  because of their colour   getting beated up with batens 

  Because white man treat white man good and black man badly.   just by people that frown upon them in the street . You should 
smile even if what they are doing is different. 

  got throw into police car.   my dad is racist 
  Looking for trouble   Name calling 
  white people dons't like aboriginal people.   not aloud in a certin place. 
Biggest mobs  Don't give them jobs because their colour & the clothes they wear   Police and people that are racist. 
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 Biggest mobs I just know  A lot Put down as nothing because of the colour of their skin 
  left out   Some people (aboriginal) get treated bad and it's unfair. 
  piked out of da pak   they call them bad racist words which is demeaning 
  sworn and knocked around. Big mob  at school 
    because some white people think they arn't real people. 
    being singled out 
    Hit sweared 
    Judge them before they know them 
    People saying and acting 
    racist jokes, comments and thoughts 
  Biggest mobs  people teasing kids at school 
    where called guitiers they're boongs 

 
 

Item 33  ‘I have been treated in a way that is different to other non- Aboriginal youth’   How?..... 
 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 Not at all Because I get along with non-aboriginal people Not at all  I am non-aboriginal youth 
  because they are not grumpy   we don't do bad things anymore. 
  cause nothing is between us. A little bit  I don't know 
  I am treated the same way. A lot  White people don't get things Aboriginal do get. 
  I fit in when I want to Big mob  Because they always get everything and whites are left out 
  I went to the Hospital for a check up they said nothing was wrong with me Biggest mobs  get away with everything 
  treated the same I guess   
A little bit  At school I used to take the blame for the white person.   
  Because I am a leader in my generation people treat me differently.   
  by getting more opportunities   
  by pulling their hair is teasing them   
  dono   
  get to do more things because of it.   
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 A little bit hurts me   
  in the shops they make comments to me that I don't like   
  one time   
  saying racist names   
  shop staff serve me different to white customers.   
  Sometime in our house.   
A lot  Because I'm the only male Aboriginal [name omitted]  students are intimidated by me.   
  I don't know really   
  in boarding school   

  People at a boarding school assumed once because I am aboriginal I get paid Abstudy 
(which I don't) and I couldn't use the library or other things which the white kids only used.   

  swearing, not being fair, joulous   
  Yes, I have been like that.   
Big mob  you don't get accepted as well (private school)   
Biggest mobs  I got a good future ahead in me.   
  We can't see our family   

 
 

Item 35  ‘Because I am Aboriginal I won’t have as good a chance or it will be difficult to get a job’   Why?..... 
 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all As long as I finish school and get high grades I can be successful. Not at all  Because that factor doesn't matter 
  because I'm going to try and finish school.   People are changing. 
  Because I've already proved that wrong.   Should be based on merit, not colour. 
  Because I am a hard worker and people recognise that.   
  because I am halfcast and I don't look like I'm Aboriginal.   
  Because I do have confidence   
  because I don't look like one   

  
because I feel everyone should be treated equally and maybe I'll have some help along the 
way. 
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 Not at all Because I have self confidence in knowing that my interviewer will judge purely on my 
qualifications no skin colour, I always give people the benefit of the doubt.   

  because I haven't experienced it yet.   
  because I still can get a job.   
  because I will get a job either that I am non Aboriginal or Aboriginal   
  because if my family can do it I can   
  because if you have brains then use them   
  because if you want something bad enough you will or should do everything you can   
  because in most jobs around the community there looking Aboriginal people   
  because the colour of your skin isn't what will get me the job.   
  Because we are all people   
  because we are all the same but just different colour   
  But we are now getting it.   
  Cause everyone can get an education there just need to try.   
  cause I don't look it and I trie hard.   
  Cos, I think things are changing!   
  doesn't bother me.   
  I've had a job and Im aboriginal   
  I believe if you put your heart into it you can get any job you want.   
  I believe in myself. So I will succeed.   
  I don't believe it one bit   
  I will do what I can.   
  I will have to try   
  I would like to get a job.   

  
Im aboriginal and im 14 Im in the [group name omitted]  and already had 2 jobs. My biggest 
threat is aboriginal girls they don't like me because I grew up different to them and they want 
to bash me up. 

  

  It's all about qualification.   
  It depends of my education and the way I treat other people.   
  It depends on how you do in school.   
  people should be seen for their talent not their skin colour   
  Some Aboriginals made their goal   
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 Not at all things are different from da past.   
  Too many Aboriginal departments assisting the people   
  we are all the same   
  What does getting a job have to do with the colour of my skin. NOTHING.   
A little bit  Because aboriginals don't go to school as much as white people do   
  Because I am aboriginal.   
  because I haven't got much good quality.   
  because sometimes people think lowly of aboriginals   
  Because they think I am going to steal something   
  cause my dad is white also I always come to school.   
  I've been in trouble with the police.   
  I don't know   
  Most jobs look for suitable people for the job   
  some of the workers wouldn't trust you.   
  some people may be racist   
A lot  because if I try I will get somewhere   
Big mob  so that you can help your family and others.   
Biggest mobs  don't drink you get any, or get a good jobs   
Missing  Not sure   

 
Subscale Three: Positive Actualisation 
Item 24  ‘I believe that an Aboriginal person can be close friends with a non-Aboriginal person’   Why?..... 

 
Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 Not at all because our culture is different and we don't hang white people Not at all  because you sometimes don't understand their culture. 
  It's not the color of your skin, it's who you are.   They can be so so so mean 
A little bit  because he not crazy A little bit  Maybe if they don't want to beat me up!! 
  cause the past still hurts. A lot  because my best friend is aboriginal 
  only if they want to.   because that's the way people have to be 
A lot  Because most of my friends are   Depends 
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 A lot Because they feel safe with them.  A lot just is 
  because we can learn from each other.   They can be friends with whoever they want 
  Cause its not what colour they are it's what they have in common.   They can if they want to . 
  So that non and Aboriginal can be friends Big mob  because I am 
  the nons might respect they ways   Because i am 
Big mob  Because don't care who they are   because my best friend is aboriginal. 
  because I have friends that are non-aboriginal.   because underneath we are all the same. 
  Because if they get on well, what's the problem   It's the inside that counts 
  because it doesn't matter.   People shouldn't be outcast because of their culture 

  Because sometimes a non-aboriginal person may have the same interests as an Aboriginal 
person   That is very common around here, and it doesn't matter what 

race you are. 
  Because that the way I feels. Biggest mobs  because we are all the same 
  Good to know each other.   colour doesn't matter 
  I am. They are just the same just white/not black   because my best friend is aboriginal 
  If they get along then thats OK   Anyone can be my friends 
  So I can get to know more about them.   As above 
  they get along well   because best friend is aboriginal. 
Biggest mobs  Because aboriginal live with white people.   because I got aboriginal friends 

  because I am.   because I look past skin colour and culture. It's the person 
inside. 

  because I have a lot of non-aboriginal friends   because it's just the same as being friends with anyone else 
  Because I have a non-aboriginal friend   because it's their personalities that count. 
  Because I have friends that are non-aboriginal.   Because it's what inside that matters.1 
  Because I have heaps of white friends.   because it can happen 
  because I like white friends.   Because it doesn't matter what colour you are 

  because it's good.   because it means they get along and like each other for who 
they are not what they look like. 

  Because it's not their skin colour or culture it's their personality.   because its the same as two white people being friends 

  Because it's not what's outside, it's inside that counts and I have alot of non-aboriginal 
friends.   because my best frinds are Aboriginal!!! 

  because most of my friends are   because one of my best friends is aboriginal 
  because most of my friends are non-ab.   because one of my best friends is aboriginal. 
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 Biggest mobs because my best friend is non-aboriginal  Biggest mobs because people R people 
  because my best friend is non-aboriginal.   Because their just like us but different skin 
  because my friend is non-aboriginal.   because their normally people 
  Because not all white are fucked up   because there not all like the ones I've commented above. 

  Because some people like their personality not their culture   because they might have dif. backgrounds but chalk and cheese 
match 

  Because there human just diffrerent colour.   because they might have lots in common/get along 
  because they might have lots in common   because we are all humans 

  Because we all have the same organs and same physical features just our skin is not the 
same.   because we are all the same. 

  because we are all the same   Because we are all the same. 
  because we can make friends more white people   because, well why not? 
  because we have know each other for years.   cause I am close with biggest mob aboriginal people. 
  because were the same person just no in colour   Cause they just can 
  by being friends   colours shouldn't matter at all 
  Cause I got lots of non-aboriginal friends.   Depends on how they act with each other 
  cause I got non-aboriginal friends.   Depends on the person and how they feel. 

  Cause my best friend is white   Doesn't matter ya colour.  I'm bestest friends with aboriginal 
people. 

  Cause we are not the past.   I'm Asian, and I have white and Aboriginal friends. 
  Cause we should get on   I am close friends with Aboriginals 
  colour doesn't matter   I don't see why colour should change anything 
  Colour doesn't matter, its whats on the inside that counts   I got one 
  Cos colour dosen't matter!   I have alot of aboriginal friends. 
  coz I was good friends with one   I have good aboriginal friends 
  I am friends with [name omitted]   I have great friends 

  I got heaps of friends.   I have heaps of aboriginal friends and I think that they are just 
like me! 

  I have been friends with non-Aboriginals since I was practically born and we're still friends 
today.   I have many friends that are aboriginal. 

  I have some close friends who aren't aboriginal.   If have lots on Aboriginal friends 
  If they are kind   if they acept each other 
  If you find out their personality you'll see that their not different.   If they act like a nice peren 
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 Biggest mobs Im aboriginal I have more white friends than black  Biggest mobs If they are nice then why not 
  it doesn't matter if your black or white, it's about personality.   If they like each other than they can be friends 
  it doesn't mean that your not a Aboriginal person.   Inside that counts 
  It don't matter if non-Aboriginal.   It's the person not the skin colour. 
  It happens all the time.   It's who they are inside that counts. 
  it is friend ship not colour hates   It doesn't matter if your aboriginal or not it's who you are. 
  It mainly matters of who that person is   It doesn't matter what race they are. 
  its their choices   It doesn't matter what skin colour. 
  its what matters in the inside   It is on the inside that counts 
  just meant to be.   Its just skin and culture 

  majority friends are white   Just because of the history and colour difference there is no 
need to become enemies. 

  Make a better future.   Most definitely true there's no reason not to be. 
  My best friends and I are.   My best friend is Aboriginal 
  No matter where you go you still gonna end up with a friend.   my best friend is aboriginal. 
  Our skin colour is the only difference.   My best friend is Aboriginal. 
  peoples colour means nothing.   My closest friends are aboriginal. 
  So they can start to communicate to us.   Race doesn't matter.1 
  so we can learn off each other   Reconciliation 
  tell and show then more about the bush and past.   skin colour doesn't matter 
  their friends!   Skin colour is not important. 
  they have put aside their differences.   Some of my closest friends are aboriginals. 

  To make friends.   Thats what I was with my old friend but then her aboriginal 
friends split us apart 

  to make good friends   their the same 
  to mix with different races   They'd be the same person even if you changed their colour 
  we are all the same but different colour   They are exactley the same but different colour 
  Who care about skin colour if there both good friends.   they can if they want too 
Missing  Because I am an aboriginal and I have lots of Non Aboriginal friends   We all go to school together. 
    We are all human 
    We are the same really... human. 
    We human all of us 
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    what's the diff 
    where all the same 
    why not 
    why not? 
    Why not? what's the big deal or the difference? 

    Yes, because their interest could lead people to be good friends 
and it during group work and etch 

    you can still be friends. 
    You might of know them for ages 

 

 
Item 26  ‘I know a lot of Aboriginal people who have been able to make it in the community and are successful’   Why?..... 

 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all because I just worry about myself. Not at all  don't know any of them 
  I don't know   I haven't met elders who have I probably 
  most of they I dont know   I only know kids 

A little bit  because I don't know alot.   Most of the aboriginal people in my town have given up and 
resort to drinking 

  because they don't drink or do drugs.   Pay not attention 
  Because they get along with everyone A little bit  Because they are more determined than us 
  because they tried.   because they go to school 
  Cause they think properly   because they got off their asses, got jobs. 

  Heaps of people in their community because they have no leave to get degree and other 
things and on't want to because of family.   Because they work and don't get drunk 

  they had a goal and worked at it   cause ther could at sport 
A lot  because they are homeless people   cause they went to school 
  Because they had a good education and work very hard.   I've only seen some Aboriginal workers 

  Because they have respect for themselves and other willing to work and succeed   I don't know alot of older people int he community and I don't 
know if their successful or not. 

  because they tried hard.   I don't know many but to successful you'd have to work hard. 
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 A lot Because they tried very hard and made it.  A little bit I don't really notice that many 
  because they were strong   I see them working 
  Because they work hard & set goals   Just do 
  Because they work hard.   Just do. 
  Because we are one mob.   My parent work for Aboriginals I know some people. 
  because we live in a community   My uncle, [name omitted] 
  cause they work.   they study real hard 
  learn more   They tried 
  My uncle   they try to get somewhere 
  the own community and work hard for there culture A lot  Because they are good people 
  they finish school   Because they believed in themselves 
  they try   because they were willing to work 
Big mob  because a lot are successful   coz I talk to them 
  because my dad knows alot of them and helps them.   I don't know because there skilled 
  cause the community is one big happy family.   stupid question 
  Cause they try for themselfs   They believe in themselves and have alot of support. 
  cause they work really hard   They go to school and play sport 
  determination   they have start a business and made alot out of it. 
  don't know   went to school 
  they went through alot to get there. Big mob  Cause I do 
Biggest mobs  because they tried hard.   I have read about them 
  because its all about sports for most Aboriginals Biggest mobs  because a huge portion of successful people were aboriginal 
  Because some aboriginals have pride in their selfs.   Because everyone can successed even Aboriginal. 
  Because they care for these people   because I learn it at school 
  Because they had education   because my dads job is to help aboriginal to make business!! 
  Because they have worked hard.   Because of their personality and effect in the community. 
  because they learn to live by the rules today   because they don't give up 
  Because they tried hard   because they go good at school 
  because they work hard for there people and comm.   Because they know what they want and went out and did it. 
  because they worked hard.   because they went to school and learnt. 
  [name omitted]   cause I know them. 
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 Biggest mobs cause I do  Biggest mobs coz they are good at what they do. 
  cause they wanted it enough.   I was told. 
  Had the will and power to succeed   If they believe in themselves 
  I am not from here   It's not their skin colour it's who they are. 

  I have a big family.   Just because they are a different colour doesn't mean that they 
are not educated 

  My Aunty   the aboriginal people I know and are not scared and do what 
they can to make it, get jobs and raise a family. 

  They know they can do it, just like me.   their good people 
  work hard   they work hard. 

 
 

Item 27  ‘I admire Aboriginal people who succeed’    Why?..... 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 Not at all because I know anyone can succeed Not at all  because they don't have to succeed cause they're all the same 
  cause I don't want to hurt them.   because they have equal abilities with white-man 

  I admire all aboriginal people who haved succeed/trying to succeed. 0   I don't because I believe that it doesn't matter what colour they 
are, but yeah, other than that its good. 

  I just want to do what I want to do.   Not really 
  Not any more that I admire white people cause we are all the same   what's the difference to me. 
A little bit  because they are bad people   You should admire people if they dont suceed. 
  Cause it shows we are one. A little bit  because not many get there 
  don't know   Because they are doing something for themselves 
  I admire everyone who has it successful   because they have the same chances 

  I don't know   because they should just be able to exceed like any other person 
if not more 

  they had the gut to do what they wanted to do.   because they would to trained hard to get this 
  they have a good life.   I admire anyone who does. 
A lot  Because it actually show's that Aboriginal people can do it   Just like anyone else 
  because it go's to show we can do it to   Just like anyone who succeeds 
  Because it proves that we are as good as anyone else!   same as everyone else. 
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 A lot Because it shows other aboriginals they can do it.  A little bit there just as good as white people 
  because it shows what they can do.   they are making something of their lives 
  Because they are active with their goals   they did someting with themselves 

  Because they are role models of Halls Creek. A lot  because a lot of non-aboriginal people don't treat them the same 
as themselves 

  Because they show a good example for the younger aboriginal people and encourage them 
to succeed.   Because alot of them throw away their life because they think it's 

not worth anything. 
  Cause I'm glad for them   Because not many do 

  Cause I want to be like them.   Because some didn't have a very good childhood but they've 
made it 

  Cause it's deadly.   because sometimes they succeed something they didn't think of 
doing. 

  Cause they have the right to achive   because their Australian 
  If they can make it so can I   Because they have obviously tried hard 
  it's deadly   because they have pride in their culture and want 2 succeed 
  It's not that easy for anyone   Because they show others they can do it 
  It shows they can do things as well   because they were willing to work 
  its good   Cause it should be harder for them. 
  they're showing non-aboriginal people that they can succeed   I'd admire anyone that succeeded 
  they are just as good as non-Aboriginals   I'd feel the same way about someone different coloured 
Big mob  because I think I can get there too.   I admire all people who succeed 
  Because they were put down by white people   I admire anybody who succeeds 
  Because you alway try   I admire anyone who succeeds 

  [name omitted]/ [name omitted]/ [name omitted]   I admire anyone who succeeds, but especially Aboriginal people 
because I feel it is harder for them because of racism 

  doing something for their culture   I just do 
  I like to see them succeed and achive what other Aboriginal people couldn't   It's the same as anyone who succeeds 
  makes Aboriginals proud   life is hard for them 
  They help me succeed.   so they don't end up on the street 

Biggest mobs  because he is fit.   There not sitting around gettting drunk there makeing a success 
out of themselves 

  because I want to do the same thing.   They are showing people that they can do it 
  because it's good to know that, not only white people can be successful   They show other people its not a waste of time. 
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 Biggest mobs because it is one less person to be worried about. Big mob  As aboriginals have a stigma about them which say they rely on 
drugs/alcohol. 

  Because it makes feel I can succeed   Because I think they've tried harder. 
  because it makes me and others feel good about themselves   because they are trying 
  because not much aboriginal people succeed   Because they do stuff with their life 
  Because not only gudias are successful.   because they have been able to overcome raceist people 

  because the we know any aboriginal person can succeed   because they have moved on from the hurtful situation in the 
past and has succeeded like anyone could 

  Because their making a name for themselves   
cause they succeed just as much as white mob so you don't 
admire them if they do. Cause they do anyway but I do cause my 
cousins were off tract but they ended succeeding. 

  Because they're showing all our critics that we're not just "boons".   I admire anyone that succeeds and doesn't 
  because they are deadly   I admire anyone who succeeds. 

  Because they are happy.   
lots of Aboriginal people think that white people did that to them 
but the other Aboriginal people that forget the past and look for 
the future really make me think they are cool. 

  Because they drink and smoke drugs.   People reject Aboriginals because of their skin colour. 

  Because we got to respect others.   shows that if you put your mind to it you can do whatever you 
want 

  [name omitted]/ [name omitted]   They haven't been noticed for hundreds of years. 
  Cause I know I can do it then   They tried and did not just sat around 
  Gives me encouragement Biggest mobs  I admire anyone who succeeds 
  good examples   I admire anyone who succeeds. 
  I want to be like them   Because I feel pride for them. 
  It's good to know that someone cares about us   Because it is a real challenge for most 
  Its good to see them making something of themselves.   Because it is possible. 
  Make good role models for younger kids.   because its hard to do 
  makes me happy too   because people put them down for being Aboriginal 

  there aren't too many   because so many people think they can and they're proving 
those people wrong. 

  they're showing that they can reach their goals to   Because sometimes peeps believe that aboriginal peeps are 
hopeless and these pees have proved something. 

  They beat other people   because there are alot of racest people in this world. 
  they deadly   because they achieve there goals! 
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 Biggest mobs they give me hope  Biggest mobs Because they don't follow all the other aboriginal people by 
drinking 

  They prove it can be done   because they dont let racism get to them & they are good role 
models for younger aboriginal kids. 

  To know that they got so far and not only aboriginals, everyone because they stuck it out and 
made it above everything else.   because they had the will to do it. 

Missing  Because they done somethink for our community   because they have been able to ignore racism along with the 
usual set backs. 

    Because they have worked just as hard or harder to get where 
they are today. 

    Because white people are always putting aboriginal people down 
and its good to see them succeed. 

    Cause they want to, and have dong something 
    I would admire anyone who succeeds. 
    it make me feel good about them. 
    their just like the rest of us 
    They've had a hard time before. 
    They are an influence on other aboriginals 
    they are role models 
    they don't let racism get in the way 
    They prove that anyone can do it if they want to 
    they try 

 
 

Subscale Five: Negative Identification 
Item 11 ‘I sometimes feel very uncomfortable around Aboriginal people’   Why?..... 

 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 Not at all All of the aboriginal people I hang around are either my friends/family. Not at all  because 
  Because I've spent my whole life around aboriginal.   because I don't look at the colour. 
  because I am an aboriginal person   because I have been around aboriginal people all my life 
  Because I am used to them.   because I have got aboriginal friends 
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 Not at all Because I don't care about them.  Not at all because it is just skin colour! 
  because I don't have shame   because their my friends 
  Because I get along with them   because they are just like me but different skin colour 
  Because I know who I am related to   because they are my friends. 
  because I like black people   because they are nice 
  Because I like to make friends with other Aboriginals.   Because they are no different to 'white' people 
  because it's just like me.   because they make me feel comfortable 
  because it is my family   Because we are all the same. 
  because thats my people   Cause I get along with them well 
  Because there family.   Cause I think people are people not matter what colour. 

  Because there is nothing to be afraid of.   cause we don't class ourselves as aboriginals and non-
aboriginals. In our mob we are all friends. 

  Because there people to   Depends if they are nice people. 
  because they'll tell you about the old days.   depends on the person. 
  because we all understand each other very well   friends 
  Because we are for who we are.   I am interested in them and feel friendly 

  cause I'm not fussy of my people.   I don't have different thoughts to aboriginal people to non-
aboriginal people 

  Cause I am an aboriginal   I get along with all the aboriginal boys. 
  cause i am one   I have lived around them all my life. 
  Cause I am one.   I live with an Aboriginal boy/he has a big family. 
  cause they my mob   like if they're drunk but not usually 
  cause we are all blake   Some Aboriginals are very nice. 
  Cause we are one.   there are nothing wrong with them 
  Cos there is nothing to be afraid of   There just the same doesn't matter what ya colour. 
  coz we are 1 mob.   they're just the same as white people therefore its not an issue 
  deffent   They're not so different to me 
  Doesn't bother me at all.   they are exactly the same as everyone else 
  for I am aboriginal.   they are just people 
  I'm a black person   We're all human 

  I'm aboriginal   Why would I? I feel uneasy or no good around lots of people but 
not necessarily aboriginal people in general. 
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 Not at all I'm friends with them A little bit  A large majority of Aboriginals are drunk. 
  I'm the same colour as them what is there to worry about   because I'm usually a loner 
  I am a aboriginal person.   Because I am white. 
  I am comfortable around other aboriginals because I have grown up with them.   because I can't communicated well with them 

  I belong   because of working in [location omitted], drunk aboriginals 
always come in and at school, because of what they might say. 

  I consider some of them family   because sometimes I feel they wanna belt me. 
  I don't feel uncomfortable around aboriginals.   because sometimes I feel weird. 
  I feel as though they are my family as well   because sometimes they pick fights with me 
  I feel happy   because they act cool 
  I feel happy around my families   because they always want to fight you 
  I feel happy when Im around my families   Because they have a different way of seeing things 
  I feel happy with aboriginal friends   Because they just want to fight most times 
  I feel safe around Aboriginal people.   because they might not like you 
  I grew up in an Aboriginal community   because they smell 
  I understand them easier.   because they sometimes yell out insults 
  my family is aboriginal   cause I'm not Aboriginal 
  not threatened   cause they act tough and like they gonna bash you. 
  Nothing wrong with them. Just the same as everyone else.   Cause they always swear 
  there is no reason for me to feel uneasy there just humans   cos i don't fell as important 
  They just the same as us   coz sometimes they try smash me. 
  they make me feel welcome   Depends on who it is. 
  to listen how they talk.   Depends what sort of person they are 
  We are one mob.   depends who they R 
  we don't care.   don't know some of them 
  what to fuss?   don't know them as much 

A little bit  Aboriginal law (strong)   even though I have always been around aboriginal people 
sometimes I feel as though I dont fit in. 

  Around alcoholic ones who get into brawls.   I don't really no 
  because I am lighter because my dad is white.   I feel they are a lot tougher than us. 
  because i don't know as much as their culture   If I don't know them 
  because I don't talk much to people.   In [location omitted]sometimes they scare you. 
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 A little bit Because I feel shame sometimes.  A little bit just sometimes, I don't know why. 
  because I get shame.   make stupid racist remarks. 

  Because I see my family a [location omitted] living in poverty, I'm living pretty wealthy and 
want to help.   Many teenagers that are aboriginal, think they are better and 

usually put me down. 
  Because Im very light in colour & I stand out & feel different   myte bash me 
  Because of the way they look at you.   only because I fee like I don't fit in 
  because people come up to you and you don't know who they are.   out of place 
  Because sisters or brothers make me up sad.   some aboriginals may be violent or drunk 
  Because some are good and some are bad.   Some are mean and call you names because your white 

  because sometimes I don't know them or there language   Sometimes people don't understand that you are the same not 
mattering about what culture, we are still all human. 

  because sometimes it no good   Sometimes they ask for money 
  because their drunk all the time.   Sometimes they feel they're better and stuff 
  Because they come up to me drunk asking me for money.   They're weird sometimes 
  Because they don't do thing for themself   they are like all people, some are good and some are bad. 
  Because they look at me funny   They are loud and mostly drunk 
  Because they might not like me   they are violent and unpredictable 
  Because they swear alot /heaps/   they start yelling at you 
  because we have had some bad experiences (but only drunks I don't know) A lot  I don't know 
  Because we new generation have lost so much of our culture.   because I've had some bad experiences with them in the past 

  cause they'd be drunk!   because I feel if I say something wrong they'll want to bash me 
or they'll hold a grudge against me. 

  depend if they are drunk or mongrel.   because I feel like part of a group who are racist 
  depends on who they are because I might know them and depends where they come from.   because kids want to fight me sometimes 

  I don't know   because some of them treat us like crap when we don't do 
anything 

  If I don't know them I will   because they are nasty and only want to fight me for no reason 
  It feels like I am not part of them.   because they yell out abusive comments. 
  pass   because usually I'm the only white person. 
  Some aboriginal people I don't know.   They are usually moking and are bullys 
  Some times they look at me like Im different   They don't talk to me, not all do, most. 
  There are strangers around.   They used to tease me all the time. 
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 A little bit they might have sprite Big mob  A lot of them look down white people 
  when there propper drunk   because it's like they hate me coz I'm white 
A lot  Because I am feel shame Biggest mobs  because I am white 

  Because I am not black.   because there was these girls befor who wanted to fight me and 
my friends 

  because I can't understand them.   Because they always want to fight me. 
  because i don't know them   cause all they want to do is fight. 
  Because some aboriginals could be petofile due to gury.   They always want to fight 
  Because they talk to you about the old days.   they drink 
  because you never now what they are like in town Missing  In [location omitted] alot, here hardly. 
  we got the same skin as Aboriginal people.   Other culture 
Big mob  Because they get drunk and drugs and I feel unsafe   
Biggest mobs  because I'd rather be around people than white   
  because I'm half [name omitted] (white)   
  Because it makes you feel very good.   
  cause they are very myole   
  I am proud of my coular   
  I don't talk and act like them   
Missing  only when people get angry.   

 

 
Item 20  ‘I believe that to be Aboriginal is not always a good thing’   Why?..... 

 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 Not at all Because being an dosen't stop you from doing things you want. Not at all  I don't know 
  Because I am who I am and I love it   because 
  because i feel happy being an aboriginal   Because I wouldn't want to be anything else 
  Because I like being aboriginal.   coz I'm white 
  because it is apart of me   everyone is equal. 
  because it should only matter what's inside   I am always happy with my history 
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 Not at all because its always a good thing Not at all just gotto be yourself. 
  because some place they hate aboriginal.   why not? 
  because sometime bad comes along and push good away. A little bit  because if i were - people might compare me and be racist 
  because their's the second generation   Because of what has been done to them 
  Because white people are fucked up   because people are narrow-minded 
  being aboriginal is deadly.   prejudice 
  Being aboriginal is deadly.   They get alot of money. 
  cause I'am aboriginal and love my life. Biggest mobs  I don't know them 
  Cause I wouldn't want to be any other colour   
  cos i am happy as I am   
  except who you are   
  I believe that being aboriginal is deadly.   
  I don't hat the way I am   
  I don't know   
  I respect my culture and life   
  It's a good thing.   
  It's just the way you grow up.   
  it's the best   
  Just being Aboriginal makes you feel good   
  just isn't   
  Nothing bad has happened to me yet.   
  that not true   
  theres nothing wrong with it   
  they can live off the land.   
  Why wouldn't it be?   
A little bit  Because Aboriginal people get in trouble alot   
  because if the drunken Aboriginal people   
  Because of how some abuse the systems   
  because of racism   
  Because people look at you and think your blank.   
  Because people may be racist of aboriginal people.   
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 A little bit because racist people   
  Because some aboriginal some bad things to other.   
  because some people are racist   
  because sometimes things can be difficult   
  because we do get picked on   
  Does not bother me.   
  In some situations it ok, some its not   
  No because sometimes you could be left out with white.   
  Races people   
  Sometime non-Aboriginal class us as all the same   
  Sometime you don't get accepted by white soitity.   

  Sometimes feel ashamed of other aboriginals and of what the non-aboriginal have done to 
aboriginals in the past.   

  there's a lot of hate, put downs makes a disadvantage for us   
  To know what non-aboriginals did to aboriginals is distressing.   
  Treated unfairly   
  We miss out on oppurtunities.   
A lot  because I'd be worried.   
  because I some hate being aboriginal person.   
  because if one aboriginal dose something wrong we all get abused by non-aboriginals.   
  Because we get classed because of the colour of our skin   
  being put down.   
  Cause peoples say aboriginals got it easy.   
  Rasisime to us   
  Some people treated differently   

Big mob  Because people look at me diffterently to others, they think we're mean and bad and they get 
scared.   

  Because we are going to buy Aboriginal people.   
  Because we mostly get into fights   
  Because you dont learn lots   
  People stear   
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Biggest mobs  because every aboriginal is different   
  Because some people are raceus & call us names like Blacky   
  Because there still are racist and prejudice people out there.   
  Because white people treat some of us like dirt   
  If you want to change you would be afraid of your colour   

 

 
Item 21  ‘Sometimes I don’t feel so good about being Aboriginal’   Why?..... 

 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 Not at all Aboriginal is my Nationality. Not at all  always feel good about being yourself. 
  because I'm happy the way I am   because 
  Because I'm proud of being Aboriginal.   Because I don't really worry 
  Because I am proud of who I am   coz I'm white 
  Because I am who I am   I'm not one 
  because I borned to be a aboriginal.   I don't know alot about my culture 
  Because I do feel so good beeing Aboriginal. Biggest mobs  I am not the one 
  because I don't get more oppertuinaty Missing  I am white 
  Because I like being aboriginal.   
  because i like being an aboriginal   
  Because I love my ABO family, friends   
  because I love the life   
  because I love the way I am.   
  because I was born aboriginal and I'll die an aboriginal   
  Because Id rather be BLack than white   
  because some people might like aboriginal people   
 Because the way people are towards me they are nice   
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 Not at all because their is more to life that white people   
  because they think we are stewped.   
  Cause I don't and I am who I am.   
  cause I love the way I am.   
  Cos I feel happy this way   
  except who you are   
  I'm happy the way I am.   
  I'm proud to be an Aboriginal   
  I'm proud.   
  I accepted it   
  I am a aboriginal.   
  I am me   
  I feel proud.   
  I like the way I am.   
  I love being Aboriginal   
  I think it is a good thing   
  I was born like this.   
  it's just me   
  It makes me happy to be different.   
  just don't   
  not at all   
  theres nothing wrong with it   
  When there hurting there parner   
A little bit  because I do get treated differently as soon as someone finds out   
  because I stand out more of my colour   
  because non-aboriginals are racist   
  because other Aboriginals fuck it up for others   
  because the blakefelles sleeping in the park give us a bad name   
  fights, drugs then that way I don't feel safe.   

  I don't know why. 
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 A little bit I get treated differently   
  Some people are racise.  Like some police officers.   
  Sometimes they make me shame   
  The way some aboriginal people are is embarrasing   
  To know what non-aboriginals did to aboriginals is distressing.   
  Very hard and understanding.   
  When I see drunken blackfellas making a scene.   
  White dont like our colour because its too deadly   
  You don't look good in make up   
A lot  because people think we are all the same but we are not.   
Big mob  Because we got Aboriginal skin in uses   
  I get downed by my uncle   
Biggest mobs  because white always get thier ways   

 
 

Subscale Six: Restorative Justice 
Item 15 ‘I believe that non-Aboriginal people should apologise for the way they have treated Aboriginal people in the past’   Why?..... 

 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all Because I just want to live my own life. Not at all  Because even though it was our culture we did not do anything. 
  because it's a new world today   because I am whtie 

  Because it is a new generation of people   because I don't see why they have, they didn't do it the 
government people did it 

  because it wasn't them   Because I wasn't here so I shouldn't have to? 

  because thats happen and gone   
Because it is a new generation and our generation has nothing 
to do with it.  It is useless us apologising for something we didn't 
do, it is not really true then. 

  Because the people that inflicted the past years ago are probably dead now.   because it was not our generation that caused the problems 

  Because they aren't at fault, it was the early settlers fault.   Because it was not us, it was the people 500 years ago. Y 
should we say sorry.  We personnely didn't make the mistake. 
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 Not at all cause it's not our fault what happened  Not at all because it was our ancestors, not us doing the damage 
  coz I havnt known any non-Aboriginal people disrespecting Aboriginal people.   because it wasn't them it was their ancestors 

  its over it was a longtime ago they should get over it and look into the future   Because it wasn't us it was a different generation.  We might be 
different 

  People were afraid of Aborigines then but now we are friends   because it wasn't us, and we can't apologise for other peoples 
mistakes 

  well past n-Ab should not today's n-Ab   because its in the past 
  What happened in the past was the past we have to look at the future   Because now we done nothing but help them 

A little bit  :Because I keep dreaming about it.   because that was in the past, people and today aren't 
responsible for what happened back then 

  because   Because the people of today weren't the ones. 
  because alot of them are dead.   because there are lots of nasty Aboriginals 
  because it's in the past.   because they didn't do it 
  Because it's not half of them fault   because they didn't do nothing 
  Because it was wrong   Because they would have been better that way 
  Because it was wrong to do those things   Because us know didn't do anything 
  because people have treated some Aboriginals bad   Because we already have 
  Because thay were doing wrong things.   Because we didn't do anything wrong with them 

  Because they are my Ansessters   Because we didn't do it the other people did it now they're dead 
so who cares. 

  Because they have no right treating them wrong.   Cause we are on there land 
  because they were once treated very badly.   Cause we did them a favour. 
  because white people haven't done that much wrong.   Everyone should have equall rights 
  Cause in a way they still think they can do it   get over it 
  Cause we are all one.   I didn't do it. 

  Everything has changed and they didn't really know what they were doing & they should 
apologise in some way   I don't know but I wouldent appolagise I didn't do anything 

  I believe that aboriginal people.   I dont know what they have done 
  I should look to future not past. Stop living in past.   It's in the past!! 
  It is not all non-aboriginals peoples fault   It's their way of doing things 
  Its not their fault only the people who it has affected   It has nothing to do with and they should get over it. 

  Let us know they do feel sorry.   It has nothing to do with my generation.  Maybe for the past but 
we are treated differently. 
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 A little bit Not fearness to others.  Not at all It wasn't us who did stuff, it was the people in the past.  I won't 
apologise for something I did not do. 

  Not really cause it isn't their fault.   its the way they are 
  Some non-Aboriginal people are good some aren't. Apologising does nothing.   people might end up in hospital 
  the white people now days didn't do it to us   the new generation didn't do anything 

  They have been not good to us   the people around today weren't the same people that started 
the fights. So how can we apologise for something we didn't do. 

  Whats done is done & most of this generation had nothing to do with it   The people now did nothing to them so they should not 
apologise 

  Whit people should apologise to the aboriginal people.   They have enough already - give payouts. 
A lot  Because in the past they killed some in the past.   They might not have been the ones slaving 
  because it's not fair to aboriginal people   we haven't done anything wrong to them 
  because it isn't right   we shouldn't dwell on the past 
  because its not nice   we weren't around when it happened 
  because they shouldn't take people from there family.   Well I guess it wasn't our generation that treated them badly. 
  Because they took parts of the Aboriginal land.   You should forget the past and live in the future. 
  Because we don't know grandparents family. A little bit  because 

  cause I say   because it's not fair to think non-aboriginals are any better than 
aboriginals. 

  cos it was wrong   because it is now the future not the past, but if it makes peace 
then they should. 

  For the things that Aboriginal people had to endure is astounding and frustrating.   because it was white people and there are still white people 
  I don't know.   because it wasn't our generation 

  The way they treated us was wrong   
because its the past and the past isn't us today.  We could 
change and reconsile and know the inside of the people and not 
just their culture. 

  they didn't hurt anyone.   Because of what happened in the past. 
  they have done wrong   because our generation wasn't mean to them it was other people 

Big mob  Because it's unfair. We were here 1st and don't realise that what they did to us 
unacceptable, they stole our identity, innocence, culture and land.   because some people don't respect them. 

  because they took away aboriginal kids.   because some people treat them bad 

  because they took over aboriginal land   Because the aboriginal people some don't even know what has 
happened in the past 

  because they wouldn't like it if they were treated like that.   Because the wrong generation will be apologising. 
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 Big mob because we was born to make one big family.  A little bit Because they didn't apologise then 

  For introducing alcohol, tobbacco and other things that are killing aboriginals and I feel the 
younger ones are loosing their culture and lives today.   because they don't treat us properly and our land either 

  It's just not fair.   because they might of done something wrong 
  it's quite indecent how Aboriginals were treated.   because we didn't do it 
  like the stolen generation   but it wasn't me who did it. 

Biggest mobs  1)The stolen generation. 2) Judging the next aboriginal from the first.   
But it wasn't non-aboriginal personally. The people who actually 
did it shoud apologise if they really are sorry. But there is really 
no point apologising for other people. 

  Because all aborigines are lost because they took their children away and so on.   coz it was bad what happened 
  Because I had no right to do that.   for taking things away from them 

  Because if they were treated the same way by aboriginal people they would expect 
aboriginal people to apologise to them.   I believe n.a. people should say sorry for what happened and 

what they have been through. 
  because it's not right to do that to people we are all the same   I don't know because it wasn't us it was our ancestors. 

  because it's sad.   I think we should feel sorry for what happened but its changed 
for the better now. 

  because it's stupid they've been treated   It was wrong but this generation didn't do it 
  Because it is worry to treat the bad.   It wasn't our fault it was our anscestors who did it. 
  because it was a bad thing how they treated them   Its a newer generation no we didn't do it 
  Because it was bad how they treated them back then.   Maybe that generation should. 
  Because they claimed our fuckin country   non-Aboriginals in present times had nothing to do with it. 

  because they do stupid things that shouldn't be done   Not apologise if they haven't done anything but be sorry for what 
has happened and express that. 

  because they kicked us out of our land   Only the people who did wrong should 
  because they killed our ancestors in the past.   The past is the past. I reckon we should work on the future. 
  because they shouldn't have done what have done   The people who have to apologise, didn't even do anything. 
  because they stole my culture, law, family and the way we lived.   they should but they shouldn't get blamed for it. 
  Because they took away the children   they treated them badly 
  because they took over there land.   unsure 
  Because they treated our people crewl.   We didn't do anything so why should we apologise. 
  because they were doing stupid things.   why should I apologise? 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest mobs Because this is our land  A little bit 
Yes and no.  The people of today have nothing to do with it but it 
was the white man's ways that caused so much pain and so I 
believe we should say sorry and that be all but not to forget it. 

  because we are all the same A lot  Because Aboriginal people weren't treated well 
  because what they did was cruel and wrong.   because everyone should be treated fairly 
  Because what they did was wrong & we are all humans   because it was horrible. 
  Because white people just took the land and killed us.   because only some people were involved 

  Because you got to treated Aboriginal people.   because our ancestors were mean to the aboriginal ancestors 
but we were'nt around then so yes and no. 

  because, how would they feel if Aboriginal people did it to them   because they were first here 
  cause the stole my jalby of his mum   because this is something that obviously is important 
  cause this is they country.   because we are all supposed to be decent humans. 
  Cause what they done they should not done in the first place.   because we made a mistake and we should apologise 
  cause white people are pregidious   Because what they did was harsh 
  Cos they'll probably feel welcome   Its unfair but we should have equal rights 
  Everybody can get on better in the world   They need to say sorry 
  For breaking up family.   We're all humans 
  for taking over the land   we treated them bad. 

  for taking them away from there family Big mob  because it was mean but this is a new generation why say sorry 
for something we didn't do. 

  It's not right to treat people another way just because they look different.   because we treated them like dirt! 

  It's wrong what they did.   in a way they should but it wasn't the non-aboriginal people 
today who treated them bad. It was the shit generation. 

  Thay were crul to tham.   Just because they're different looking doesn't mean we can harm 
them. 

  The aboriginal were here first they took their land away.   THey were here before white people 
  They've taken over land which wasn't theirs.   unfair 

  They bad things to Aboriginals   Yes, I think we should apologise but we should be blamed 
because it wasn't our generation. But I do feel very sad for them. 

  They should because it will show respect towards aboriginals Biggest mobs  "White People" I believe shouldn't need to say 'Sorry' for 
something that was committed by ancestors. 

  they shouldn't have killed the aboriginals   Becase we used Them as slevs 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest mobs They treat us like dirt. We were here 1st.   Because it is wrong. 
 we should all be treated the same.   because it was wrong to take their kids away from the parents. 
Missing  like it says its the past, it can't be undone.   Because what has been done is cruel and horrific 

    Cause it's just right same as people saying sorry if someone 
died. 

    Cause what white people did was not fair. 
    It was totally wrong what they did. 
    The stolen generation was awful 
    We have treated them badly, but that's progress 

  Missing  Well sure what white people did was terrible but it wasn't John 
Howards fault, but he should feel bad. Unsure. 

 
Item 16 ‘I believe that non-Aboriginal people need to know the effect the past has had on Aboriginal people’   Why?..... 

 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all Aboriginal people should not worry about it and get on with life. Not at all  because 
  because   because I am white 
  Because it make them hate white people   Because its boring 
  because it wasn't us it was our great grand parents   because its over 
  because it will fill them in about the past   because that is just stupid 
  I beleave that Non Aboriginals should know about our stolen generation   Because they should thank us for the money we spend on them 
  I don't believe in it.   because you can't change the past 
  I don't know   I don't care about the past only the future! 
  If they don't know then it's alright with me.   It's not our problem. 
  It's all done   It's their business 
  Just do.   non-Aboriginal people shouldn't have to if they dont want to 
A little bit  because what they did is not right   So we can understand more. 
  Cause we should understand each other.   they treat me like shit so why worry. 

  I don't know why.   why should they give a rats ass they pay for our boos and cars 
and homes 

  It affects everyone around us. A little bit  because it affected them in such a big way. 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 A little bit it depends on who wants to know and if they want to  A little bit because it could be different 
  It helps people 2 understand aboriginal people more.   Because some of it is because of them 
  So they can understand a bit better   Because we made the slaves but they were here first 
  So we can live in harmony in WA.   coz it's important 
  So we don't do it again   history is important 
  to know what happened to their parents   It's the past we're ment to look into the future 
A lot  because   It is good to know what their living style was 
  -   it may be different 
  because some people don't.   Not really, we should really forget the bad times. 
  Because they don't know how it feels.   only for people interested in Australian background 
  because we all need to get help from someone.   So Australian's know 
  cause it still carries on.   So it doesn't happen again 
  Cause they wouldn't like to be treated like that   So non-Aboriginal people can understand Aboriginal people 
  future is changing and passing.   so they know 
  It's important   so they know what thier ancesters did 
  it may change thier mine about things.   So we don't make mistakes in the future. 
  It show I good they really were.   So we know what really happened. 
  so they can remember of the blackfella and what has happen   So we know what some aboriginal people feel 
  So they know how aboriginal people have been treated in the past   then everyone would understand it. 
  so they won't do it again   They haven't has as much rights as non-Aboriginal have 
  They should know about it already.   they should live their own lives. 
  They took away aboriginals when they were kids.   To know how it felt 
  they were other Aboriginal ancestors   We've heard enough. 
Big mob  Because some or alot of them don't even know   We don't need to know but I think we should. 
  because they are the one who started everything. A lot  An easier road to reconciliation. 

  Because they don't know anything for Aboriginals.   because how would we go on living nowing we're missed 
treated. 

  Because they don't know what its like   because it's important 
  because they need to know before they talk.   Because it is an important part of Australian society. 
  cos it was wrong.   because its very important to them 
  most of the old people are dead.   because we live in [location omitted] and we should know. 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Big mob Show what happened in the past  A lot Don't need to know but feel you should. 

  so they can feel how we feel   It's history and it would probably help non-aboriginals to 
understand aboriginal people better. 

  they need to know so they know how they were treated.   it's sad but worrying about isn't going to do anything 
  to see what they did to us   it's their culture or ancestors 
Biggest mobs  ?   People need to understand. 

  Alot of people believe in things which live in these areas   So they know how their generations lived and went through in 
the past so we can be grateful for the lives we have now. 

  Because it hurt them to be taken off their families and not know their real culture.   So they understand how the conflict/misunderstanding and 
started/happened. 

  because many people don't know this   So we can understand 
  Because not alot of them know about it, and also it might make them understand.   So we can understand them and the way they are 

  Because on how they feel.   So we can understand what we're supposed to have done 
wrong. 

  because see how it felt like for Aboriginal people   so we don't make the same mistakes again 
  Because the Aboriginal may not forgive the whites   So we don't repeat it 
  Because they don't know much.   to see how they feel. 
  because they have treated us badly.   to see what they've gone through. 
  because they should really know Big mob  Because 

  Because they should see what is was like for our people in those days. How would they like 
it if their children got taken away and treated like slaves.   because everyone needs to know the past 

  because to understand more.   Because I think it is important that we know. 
  Because we need to know why dont they like blackfellas   because most of probably haven't a clue what went on. 
  before there was no alchol or drugs and now their scavigine for it.   So that they know what it was like to be treated badly. 
  Cause they should know what they did wrong.   So they are treated with more respect. 
  Cos they should no what it's like   So they can understand how they feel. 
  It's wrong what they did.   So we can learn from the past 
  know about whats happen   unsure 
  lots of people have problems about that. Biggest mobs  It's important 
  Our lives are different to some non-aboriginal.   Because it is wrong. 
  So that they can understand me   because that is the only way they can understand. 
  So that they understand aboriginal people the way they are today.   because they did alot of good for us 
  So they know how the aborigines felt back then.   Because we need to understand to get along 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Biggest mobs So they know the pain aboriginal people went through  Biggest mobs Cause we should just know. 
  So they understand our points of view.   It's only fur that they understand why they're apologising. 
  So they understand what our family went through   It's torture 
  some of our families were slaved and killed   So that we understand them better 
  They got no respect for the country and the people there   So they can apologise or at the least understand. 

  they need to know what they have said/done to aboriginal people that has changed their 
lives.   So they can understand a little better. 

  They need to know.   So we can be aware of how they feel 
  They need to realise what they did.   stop rasicm 
  To change their ignorance they have.   They should respect it. 
Missing  I don't know sorry   We all live in Australia and should know its past 
    We need to know how these people hurt. 
  Missing  It depends if they are racist. If they are then they need to know. 
    sometimes 

 
 

Subscale Seven: Conflicting Identification 
Item 10 ‘Sometimes, I wish I wasn’t Aboriginal’   Why?.....   

 
 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 
 Not at all becauce I am happy for who I am Not at all  because 
  because aboriginal life learns you about bush food and culture.   Because I'm not Aboriginal 
  because being a aboriginal you have fun in the times we have law   because I'm white 
  because I'm happy what i am   because I am not 
  Because I'm happy who and what I am.   because I am white 
  because I'm who I am and I respect that   because I like the way i am 
  Because I'm young, black and deadly   because I like the way I am. 
  because I am fine of what I am   because it's a privalige having a life. 
  Because I am happy for how I am   

 
 

can't change who you are. 
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all because I am happy the way I am.  Not at all I'm not 
  because I am proud for who I am.   I'm not Aboriginal 
  Because I am proud of being an Aboriginal   I'm not one 
  because I am proud of being one.   I am happy and proud of my culture 

  because I am proud of who I am   Sometimes I wish I was to get welfare and free houses and cars 
from the government and not have to work. 

  because I am proud of who I am. Missing  I am glad to be white 
  Because I am proud of who I am.   
  because I am proud to be Aboriginal   
  because I am proud to be an Aboriginal   
  because I am satisfied with myself.   
  because I am who I am   
  Because I am who I am   
  because I don't care really if I'm aboriginal   
  Because I dont need to feel bad   
  Because I like being Aboriginal.   
  because I like the way I wanna be.   
  because I love being aboriginal   
  Because I love being aboriginal.   
  Because I love being Aboriginal.   
  because I love to be one   
  because I now aboriginal understanding   
  Because I want to be a Aboriginal.   
  because i was born to be aboriginal and so I am.   
  because I was born to be an Aboriginal person.   
  because Im proud of what I am right now   
  Because Im proud to be one.   
  because it's deadly to know that your aboriginal.   
  Because it's good to have a huge family when your black   
  Because it an interesting culture.   
  Because it is alot of fun, white people don't have any family   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all Because it is cool being aboriginal.   
  because it is destroying my family   
  Because it is good to be an Aboriginal   
  because its bater being an Aboriginal   
  Because lots of white people get teased   
  because that inbarrasing for culture.   
  because there's nothing wrong with it   
  because they understand stuff   
  Because we are one of a kind.   
  Because we have a good cultural background   
  Because you should be proud of who you are.   
  cause I'am proud of me   
  cause I'm proud of my colour   
  Cause I am proud   
  Cause I like being aboriginal.   
  cause I love the way I am.   
  cause that who i am!   
  cos I'm happy with who I am.   
  Cos I'm proud the way I am   
  everyone is different, you are the way you are.   
  I'm happy the way I am.   
  I'm proud about myself and my culture   
  I'm proud of who I am   
  I'm proud to be aboriginal.   
  I'm proud to be one.   
  I'm right   
  I'm too proud to be an aboriginal.   
  I am proud of being me   
  I am proud of who I am   
  I am proud that I'm a aboriginal   
  I am proud to be me   



 

 499 

Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 Not at all I am very proud to be Australian, to know that I'm apart of the longest running culture is 
comforting not hatred.   

  I can't change if and I'm happy to be one   
  I don't think about it.   
  I enjoy being what I am   
  I feel proud of who I am   
  I like being aboriginal.   
  I like it.   
  I like learning other languish   
  I love being Aboriginal.   
  I love being aboriginal. I love being who i am.   
  I love my culture and I am proud of it.   
  I love my identity.   
  I love my people   
  I want to be a aboriginal.   
  I want to be one.   
  I was born aboriginal.   
  I was gren up as an aboriginal.   
  I was made this way   
  Im proud of who I am   
  It's fun you learn both cultures.   
  it's really cool being aboriginal   
  its never been an issue in my life   
  pass   
  proud of my colour   
  proud to be an aboriginal   
  White people get to red   
A little bit  Because everybody drinks and fight alot.   
  Because I am happy.   
  because I can be another culture explaining another or speak another language   
  Because I have more white friends   
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Scale Aboriginal Adolescents Scale Non-Aboriginal Adolescents 

 A little bit Because I see a white person getting more oppurtunities.   
  because of KKK   
  Because of the way some aboriginal people live is a bit embarrassing   
  Cause of my feelings.   
  I did a bit when I lived in [location omitted], but not at all anymore.   
  I didn't grow up in an aboriginal way.   
  I don't know   
  I don't know I just do.   
  I just do   
  I think people would treat me different   
  people accept me as white.   
  Some people stereotype aboriginal as drunk and bad people   
  Sometime I want to be accepted in white soitity.   
  than people won't down you as much   
A lot  Because I love being aboriginal.   
  Because I feel about my skin.   
  because my family in [location omitted] acted like I am one   
  Families are too much asking for things.   
Big mob  not at all.   
Biggest mobs  Because I'm a aboriginal girl.   
  because like being aboriginal   
  because thier useless people   
  because we got the same skin.  Aboriginal Adolescent 

  don't really get accepted Missing  I don't think that way in my mind. 
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Appendix 28. Comparison of RSE-A Scores Reported by Adolescents in the Kimberley & in Australian & International Literature 
 
                            Raw Score            Comparison Mean Score*  
Kimberley Sample    Aboriginal Adolescents        M S.D.       M S.D. 
     (n=298, M= 14.1years)   Male 26.61 6.1   29.29 4.9     
          Female  25.07 7.3   28.05 5.8    
          Total 25.77 6.8   28.61 5.4 
     Non-Aboriginal Adolescents   
     (n=276, M= 14.1years)   Male 29.49 7.3   31.59 5.8 
          Female 25.65 8.6   28.52 6.9 
          Total 27.51 8.2   30.01 6.6 
 
McVeigh & Smith (2000)   New South Wales                Female 34.2 5.6 
      Adolescent mothers 
      (n=72, M=17.8 years) 
Harborg (1996) in Tait, French  Middle-school-age students               Male 30.0      
& Hulse (2003)    (n=120, M= years)                Female  29.0 
Connor et al (2004)    African American         29.9 5.7 
      & Latino students  
      (n=149, M=15.5 years) 
Mahat & Scoloveno (2001)   Nepalese female adolescents 
      (n=101, M=15.7 years)                Female 26.2 2.6 
Cheng & Furnham (2001)   British adolescents including                 Male 30.7 4.3 
      Undergraduates                 Female 31.0 4.2 
      (n=234, M=18.2 years)  
Pyant & Yanico (1991)   Black American female college                Students 33.7 5.0 
      students (n=78, M=19.8 years)               Profession 35.9 3.7 
      and professionals  
      (n=143, M=30.5 years) 
* Up scaled to 10-40 range of scoring protocol. Note: this list is not extensive, as so many of the other studies that have employed the RSE have used alternate response scales, or scoring 
protocol. Those presented here are only from articles in which the use of the RSE was detailed and matched that of the current research 
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Appendix 29. Clinical Group Membership Mean Total Scores on All Variables 
 

 Direct Trauma Exposure (DTE) Scores Secondary Trauma Exposure (STE) Scores PTSD (CPC-KA) Scores 

Aboriginal Non-Aboriginal Aboriginal Non-Aboriginal Aboriginal Non-Aboriginal 

n M SD n M SD n M SD n M SD n M SD n M SD 

Suicidal Ideation 

Non-Clinical Group 225 4.7 4.9 227 3.7 4.4 234 9.0 5.6 238 6.8 6.1 199 14.6 11.7 214 12.9 11.8 

Clinical Group 39 10.1 7.9 21 10.1 7.4 39 12.2 7.2 21 12.9 6.1 37 31.6 17.6 20 42.6 15.8 

Previous Suicide Attempt 

‘No’ 220 4.4 4.7 219 3.6 4.2 228 8.8 5.6 220 6.8 6.0 193 15.2 12.9 196 13.9 13.8 

‘Yes’ 28 12.6 7.2 17 12.1 7.6 29 14.0 5.5 19 13.2 5.8 24 28.5 18.8 18 26.4 13.0 

‘Don’t want to say’ 28 5.8 6.6 13 3.9 4.6 28 9.0 7.2 15 6.8 7.2 25 19.7 11.9 15 25.5 19.8 

Depression 

Non-Clinical Group 206 4.3 4.6 203 3.3 4.4 214 8.8 5.7 210 6.3 5.9 184 14.2 12.6 190 11.2 10.2 

Dysphoric Group 20 10.9 7.4 17 7.5 3.7 21 13.3 6.3 22 12.0 4.9 18 23.7 15.1 17 27.7 10.1 

Clinical Depression Group 36 8.0 7.2 24 9.0 6.5 36 10.8 6.4 24 11.5 7.4 34 28.0 14.9 24 39.5 18.4 

PTSD 

Non-Diagnostic Group 200 4.6 5.1 189 3.9 4.4 205 8.8 5.7 197 7.1 6.2 - - - - - - 

DSM-IV Diagnostic Group 32 10.0 6.7 27 9.0 7.4 33 12.6 6.1 28 12.1 6.4 - - - - - - 

 
Total  

( 1 clinical group membership) 
88 8.8 7.1 59 8.6 6.3 91 11.6 6.2 64 11.6 6.4 82 27.1 15.7 58 32.9 16.2 
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Appendix 29. Clinical Group Membership Mean Total Scores on All Variables 
 

 Suicidal Ideation (SIQ-Jr-KA) Scores Depression (BDI-KA) Scores Alcohol (AUM) Scores 

Aboriginal Non-Aboriginal Aboriginal Non-Aboriginal Aboriginal Non-Aboriginal 

n M SD n M SD n M SD n M SD n M SD n M SD 

Suicidal Ideation 

Non-Clinical Group - - - - - - 239 8.6 6.9 252 7.8 6.7 233 1.4 1.9 251 2.4 1.9 

Clinical Group - - - - - - 40 21.1 12.4 21 20.0 10.5 37 2.2 2.1 19 3.7 2.2 

Previous Suicide Attempt 

‘No’ 221 5.1 6.9 230 4.2 5.2 221 9.1 7.5 227 8.0 6.9 218 1.2 1.7 226 2.4 1.9 

‘Yes’ 28 18.3 13.0 19 12.4 6.6 28 19.2 14.1 19 16.1 9.6 27 2.7 2.2 19 3.5 2.3 

‘Don’t want to say’ 28 9.6 7.1 16 11.8 10.6 27 13.3 10.0 16 12.8 11.8 28 2.6 2.0 15 2.1 1.4 

Depression** 

Non-Clinical Group 224 4.8 6.4 224 3.6 4.5 - - - - - - 223 1.5 1.9 220 2.4 1.9 

Dysphoric Group 21 11.5 8.7 23 9.6 5.1 - - - - - - 21 2.4 2.3 23 2.8 1.5 

Clinical Depression Group 34 18.4 12.9 26 14.2 9.8 - - - - - - 32 1.3 1.5 24 3.2 2.2 

PTSD 

Non-Diagnostic Group 203 5.3 7.0 208 4.1 4.7 204 9.5 8.2 206 7.2 5.9 202 1.4 1.8 205 2.5 1.9 

DSM-IV Diagnostic Group 33 18.9 12.6 28 14.6 10.0 32 19.3 12.6 27 21.0 10.4 30 1.6 2.2 26 2.8 2.1 

 
Total  

( 1 clinical group membership) 
91 14.8 11.3 68 11.8 8.1 94 18.9 10.4 67 18.4 8.4 95 1.7 2.0 68 3.0 2.2 
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Appendix 29. Clinical Group Membership Mean Total Scores on All Variables 
 

 Marijuana Scores (DUM) Scores Adaptive Coping (CSM) Scores Maladaptive Coping (CSM) Scores 

Aboriginal Non-Aboriginal Aboriginal Non-Aboriginal Aboriginal Non-Aboriginal 

n M SD n M SD n M SD n M SD n M SD n M SD 

Suicidal Ideation 

Non-Clinical Group 213 0.9 1.3 228 0.7 1.1 165 7.0 5.7 205 6.6 4.4 138 4.4 3.5 176 4.1 3.0 

Clinical Group 36 1.1 1.3 20 1.3 1.3 29 6.7 7.0 18 9.9 6.0 29 7.9 6.5 14 7.8 5.4 

Previous Suicide Attempt 

‘No’ 207 0.6 1.1 210 0.7 1.1 151 7.1 5.8 188 6.8 4.6 121 4.2 3.4 162 4.3 3.3 

‘Yes’ 26 1.7 1.4 17 1.3 1.4 20 7.9 7.2 17 8.8 4.4 25 7.4 7.0 14 6.1 4.0 

‘Don’t want to say’ 26 2.0 1.5 14 0.9 1.4 20 6.4 5.1 12 6.7 5.3 19 6.1 3.5 9 2.9 1.8 

Depression 

Non-Clinical Group 200 0.8 1.2 202 0.7 1.1 158 7.1 5.9 179 6.5 4.4 134 4.5 3.4 148 3.8 2.8 

Dysphoric Group 23 1.3 1.4 18 0.8 1.0 13 6.0 4.8 17 8.5 4.9 12 6.3 3.7 19 5.4 3.6 

Clinical Depression Group 33 1.0 1.3 25 1.2 1.4 28 7.3 6.8 25 8.6 6.0 25 7.3 7.3 21 7.5 4.5 

PTSD 

Non-Diagnostic Group 186 0.8 1.3 191 0.8 1.1 144 7.2 6.0 169 6.6 4.4 123 4.7 4.1 146 4.0 2.9 

DSM-IV Diagnostic Group 28 1.0 1.5 24 1.0 1.2 19 6.1 6.1 23 10.6 6. 19 8.0 5.2 19 6.5 4.6 

 
Total  

( 1 clinical group membership) 
85 1.2 1.6 59 1.1 1.4 59 6.1 6.3 55 8.8 5.4 58 6.2 5.3 51 6.2 4.1 
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Appendix 29. Clinical Group Membership Mean Total Scores on All Variables 
 

 Anger (KBAS) Scores Shame (KBSS) Scores Hopelessness (BHS-KA) Scores 

Aboriginal Non-Aboriginal Aboriginal Non-Aboriginal Aboriginal Aboriginal 

n M SD n M SD n M SD n M SD n M SD n M SD 

Suicidal Ideation 

Non-Clinical Group 241 4.1 4.2 255 3.6 3.7 240 2.0 2.5 255 1.0 1.7 214 25.4 9.6 236 24.2 10.1 

Clinical Group 41 11.6 7.4 22 11.4 5.7 41 3.6 3.4 22 3.2 2.9 36 35.5 14.0 21 38.8 9.6 

Previous Suicide Attempt 

‘No’ 234 4.4 4.6 232 3.7 3.8 233 2.1 2.6 232 0.9 1.6 202 25.5 9.6 212 24.4 10.5 

‘Yes’ 29 10.3 7.3 19 8.9 5.1 29 2.9 3.1 19 2.7 2.7 26 34.5 14.9 19 31.1 10.0 

‘Don’t want to say’ 27 6.4 5.3 16 6.6 6.4 27 2.3 2.4 16 2.1 2.0 24 31.8 10.9 16 33.4 12.4 

Depression 

Non-Clinical Group 227 4.2 4.5 225 3.1 3.2 226 2.0 2.5 225 0.7 1.2 208 25.1 9.3 206 22.8 9.4 

Dysphoric Group 24 6.6 4.6 23 8.7 5.8 23 1.7 1.2 23 2.4 3.2 22 30.6 10.0 22 31.9 6.8 

Clinical Depression Group 36 10.7 7.3 26 9.4 6.1 36 4.0 3.4 26 3.6 3.0 27 39.1 13.9 26 39.0 11.6 

PTSD 

Non-Diagnostic Group 212 4.0 4.2 210 3.4 3.6 211 2.0 2.5 210 0.8 1.3 184 25.7 9.8 194 23.7 9.5 

DSM-IV Diagnostic Group 33 13.2 6.4 28 10.8 4.8 33 4.5 3.7 28 3.7 3.2 30 37.5 13.7 28 36.0 10.9 

 
Total  

( 1 clinical group membership) 
96 9.1 6.5 68 8.7 5.6 95 3.2 3.1 68 2.6 2.9 81 33.7 12.0 66 34.1 10.6 
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Appendix 29. Clinical Group Membership Mean Total Scores on All Variables 
 

 Self Esteem (RSE-KA) Scores     Identity Subscale I Identity Subscale II Identity Subscale III Identity Subscale IV 

Aboriginal Non-Aboriginal Aboriginal Aboriginal Aboriginal Aboriginal 

n M SD n M SD n M SD n M SD n M SD n M SD 

Suicidal Ideation 

Non-Clinical Group 236 26.9 6.4 252 28.3 8.1 237 16.6 5.1 239 8.3 5.7 238 11.0 3.8 240 2.9 1.4 

Clinical Group 37 19.1 6.6 22 18.6 4.3 41 13.2 6.0 36 7.7 5.5 37 9.4 3.6 40 3.1 1.3 

Previous Suicide Attempt 

‘No’ 225 26.9 6.5 229 28.3 8.0 227 16.7 5.1 225 8.5 5.8 223 10.8 3.8 227 3.0 1.4 

‘Yes’ 27 20.1 7.4 19 22.3 7.9 28 12.3 6.5 26 7.9 4.9 27 9.4 4.1 29 3.1 1.2 

‘Don’t want to say’ 27 22.2 4.3 15 21.9 8.2 26 15.9 5.0 28 7.9 5.0 27 10.6 3.5 27 2.7 1.4 

Depression 

Non-Clinical Group 222 27.2 6.5 222 29.6 7.2 227 16.4 5.2 222 8.1 5.6 225 10.9 3.9 231 3.0 1.4 

Dysphoric Group 23 22.8 6.0 23 21.4 6.4 22 15.9 6.3 23 7.7 5.3 22 8.4 3.2 23 3.0 1.4 

Clinical Depression Group 34 18.9 5.7 26 16.5 6.1 36 15.2 6.0 35 10.0 6.2 35 9.9 3.5 34 3.0 1.3 

PTSD 

Non-Diagnostic Group 206 26.6 6.5 206 28.7 7.8 206 16.6 5.2 205 8.3 5.7 204 10.6 3.9 204 2.9 1.4 

DSM-IV Diagnostic Group 32 19.0 6.1 28 19.0 5.7 32 13.7 6.4 30 10.6 6.7 30 10.4 3.5 33 3.1 1.2 
 

Total  
( 1 clinical group membership) 

87 20.9 5.8 68 20.3 6.9 92 14.8 5.9 89 8.6 6.1 88 9.6 3.6 93 3.1 1.3 
 

Identity I Strength of Identification; II Racism; III Positive Actualisation; IV Cultural Knowledge
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Appendix 29. Clinical Group Membership Mean Total Scores on All Variables 
 

       Identity Subscale V Identity Subscale VI     Identity Subscale VII Identity Subscale VIII 

Aboriginal Aboriginal Aboriginal Aboriginal 

n M SD n M SD n M SD n M SD 

Suicidal Ideation 

Non-Clinical Group 240 2.0 2.4 232 5.0 2.5 240 5.6 1.0 239 0.8 1.1 

Clinical Group 40 2.9 3.1 37 4.7 2.5 38 5.1 1.4 40 1.3 1.4 

Previous Suicide Attempt 

‘No’ 229 2.1 2.5 219 5.2 2.5 227 5.5 1.1 227 0.9 1.2 

‘Yes’ 28 2.8 3.2 26 5.0 2.6 27 5.3 1.3 29 1.1 1.2 

‘Don’t want to say’ 27 2.0 1.9 27 4.6 2.5 27 5.9 0.4 27 0.9 1.1 

Depression 

Non-Clinical Group 228 2.0 2.3 220 5.1 2.5 227 5.6 1.0 228 .8 1.1 

Dysphoric Group 22 1.8 2.1 22 5.0 2.6 22 5.4 1.1 22 1.0 1.2 

Clinical Depression Group 36 3.3 3.6 33 5.0 2.5 35 5.1 1.5 36 1.3 1.4 

PTSD 

Non-Diagnostic Group 207 1.9 2.3 200 5.0 2.6 207 5.5 1.1 206 0.9 1.2 

DSM-IV Diagnostic Group 33 3.6 3.6 30 5.3 2.5 32 5.1 1.4 33 1.6 1.5 
 

Total  
( 1 clinical group membership) 

92 2.8 3.0 87 5.0 2.4 90 5.3 1.3 93 1.2 1.3 

V Negative Identification; VI Restorative Justice; VII Conflicting Identification; VIII Outsider



 

 508 

 


	0. Covering pages final v2
	1. Preface final v2
	2. Chapter One final v2
	3. Chapter Two final v5
	4. Chapter Three Final v4
	6. Chapter Four final v4
	7. Chapter Five final v2
	8. Chapter Six final v2
	9. Chapter Seven final v2
	10. Chapter Eight final v4
	12. Appendices final v2.pdf

