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THESIS ABSTRACT 

Introduction 

 

Indigenous Australians suffer cardiovascular disease (CVD) at a rate six times greater than 

the general population in Australia and while the incidence of CVD has been reduced 

dramatically amongst the majority of non-indigenous Australians and amongst Indigenous 

populations in other countries in the last 30 years, there has been little change in the figures 

for Aboriginal Australians, showing that heart health campaigns have little impact, for this 

group of people. 

Aims 

 

The principal aims of this study were firstly, to determine and record the barriers to the 

development and delivery of CVD prevention programs amongst Indigenous Australians 

and secondly, to develop an alternative, effective and culturally sensitive method of 

delivering heart health messages.   

 

Methods and results 

 

The study was qualitative research undertaken in three South-West towns of Western 

Australia where the incidence of CVD was high amongst the Aboriginal community 

members.  The use of semi-formal interviews, informal individual consultation, observation, 

and focus groups were methods implemented to obtain information.   

The first phase of the research was to identify the barriers which affected the Aboriginal 

Health Workers’ ability to deliver specialist educational programs.  Questionnaires and 

interviews with the Aboriginal Health Workers and other health professionals in the towns, 

and community focus groups were undertaken in this phase of the study.   

The second phase of the research was aimed at developing an alternative strategy for 

delivering heart health messages.  The focus changed to adopt more traditional ways of 

passing on information in Indigenous communities.  The idea of small gatherings of friends 

or family with a trusted community member presenting the health message was developed. 

The third phase of the research was to implement this new approach.  Lay educators who 

had been identified within focus groups and by Aboriginal Health Workers were trained in 
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each of the towns and a protocol involving discussions of health issues, viewing a video on 

CVD, produced by the National Heart Foundation, sharing in a ‘heart healthy’ lunch and 

partaking in a ‘heart health’ knowledge game which was developed specifically for the 

gatherings.  Several of these gatherings were held in each of the towns and they became 

known as ‘HeartAware parties’.  

Conclusion 

 

The considerable amounts of funds and resources that have been poured into National 

Heart Health programs across Australia over the last 30 years have had little effect in 

reducing the incidence of cardiovascular disease among Indigenous Australians, so an 

alternative method of disseminating information was needed.   

Questionnaires and interviews used to evaluate reactions of participants at the sessions 

indicated a strongly positive response to the setting and format and that considerable 

knowledge had been gained.  The role of a ‘respected other’ with the Aboriginal Health 

Worker acting in a mentoring position was considered appropriate and effective by all 

participants. 

Evaluation of the program was through the expressions of the participants and reflects 

opinions in the immediate aftermath of the heart health sessions.  All participants involved 

were enthusiastic and receptive to the heart health information and agreed that the approach 

used in this study is worth trying on a larger scale.  The project is the foundation of a bigger 

program that will be undertaken in the future, with the aim to implement training, support 

and eventually employment of lay educators for sustainability within each town.   
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FOREWORD 

 

This study was undertaken to address a serious concern that I have as an Aboriginal woman 

with over 20 years of professional experience in Aboriginal health and education, working 

and mixing socially with Aboriginal health workers, community groups and other health 

professionals within Aboriginal communities across four states of Australia.   

 

This concern is: 

 

That health promotion programs and health messages developed for 

the general population in Australia are inappropriate and ineffective 

for Aboriginal people.  

 

An acknowledgement of the importance of addressing such a need, along with an admission 

that mainstream medicine had failed the Aboriginal people appeared recently in an editorial 

in the Australian Medical Journal (MJA 2004; 180 (10): 492), the official journal of the 

Australian Medical Association.   

The editorial was entitled; “Indigenous health: tell us your story”, by Ruth M Armstrong and 

Martin B Van Der Weyden. The editors announced an essay competition for indigenous 

health workers, the Dr Ross Ingram Memorial Essay Competition.  Ross Ingram was an 

Indigenous doctor who died in 2003, aged 36, of cardiovascular disease.  At the time of his 

sudden death he was working as a GP in the New South Wales rural town of Leeton.  

 

Excerpts from the editorial read as follows; 

Not so long ago, we at The Medical Journal of Australia realised that, when it came to Indigenous health, 

we were great at publicising the problems.  Most of the articles we publish are observational studies confirming 

that, yes, in health, as well as in almost every other area, Indigenous Australians are worse off than other 

Australians and, indeed, Indigenous populations worldwide. 

This is of particular relevance in my area of interest of heart health and cardiovascular 

disease, where prevalence of the disease amongst Aboriginal people is up to six times higher 

than in the general Australian population and health promotion programs have had little 
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impact over the last thirty years.  There is a desperate need to develop heart health messages 

for Aboriginal people that are culturally sensitive and relevant, and it is important that these 

messages are delivered in an appropriate way. 

 

In addition, the editorial stated:  

“We also realised that the Journal was missing an important “voice”, telling us the story of Indigenous 

health. Many of the people working in Indigenous healthcare do not publish in academic journals. Also, more 

than in some other sectors of the population, social, cultural, political and economic issues influence the health 

and wholeness of Indigenous people. Some of these factors cannot be explored in strict academic style.” 

 

Again, this statement is directly relevant to the work I undertook.  My study was amongst 

Aboriginal people and for Aboriginal people.   

While I have tried to work within the classical scientific framework in undertaking the study, 

it was important that the voices of the Aboriginal people involved were heard and I have 

presented this thesis in a style which ensures that their voice is not buried in a mass of 

statistics and scientific jargon.   

As a footnote to the editorial above, I was a finalist in the Dr Ross Ingram Memorial Essay 

Competition, with an essay entitled “Spreading the word on cardiovascular health: report of 

a study aimed at developing a culturally appropriate method for delivering health messages 

to Indigenous Australians” 

The judges drew particular attention to a paragraph in my essay which summarises my 

attempts to deliver appropriate health messages to Aboriginal people in the communities 

where I worked. They considered it an important insight into delivering health messages to 

indigenous people.   

This paragraph will be published in JAMA on its own merit... 

“After several attempts at community meetings and extensive consultation with people in the communities 

I returned to basics.  What are the traditional ways of passing on information in Aboriginal 

communities?  The answer came from my childhood and family environment.  Information is usually 

passed on by family and friends at small gatherings in familiar and informal surroundings.  Information 

passes quickly through the community by word-of-mouth, a ripple effect from the original gathering.  This 

led me to develop a new format for my heart health meetings, – small gatherings of friends or family, a 

meal and a talk hosted by a respected community member who was trained as a lay educator to deliver 

the message on the link between lifestyle and cardiovascular disease”.   
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From: Spreading the word on cardiovascular health: report of a study aimed at developing a culturally 

appropriate method for delivering health messages to Indigenous Australians by Julie Owen, Finalist, Dr 

Ross Ingram Memorial Essay Competition  MJA 2005; 182 (10): 506, 512, 540 

 

This was the main focus of my study. I hoped to increase people's interest in addressing 

cardiovascular disease and encourage the adoption and maintenance of healthy behaviours 

amongst the Aboriginal people who were involved with the study.  It was hoped that 

eventually the participants would gain a greater understanding of the importance of self-

management in the heart health area. 

 

During the course of the study the concept of engaging community members to act as 

voluntary lay educators was developed and it was envisioned that these people would gain 

the confidence during the program to continue in this valuable role. 

If an appropriate method for delivering heart health messages which involved community 

members could be developed it would give Aboriginal people an alternative way to address 

their own health concerns, rather than relying on the medical model that has been failing 

them. 

 

I have written this thesis in a style which maximises the voice of those people. 

Evaluation of the program is through the expressions of the participants and can only reflect 

opinions in the immediate aftermath of the heart health sessions. 

 

POSITIONING THE RESEARCHER 

 

I am an Aboriginal woman of the Nurrunga people, my father came from Point Pearce (an 

Aboriginal mission) on the Yorke Peninsular in South Australia and my mother is from the 

Ngarrindjeri people on the Murray River mouth area.  I have family connections across the 

whole state and am proud of my heritage. 

 

I have spent twenty years in Aboriginal health, health promotion and education especially in 

rural and remote areas across four states of Australia, witnessing poor servicing, inadequate 

resources, unrealistic expectations from health services organisations and communities alike.  

It was important to me to demonstrate that Aboriginal Health Workers (AHWs) were 

expected to deal with all these issues with minimal support, inadequate training and lack of 
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appropriate resources.  The reluctance of the non-Aboriginal health professional to stretch 

beyond the conventional medical model of their training and to try alternative strategies in 

the area of Aboriginal health persists today and is just as frustrating for Indigenous health 

workers as it was when I began my studies back in the 1980s. 

My family has a history of diabetes and CVD complications that contributed to at least 

twenty years premature deaths of all of those in my father’s generation, imparting me with a 

good understanding of health issues of Aboriginal families.  I am able to draw from my own 

life experiences that include low socio-economic lifestyle issues as a child such as; poverty, 

overcrowding, unemployment, little or no educational expectations and alcohol abuse 

problems by family and extended family resulting in early and tragic deaths that were 

preventable.  Having lived these experiences and worked in the areas of education and 

Aboriginal health for most of my adult life, I am able to empathise with issues facing people 

in Aboriginal communities with whom I interact and make strong connections.   

 

I know why many families can’t feel positive towards the education, health and social welfare 

systems dispatching policies, programs and penalties upon them and I can understand the 

apprehension they have for the future of their community, children and grandchildren as I 

also share the same concerns for my family, friends and extended social networks across the 

country.  
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CHAPTER ONE   

The present study was undertaken in an effort to find an appropriate and culturally 

acceptable method to present information on CVD to Aboriginal people in a number of 

towns in the Southwest of Western Australia (WA).  In doing so, a wide range of issues for 

empowerment, community cooperation, communication, partnership and community action 

were all tackled.  This chapter begins with a narrative about the background events which 

lead to the study. 

1.1 Background to the study 

1.1.1 Perth conference on Aboriginal cardiovascular health 
 
In May 1997 the Heart Disease and Aboriginal Health – What Will Make a Difference? 

Conference was convened in Perth by the Australian Medical Association (AMA) in 

partnership with Derbarl Yerrigan, formerly the Perth Aboriginal Medical Service (PAMS) 

and the National Heart Foundation (NHF) of WA.  Numerous members of state and 

commonwealth government health agencies, community representatives and selected 

representatives of various organisations associated with Aboriginal health were invited to 

attend.  All participants were encouraged to share information, give input and cooperate in 

the name of achieving a positive outcome towards strategies to address CVD among 

Aboriginal people.   The seminar aimed to review current programs, discuss issues about 

funding resources, open up dialogue between agencies, and strengthen existing and develop 

new partnerships among Aboriginal health service providers.  

One of the recommendations of the conference was that a nationally accredited CVD course 

for Aboriginal Health Workers should be undertaken, along with the production of a 

comprehensive manual.  The Commonwealth Office of Aboriginal Health (OAIHS) agreed 

to fund the development of the course and manual through a newly formed partnership 

between the NHF and Derbarl Yerrigan.   

1.2  Time line of study 

A clear overview of how various aspects developed during the study with an indication of 

when particular events occurred are listed in the following table.  It outlines the activities and 

events undertaken by the researcher over the study period.  The study developed over a 

period of years with meetings and workshops that preceded the eventual study as shown in 

Table 1. 
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Table 1: Timeline of the study 

Activities Commenced and Completed by student Month/Year 

Attended AMA Conference/Perth “What will make a difference”? May 1997 

First CVD Training course held in Perth at NHF office March 1998 

Evaluation of CVD course, workshop in Fremantle  April 1999 

Granted NHMRC scholarship & begin study in Geraldton February 2000 

Developed and completed NHF course in Albany April 2000 

1st Interviews with Aboriginal Health Workers completed April 2001 

2nd Interviews with Aboriginal Health Workers completed July 2001 

All focus groups organised and completed in four towns November 2001 

Lay educators identified in each town.  February 2002 

Format/guide developed for HeartAware sessions. April 2002 

Narrogin Pilot HeartAware session held June 2002 

Albany training of lay educator and HeartAware session August 2002 

Bunbury training of lay educator at retreat  December 2002 

Bunbury lay educator reunion and refresher meeting February 2003 

Bunbury HeartAware sessions held April 2003 

Report back to AHWs in towns, participants and lay educators on 
outcomes of training and sessions 

June 2003 

Write up begins of thesis by student July 2003 

Student took 12 months personal leave July 2004 

Presentation of study to health professionals in Perth February 2005 

Presentation of study to health professionals in Perth May 2005 

Presentation to ANZ Nurses conference in Perth August 2005 

Presentation at Aboriginal Health promotion conference in Perth November 2005 

Thesis completed and submitted January 2006 

 
 

1.3 Developing partnerships  

Derbarl Yerrigan is a primary care health service established and operated by the local 

Aboriginal people to deliver holistic, comprehensive, and culturally appropriate health care 

to the community.  It is controlled by a locally elected board of management and is a 

member of the National Aboriginal Community Controlled Health Organisation 

(NACCHO), the national peak Aboriginal health body. 

Derbarl Yerrigan provides medical services and extensive social support and counselling 

services to Aboriginal people in the Perth area.  Part of its mission is to develop and expand 
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the provision of health and well being services through the region. Derbarl Yerrigan also 

organises training courses in professional development for its Aboriginal Health Workers 

and one such course with National Heart Foundation, (NFH) is the impetus for this study.  

The organisation has links with other Aboriginal medical services and the extensive network 

of health providers servicing Aboriginal communities throughout WA and nationally. 

The NHF is an Australia-wide independent, non-profit health organisation that obtains the 

majority of its funds from public donations.  It is a strong, federated organisation with 

divisions in each state.  The NHF employs over 200 people whose roles are in the areas of 

fundraising, health promotion and administration.  In addition, they have a valuable group of 

volunteers who support the work of the Foundation in each of these areas across the 

country.  The NHF offers support, programs, promotional resources, statistical information 

and services addressing CVD in all states.  Services range from health promotion activities in 

school, such as Jump Rope for Heart, through to funding research projects such as this 

study.  A large range of educational materials including books, recipes, pamphlets, skipping 

ropes and numerous other resources are available for minimal or no cost to the public.  

There are primary and high school curriculum manuals written in conjunction with and 

available through NHF, along with specific heart rehabilitation and treatment and 

prevention/education resources.  Information on CVD generated by the NHF is widely 

promoted and distributed through the mass media and through an informative website that 

summarises issues on CVD and showing the impact and damage it is causing to the nation. 

(http://www.wa.heartfoundation.com.au) The website offers a wide range of educational 

material to the public and much of the following statistical information was obtained from 

this website.  

Almost all of this information is directed at the non-Aboriginal population, and, recognising 

this, the NHF has turned its attention and some of its resources towards developing an 

information program for Aboriginal people.  The decision to focus programs especially in 

the South-West of WA was a result of statistical information showing heart disease rates to 

be extremely high in this area, especially in Aboriginal men. 

In March 1998, the first nationally accredited Certificate IV Training Course in CVD was 

developed through collaboration between Derbarl Yerrigan and the NHF.  It was held in 

Perth at the offices of the NHF over a two-week period.  Organisers invited more than 25 

health professionals to deliver heart health information over the two weeks, enabling the 

Aboriginal Health Workers to become the first graduates to obtain a nationally recognised 
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certificate in Cardiovascular Health.   Twelve Aboriginal Health Workers, community people 

trained in basic health care and employed by Derbarl Yerrigan, attended the sessions and 

completed all requirements.  The twelve Aboriginal Health Workers returned to their 

worksites and, at a personal level, disseminated the heart information as effectively as 

possible to their community.  The researcher (Julie Owen) submitted a funding application 

to the NHF to hold workshops in the Southwest.  This was successful and was a stepping 

stone to the present study.  

 

1.3.1 Evaluation workshop 
 

In the year following the 1999 course, the researcher was contracted as an independent 

health education consultant by NHF to facilitate an evaluation workshop for the CVD 

course, which had been held in Perth the previous year.  Along with Ms Lisa McGinnis, a 

nurse with experience in rural Aboriginal communities employed as the Cardiovascular 

Health Education Project Officer by the NHF. 

 

The opportunity to develop and deliver this three-day workshop to the Aboriginal Health 

Workers proved to be invaluable.  The first objective of the workshop and the present study 

was to evaluate the previous year’s CVD course in order to develop a more concise and 

culturally appropriate heart health program.  This entailed gathering input from the 

Aboriginal Health Workers, and obtaining their ideas for the development of a CVD manual 

specifically for their use.  The evaluation workshop proved to be, according to the 

comments of and written evaluations by the participants, professional, productive and 

successful.  As the subject, participants and aims were all of genuine interest to me as a 

health educator, the positive outcomes of the course were eventually to inspire me to 

undertake the present study. 

1.3.2 The Second CVD course 

 

Input given by the Aboriginal Health Workers by way of their ideas, criticisms and 

suggestions in relation to the first CVD course in Perth, formed the basis for a second Level 

IV Cardiovascular Health certificate course held in Albany in 2000, with ten Aboriginal 

Health Workers from as far as Kalgoorlie and across the South-West region of WA 

registering and completing the course.  The researcher was again invited to co-present the 

course with Ms McGinnis.  I accepted without hesitation as I considered the workshop was 

the start of bigger and better things to come in Aboriginal heart health education, as 
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previously there had been no purpose-designed CVD course, manual or set of educational 

materials aimed at Aboriginal people.   

The course was held in the local Albany Aboriginal corporation hall with local Aboriginal 

women catering for the course. A range of local health service providers were invited as 

guest speakers to discuss local issues, programs and networks.   

The participants bonded well with high levels of motivation and support being displayed 

towards each other during the two weeks, adding to the successful achievement of the 

training outcomes.  After each session, during both the Perth and Albany courses, all 

participants were asked to complete a written evaluation of the session and all comments 

and criticism were incorporated into the final course structure. 

The subsequent writing of the Aboriginal Heart Health manual by NHF (W.A. Division) and 

Derbarl Yerrigan (2001) was developed with the direct input, evaluation and direction from 

Aboriginal health worker participants in both of these courses.  Ownership and consultation 

was a foremost aim in making the resource appropriate for Aboriginal Health Workers as a 

learning resource, and, more importantly, a teaching tool for disseminating information.  It 

included information learnt in the courses, case studies, overheads and a video on CVD 

issues for Aboriginal Health Workers to use in their communities.  The manual “Promoting 

Heart Health” was developed and printed in 2002 and has been recognised as a professional, 

informative and appropriate manual assisting many health workers in the CVD area. 

Several months after the Albany course, the researcher undertook a further evaluation to 

determine if and how the Aboriginal Health Workers had disseminated the cardiovascular 

health information acquired at the course into their communities.  This was to become the 

starting point of the present study. 

 
1.4 A brief overview of the prevalence of CVD in Australia, particularly as it 

affects Aboriginal people  

Diseases of the circulatory system are the leading cause of death in Aboriginal men and 

women.  In young and middle-aged Aboriginal adults, rates of death from heart disease and 

blood vessel disease are 10 – 20 times higher than in the rest of the community.  Aboriginal 

and Torres Strait Islander peoples have substantially higher levels of coronary heart disease 

and stroke than Indigenous populations in New Zealand and the United States. 
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CVD develops 20 years earlier on average than in the non-Aboriginal population, is 10 – 20 

times more prevalent among young and middle aged-adults and is the major cause of death 

in the 30+ years age group (AIHW, 2004).  Compared with the total population, Aboriginal 

death rates are 2.7 times higher in males and 2.5 times higher for females.    

CVD is a major reason why Aboriginal men in WA have a life expectancy of 57 years 

compared with non-Aboriginal men’s life expectancy of 75 years.  Aboriginal women in WA 

have a life expectancy of 63 years compared with non-Aboriginal women, who live to an 

average of 81 years (NHF, 2002).  

Similarly, further data from the National Heart Foundation show that CVD accounted for 

almost one-third of the excess mortality experienced by Indigenous males and for almost 

one-quarter of that experienced by Indigenous females in WA.  Aboriginal people living in 

the South-West of the state of WA in particular experience the highest hospitalisation rates 

in the state (AIHW, 2004; Field, 1999). 

To understand fully the extent of CVD and its effect on Indigenous Australians and to 

highlight the importance of the developing partnerships amongst the health services, it is 

essential to examine the national picture.  The sobering statistics from a variety of sources 

show clear evidence that CVD remains the major public health problem in Australia.  The 

following information was assembled from reports on CVD by various government health 

agencies, and includes articles based on medical research and NHF documentation. 

1.4.1  CVD Health Facts 
 

The following heart health facts on CVD highlight the need for improved educational and 

prevention programs (AIHW, 2004):   

� One Australian dies every 10 minutes from CVD.  It kills more people than any 

other disease in Australia and creates enormous costs for the health care system; 

� Every day, around 76 Australians die from coronary heart disease and is the leading 

cause of disability for Australians; 

� People born in Australia are more likely to die from CVD than Australian residents 

who were born overseas; and 

� Coronary heart disease is also the most costly CVD for the health care system, 

accounting for 24% of total CVD costs. 
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This economic toll does not take into account the fact that one in three Australian families is 

directly affected by the personal tragedy of CVD (AIHW, 2004).   

 
1.5 CVD statistics in Indigenous Australians  

There has been a substantial decrease in CVD mortality in Australians in the last 30 years, 

but this has not been the pattern at all for Indigenous Australians. The disease statistics are 

as high today in Aboriginal people as they were in the 1970s, with little improvement in the 

training, resources and understanding of Indigenous cultural issues by those who are 

appointed to provide health services.  These disturbing statistics regarding Aboriginal health 

support the need for programs that address the special problem of diseases in the 

Indigenous population. 

The Department of Health Western Australian Indigenous health report recorded that 

approximately 3% of the total population of WA were Aboriginal.  Approximately 16% of 

all Aboriginal Australians live in Western Australia and the Aboriginal population was 

growing at a higher than average growth rate of 2.5%.  The report also stated that Aboriginal 

people living in WA were the least healthy of all West Australians.  They had an 

extraordinarily high prevalence of chronic disease and there were enormous gaps existing 

between the heath status of Aboriginal and non-Aboriginal people, and, for some health 

conditions, the gaps were widening (DOHWA, 2003). 

The availability and quality of data about Indigenous Australians are limited by a number of 

factors that include: 

� uncertainties in the estimation of the size and composition of the Indigenous 

Australian population; 

� incomplete identification of Indigenous Australians in administrative data collections 

such as hospital records, and birth and death registrations; and 

� issues related to the collection of individual and household survey data about 

Indigenous Australians living in remote areas; and 

� the relevance of the questions and concepts used.  (ABS website viewed May 2005) 

Additional relevant statistics on CVD for Indigenous Australians show that: 
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� Indigenous Australians have higher rates of death and illness from heart, stroke and 

vascular diseases than  other Australians; 

� Indigenous Australians have one of the highest rates of acute rheumatic fever and 

chronic rheumatic heart disease in the world; 

� Indigenous people are at least twice as likely to die from CVD as non-Indigenous 

people; 

� Tobacco smoking, high blood pressure, overweight, obesity, harmful alcohol 

consumption, poor nutrition,  diabetes and kidney failure are all more prevalent 

among Indigenous Australians; and 

� For all CVD, the death rates for Indigenous people were 12-17 times higher than 

those for non-Indigenous people in the 25-34 and 35-44 age groups (AIHW 2004). 

The prevalence of CVD amongst Aboriginal populations in the South-West of WA is even 

higher than the national figures.  The dramatic reduction in CVD amongst non-Aboriginal 

Australians has not been echoed amongst Aboriginal people, a clear indication that health 

promotion messages on CVD, which have been aired extensively in the mass media over the 

last 30 years, have not had much impact on this group.   

1.5.1 Adopting a holistic view of health 
 

When attempting to understand how to improve the health of a people, it is important to 

have an idea of that particular group’s cultural beliefs and understandings.  It is often 

difficult to find appropriate words that give a comprehensive view of such beliefs.  The late 

Gatjil Djekurra, a former ATSIC Commissioner and respected Aboriginal Elder, stated in 

the Northern Territory Aboriginal Health Promotion Manual (1990) that ‘Health is Life’ and 

there is no isolation of life issues for Aboriginal people. 

The National Aboriginal Health Strategy Working Party report developed and adapted a 

description that is espoused by Aboriginal people working in the health area. 

‘For Aboriginal people, health encompasses all aspects of a person’s life and cannot be considered or filed 
separately under education, employment, family, housing or welfare:  “Health” to Aboriginal peoples is a 
matter of determining all aspects of life, including control over the physical environment, of dignity, of 
community self-esteem, and of justice. It is not merely a matter of the provision of doctors, hospitals, 
medicine or the absence of disease and incapacity’ (NAHSWP, 1989 p ix).  

 



 19

These other ‘aspects of life’ regularly make access to mainstream prevention and treatment 

services difficult for Indigenous Australians and, in addition, current models of funding and 

delivery of services do not reflect the additional needs of the Indigenous population (AIHW, 

2004).  People in lower socioeconomic groups are more likely to die from CVD than those 

in higher socioeconomic groups, and poverty and lower education levels, along with cultural 

and racial barriers, are the major issues affecting Aboriginal people.  The standard of 

facilities in Indigenous communities continues to be unacceptably low (Hecker, 1997) and 

government departments do not have the interests of remote Aboriginal communities high 

on their agenda.   

A report by Field (1999) uses a ‘History Wall’ to describe issues that have impacted on 

Aboriginal people in the seventies and that still influence today.  They include organisational 

and social prejudice, high rates of unemployment, low education levels and racism.   

Even though the impact of cultural and social disruption on the health of Aboriginal people 

is well understood, the approach to addressing Aboriginal health is still primarily the ‘medical 

model’ involving diagnosis and treatment of disease through medical clinics and hospitals by 

non-Aboriginal nurses, doctors and specialists.  The cultural appropriateness of any health 

service provision is an important dimension to improving access for Aboriginal people.   

Howie, (2004) discusses how many communities are alienated by the culturally inappropriate 

approaches of white personnel to their health problems.  More appropriate and available 

training, recognising cultural differences and raising awareness of this aspect is one strategy 

that has been recommended and attempted at various times by some government agencies, 

but no coherent policy has emerged. 

1.5.2  The high priority status of CVD. 
 

CVD is one of the five Health Priority Areas identified by the Commonwealth Government 

in the National Health Priority Areas report on heart, stroke and CVD (AIHW, 2004).  

Furthermore, the need to address CVD in rural, remote and Aboriginal and Torres Strait 

Islander populations has been high on the agenda for health service providers, Aboriginal 

medical services and government agencies for nearly three decades (Field, 1999).   

However, research, reviews, workshops, reports and government agendas have made little 

impact on the occurrence of CVD in Aboriginal people.  Similarly, health clinics, hospitals 

and formal health service workshops are making little impact on the health of Indigenous 
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Australians, and reports, recommendations, theories and proposed solutions continue to fill 

our library shelves. 

1.5.3 Comparative statistics for CVD amongst Indigenous people in other countries. 
 

Australian Aboriginal people share a common history with other Indigenous peoples who 

have been dispossessed by an invading society, including American Indians, Canadian 

Aborigines and Maori New Zealanders.  Australian Aborigines, however, differ in that they 

have not shared the improvements in health made by these other groups in the past few 

decades.   

However, the possibility for change within Indigenous populations is demonstrated by the 

significant improvements in health generally, and cardiovascular mortality, that have been 

achieved in both Maori and Native Americans since the 1970s (Walsh 2002).   In New 

Zealand, the rapid reduction in heart, stroke and vascular disease mortality in the early 1970s 

from rates comparable to those of the Australian Indigenous population, suggest that similar 

declines ought to be possible in Aboriginal Australians (NHMRC, 1998). 

“Why then, is there no reduction of CVD happening among Australian Aboriginal 
groups”? 

 
 
1.6 Training Initiatives  

Health service providers within towns with a high population of Aboriginal people are faced 

with the daunting issue of addressing Aboriginal health.  The topic has been on the agenda 

of workshops, conferences and seminars, reviews and strategic working parties held 

nationally, almost monthly (Reid, 1991).  For example, the high levels of CVD amongst 

Aboriginal people were high on the agenda at the National Workshop on Heart Disease, 

which the researcher attended, in Townsville, Queensland in 1999.  Attending this workshop 

provided the researcher with access to an extensive information network and contact with a 

group of interested health workers.  This workshop determined that Aboriginal people, who 

are able to understand the concerns from their own life experiences, should be consulted to 

address these issues.  The Townsville workshop and its subsequent report also emphasised a 

need to target CVD education and prevention issues.  These aspects provided a strong 

background from which to begin the present study.   

Similarly, the National Aboriginal Health Strategy Working Party report suggested 

implementing and improving access to health study programs for Aboriginal people by 
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jointly funded initiatives such as providing mentors, offering scholarships, and developing 

bridging courses that would make access to further tertiary courses for Aboriginal Health 

Workers a reality (NAHSWP, 1989).   

A National Health Indigenous Training Initiative was suggested by federal ministers for 

Health, Education and Transport and Regional Services, who agreed to lead a collaborative 

program by their respective Departments.  Its purpose would be to increase the number of 

Indigenous students in health programs and to increase the number of well-qualified 

Aboriginal Health Workers nationally (Field, et al, 1999). 

The urgency to address training needs for CVD has also been voiced by Aboriginal Health 

Workers in conferences and workshops for decades.  A detailed explanation of the roles of 

Aboriginal Health Workers within Australia in rural, remote and urban Aboriginal 

communities is presented in Chapter 3. 

1.6.1  Indigenous input into health care and health education. 
 

The Australian Health Minister’s report on cardiovascular health (1998) listed having 

sufficient well-trained staff as a recommendation to address the higher mortality and disease 

burden from heart, stroke and vascular disease among Australia’s Indigenous population 

(AIHW, 2004). 

The need to increase both the number of Aboriginal students in health programs and the 

number of qualified Aboriginal and Torres Strait Islander Health Workers has been 

identified as a major factor if the health of Aboriginal people, including cardiovascular health 

was to improve.  There are only 85 Aboriginal Health Workers (DOHWA, 2003) currently 

employed by the WA Government Health Department and the Aboriginal health workforce 

is one of the principal and crucial elements in improving the health of Aboriginal people. 

But it is often a workforce that is least prepared educationally, the least supported 

professionally and the least rewarded financially.  The majority of Aboriginal Health Workers 

would agree with this statement.   

The Aboriginal health workforce requires adequate and appropriate infrastructure to increase 

opportunities for Aboriginal people to participate in appropriate health training programs.  

Recognising the high use of health services by Aboriginal people, it is critical that efforts be 

made to ensure that the health workforce profile, in all professions and occupations, better 
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matches that of the client group.  Education and training pathways also need to allow for 

specialisations in all areas of health and particularly in Aboriginal health work (Josif, 1992).  

1.6.2 Training courses for Aboriginal Health Workers in Western Australian. 
 

A two-year diploma in Aboriginal Health is available through Marr Mooditj and a two year 

Associate Degree through Curtin University Centre for Aboriginal Studies, both in Western 

Australia.  There is also an Aboriginal Health Worker Education Program offered through 

the Kimberley Aboriginal Medical Service centre in Broome.  These institutions also provide 

specialist short courses for registered Aboriginal Health Workers in a number of health 

areas.  The cardiovascular health course presented by the NHF was considered a 

professional development course to impart knowledge and skills.  The certificate gained 

could be added to their curriculum vitae to enhance opportunities for future promotion or 

pay increments. 

 
1.7 Purpose of the study  

The purpose of the present study was to develop and deliver effective heart health messages 

for Aboriginal people.  The need for an alternative model was bought home in a concrete 

way when in the early phase of the present study, with the assistance of Aboriginal Health 

Workers, the researcher organised a heart health meeting where a number of local health 

service providers were to present information on heart health.  Community leaders were 

consulted, an appropriate time and venue organised, notices of the meeting circulated, guest 

speakers lined up and catering arranged.  

Not one person from the community came! 
 

The people of the towns had been given plenty of notice, with personal invitations issued by 

both the researcher and the Aboriginal Health Workers to a variety of groups and 

individuals.  Flyers informing the groups in the town of an interesting and relevant 

workshop, with a healthy free lunch, guest speakers, fun activities and transport were faxed, 

posted and hand delivered.  On the day though, the community had more important issues 

of concern.  There had been several serious community incidents prior to the workshops 

involving police and the deaths of two Aboriginal youths in a car chase.  The non-attendance 

clearly indicated the community priorities.   Sadly these situations are common occurrence in 

many communities, and due to the number of Aboriginal people living in the town, affect 

nearly everyone.  
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This event marked the turning point of the study, as, prior to this, the focus of the research 

was aimed at judging whether lay educators were as effective (or more effective) than health 

workers at delivering heart health messages in a formal and structured setting.  The setting 

for these comparisons was to be at community meetings.  Although a formal workshop 

situation is the usual method of information sharing within the health department and other 

professional institutes, it is not considered welcoming for Aboriginal people.  The concept of 

using community volunteers as lay educators was developed in an attempt to have the 

community share the responsibility for their health and well-being.  It was also aimed at 

overcoming some of the workload and social barriers faced by Aboriginal Health Workers in 

the communities.  The decision to use lay educators was the result of an extensive literature 

search into the most effective and appropriate methods of delivering health messages to 

people belonging to a low socio-economic groups (Mulvihill, 2001; Gettleman, 2001; 

Sylvester, 1998; Domke, 1966). 

The non-attendance at the above organised meeting led to two key research questions being 

formed:  

“What should we be doing differently?” and “What is necessary to get people to 

attend”? 

After extensive consultation with people in the communities the researcher returned to 

basics.  She posed the question to herself: “What are the traditional ways of passing on 

information in Aboriginal communities?”  

The answer came from recalling her own childhood and family environment.   

Information in Aboriginal communities is usually passed on by family and friends at small 

gatherings in familiar and informal surroundings.  Information then passes quickly through 

the community by word-of-mouth, a ripple effect from the original gathering. 

This led to developing a new format for the heart health meetings – small gatherings of 

friends or family, with a meal and a talk hosted by a respected community member who was 

trained as a lay educator to deliver the message on the link between lifestyle and CVD.  

Informal sharing of information among family and friends is a more culturally acceptable 

approach for Aboriginal people.  It is also mentioned in De La Rey (1996) who stated that 

aspects of sharing information, such as consultation, negotiation, support and 

empowerment, were necessary for success as a community intervention strategy.  
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1.8 Specific aims of the study  

The aims of the study arose from a combination of the knowledge obtained personally over 

an extensive career, combined with the frustration and disappointment expressed by health 

services throughout the region, and the fact that there has been no impact on the 

unacceptable high rates of CVD in Aboriginal groups. 

The aims of the study were:  

i. To describe the roles, barriers and underlying factors impacting on Aboriginal Health 

Workers within their community that inhibits the delivery of effective CVD information 

and education programs; 

ii. To provide an account of Aboriginal people’s understanding, attitudes and behavioural 

practices with regard to CVD and its prevention; 

iii. To work collaboratively with Aboriginal community groups, individuals and Aboriginal 

Health Workers at all stages of the study to build commitment to CVD health education; 

iv. To identify the most important characteristics of people suitable to become lay educators 

to assist Aboriginal health workers; 

v. To facilitate specific training of CVD education and support for identified lay educators; 

vi. To evaluate the effectiveness of the lay educator program in an appropriate way; and 

vii. To encourage acceptance of and participation in the study, by relevant health service 

providers in each town in the study. 

In order to fulfil these aims, specific research questions were developed along with 

objectives to achieve.  These questions guided the various phases of the study and are 

presented in Table 3.1 and 3.2 in chapter 3. 

 
1.9 Study towns  

The study was conducted in a number of rural towns in the South-West region of WA as 

there was a high rate of CVD in the region.  The four towns initially chosen were: Albany, 

Bunbury, Katanning and Narrogin.  The other deciding factor was the presence of ten 

Aboriginal Health Workers who had completed an NHF cardiovascular health course in 
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Albany.  The towns have histories of racism towards, murder, mistreatment and exploitation 

of Aboriginal people, under policies supported by government, with many underlying issues 

still impacting upon Aboriginal people living in the town.  Today’s Aboriginal inhabitants 

still encounter racism and prejudice and they rightly feel anger, resentment and frustration at 

the situation of ‘living on the fringe’- not completely accepted by the wider community.   

Discussions with some of the elders in the towns who had lived through the period of 

institutionalised government and community racism were sobering and distressing, with 

many stories of hatred and violence being told, all directed at them due to the colour of their 

skin.  

Narrogin lies in the heart of the wheat belt area 160km South East of Perth.  It was 

established in 1892 and is considered an important road and rail junction.  The town is a 

thriving rural community with good shopping facilities.   

Albany  was settled by Europeans in 1826 and was the first colony settled in Western 

Australia, with approximately 30,000 people living there. The major industries are tourism 

and agriculture (wool, beef, and grain), aquaculture and fishing.  Albany is approximately 

400kms south of Perth. 

Bunbury, 170kms south of Perth has a large port as a major industry and now has the largest 

population outside of Perth in Western Australia.   

Employment for Aboriginal people in the four towns is limited to government department 

positions and seasonal work, such as shearing, meat work positions, fruit picking and limited 

opportunities within the maritime industry.  

Katanning is also South-East of Perth and about 186km north of Albany and the district is 

renowned for its sheep, grain growing and cattle grazing activities, there is a meat processing 

industry in Katanning that attracts workers to the town.  

The majority of the Aboriginal people living in the towns were in a lower socio-economic 

income bracket than their non-Aboriginal counterparts, with the major source of 

employment the local Aboriginal Community Development and Employment Program 

(CDEP).   
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Map 1:  Enlargement map of the South-West Region of Western Australia,  
  showing the study towns highlighted in red.   

 

 

 

  

The total population of each town and the Aboriginal populations therein, along with 

distances from the capital city of Perth are shown in Table 1.1.  
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Table 1.1: Information about each study town 

 
Town Distance to Perth Population Aboriginal 

Population 

Albany 404 kms south 22,415 696 

Bunbury 184 kms south 45,299 1,175 

Katanning 320 kms s/east 3,685 298 

Narrogin 210 kms s/east 4,435 280 

(Source:  2001Census: Australian Bureau of Statistics) 

 

The regional climate is described as warm, dry summers, with wet cold winters, average 

temperatures in Celsius range from 7 degrees minimum with an average maximum of 15 in 

winter, through to 13 minimum and 25 maximum in summer.  Average rainfall varied from 

inland to coastal areas of 1200mm in the west to 350mm in the north and east falling mainly 

in the winter months (Southern Region Tourism Information, 2002). 

1.9.1 Excluding Katanning from the study. 
 

Katanning was excluded from the study early in the project, due principally to the low level 

of interest and support available in the town.  After several visits it became clear that other 

issues in the town overshadowed the importance of the cardiovascular health study.  A 

diabetes project worker had been recently appointed to the Family Futures program (see 

1.10.2); to gather information and undertake consultation with the Aboriginal community on 

diabetes and the three health workers in Katanning were instructed to assist in the diabetes 

study by their management, based in Albany (270kms south).  This issue also serves to 

illustrate some of the issues referred to earlier with respect to health services for Aboriginal 

people. 

The diabetes project had been imposed on the community without thorough consultation 

with the Aboriginal Health Workers, the community or other relevant people in the health 

area.  Thus, the Aboriginal Health Workers were unhappy about the way the diabetes project 

was progressing.  

The project officer was a non-Aboriginal nurse who had been recruited from interstate with 

little knowledge of the complexities of the Aboriginal networks in this particular town and 

region.  At the same time, there was a confident and capable Aboriginal diabetes educator 

living in the region, who had not been approached for the project.  This caused resentment 
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and frustrated both the Aboriginal Health Workers and the diabetes project officer who was 

facing many dilemmas in regards to being accepted and breaking down some of the barriers.  

Not wanting to place further demands upon the Aboriginal Health Workers as the diabetes 

project relied on the time, assistance and input of the Aboriginal Health Workers, it was 

decided to omit Katanning from the present study. 

This was a logical decision as time restraints, organisational difficulties and travel for the 

researcher to and within the four towns was already a considerable challenge.  Furthermore, 

as diabetes is a risk factor and a concern for those with CVD health problems, the present 

study could have been considered a duplication of programs.   

 
1.10 Health services in the study towns 

The three remaining towns in the study, Bunbury, Albany and Narrogin are classified as rural 

centres, with public primary health care units and health clinics attached to the government 

funded and operated hospitals.  The Aboriginal Health Workers participating in the study 

were employees of one of three major health delivery services within the region listed below.   

 

1.10.1 The Department of Health Western Australia. 
 

The DOHWA is the biggest health service provider within each town as well as in the state 

generally. The Department’s mission as the principal health authority is to promote, protect, 

maintain and restore the health of the people of Western Australia (DOHWA, 2003 

http://www.health.wa.gov.au).  Within the hospitals in the three towns, facilities are 

provided that support the normal medical model of health care, including doctors, nurses, 

wards, outpatients and emergency sections. 

The local community health clinic workers were usually child health nurses, Aboriginal 

Health Workers and other health service providers.  Allied health employees included 

dieticians, psychologist, nutritionists and diabetes educators.  Narrogin and Katanning each 

had one long term employed Aboriginal Health Worker, with continuous employment of 

over 18 years.  They both worked in the Community Health Clinic as part of a wider team 

delivering health programs to the various groups of their towns. 
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1.10.2 Family Futures Program 
 

This Aboriginal health program is funded and managed by the Office of Aboriginal Health 

based in the DOHWA.  The office of Aboriginal Health has a charter in part reading: 

 ‘To ensure culturally appropriate and effective community-based, primary health care services for 
 Aboriginal people are available to reduce the prevalence of diet-related diseases, such as weight 
 problems, obesity, heart disease and diabetes.  

 And to ensure culturally appropriate and effective hospital-based health services are available for 
 Aboriginal people with diet –related diseases (DOHWA 1999, p9)’. 

The organisation’s charter and program promotional outline (1999) has the following 

principles: 

� Aboriginal people’s views of health; 

� Establishment of a sentinel health events program; 

� The use of Aboriginal Health Workers as the primary provider of services; 

� The co-ordination of services to extended Aboriginal families; 

� Achievement of measurable health gain; 

� Promotion of Aboriginal family and cultural cohesion; and 

� Partnership between Aboriginal interests and health service providers. 

The Family Futures program was developed in 1998 to address the health issues of 

Aboriginal people in a number of regions in WA by encouraging family and community 

participation in health care.  The Great Southern Region in the south of WA was one of the 

four locations selected to run a pilot program for Family Futures.  Although the Family 

Futures program is funded by the DOHWA it was managed and directed to a degree, by a 

local committee.  Program responsibilities, funding, policy and planning strategies as well as 

executive staff are based in Perth at the Aboriginal Health Office with DOHWA.   

The program was aimed at developing and coordinating the most appropriate health service 

delivery for Aboriginal people in the region, but was implemented without wide and 

adequate community consultation and input.   
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The Albany Great Southern Family Futures program employed 13 Aboriginal Health 

Workers who worked and lived in the three towns.  The offices in Narrogin and Katanning 

each had three Aboriginal Health Workers and both offices had administrative support.  The 

remaining Aboriginal Health Workers were based in Albany with responsibilities in a number 

of smaller towns within the Great Southern Region.  The program had also employed a child 

health nurse, diabetes educator and housing officer to assist Aboriginal Health Workers with 

programs in specific areas.  The staff were located separately from the hospital and 

Community Health Clinic, in the town, with easy access to their client groups. 

1.10.3  South-West Aboriginal Medical Service (S.W.A.M.S.) 
 

The Bunbury Aboriginal community received funds from the Government and 

Commonwealth Health Offices to build and maintain its own medical service (SWAMS) on 

the hospital site.  SWAMS employed a staff of approximately 30, including Aboriginal 

Health Workers, doctors, program managers, support and administrative staff.  It was the 

only Aboriginal Medical Service in the Great Southern Region of WA.  SWAMS serviced 

smaller towns within an hour’s drive of Bunbury, including Bussleton, Harvey and Collie, 

where there were large populations of Aboriginal people.  The building was new, with 

resources, motivation and community input quite high, although as with any organisation, 

SWAMS had problems and detractors.   

A management committee drawn from the local Aboriginal community and health 

practitioners administered the service, with input into issues of funding, programs and 

employment.  Being based on the hospital precinct had assisted in strengthening 

partnerships with allied health professionals including the dietician and physiotherapist. 

SWAMS vision is expressed in the following: 

‘At SWAMS, the accent is on embracing the diversity of Aboriginal families and individuals, and 
accepting the fact that every person has different needs with regard to their physical, mental and emotional 
health and well-being.  It is a friendly, relaxing and inviting centre to come to, so people don't feel alienated 
when they attend.  Because people are treated as equals, they are happy to come back. For the first time in 
history, SWAMS has given Nyoongar people a choice of services  
(http://www.vibe.com.au/health/health_medical_swams.asp)’. 

 
 

All managers of the three health services consented to their health workers, who had 

graduated from the Second CVD course, being involved with the study.  The managers also 

encouraged other staff to assist when necessary, making the study a recognised and 

authorised project. 
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1.10.4 Other health services within the towns. 

 

There was a private hospital in Bunbury, and various private general practices. In Albany and 

Narrogin a number of general practitioners have surgeries in each town.  These were not 

associated formally with either Family Futures or the Aboriginal Medical Service, but there 

was a mutual acceptance of the services provided by both.  Aboriginal people in the towns 

may not have chosen to utilise these specific Aboriginal health programs, or (as will be 

discussed in detail), had issues and complaints about the services available (chapter 6), but 

they did have the opportunity of choice, unlike other Aboriginal communities in more 

remote areas in the North of the state. 

1.11 Summary 

This chapter, by highlighting CVD facts and statistics, established the need for culturally 

appropriate CVD resources aimed at Indigenous Australians.  Theses data supported the 

need for implementation of change within Aboriginal educational health programs, especially 

in CVD.   The series of events leading to the study was described, along with the initial study 

aim of assessing the effectiveness of lay educators assisting in delivering CVD education.  

The towns selected for the study were described.  

The identifying rationale for the study is that although there have been successful 

improvements in CVD morbidity in the non-Aboriginal population this has not been so in 

the Indigenous population and particularly in the South West of Western Australia. 



 32

CHAPTER TWO:   LITERATURE REVIEW  

  
2.1.1 `Colonisation and impact on Aboriginal health today  

While it is essential to have a good understanding of statistical health information and the 

general environment where the study was implemented as covered in chapter one, it is just as 

important to have some perspective of historical issues, and how these have impacted on the 

lives of Aboriginal people involved in the present study. 

The pre-colonisation traditional lifestyle of Aboriginal people, especially those living in the 

Southwest of WA where the study was undertaken, was rich and diverse with cultural beliefs 

and traditions interrupted by colonisation.   Colonisation had significant negative health 

impacts on Aboriginal people, the effects of which are evident today.  The National 

Aboriginal Health Strategy Working Party (1989) report identified invasion, dispossession 

and alienation as key factors in determining Aboriginal health status today.   

When the First Fleet arrived, Aboriginal groups had developed an economy based on 

gathering and hunting, and a technology and way of life finely tuned to the environment.   

‘Prior to colonisation Aboriginal peoples across Australia had control over all aspects of their lives. They 
were able to exercise self-determination in its purest form and they were able to determine their “very 
being” the nature of which ensured their psychological fulfilment and incorporated a cultural, social and 
spiritual sense.  Not even to be kept alive for their labour, as Indigenous people were in other parts of the 
British Empire, Australian Aborigines were to become the only Indigenous people throughout the whole 
of this Empire to be shot for sport, to be massacred en masse, or to have their waterholes poisoned 
(NAHSWP, 1989 piii)’. 

 

However, exposure to Europeans introduced Aboriginal people to infectious diseases and 

diets of high salt and fat, which had a devastating effect as shown by health statistics 

recorded over the past century.   

‘The destruction of the Aboriginal economy without provision within the new capitalist economy deprived 
Aborigines of their basic means of production, and hence shelter, good nutrition, income and a healthy 
environment. These conditions added to the geographical isolation which had protected Aborigines from 
exposure to many diseases, ensured that their ability to cope with the diseases of the European population 
was virtually nonexistent.   
The social context of disintegrating Aboriginal social organisation and exclusion from all the most 
marginal aspects of European society contribute to the escalation of poor Aboriginal health and inhibited 
attempts to improve it (Saggers 1991 p82)’. 
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The loss of self-determination has had a devastating effect on many Aboriginal groups and is 

still an influencing force in present day society, where a conflict of values is seen by non-

Aboriginal people as an inability to assimilate.  These factors have not been redressed 

adequately during more than two hundreds years of invasion. 

Furthermore, within a few years of arrival of European habitation, the basic requirements of 

good health, which according to the Better Health Commission (1986) include a variety of 

material and non-material factors such as adequate shelter, suitable nutrition, 

companionship, income and a healthy environment, were non-existent for many Aboriginal 

people.   

 
2.2 Traditional health status and impact of colonisation  

Although there is only a limited amount of literature about the groups living in the 

Southwest of WA, it is well accepted that prior to the time of colonisation Aboriginal people 

were a healthy race a general overall view of Aboriginal traditional life is described in the 

following passages. 

‘In 1788 when Australian was first invaded, it is claimed that the Indigenous Australians were 
physically, socially and emotionally healthier than most Europeans of that time.  The physical isolation 
of the island continent and small scattered groups had led to a relative absence of vector-borne diseases 
and animal diseases.  Aborigines in the eighteenth century were described by many early observers as fit 
and healthy with a hunter- gather lifestyle which ensured that activity levels were high and both sexes 
were expected to contribute to the groups’ food supply, the women largely as gatherers of plants and the 
men as hunters of large game.  While life expectancy was low relative to today’s Australian population, 
CVD would have been rare in traditional societies.  The traditional lifestyle of Aboriginal people before 
colonisation was that of living in harmony with the land and being physically fit, with a diet high in 
complex carbohydrates and vitamins and low in fats, with some fruits and vegetables relatively higher in 
protein compared with most Western varieties; seeds of several of the Acacia species, for example, are 
higher in energy, protein and fat than crops such as wheat and rice (Reid 1991 p3)’.  

 
 
Aboriginal groups ate well except in times of drought, and, in general, their environment 

provided the resources for a nutritious diet.  The available food, comprising both protein 

and vegetable foods, with adequate vitamins and minerals was sufficient for survival.  The 

average diet was low in salt and sugar.  There was a very wide selection of food available 

according to regions and seasons, so that fish and shellfish might sustain coastal groups and 

kangaroo and grass seeds would form a large part of the main diet for inland groups 

(McLeannan, 1999).  Furthermore, living a lifestyle that dictated frequent exercise ensured 

they were not overweight.   
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Aboriginal groups suffered from relatively few endemic diseases, they rarely suffered from 

high blood pressure, and diabetes was unusual, as were cancer and arthritis (Franklin, 1998).   

Moreover, when Captain James Cook’s Endeavour anchored in Botany Bay in 1770, the health 

of Australian Aborigines and Torres Strait Islanders was almost certainly better than that of 

the crew.  It is now generally accepted that the average Aboriginal person, in fact enjoyed 

better health than the average Englishman (Reid, 1991).   

The two centuries that have elapsed since then have seen a remarkable improvement in the 

health of the white population both in Australia and Britain, but a catastrophic decline in the 

health of Aborigines, with improvements only in very recent times (Franklin, 1998).  

Information such as this, on events two hundred years ago, is sobering and depressing to an 

Aboriginal person working in the area of health education: issues may be history but the 

results are our daily news.   Historians state that ignorance and racism perpetuated many of 

the policies and laws that dictated the life of a nation of Indigenous people, from the taking 

of land for farming and cattle, to the removal of children on the basis of the colour of their 

skin with the aim to ‘make them white’ (Reid, 1991; Briscoe, 2003; Hunter, 1993).  With this 

kind of historical burden, it is not surprising that a patronising approach, often inflexible and 

self-justifying, still characterises much of the health care available to Aborigines today, 

regardless of where they live (Mobbs, 1991). 

The impact of settlement and removal from land and family are issues faced by Aboriginal 

families across the nation and in the Southwest of WA, and they still impact today on a 

general ‘sense of well–being’ for Aboriginal people.  One case in point was the Pinjarra 

massacre, where WA Governor Stirling led 25 mounted police against a gathering of 

Aboriginal people.  Official records say 14 Aboriginal people were killed (Contos, 1998).  

Another account suggests the number was much higher: 

 

‘The report (the eyewitness account in the Perth Gazette) says that about 30 were killed, but according to 
the report the number reported killed was not definite as it was thought that others may have been killed 
and carried away downstream.  As a matter of fact, the belief in the district was that at least 70 men, 
women and children were slaughtered (Cooper, 1967, p4)’. 

 

This incident is well known history to WA Aboriginal people, yet few non-Aboriginal 

Western Australians would be able to recount it as part of local history.  It serves as an 

example of how the actions of the past resonate in the present and will continue to do so in 
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the future.  Right from the start the mindset appeared to have little concern for the rights 

and needs of Aboriginal people.  Racism and repressive laws such as the Aborigines Act 1886 

(WA) where The Chief Protector was made the legal guardian of every Aboriginal and ‘half-

caste’ child under 16 years of age dominated government policies.  There are documented 

reports of ignorance and attempts to justify racism:  

‘I would not hesitate for one moment to separate any half-caste from its aboriginal mother, no matter how 
frantic her momentary grief might be at the time.  They soon forget their offspring” - written by Travelling 
Inspector James Isdell - 1911, Mellor (2002 p34)’. 

 

The health impact of two centuries of dispossession and the lasting impact of colonisation is 

not easy to rectify, but is a challenge that those working within the area are attempting to 

meet. 

2.3 Health care delivery  

As approximately 66% of Aboriginal West Australians live in rural, remote and isolated areas 

in the state, it is vital that adequate and culturally appropriate Aboriginal services are 

accessible at a local level (WAAHS, 2000).  However, a major problem with the delivery of 

effective health care to Aboriginal people in all of Australia is that the health system is not 

culturally appropriate or sensitive to their needs (McLeannan, 1999).  Access to community 

services for Aboriginal people is often blocked by poverty, remoteness, the cultural 

mismatch of many services, discrimination and a lack of knowledge of the structure and 

functions of the various government services (NAHSWP, 1989).  

The loss of control and autonomy of action, at both individual and community levels, adds 

to the situation.  Aboriginal people were and still are subject to the attitudes, decisions, 

advice, actions and variable sympathies of non-Aboriginal providers.  At both the regional 

and national level then, the course of Aborigines’ lives is significantly determined by 

politicians and administrators who are not of their culture (Reid, 1991).  The majority of 

Aboriginal people are overwhelmed by medical jargon, afraid of hospitals and embarrassed 

or unable to discuss their health worries with the ‘white doctors or nurses’ charged with their 

care (NAHSWP, 1989; Reid, 1991).   

Although it seems a cycle that is impossible to break, input from health committees with 

Aboriginal representation, reports, working party strategies, conferences and seminars have 

been instrumental in implementing some positive changes (NHF, 1999). 
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Incorporating specific strategies listed in ‘A National Aboriginal Health Strategy’ (1989) to 

address CVD among Aboriginal people has proven to be a valuable and reliable bench-mark 

to implementing present policy and planning in Aboriginal health.  The report was compiled 

by an Indigenous committee which visited all states and territories over the course of a year, 

gaining input and opinions on health delivery.  The committee consulted with Aboriginal 

organisations, groups, individuals and health services for information on health service 

delivery to Aboriginal people in all regions across Australia. 

Strategies for prevention of lifestyle, or indeed any other diseases, which have proven 

effective in non-Aboriginal communities, cannot be assumed to be appropriate for 

Aboriginal communities.  Particular issues which need to be addressed are: appropriate 

Aboriginal cultural processes, language and literacy levels, use of audio-visual material, 

cultural sensitivity, appropriateness, role and acceptability of various monitoring and 

evaluating techniques, and using accepted Aboriginal role models to educate children about 

smoking, prevention and promotion (NAHSWP, 1989).  To a limited extent, the developing 

partnerships of the NHF and the Aboriginal health services in the Southwest of WA have 

attempted to implement these strategies by offering the CVD course to Aboriginal Health 

Workers.  The present study aimed to take the knowledge gained by these Aboriginal Health 

Workers further into their communities, a basic concept of effective primary health care. 

 
2.4 Primary Health Care (PHC)  

Adapting and working within a health care system that encourages the participation of 

families’ involvement with the patient’s needs and cultural values is of fundamental 

importance if it is going to be successful.  In my view, (shared by various authors of PHC 

models), primary health care is centred within the family or other close social support 

system.  Salber (1981) gives the following definition of primary health care that highlights its 

aptness with the concepts valued by Aboriginal people.  “A satisfactory system of primary 

care implying the delivery of a complex set of services including first contact and 

maintenance care”.   

PHC should be centred within the family or other close social support system within the 

community’s natural social structure, care that is both acceptable to and affordable by the 

community.  Furthermore, it is recognised that a comprehensive primary health care system 

should be relevant and responsive to local needs.  The way in which the system operates is as 

important as the services offered.  Services must be delivered in a socially and culturally 
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acceptable manner and this can be achieved by involving individuals and the community.  

This approach enables people to take responsibility for aspects of their own health care 

(Better Health Care, 2001). 

The PHC model recognises that recipients of medical and health professional training are 

not the only group who can treat patients or be significant in the process of healing within a 

community.  There are individuals and organisations outside of the health sector that are 

able to provide health services, such as schools and community organisations, whereby 

nutrition and exercise programs can be community-based and appropriate.  The PHC 

centres in Australia are managed through the public system and usually attempt to have staff 

from a variety of specialist areas working in teams, including Aboriginal Health Workers, 

diabetes educators, nutritionists, aged care workers, along with clinical rooms for treatment 

and health education/promotion programs. 

Healthy Public Policy 

The reductions in heart disease incidence made among non-Indigenous Australians are 

largely attributed to healthy public policy (dietary fat reduction, tobacco policy, etc.).   Health 

promotion campaigns have played their part, but could not be considered the major cause of 

this reduction.  Also these reductions have not been felt across the board as lower socio-

economic non-Indigenous Australians do not share in them to the same extent (Spark, 

2006). 

 
2.5 Health Promotion in Australia  

Health promotion can be defined as any combination of health education and related 

organisational, economic and environmental supports for behaviours of individuals, groups 

or communities conductive to health (Green & Anderson, 1986).  The Ottawa Charter 

(1986) in attempting to define a global view on health promotion states that: 

‘Health promotion is the process of enabling people to increase control over, and to improve, their health.  
To reach a state of complete physical, mental and social well being an individual or group must be able to 
identify and realise aspirations, to satisfy needs and to change or cope with the environment (Hawe, 1990 
p3)’. 

 

By many measures of premature mortality and morbidity, and by some measures of risk 

behaviour, the health of much of Australia’s population has improved significantly over the 

last three decades (NH&MRC, 1997).  Volumes of literature have been written on the 
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improvements in health care which concur that advances in medicine and surgery, delivery 

of quality health care services, as well as a range of other public health and health promotion 

programs and actions have all contributed to improved health statistics (Bennett & Magnus 

1994).  A major part of improving the health status of Australians has been attributed to 

health promotion (Garrard, 1992).  Based on a conservative estimate, at least one half of the 

improvement in health status since 1960 can be attributed to some aspects of prevention and 

health promotion (NHMRC, 1996; Egger, 1988).  

Australia is recognised internationally as being one of the nations that has been most 

successful in its deliberate efforts to improve the health of its population.  In WA two-thirds 

of the 35 health trend indicators set as prevention priorities since the early 1980s have 

improved by more that 10% in that time (Egger, et al, 1993).  

Why then has this success in improvement in most health areas, not included indigenous 

Australians? 

 
2.5.1  Health Promotion and Aboriginal Australians. 
 

Mainstream health messages in Australia have been unsuccessful in reaching Aboriginal 

people.  One reason is that health promotion strategies which are part of everyday life in 

Australia, have a majority of commercials and advertisements showing slim, white, blonde 

hair, blue-eyed models aiming for the “typical” (unreal) Aussie (Egger, et al, 1993).  This 

strategy does nothing to connect with Aboriginal people who do not fit into any of the 

groups portrayed.  In addition, language used in health promotion (until recently) was aimed 

at the ‘mainstream’ groups and usually the message was not understood or ignored within 

Aboriginal groups because ‘it’s not meant for me’. 

Egger (1988) states that though the development and selection of particular health 

promotion strategies and methods may seem a clearly defined, objective process, and that 

while research and community trials may provide clues to what does work best and where, 

no program should underestimate the power of the human factor.   He argues that the health 

promotion practitioner must listen, communicate, and build trust and empathy with the 

communities that are to be served. 

The present study aimed to address some of these issues by encouraging input from the 

Indigenous communities of the towns, and by identifying appropriate lay educators and 
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offering them basic and appropriate training to deliver CVD messages within their own 

social network with the assistance of the Aboriginal Health Workers. 

The overall aim of this study was to develop an appropriate way of delivering information to 

Aboriginal people because as Donovan, (2003) states “education can be effective in 

achieving behaviour change when ignorance is the major barrier.”  

Respected peers, certain elders and trusted friends with a social network are often more 

effective than health professionals in being able to educate, motivate and advocate for those 

with whom they interact regularly, by making the process more appropriate and meaningful.  

In the present study, the three towns’ nurses, doctors and allied health professionals were all 

non-Aboriginal.  The Aboriginal Health Workers were the only Aboriginal health service 

providers with whom the Aboriginal community could easily identify. 

Even culturally relevant health promotion programs/messages would need to be modest in 

their goals of changing behaviours without acknowledging some of the social and economic 

barriers to health improvements among this target group (Spark, 2006). 

 
2.6 Aboriginal Health Workers  

Aboriginal Health Workers are usually the point of contact for Aboriginal communities into 

the western health system.  They are expected to address the needs of their people at a 

personal and community level, while acting as the mediators between western and traditional 

medical systems (Goldstein, 1980).  The health worker training model is based on the World 

Health Organisation (WHO) model for primary health care delivery.  Aboriginal Health 

Workers are considered key health providers in Aboriginal health services and their roles 

should complement those of nurses and doctors (Dixon, 1991).  Aboriginal Health Workers 

are also expected to work as change agents for the existing health service in their towns and 

their communities (Dixon 1991; Eng & Young 1992).   

Aboriginal Health Workers are employed to undertake a primary health care role, which 

includes aspects of intervention, education, treatment and support for Aboriginal people.  

They are seen as trained professionals by their community (Josif & Elderton, 1992) as they 

have completed their health training, with a good idea of the needs of their community, as 

they are part of it.  However, they are not always treated with professional recognition by 

their non-Aboriginal colleagues (NAHSWP, 1989). 
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Gilson et al (1980) and Cumper (1985) identify four factors that characterise successful 

Aboriginal health worker programs.  

i.  Aboriginal Health Workers should be a significant presence within their community;  

ii.  They should be selected by their community; 

iii.  The community should be satisfied with their role; and 

iv.  The community’s participation in defining and solving its own health problems should 

be actively supported by social and political environment factors.  

These factors are echoed in numerous articles on international community health workers.  

However the Aboriginal Health Workers in this study did not meet all criteria:  they were 

from the community, but some had limited support, both socially and politically.   

2.6.1.  Historical background of Aboriginal Health Workers 
 

There is a colonial history of Aboriginal people in Australia being trained as nursing aides 

and other roles in mission hospitals (Reid and Trompf, 1991).  In the late 1950s, the 

Government in the Northern Territory established a course of basic health training in the 

East Arm Leprosarium to break down the barriers of communication amongst staff and 

patients.  However, it was not until the mid sixties that the value of Aboriginal Health 

Workers was acknowledged and officially recognised, with training courses finally established 

in the 1970s (Josif, 1992).  The first Aboriginal health worker in Broome, WA was Elsa Foy, 

who was appointed in 1967 (Holman, 2005).  

Aboriginal Health Workers are expected to train and work with Western medical concepts 

and practices, while at the same time they are still members of their own community, with 

whom they share similar cultural beliefs and practices (Soong, 1983; Genat, 2001).  

Therefore, they know more about their community (as they belong to it) than many of the 

health professionals posted to the area as a professional work placement.  Aboriginal Health 

Workers work within their social networks and are expected to develop and run intervention 

and health promotion programs as well as work alongside the community health nurse and 

doctors (Dixon, 1991).   

They are expected to identify health problems and work together with the community 

towards solving them in an appropriate manner (Martens, 1966).   The use of community 

individuals in health programs is not new; several articles described American Indians 
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working as health education aides on their reservations since the mid-1950s (Griffiths, 1959), 

and there are other documented programs aimed at community empowerment in China and 

Mexico, where individuals from the community have been employed to address cultural 

barriers and access to health (Werner, 1982). 

 
2.6.2  Aboriginal health worker certificate courses in Western Australia 
 

Aboriginal Health Workers have been trained in Western Australia and employed by The 

DOHWA since the late 1960s.  The majority of those now employed throughout the state 

have undertaken and completed their training in Perth at one of two institutions: Curtin 

University and Marr Mooditj Inc.  

Both institutes provide two year certificate diploma courses in Indigenous health, which 

allow individuals to gain employment as Aboriginal Health Workers in government health 

clinics or Aboriginal health organisations.  Health workers can take personal and 

professional development with approval from management, and leave is often granted to 

complete courses that are perceived to increase their knowledge, skills and self confidence as 

well as increase their career opportunities (Lewin, 1991; Badura, 2000).  The majority of the 

ten Aboriginal Health Workers involved in the present study had completed further studies 

in various health areas.  The CVD course with the NHF was considered a professional 

development certificate, which could be added to their curriculum vitae to enhance 

opportunities for future promotion and pay increments. 

2.6.3  Barriers to effective health delivery by Aboriginal Health Workers 
 

Aboriginal people living in rural towns depend on their social networks as a validation of 

their identity.  Although Aboriginal Health Workers are part of the community, they often 

have barriers that prevent them from being effective (NAHSWP, 1989).  Issues include 

family feuding and ‘black politics,’ a common problem in towns in the Southwest of WA.  

Age also can be a barrier to effectiveness - if an Aboriginal health worker is considered too 

young or not having enough experience in regards to advising others on particular health 

behaviours.  They may be seen as having been ‘bought up on ice-cream,’ a saying that 

described youngsters by a respected elder.  Furthermore, attitudes to health services in 

general also inhibit people interacting openly with Aboriginal Health Workers.  Medical 

institutions and health care agencies in Australia have been, and continue to be, powerful 

symbols of the colonial relationship between Aborigines and the dominant society.  Doctors 



 42

in the recent past have held positions as government officials (such as ‘Protectors’) who held 

enormous power over their Aboriginal ‘wards’.  They also controlled access to health care 

for people who were often sick and in pain, and, as a result, many Aboriginal people have 

personally experienced feelings of intimidation and humiliation in a healthcare setting 

(Mobbs, 1991). 

On the other hand, the inability to ‘walk the talk’ influences the effectiveness of Aboriginal 

Health Workers.  For example, Aboriginal Health Workers who smoke find it difficult to 

give advice or education on quit information.  Aboriginal Health Worker smokers therefore, 

often avoid trying to ‘preach to others’ or need to begin the session with: ‘although I am a 

smoker - I would like to help others stop.’  Aboriginal Health Workers are often faced with 

unrealistic community expectations, which may overwhelm them, with smoking a release and 

stress outlet (Lewin, 1991; McMasters, 1996).  

Another issue is that some Aboriginal Health Workers find it difficult having to deal with 

family members professionally and remain neutral.  Also, working against Aboriginal Health 

Workers are institutional and organisational expectations placed on them such as continual 

attendance at various departmental meetings, being on interview panels, transportation of 

clients, completing numerous paper reports, and reviews which impact on planning 

programs, funding and policy.  A lack of support from management and colleagues and the 

demands of their clinical roles are often seen as taking priority over community needs (Josif 

and Elderton, 1992; Dixon, 1991), making the position and roles of health workers 

ambiguous and stressful. 

Despite the qualities of the person, the training they receive and their commitment to 

helping others, there are too few Aboriginal Health Workers to allow effective coverage of 

all health fields (Dixon, 1991).  Often the most dedicated Aboriginal Health Workers find 

they suffer from burnout by attempting to respond to all demands placed upon them 

(Lewin, 1991).  It was apparent that workplace demands and community expectations limited 

the effectiveness of Aboriginal Health Workers in delivering prevention messages 

individually about CVD to their communities.  Thus, it is essential to develop both personal 

and organisational strategies to address this issue.   

The obligation of responding to immediate health problems leaves little time for prevention 

and education programs.  A familiar term used by Aboriginal Health Workers is that they 

were ‘far too busy putting out bush fires’ to implement education and prevention sessions.   
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There are also many Aboriginal Health Workers who lack confidence in their ability to 

deliver education sessions.  They feel happier completing other duties, including 

transportation, clinic roles and data interpretation.  In addition many organisations have little 

or no appropriate resources that would encourage the undertaking of educational sessions 

(NAHSWP, 1989). 

Coffin (2002) states that Aboriginal Health Workers have another problem - that of having 

dual roles.  They are both health professional and, at the same time, a member of the 

community they serve.  Family and community relationships must be preserved.  If things go 

bad the Aboriginal Health Workers cannot simply get up and leave as the community is their 

home.  Hence professional development and support structures must be in place to support 

Aboriginal health worker positions 

Issues of inadequate training of Aboriginal Health Workers were discussed in much of the 

literature reviewed for this study and have highlighted the issue that training and actual job 

expectations were often worlds apart (Lewin, 1991).  No matter where the Aboriginal Health 

Workers live and work, access to appropriate training is a barrier they have to overcome 

along with having the support of their community to implement change.  

 
2.7 The role of community workers in primary health care  

 
In 1974, the World Health Organisation reported that clinic-based services reached less than 

15% of the rural population world wide (Labonte 1986; Eng & Young 1992).  Many 

countries have expanded their local public health systems since then by training community 

health workers and there is ample evidence in the literature to show they can be effective 

(Gilson, et al. 1980). There are also reports in the literature from China and Mexico (Werner 

and Lower 1982) that describe how local people volunteer to help in health programs for 

little or no money and have only their community interest at heart.   These community 

helpers have been called ‘barefoot doctors’ (Vaughn, 1980) and ‘community health aides’, 

and their role is to assist health professionals deliver information on disease prevention and 

control programs in their communities.  In a number of studies, Indigenous community 

helpers have provided valuable assistance to the non-indigenous qualified health 

professionals (Vaughan 1980; Meister, Warnick et al. 1992).   

Eng and Young (1992) list over 30 alternative terms that describe lay educators, including 

village community committee members in Cameroon and community health workers in 
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Mexico.  Regardless of terminology and differences in specific roles, the  general consensus 

is that these workers can be effective (Eng and Young 1992), and can be valuable additions 

to local health providers, in assisting delivering health messages in specific areas of concern 

(Wingert, et al. 1975; Chaulagai 1993; Heaney, 1997; Schultz, et al. 1997; Ciliska, et al. 2000). 

Overall, the  participation of lay educators in small scale programs has proven to be effective 

in reaching those in the community who are considered at risk (Gilson, et al. 1980).   

Informal and brief communication of educational messages can be effective when delivered 

by respected members of one’s own social network and this approach has shown to increase 

accessibility of health care (Meister, et al. 1992).  Thus, the recruitment of lay educators as 

helpers seemed appropriate and achievable within the context of the present study.   

Specific health messages to Aboriginal people on CVD should be delivered in a culturally 

appropriate method and be undertaken in an acceptable and non-threatening atmosphere 

that will enhance learning and sharing of health concerns, for example, in their own home or 

that of a trusted friend (Domke & Coffey, 1966).  Similarly, Wingard (2002) describes 

narrative therapy among Indigenous communities in Australia where people share stories in 

groups sitting outside on lawns and under trees, making connections with the facilitator and 

taking time to ‘test the waters’, before entering into dialogue. 

In this study it was felt that members of the community such as elders or those who may 

have overcome heart health problems themselves (Atkinson, 2003) may be more effective in 

delivering these heart health messages than Aboriginal Health Workers, especially where 

many of the Aboriginal Health Workers are often burdened by heavy workloads and social 

pressures and do not feel confident enough or are inadequately trained to undertake 

educational sessions (Lacey, et al. 1991).   

Lay educators can be the ‘bridge’ that crosses the gaps of cultural ignorance and medical 

bewilderment, and in all reviewed literature, community helpers are acknowledged as a cost-

effective resource that can assist all health services.  

2.7.1 Characteristics of lay educators 

 

Positive role models including those who have experienced or survived heart problems are 

best suited to talk on heart health issues (NAHSWP, 1989; Atkinson, 2003).   Aboriginal 

people respect those elders who are good community members having raised families, 

worked hard, lived through hardships and still continue to look after others at their own 
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expense.  These people can be approached for advice and support and are able to reach 

those in their social networks who are considered hard to reach (De La Rey & Parekh, 1996). 

Others in the community who may be considered positive role models are those who have 

been able to increase and continue to do a regular amount of exercise, or have quit smoking, 

and are seen as ‘trusted and respected.’   

Survivors of heart health problems who openly talk about their operations, their fears, their 

ability to change lifestyle risks and other issues that they have personally overcome are 

regarded as valuable counsellors and able to assist in effective message dissemination 

amongst their community (Atkinson, 2003).  They are able to confidently voice their 

opinions, overcome many hardships, raise usually more than one family and are a valued 

member of their community.  These people can increase health knowledge among their 

social network and encourage behaviour change, as they speak from personal experience. 

They are people that others naturally turn to for advice and support when they too are 

contemplating changing behaviours (Gettleman & Winkleby, 2001), are those targeted in this 

present study. 

Lay educators have gained greater credibility in the last few decades.  One reason for this is 

that people in the wider community are becoming more challenging and willing to question 

their medical service, rather then accepting one medical opinion.  Many of the programs that 

involve lay educators are explicitly related to community action and advocacy and operate 

outside of the health system.  There is also more health information available to the general 

lay community than in previous times and patients are taking more interest and gaining 

knowledge about their own medical care (NH&MRC, 1996).  Along with this increase in 

information, the general community now has easier access to a wide range of medical 

technology, such as blood pressure machines, pregnancy and glucose test kits and pulse 

monitors.  Medications which do not require prescriptions have increased and the medical 

model is seen as an economic business (Eng & Young, 1992) not necessarily providing the 

best advice or information.   

There is limited literature, however, discussing the lay educator model of disseminating 

health information in Australia.  A program using a peer led Asthma Education kit for 

secondary students in NSW was considered successful and valuable (Shah, et al. 2001), and a 

study by Hecker (1997) with Aboriginal people living in remote conditions in South Australia 

encouraged and facilitated the community to participate actively as co-researchers to bring 
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about action and change during the process (Hecker, 1997).  Wingard (2001) also found that 

using a trained and confident community leader to facilitate the learning in small groups was 

an effective and powerful method of imparting knowledge in her work using narrative 

therapy in remote and rural Indigenous communities in South Australia and the Northern 

Territory.  

2.7.2 Contrasts and comparisons between Aboriginal Health Workers & lay educators 

 

It could be argued that the Aboriginal Health Worker’s role in Aboriginal communities is, in 

fact, that of a lay educator.  In some of the international articles reviewed, descriptions of the 

volunteer community health worker fit those of our trained, paid Aboriginal Health 

Workers, and it is sometimes difficult to separate the roles of those who are employed with 

nominal pay and those who are recruited and undertake the work simply to benefit their 

community.  The similarities between Australian Aboriginal Health Workers and the lay 

educators described in overseas publications is that they are both from the community and 

working for the good of it, without any considerable financial gain (Heath, 1967).  The 

average wage of an Aboriginal Health Worker graduate is still considerably less than that of 

their non-Aboriginal health professional colleagues. 

Furthermore, both lay educators and Aboriginal Health Workers receive a basic training and 

are expected to be agents of change for those within their social networks, with limited 

career opportunities (McKinlay, 1973).  However, lay educators, because they are community 

volunteers not employed by the established health services, do not have the organisational 

barriers that are placed upon Aboriginal Health Workers.  They are able to move freely 

among their social networks without the expectations and demands of an organisational role 

(Heaney & Israel, 1997) and are able to influence others in an informal, genuine manner, 

rather than seen as ‘just doing their job’. 

On the other hand, lay educators do not have access to resources available to the Aboriginal 

Health Workers, and do not have the same employment opportunities as a health worker 

who has achieved a recognised training certificate (Lewin, 1991).  Lay educators are not paid 

a regular wage and may not be able to attend refresher courses for further training through a 

workplace situation and do not have any chance of promotion or transferring to another 

work site through employment opportunities.  Furthermore, they are not issued with 

uniforms, and have no pension rights (Gilson, et al, 1980).  Lay educators are unable to get 

ongoing or consistent training and supervision and the breadth of knowledge they have and 
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share is restricted.  Areas of responsibilities for the lay educators are not defined as they do 

not come under any workplace agreement or job description and are restricted to their social 

network (Gilson, et al, 1980). 

Overall, there is little doubt that some community worker programs are seen as extensions 

of health services rather than as agents of change.  The training they receive is rapid and 

aimed at a simple curative and preventative care. 

2.7.3 Effectiveness of lay educators 

 

The effectiveness of lay educators was noted in the beginning of section 2.7.  Overall, 

numerous authors have concluded that lay educators can be effective in motivating their 

peers to maintain or adopt positive health behaviours and in many cases more so than a 

‘qualified’ health professional (Gilson, et al., 1980; Chaulagai, 1993), and that lay educators 

can provide a valuable adjunct to the more formal medical services (Cnaan & Goldberg-

Glen, 1991; Schultz, et al., 1997; De La Rey & Parekh, 1996).  For example, in South Africa, 

Domke and Coffey's (1966) evaluation of lay educators in a teenage mother education 

program showed a willingness of participants to discuss sensitive issues, with the lay 

educator.  The young mothers were empowered by the opportunity to discuss common 

experiences and to have their perceptions affirmed by their peers.   

2.8 Summary 

In this chapter, I have argued that historical and now defunct policies still impact upon 

present health conditions within Aboriginal society and that the medical model is inadequate 

and needs to be reviewed and made more culturally sensitive. 

Limitations on the roles of Aboriginal Health Workers and the fact that health promotion 

mainstream programs are not always appropriate and effective for those in the community 

who most need it, suggest that alternative methods such as lay educators and/or individual 

community volunteer helpers should be attempted.  Literature from a number of countries 

supports the use of community helpers and it is believed that lay educators could be a 

valuable addition to Aboriginal Health Workers in their communities. 
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Chapter 3  Methodology 

 

3.1 Introduction  

This study examined factors that influenced the Aboriginal Health Workers’ capacity to 

deliver health messages to groups living in their community.  This chapter will describe the 

methods that were used to recruit participants for the study, the redefining of research 

questions, and data collection and analysis processes. 

Initial evaluation and general comments made by the Aboriginal Health Workers during the 

cardiovascular health course held in Albany (2000) formed the basis for the study direction 

as the group raised issues about a range of unrealistic demands by their communities and 

their work organisations.  They spoke freely of a variety of concerns that they perceived 

prevented them from delivering health messages to the best of their ability.  The researcher 

recognised these issues needed to be recorded along with strategies of action discussed to 

address them. 

3.1.1  Establishing connections 

 

The towns where the study was undertaken are described in detail within chapter 1 and are 

home to the ten Aboriginal Health Worker graduates of the Cardiovascular Health course 

held in Albany in 2000.  The researcher had first made contact and friendships with the 

group at the course which provided a positive opportunity to gain trust and develop reliable 

contacts.  Developing trust is a time consuming aspect in any setting, so having met and 

worked with the Aboriginal Health Workers prior to the study proved to be an efficient time 

saver and a less threatening situation for both health workers and researcher.  Having already 

had two weeks interaction in an educator/mentor role at the CVD course, the researcher 

was reasonably well-known and welcomed by the Aboriginal Health Workers during the 

visits to their work sites.   

The researcher showed a continued interest in each health worker’s role and community, 

which was welcomed and considered unique compared with other courses they had 

completed.  This involvement was seen as an extension of support by the National Heart 

Foundation and was beneficial to the study.  The NHF was a trusted organisation that 

people recognised as being professional and independent of local politics.   
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Over a period of nearly three years, informal lunch meetings with the Health Workers 

proved to be a valuable source for sharing news, discussing problems and the progress of the 

study, and being informed of relevant community news.  The trust established by these 

meetings formed a bond of friendship with the Aboriginal Health Workers and enhanced 

communication. 

Social, friendly discussions also occurred with colleagues of the Aboriginal Health Workers 

and allowed further exploration of the Aboriginal Health Workers’ capabilities, permitting 

the researcher to gain more of an insight into their roles within each town.  Discussions with 

other health service providers who worked in the towns and were not involved directly with 

CVD or Aboriginal health specifically, completed the overall description of the roles and 

expectations of the Aboriginal Health Workers within their towns.   

As the researcher lived north of Perth there were issues of travel, accommodation and 

transport to be arranged for each trip of 1,000 kilometres one way from home base to 

Albany, the most distant town in the study.  The aspect of being a regular visitor to the 

towns rather than a member of the community had both positive and negative aspects that 

influenced the study objectives.  The researcher was often unaware of situations, events or 

group dynamics that impacted upon a particular event planned.  On the other hand a trusted 

visitor is often allowed the opportunity to hear honest opinions from groups who suggested 

they were not always as open to Aboriginal Health Workers or other health service providers 

who were resident in their town. 

 
3.2 Study Approach  

The objectives of various stages of the study, the research questions asked and the avenue 

pursued to obtain information are set out in the following table guided by Hawe’s (1990) 

model. 

Positioning the study approach 

The study was dependant upon all participants being able to contribute ideas, criticism and 

changes in a friendly, non-threatening atmosphere, and was necessary for ‘ownership’ 

aspects.  Change was embraced in every phase to improve and incorporate individual levels 

of participation. 
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3.2.1 Objectives and research questions 
 

Table 3.1: Objectives and Research questions 

 

Objective Research Questions Data source 

To describe AHWs views on 
the benefits and criticisms of 
the NHF 2000 CVD course 
 
To survey knowledge, use and 
recall of CVD information 
amongst the AHWs who 
completed the course 

Did the community benefit at all from 
the AHWs participation in the CVD 
course? 
 
 
What health programs have the AHWs 
been involved in since completing the 
CVD course? 

Taped interviews of all 
graduate AHWs at 
their work sites. 
 
 
Semi structured 
interviews with CVD 
graduates  

To determine whether the 
CVD information gained from 
the course was disseminated 
effectively and by what 
methods 
 
To identify and analyse  
factors that prevent AHWs 
disseminating CVD 
information 
 
To determine the degree of 
support from management 
and issues of barriers and 
enablers. 

Were the participants in the CVD 
course able to use the information 
gained in the CVD course in their 
community? 
 
 
What helped or prevented the AHWs 
using the information gained in the 
CVD course in their community? 
 
How could the CVD information be 
disseminated more effectively in the 
community? 
 
Did the CVD course participants gain 
support from management and 
colleagues to undertake CVD 
education? 
 

Semi structured 
interviews with CVD 
graduates 
 
 
Document and record 
search, semi 
structured 
Interviews and  
Questionnaires  
 
Formal discussions 
with managers and 
supervisors of AHWs. 

To understand community 
perceptions of the roles of the 
AHWs. 
 
To determine the health 
services roles within the 
towns. 

What do community members see as 
the role of AHWs within the health 
service? 
 
What do community members think of 
the health services provided in their 
towns? 

Focus groups 
recording of 
information and 
informal discussion 
with individuals. 
 

To determine whether AHWs 
and community members 
considered the use of lay 
educators in CVD education 
appropriate. 
 
To develop a method for lay 
educators to help AHWs & 
raise awareness of ‘alternative’ 
message delivery 

What additional methods can be used 
to improve CVD education? 
 
 
 
 
Can community members identify 
people who would be good helpers in a 
CVD education program? 

Interviews with 
AHWs focus groups 
discussions, and 
observation. 
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Table 3.2:  Objectives and research questions (cont.) 

Objective Research Questions Data source 
 
To develop an appropriate 
training format for the lay 
educators. 
 
To identify those in the 
community who would make 
ideal lay educators. 
 
To gain an idea of the level of 
confidence for these helpers.   

 
What are the most appropriate training 
format and venue for training 
community members to assist in CVD 
education programs? 
 
Do people feel confident enough to be 
involved as lay educators in CVD 
education programs? 
 
What heart health issues do 
community members feel comfortable 
sharing with others? 

 
 
Individual interviews 
with AHWs. 
 
Group discussions 
with community 
 
Observational 
Interviews with 
potential lay educators 

 
Train lay educators to facilitate 
heart health information 
sharing sessions in an 
appropriate format to suit their 
social networks.  
 
 
 

 
What level of training is needed for lay 
educators to be effective in providing 
information on CVD prevention to 
the community? 
 
What information on heart health is 
the most appropriate for lay educators 
to share with other community 
members? 

 
Individual tutoring  
offered to three lay 
educators. 
 
A two day group 
training workshop 
organised and 
facilitated by AHWs. 
 

Develop a format for lay 
educators to use at CVD 
information sharing sessions. 
 
These sessions should 
encourage sharing concerns, 
incorporate fun, food and give 
participants the opportunity to 
learn more on heart health. 
  

Is a small group format suitable for 
effectively sharing of the CVD 
prevention information? 
 
 
Do AHWs and lay educators consider 
that the HeartAware format for CVD 
education is appropriate and effective? 
 
Do community members consider that 
the HeartAware format for CVD 
education is appropriate and 
effective?? 

Discussions with 
AHWs, community   
members 
 
 
Individuals asked prior 
to parties. 
 
Questionnaires and 
evaluation from 
participants of the 
HeartAware sessions. 
 

Evaluate the HeartAware 
sessions for effectiveness in 
message dissemination  

How effective were the lay educators 
in sharing CVD prevention 
information? 
 
 
 
 
Did the HeartAware sessions provide 
an effective format and venue for 
sharing CVD prevention information? 

Questionnaires, 
individual interviews, 
informal discussions 
and observation from 
all participants. 
 
Analyse the above 
information. 

 

3.2.2 Action research 
 

The process of action research is inquiry where participants and researchers co-generate 

knowledge through a collaborative communication process where all participants contribute.  

The basic and commonly known community–based action research routine of look, think, 
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and act starts with a simple yet powerful framework that builds greater detail into procedures 

as the complexity of activities increases (Stringer, 1999).  Action research was considered an 

appropriate framework to use given the need for flexibility and change when dealing with 

Aboriginal groups.   

Four fundamental aspects of action research guided the phases of the study and facilitated 

accepting changes that occurred throughout the process of working with the groups.  

Having this framework as a guide highlighted the fact that changes and re-planning were a 

normal process for working with many different people trying to achieve individual 

expectations.  The four aspects were (Kemmis, 1982):  

i. Development of a plan of action to improve what is already happening should be the 

first step; 

ii. Next take action to implement the plan;  

iii. Observe the effects of action in the context in which it occurs; and 

iv. Lastly, reflect on these effects as a basis for further planning, subsequent action and 

so on. 

The rationale for adopting an action research approach was that the participants were a 

number of Aboriginal people living in different towns who did not want health education 

given to them by medical experts who bewildered them with confusing jargon in formal and 

often alien settings.   Hence, the participants in the study suggested the format of sharing 

health information they considered appropriate, they assisted in identifying who should be 

invited, and finally, they suggested the venues for the sessions.   As a variety of personalities 

and suggestions were to be considered during the project, in the spirit of partnerships the 

ability to change and re-plan was essential.   

Encouraging health workers to become involved as equal participants in the study as 

described by Hecker (1997) and incorporating aspects of a participatory community based 

action research approach, marked the beginning of the study.  The Aboriginal Health 

Workers were encouraged to give input into identifying appropriate methods and 

questionnaires for community focus groups and subsequently the lay educators.  This 

process did not just occur within the study period, but happened even before considering 

the study project in the South-West towns.  After developing a proposal and plan, the 

researcher undertook subsequent action for appropriate change as described by Kemmis 
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(1982) after feedback from Aboriginal Health Workers and others.  For example, the study 

was previously aimed at focusing on Geraldton, another regional city in WA four hours 

north of Perth with a large population of Aboriginal people.  After considerable consultation 

with as many groups and individuals as possible, it was clear that most did not consider 

CVD an urgent issue.  Discussing the problems of non-interest with supervisors, it was 

considered more beneficial to concentrate on the South-West region of Western Australia, 

where the high rates of CVD were already a priority for DOHWA and health staff were 

already implementing time and resources to address the high incidence of CVD.  

Furthermore, recent reports had highlighted the need for CVD education, prevention and 

treatment programs aimed at Aboriginal groups in this region.    

Fortunately, around the time when Geraldton was not looking promising, an opportunity to 

meet and train a group of motivated Aboriginal Health Workers living and working in the 

Great Southern region was presented to the researcher.  Ten Aboriginal Health Workers had 

registered their interest in attending the NHF two-week course on cardiovascular health.  

This group formed the basis of a strong network and good contacts within the South-West 

region for the researcher.  Although the study was action-orientated and through it the 

researcher learnt a great deal from participants that influenced the subsequent steps, the 

study was not driven by the AHWs or the services; it was still something from outside the 

community. 

The second example of changing the research plan in response to the preliminary 

investigations was far more reaching.  The initial intended research design was to compare 

the effectiveness of lay educators presenting the heart health information with the Aboriginal 

Health Workers in a support role as mentor, versus the effectiveness of Aboriginal Health 

Workers working alone.  This first research design intended to hold two series of semi-

formal workshops, the first with the Aboriginal Health Workers alone presenting material, 

and the second with the Aboriginal health worker assisting lay educators present information 

to community members.  The intention was to evaluate and compare the effectiveness and 

impact of the two types of workshops. 

This approach was not that much different to the current practice of having Aboriginal 

Health Workers present health information in a workshop setting.  However, after the non-

attendance at an initial workshop as noted in chapter 1, an alternative method of message 

delivery was considered necessary. This necessity was consistent with the widely held view 
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within the health system that Aboriginal people are reluctant to attend formal workshops 

and those attending were often already motivated and enlightened (NAHSWP, 1989).  

Hence, after discussions with Aboriginal Health Workers, the focus groups and input from 

community members, the ‘formal workshop’ approach was disbanded for the study purpose.  

The researcher had to ‘think outside the square’ and attempt strategies that had not been 

tried before.  Having lay educators work within their own terms of reference seemed viable 

so it was decided to assess the effectiveness of lay educators presenting heart health 

information in an informal setting to individuals in their social networks.  

 
3.3 Phases of the study  

 
The researcher had initially considered the study would be more achievable, if it was done in 

three phases.  The first and most important aspect of the study was the involvement of the 

ten Aboriginal Health Workers previously mentioned, who were already living and working 

in the South-West region of WA and who had agreed to assist the researcher.  This group of 

health workers had completed the cardiovascular health accredited course in Albany in 2000 

(chapter 1).   The second phase involved connection with the community via focus group 

discussions and the third phase involved recruitment and training of lay educators to deliver 

HeartAware CVD education sessions.  

3.3.1 Phase one: The Aboriginal Health Workers 
 

The first phase was to gain a good understanding of the environment, work roles and social 

standing of the Health Workers.  In order to gain this view the researcher followed Denzin 

(1989) who states that through the use of interpretive interactionism; that is listening to 

personal experiences of stories and the thick descriptions of lived experiences, the 

perspectives of clients and workers can be compared and contrasted.   

The researcher was able to build on the good rapport already achieved with the Aboriginal 

Health Workers in regards to having their assistance with the study.  In addition to the 

unstructured interactions, all ten Aboriginal Health Workers were interviewed via a semi 

structured questionnaire to gain information on the town they worked in and the groups 

within them. 
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3.3.2 Focus groups with community members 
 

The Aboriginal Health Workers were able to recommend various community organisations 

to approach and suggest where focus groups could be held in each town.    Through this 

process the researcher approached various groups in a variety of organisations and institutes, 

initially with an introduction from the Aboriginal Health Worker.  Times and dates were 

organised and the researcher facilitated several focus groups in each town.  Over 100 people 

attended the focus groups within four towns (initially this included Katanning).  There was a 

good range of age groups, gender mix and interests.  The details of the focus group 

composition are shown later in this chapter (section 3.4.2). 

After the focus groups were held the information gathered was recorded and transcribed. 

Participants gave their views on health services and the role and effectiveness of the 

Aboriginal Health Workers.  Other information gathered included: the power of the church 

within each town, the importance of the Community Development and Education Programs 

(CDEP) organisation and the need to have TAFE courses tailored for local Aboriginal 

people. Most importantly, they were able to identify a group of suitable lay educators, who 

were the next participants to be approached.   

Through these focus groups, aspects of each groups lives was being heard and recorded 

allowing them to voice their opinions on employment opportunities, social activities, leisure 

interests and health services which enriched and gave depth to the study 

  

3.3.3 Phase three: Identifying lay educators and implementation of heart health 
 information sessions  
 

The last phase of the study was to identify, through recommendations of focus groups and 

Aboriginal Health Workers, those people who would become lay educators.   These people 

were of good standing in the community and according to the referees, had the confidence 

and ability to assist in education of CVD issues.  They were then recruited and trained to 

assist with the dissemination of CVD information among family and friends within their 

social networks.  After initial meetings and much discussion on expectations and their roles, 

the lay educators received training in cardiovascular health issues, focusing on prevention 

and education.  They then agreed to organise small CVD awareness gatherings on a 

voluntary basis in their home, or the home of someone within their social network.  Finally, 

people in the social network of the newly trained lay educators were approached and asked 
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to attend the heart health information sharing sessions.  This process was often delayed with 

holidays, family commitments and community demands impacting upon the lay educators 

(as they do with the Aboriginal Health Workers).   

This final phase also included a six-week follow up evaluation.  The researcher required the 

assistance of three helpers who visited participants six weeks after these sessions to collect 

completed evaluation questionnaires.  These three people had shown a desire to help and 

were capable of interviewing others.  Their assistance proved to be of considerable value to 

the study. 

The researcher reported back findings to the groups in the three towns approximately two 

months after the final stage.   

3.4 Research methods 

 
3.4.1 Interactions with and observations of Aboriginal Health Workers 
 

Consistent with the concepts of action research, the researcher spent considerable time with 

the Aboriginal Health Workers as sources of research information per se, sources of 

information about the community, and sources of information to guide the research process.  

Background data was obtained from the questionnaire evaluating the CVD course 

completed by the Aboriginal Health Workers in 2000 (Appendix 1).  These questions 

focused on eliciting perceptions of the benefits of completing the course, not just for the 

health workers themselves, but for their community as well.  In completing the 

questionnaires, Aboriginal Health Workers were asked to what extent the information they 

had learned at the course had been useful and to give details of any educational CVD 

programs that they had implemented in their town since the course (Table 4).  The 

Aboriginal Health Workers also entered into discussion with the researcher while completing 

the questionnaire. 

Groups in the community who were at high risk of CVD and the best way to meet with 

them were discussed at length with the Aboriginal Health Workers and other health service 

providers.  Aboriginal Health Workers were asked how confident they felt when working 

with non-Aboriginal health service providers and other health organisations, and to describe 

issues of support they did or did not receive in facilitating educational activities.  Through 

this process, the researcher gained a good understanding of social and professional situations 
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that Aboriginal Health Workers find themselves dealing with daily.   The results of these 

questionnaires are in chapter 5. 

In 2001, the ten Aboriginal Health Workers were approached and gave their permission to 

be interviewed and the session to be taped.  All ten Aboriginal Health Workers consented to 

having their interviews taped using a small portable dictaphone and all cooperated by 

answering questions that were derived from the previously mentioned questionnaire.  The 

aim was to gain a good understanding of the issues impacting upon them in their roles as 

health educators.  The Aboriginal Health Workers were asked to identify factors that assisted 

or limited their effectiveness as cardiovascular health educators in their communities, along 

with suggestions for other alternatives that would assist them in health education. 

Finally the concept of lay educators (heart health helpers) was introduced to the Aboriginal 

Health Workers with discussion on the benefits from such help and the possibility of the 

health workers acting in the role of mentors to such helpers. The Aboriginal Health Workers 

were encouraged to expand on issues if they felt it was appropriate to the question or if they 

needed more information.  The results of these interviews are also presented in chapter 5. 

The researcher was also able to have opportunistic interviews with the health workers, 

community members, lay educators, health professionals and others who participated in the 

study.  These were quite informal discussions at meetings, the clinic or Family Futures office, 

or while driving in cars and during lunch sessions.   

The researcher observed the Aboriginal Health Workers’ interactions with clients and peers 

within appropriate limits.  An invitation to accompany several Aboriginal Health Workers’ 

while doing home visits was accepted with a number of positive outcomes from several 

meetings.  These home visits gave the researcher a more relaxed opportunity to meet with 

community people and hence raise awareness of the study in general.  These interactions 

gave further information about the Aboriginal Health Workers perceptions of themselves 

and their responsibilities as health professionals and strengthened the relationship between 

the health workers and researcher.   

Social networks can inhibit or enhance the work of people within small communities. A 

second interview using another semi-structured question guide was used to identify and 

clarify the social networks of the Aboriginal Health Workers (Appendix 2).  This was held 

approximately six weeks after the first interview. The aim of this second interview was to 

identify local and family connections, their importance to Aboriginal Health Workers and 
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how they perceived themselves within the overall community. Their responses gave insight 

into the Aboriginal Health Workers’ level of involvement within the towns, through social 

activities and voluntary positions outside of their work.   

3.4.2  Focus groups  
 
‘A focus group is another name for a group interview or group discussion where the focus is on a 
particular topic, usually a health problem (e.g. delivery of health services).  The group is also often focused 
in the sense that the participations have things in common and in this case are from the same ethnic 
group, work organisation and town…..this is done in order to draw out the range of perceptions and 
beliefs in the group (Hawe, 1990 p174)’. 

 

Focus groups are a well-established means of obtaining community opinions and were used 

by Gettleman (2001) in a study to develop a heart disease prevention program with a similar 

low socio-economic population of Hispanic Americans in the USA, with some similarities 

with the Australian Aboriginal groups in the present study.  Focus groups drawn from the 

community can help to give a picture of how effective services in that community are and 

what factors are perceived as limiting the efficient delivery of health services (Gettleman, 

2001).  The use of focus groups incorporated aspects of social learning and empowerment 

theories, such as democratic participation in community life and involvement of people in 

their own health decisions (Klein, 1994).  

Recruiting focus groups participants during the second phase of the study was organised by 

the researcher with the assistance of health workers in each town. The Aboriginal Health 

Workers suggested that the best way to meet community people was to approach the local 

Community Development and Employment Program (DCEP), which is discussed in detail 

later in this chapter.  Other suggestions were to approach students in TAFE courses being 

run for Aboriginal students and to visit local organisations where regular community 

programs were held, such as the elders program, the sewing group and a carpentry group.     

These suggestions proved to be both valuable and advantageous.  Many community people 

were contacted through CDEP without too much effort and most CDEP offices and 

workshops had an informal and friendly atmosphere that proved to be a good meeting place, 

away from the health clinic, hospital and Family Futures office.  Where appropriate focus 

group sessions were held at the participants’ place of work/study and they were given the 

opportunity to discuss health concerns with their peers in a non-threatening, informal 

atmosphere over a lunch provided by the researcher.  All focus group participants were 



 59

Aboriginal, lived in the study town, a number worked or studied together several days a week 

and were from a low socio-economic background.   

Local CDEP initiatives run by Aboriginal organisations are the major employer of 

Aboriginal people in the towns of the study.  These organisations play an important part in 

the community.  They aim to enhance the participants’ chances to access social, economical 

and cultural programs through education and training.  The choice and range of programs 

varies in each town.  CDEP organisations offer community members opportunities to 

develop a different range of skills and employment than they would receive at the local 

TAFE or high school.  CDEP organisations receive funding through the Commonwealth 

Department of the Aboriginal and Torres Strait Islander Commission (ATSIC) and are 

directed by committees elected by the community with daily administration being overseen 

by a manager and administration officers.   

Participants enlisted in CDEP work for four hours per day on community projects and 

receive a minimal wage marginally above the national unemployment scheme.  Participants 

are expected to work three days a week, usually Monday to Wednesday.  Managers and 

coordinators gave consent for their CDEP workers to participate in the focus groups and 

suggested appropriate times for maximum attendance.  The researcher’s visits and the study 

timetable were duly organised around these days.  Workers were accessible throughout the 

day at these places of work or study.  Some work experience programs included art, 

carpentry, and sewing, cooking, house and garden maintenance for elders and supporting 

local industry.   Approaching all organisations with CDEP programs in the four towns 

proved to be quite productive, as many community members were contacted through these 

venues.   

Family feuding was an issue in two of the four towns and it was suggested that there should 

be separate meetings for the different groups to avoid the issue of feuding.  In the focus 

groups one community member said that antagonistic groups would be able to declare a 

‘treaty’ for the duration of the meeting.  However, there were enough separate meetings held 

in each town to avoid the problem. 

3.4.3  Focus Group Aims 
 
The principal aim of the focus groups was to gain input from community members in 

regards to heath delivery messages. 

Other aims included: 
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i. introduce the researcher and raise awareness of the study; 

ii. record a variety of opinions on the health services; 

iii. investigate community attitudes on the roles of the health workers; and  

iv. canvas ideas to improve the delivery of health education programs.   

3.4.4 Procedure 
 
Focus group participants signed consent forms before the meeting, allowing the session to 

be taped and the results used in the study and subsequent publications.   

To encourage an atmosphere of trust and openness, the focus groups were held without the 

presence of the Aboriginal Health Workers, as questions included the group’s views on the 

roles of the Aboriginal Health Workers and the health organisations that employed them.  

Participants were first asked their concerns about health issues in general in an effort to 

make them feel at ease.  Next they were asked their opinions on the role of the Aboriginal 

Health Workers and health services in their town, then specifically issues relating to heart 

health.  The groups were also asked if they thought helpers for the Aboriginal Health 

Workers would be an appropriate method to use in dissemination of health information.  

They were asked what other methods might be suitable in ‘getting the messages out there’ 

and suggestions on improving Aboriginal health in their town.  

The participants were happy to discuss general health complaints and voice their concerns 

about health services.  Open discussion was then directed more specifically towards issues of 

heart health and the challenge was to ensure everyone was able to have some input at the 

meeting.  Lunch was supplied as an incentive to encourage participants to stay and join the 

focus group sessions.  Food and drink were obtained based on estimate numbers before the 

meeting, with ‘healthy heart’ food selected: grain rolls, salads and cooked chickens, selections 

of cold meats, along with fruit and juice.  Food items that the group might not usually eat, 

such as low fat yogurt, pita bread, light salt and olive oil margarine were provided, allowing 

participants the opportunity to try different tastes.  People were able to choose their own 

platter of food, then sit and relax and join in the discussion over lunch. 

This format was followed with all focus groups, and later the lay educators would follow this 

same format.  There was a general voiced appreciation at the opportunity to have a “free 

lunch” where the groups could share food, discuss health concerns and offer suggestions to 
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improving health services.  Most of the participants in the groups suggested the health 

services should copy this procedure, in order to hear the voice of the people and develop 

close contact with groups they service. 

 
3.5  Recruiting and training lay educators  

3.1.1 Recruiting 
 
The term ‘lay educator’ is used in the present study to describe non-health professionals who 

could be effective in sharing information in the community.  These people are identified as 

lay people without formal health training whom others naturally turn to for advice, 

emotional support, and tangible aid.  They provide informal, spontaneous assistance, which 

is so much a part of everyday life that its value is often not recognised (Israel, 1987). 

A lay educator approach to disseminating health information was considered appropriate for 

Aboriginal groups, both by the researcher and the Aboriginal Health Workers in the study 

towns.  Often when labels are placed upon people by ‘outsiders’ there has been little or no 

consultation about personal views or feelings, so with this in mind the researcher took every 

opportunity to gain feedback on terms used for the study.  The term ‘lay educator’ was 

considered acceptable to the participants of the focus groups, Aboriginal Health Workers, 

and, importantly to those asked to be lay educators.  

There are several reports of using lay educators in community settings and some methods of 

recruiting potential lay educators were discussed by Service (1979).  Suggestions included 

seeking names of people from organisations, people in key occupations, outreach workers; 

co-ordinators within the particular area, previously trained facilitators or volunteers, multiple 

listing in a survey and network search.  A program similar to the present study incorporated 

elderly patients, who had been identified by local religious and medical professionals being 

recruited as lay educators (Hale, 1997). 

For the present study the health workers and focus groups were asked to identify positive 

role models to be trained as lay educators who could be a significant help in disseminating 

CVD health education programs.  Due to the close networks of the Aboriginal people and 

the size of the towns it was considered adequate to ask just the Aboriginal Health Workers 

and focus groups to identify potential lay educators.  Meetings were then organised between 

the researcher and those people whose names had been suggested by both Aboriginal Health 

Workers and focus group participants. The meetings were informal and aimed to describe 
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the roles and expectations of the lay educator in familiar and comfortable settings, that is, in 

the person’s home.   

Those identified as potential participants were asked to consider the opportunity to become 

a lay educator and were given the option of responding within two weeks, ensuring adequate 

time to consider the demands, discuss the matter with family and not feel pressured into a 

rushed decision.  The researcher left contact details and a flyer with information on the 

expectations of the study.  The exercise was repeated in each of the four towns in the study 

over a period of six weeks.  

 

3.5.2  Training lay educators 
 

The training of lay educators was undertaken in the towns of Albany, Narrogin and Bunbury 

by two different methods, with full details on training sessions discussed in chapter 7. 

Initially the intention was that the health workers (who had completed the cardiovascular 

health course) would train the lay educator and accept a role as mentor to their ‘helpers’ with 

assistance from the researcher.   

This was to be an individual approach to training, where the lay educators received one-on-

one information in tutorial style sessions scheduled for the lay educators in their homes.  

Both the researcher and health workers thought this benefited all concerned, but after 

discussions with several health workers in Albany and Narrogin, the researcher decided it 

would be easier for her to fill the role of training lay educators, with which the health 

workers agreed.  

A second method for other lay educators was a two-day group training retreat, organised and 

presented by two health workers who were graduates of the CVD courses and employed 

with SWAMS in Bunbury.  While on their home visits, the health workers in these towns had 

identified and recruited seven participants they considered to be potential lay educators and 

who agreed to undertake training in cardiovascular health. 

 
3.6 Gaining support and raising awareness among other health services  

 
It was important to inform the other health service providers within each town of the study, 

not only out of courtesy, but also as the activities might impact to a degree on previously 

organised staff activities and client involvement.  Thus, meetings between the researcher and 
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all managers of the Health Department’s public health sections within each town were 

initiated.   

The intention of meeting managers was not only to raise awareness of the study but to gain 

consent to approach staff based within the public health clinics, including the diabetes 

educators, dieticians and cardiovascular health nurses, asking for assistance if necessary.  

During these meetings, the researcher explained the aims and progression of all aspects of 

the study in an attempt to avoid ‘territorial issues’ and made a point of interacting with staff, 

usually accompanied by the Aboriginal Health Workers at morning teas and attending 

appropriate meetings.   

 

The researcher also attended various Aboriginal community organisation meetings with 

Aboriginal Health Workers, to be introduced and to raise awareness of the study.  This 

proved to be very rewarding with support and constructive suggestions offered for 

overcoming various community barriers, in a variety of settings.  Through these meetings, 

the researcher gained knowledge of social and community activities that might have been 

information unknown by health workers as they were outside the health field.  This offered a 

good understanding of social interaction of particular groups and the dynamics of the town. 

 

3.7 Ethics in Aboriginal Health 

Ethics in research in Aboriginal health is a contentious issue as Aboriginal people are one of 

the most researched groups on the planet, often without recognition of rights or programs 

to correct or change the results of the research problem (Reid, 1991).  This study was 

approached with a respect for the rights of all participants involved as the researcher has 

both personal and professional experience in Aboriginal health that reflects a genuine 

interest and compassion for others.  Having worked in many different communities and 

having the added advantage of being Aboriginal, the researcher believes the sensitivity and 

respect due to participants was shown and issues were addressed adequately and 

appropriately.   

The researcher understands the importance of participation, the need to be heard in a 

friendly forum and the significance of voicing opinions without fear of repercussions. 

The National Health and Medical Research Council (NHMRC) 1991 guidelines for correct 

ethical procedure with research involving Aboriginal people guided this study.  The 

guidelines recommend that consultation be undertaken with Aboriginal agencies involved.  
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The opportunity to negotiate methods, procedures, ownership, the storage of data, and to 

show that the study would be useful and non-harmful was done early in the process. 

Employing local community members for various stages of work encouraged participation 

of as many community members as possible, and the researcher acknowledged all 

participating groups and co-authors with letters phone calls and meetings.  Verbal and 

written consent from individual participants, Aboriginal Health Workers, the members of 

the focus groups and lay educators was obtained throughout the study prior to the 

commencement of each session.  All participants willingly gave their permission for the 

recording and transcribing of interviews.   

Participants were informed of their right to participate or withdraw at their discretion and 

there were no requests to withdraw from any of the focus groups.  Managers of the 

organisations with whom the study was associated showed cooperation by writing letters, 

and giving full consent to the study.  This showed that they believed in the researcher’s 

ability to value the input of participants and that the benefits to both the community and the 

research would be mutually acceptable.   

Advancement of the health and well being of the participants and communities was sought 

by encouraging community participation in focus groups, offering training to those identified 

as trusted role models, and empowering groups to actively participate in changing health 

behaviour.  The researcher sought and was granted ethics approval from the Western 

Australian Aboriginal Health Ethics Committee and The University of Western Australia’s 

Human Research Ethics Committee.  The results of the study provided tangible and 

accessible outcomes for participants.  These included recorded views on health issues, 

trained helpers assisting Aboriginal Health Workers and the opportunity to be involved in a 

community development process. 

Positive feedback from other health professionals indicated the lay educator model which 

was developed during the study was valued not just by Aboriginal groups, but also by the 

wider community and is recognised internationally as an effective method of health 

education.  Throughout the study, contributions by people and groups were acknowledged 

by letters of thanks for their work, positive health articles featured in local newspapers, and 

by appropriate incentives to individuals.  The study allowed shared and singular interests and 

aspirations to be realised. 

After the focus groups, the training of the lay educators and the heart health sharing 

sessions, the researcher made return trips to each town to disseminate results and outcomes 

of the study with the health workers, their managers and community participants.   
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3.8. Justification of methods used in project 

Although aspects of action research theory guided this project, the ability to be flexible was 

important to the researcher, due to the involvement of a number of individuals who had 

work and community demands on them more important than the study.  Thus, it 

incorporated aspects of participatory research such as ‘‘knowledge for action, and is a 

‘‘bottom-up approach’’ involving local people defining priorities and local perspectives 

(Cornwall, 1995).  As the researcher was the initial driving force, responding to a need she 

observed over an extended period, the study was not then a local priority and was an agenda 

item in the towns, when the researcher organised activities with the help of AHWs.  The 

focus groups gave community members an opportunity to voice their opinions on priorities, 

and these have been recorded verbatim in chapter five, but the end aim was to focus on 

heart health and address message dissemination as directed by the researcher’s timetable.  

This then decided participatory research was not as appropriate as action research to 

successfully achieve the objectives described on pages 50 & 51.  

 

3.9 Summary  

This chapter has described the overall research approach within an action research 

framework.  Collaboration with Aboriginal Health Workers and community members was a 

key component of the research methods which were described in three phases: interactions 

and observations of Aboriginal Health Workers in their community; focus groups with 

community members; and recruiting and training of lay educators. 

The chapter has highlighted the importance of being flexible, which is a necessity when 

dealing with Aboriginal groups, along with addressing issues of honesty, trust and being 

approachable through all facets of the work.  It also demonstrates when considering 

Aboriginal health programs imposed from ‘outside’ that consultation with a variety of 

groups becomes fundamental.  When working with Aboriginal groups, ethical aspects and 

standards must be met to ensure the rights and views of groups are not dishonoured. 
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CHAPTER FOUR:   

TAKING THE MESSAGE HOME: FACTORS INFLUENCING THE CAPACITY 
OF THE ABORIGINAL HEALTH WORKERS TO DELIVER HEART HEALTH 
PROGRAMS TO THEIR COMMUNITIES 

4.1 Aboriginal Health Workers’ reaction to the CVD workshop: Albany 2000 

 
Aboriginal Health Workers are well trained in many areas of health and often undertake 

specialist training programs to enhance their skills in particular areas.  These specialist 

courses are generally well structured and have national accreditation.  The study depended 

on ten Aboriginal Health Workers from towns in the South-West of Western Australia 

assisting the researcher. The Aboriginal Health Workers had attended the accredited 

specialist course in CVD in Albany in August, 2000 (chapter 1).  The course was sponsored 

by the NHF and was held over two weeks, with intensive lectures and practical sessions, 

project work, guest speakers and assignments which allowed the participants to increase their 

knowledge in CVD. 

The course in Albany covered all aspects of cardiovascular health and disease, providing 

information on the anatomy and basic functions of the heart and circulatory system, and the 

problems that arise when stress or disease interfered with normal function.  The effect of 

blockage or hardening of blood vessels in the heart and in peripheral body systems was 

discussed.  The course dealt with a number of medical issues, such as measuring and 

interpreting blood pressure, but generally focused on lifestyle factors which affect heart 

health: diet and nutrition, exercise, smoking and stress.    Participants were provided with 

strategies and resource material to enable them to develop cardiovascular programs in their 

communities.   

At the completion of the course the group was asked to comment on the quality of the 

course and how they thought it could be improved.  Their opinions and comments on the 

quality and usefulness of the course were also to be considered in the re-editing and 

development of the course manual.  Without exception, group members responded with 

positive and sincere comments, giving valuable ideas for incorporation into future courses. 

All stated they had gained more knowledge on cardiovascular health issues from the course 

over the two weeks than they had learned in their Aboriginal Health Workers basic training 

over a period of two years.   
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Throughout the following chapters, in an effort to give a thorough range of opinions, the 

responses from the health workers are identified by the letter R and a number, written in 

italics and indented.  Responses are described under different headings with the aim that 

selected quotes in each section will give a general view of people’s responses. 

The group consensus was that having more knowledge to identify risk factors of CVD was a 

positive outcome of the course and several stated that the course assisted in raising their self-

esteem and confidence levels when discussing CVD issues not only with their clients also 

with other health professionals. 

During the course the Aboriginal Health Workers had come to realise that heart health 

problems are not unique to their town or even to Aboriginal people in Australia.  Although 

the group was not a mixture of different cultures, they were mixed in the sense of men and 

women, coming from four different towns and varied sense of belonging to certain areas. 

R8 We learnt that people from America and New Zealand were able to make some changes to the 
heart health disease of their Indigenous groups and we want to do the same. 

 

R9 The problem of heart disease is not just for Aboriginal people, its right across Australia and needs 
to be addressed.  Our people just have to make more changes and be made more aware of lifestyle risks. 

This awareness created a group consciousness similar to that described by a mixed group of 

American Indian and Eskimo health workers, who reported that while there were initial 

difficulties in working as a cohesive group:  

Through triumphs, trials, tribulations, tensions and sometimes tears, the group tended to emerge more 
tolerant and understanding of each other’s differences and able to take a more objective look from a 
position which came closer to bridging the gap between cultures (Martens, 1966 p498). 

 

As referred to below, similar sentiments were expressed by the Aboriginal Health Workers in 

regard to working with non-Aboriginal health professionals.  With respect to increased 

knowledge, assisting and dealing with clients, one Aboriginal health worker said that since he 

had completed the course he felt better prepared to help clients and stop them getting 

flustered over small things which they did not understand.  He had more confidence to talk 

them through their concerns about CVD and he went on to discuss an incident with a 

patient who was too scared to do any exercise or participate in activities after having had a 

heart scare.   

R3 I just got some more knowledge on heart health and how to help people being able to control heart 
problems if they can realise it’s not a really panicky thing.  A lot of Nyoongars panic over it, because 
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they think that once you have heart problems, you can’t do anything about it, but through that education 
we learnt that if they could change and eat the right foods and do the right exercise then it’s really 
manageable.  

 

R5 The doctors and nurses talk jargon and scare the clients.  I can now talk at their level with the same 
knowledge of CVD – it’s a good feeling. 

Other comments included: 

R4 It’s helped me to identify their health problems a bit more. Instead of focusing on  just the one issue 
you can focus on more issues and it made me aware of what to look out for, you know, if there is CVD 
around. 

 

R7 It highlighted issues, especially the smoking and the salt.  Some of my clients are using lite salts now 
and we’ve been out there educating.  They are sticking to low fat diets and we’ve picked up people with 
problems leading to heart attacks.   

 
All Aboriginal Health Workers considered that their increased confidence levels as a result of 

the knowledge they received from the CVD course would assist in situations that arose while 

working with non-Aboriginal health service providers.  A number of those present 

commented that the specialist knowledge that they had gained during the course would give 

them confidence to overcome cultural differences and approach other health professionals. 

They stated that by knowing the facts and having the ability to ask questions they felt more 

ready and able to contribute to the situation. 

Typical comments from individuals included: 

R6 It (the course) gave me more knowledge on heart health and how to educate people. I have more 
confidence in working with a heart specialist lady who I thought was hard to talk to. 

 

R1 I can talk to the nurse more in depth about those clients who we both work with suffering CVD 
issues and know that I have just as much training and knowledge as she has; it feels good when that 
happens. 

 

R10 The course has given me more awareness of the contributing factors that cause heart disease and for 
rehabilitation of my clients and being confident to pass on knowledge to the doctors, I am more confident 
to recognise risk factors, I know about sugar levels and monitor more confidently. 

 

The ten Aboriginal Health Workers who graduated from this course lived and worked in the 

towns where the present study took place. They returned to their communities armed with 

the new knowledge obtained from the two week course and keen to implement 

cardiovascular health programs.   
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4.1.1 Follow-up evaluation of the CVD training course 
 
Aboriginal Health Workers are generally the first contact point for community members 

when they are sick or need to seek advice on health issues.  As such Aboriginal Health 

Workers should be the ideal people to deliver health messages to their communities.  

However, over the years it has become clear to the researcher that many community, family 

and workload pressures affect their capacity to deliver the wide range of services for which 

they are trained.  In order to determine whether the Aboriginal Health Workers had been 

able to make good use of the specialist CVD training they had received, the researcher 

travelled to their communities approximately four months after the course to interview 

them.   

The interval between completion of the CVD course and the interviews ideally should have 

allowed time for implementation of appropriate CVD programs and sharing the 

cardiovascular knowledge with the community through group work or individual contact. 

The purpose of these interviews was: 

1. to evaluate how effective the cardiovascular health course had been in preparing  

health workers to deliver information they could pass on to community members;  

2. to determine whether the Aboriginal Health Workers had used their new  

knowledge;  

3. to try and identify any structural factors that had enabled or prevented the 

Aboriginal Health Workers implementing CVD programs; and 

4. to identify enablers and barriers structural and behavioural amongst the target 

group with respect to achieving lifestyle changes for CVD health.  

 

In depth unstructured interviews rather than structured questionnaires were used in this 

process and answers were recorded verbatim to ensure that the voices of the Aboriginal 

Health Workers were heard, rather than having their opinions reduced to a summary table.  

This process was undertaken using the “three types of discourse” described by Denzin 

(1997), that ordinary talk and speech of the recorded interviews along with inscriptions of 

that speech in the form of transcriptions and written interpretations would make the world 

of the problematic lived experience of ordinary people directly available to the reader.  



 70

This chapter presents and reflects on comments made by the graduates during these 

interviews in their workplaces, where the reality of community life determined what was 

possible.  They spoke of enablers and barriers impacting on their ability to implement 

effective CVD programs and this gives readers a good understanding of community and 

organisational demands.  While some of the Aboriginal Health Workers had used the 

knowledge gained during the CVD diseases course in their everyday work, and several 

individuals were assisting in the delivery of mainstream CVD programs run by non-

Aboriginal health service providers within their communities, no CVD prevention programs 

had been initiated by any of the health workers personally.  The principal reasons for the 

lack of implementation of special CVD programs by the Aboriginal health worker graduates 

are presented and discussed below, after first describing the Aboriginal Health Workers’ 

involvement in CVD activities. 

 

4.2 Involvement of Aboriginal Health Workers in CVD education and prevention 

Most of the Aboriginal Health Workers expressed the desire to run workshops on CVD 

education and prevention issues and most of the group had been involved in a variety of 

activities with a range of other health service providers.   

R1 I would like to do more with the educational side, but its too hard when I have to get others here in 
the office to help, they are too busy and don’t have enough training in the area.  I went to the diabetes 
educator and she was able to help me, and the last time one of my clients was stressing with his heart 
complaint, I got help from the CVD nurse. 

 

R9 The CVD nurse ran a rehabilitation program for heart health patients and I took one of our 
patients.  The sessions were good, but he was the only Aboriginal person there which made it hard for 
him. The nurse was great, making him feel special and he enjoyed parts of it, but he needed more support 
from his own kind. 

 

Health promotion/education work partnerships that were developed or strengthened since 

the CVD course were also discussed and many of the ensuring health promotion activities 

shown in Table 3 were considered successful.  According to the Aboriginal Health Workers, 

there was a satisfactory level of input and attendance from the Aboriginal community groups 

for whom they were developed. 

R3 The local gym manager works at the AMS, and offered discount for our youth to go and do kick 
boxing.  It’s been great, and we are now trying to get the mature ones in.  They have had a few sessions, 
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but the weather has been too cold for them to get out, so hopefully next season, we will see a bigger range 
of ages doing it for exercise. The atmosphere is fun and people do enjoy themselves once they get there. 

 

Discussions on programs already run or still running were informative.  Aboriginal Health 

Workers described barriers and enablers to the programs and the various level of 

involvement from the community.  

The greater the level of community involvement in setting agendas for action and in the practices of health 

promotion, the larger the impact - peer programs ensure the maximum benefit from community 

approaches (Gillies, 1998 p99). 

The Aboriginal Health Workers stated that much of their work was in partnership with other 

health service providers: 

R8 I don’t have the help to do more education sessions, I have to leave it to the diabetes educator, who 

goes around with the nutritionist, they have so much up (resources) in their unit and its easier to ask 

them to do it, but it would be nice to just have all the things we need so we could do sessions with our 

mob ourselves.  

They were expected to raise awareness among their client groups and assist with transport.  

Discussion showed that most of the Aboriginal Health Workers considered they had an 

equal role to the other health professionals at these events, although this equality was not 

always recognised by the other health professionals. 
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Table 4.1: CVD Activities (since the 2000 course) 

Activity Target Group Partnership 

Tuesday & Friday  

meals & social gathering 

 

Elders within  

the community 

Community centre workers  

& FF in Albany 

Individual  

CVD education  

 

Wider community  

& those who seek  

Assistance 

 

Aboriginal Health Workers –  

Narrogin & Albany 

Rehabilitation issues  

& support aspects 

CVD patients newly  

accepting condition 

AMA & SWAMS in 

 Bunbury 

Men’s camp away fishing 

hunting & sharing stories  

 

Men in general who were 

 identified as ‘at risk’ 

SWAMS & public  

health Bunbury 

Kick boxing & education 

on exercise & fitness 

 

Wider & those  

wanting to keep fit. 

SWAMS & local gym 

Bunbury 

Support program  

with education aspect 

Diabetes patients  

recognised at risk 

Public Health &  

FF in Narrogin 

 

BBQ & Commercial 

 on diabetes with  

local people 

 

Diabetes patients 

and their families 

Public Health & FF Narrogin 

Diabetes project  

– survey, inform and  

address issues 

 

General community  

and those who  

have diabetes 

Project worker employed  

through ECU* at FF. 

Individual support on 

rehabilitation issues 

 

CVD patient recovering 

from a heart incidence 

 

Public health & FF 

Katanning 

Fun, food and fitness to 

Develop booklet 

Young mums who are 

overweight with children 

 

Katanning AHW 

& community target group  

* Edith Cowan University  
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R5 The commercial on diabetes we did was great with the nutrition worker and I wanted to get some 
more education to the community.  We got some money through the public health unit and asked some of 
our clients to be in the commercial.  It’s a good partnership, as I know the community and she knows the 
funding side. 

 

R2 I work with the diabetes worker, who looks at the same issues involved with heart disease, we go to 
the old people’s meetings in the hall on Tuesday and Friday when we can and do educational sessions, 
but its hard to organise the time to do it and the diabetes worker has to be involved with mainstream 
groups and programs.  We have to be flexible on Fridays, as most funerals are scheduled for that day 
and we have to assist with transport and families who need us. 

 

R8 I love to do the one-one-one sessions in the homes, as its more friendly and the clients make you feel 
at ease, the big workshops scare them off and only those who are really motivated and not in real need 
end up coming.  

 

4.3 Structural barriers to implementation of CVD programs 

Dissatisfaction with the organisations employing the Aboriginal Health Workers was a 

common theme raised during the interviews.  Poor management, funding issues and the lack 

of support their communities have in addressing health problems were highlighted as 

challenges faced by the Aboriginal Health Workers in their daily roles.  

It was clear from the comments of the Aboriginal Health Workers that organisations 

employing health workers should consult thoroughly with the community, other health 

services and Aboriginal Health Workers to define their roles and responsibilities within the 

towns.  This would enable the community to gain a better understanding of the demands 

placed on Aboriginal Health Workers. 

There is a complex and confusing set of interrelations between the community and personal factors.  
Racial discrimination practices in medical services lead to rejection and thus, in turn, to less demand for 
care.  Simple ignorance may also lead to less demand or poor patient cooperation, and it is easy to find 
the professional health worker who is irritated because a needed and available health service is not used 
Domke (1966 p603). 

 

The issues of duplication of services and perceived attitudes of the medical staff working in 

these towns often caused feelings of resentment and further alienation to the Aboriginal 

community.  Many of the health workers feel they were ‘low status’ workers and not 

recognised for the important social work they do with their community.  The Aboriginal 

Health Workers stated that many problems arising with ‘mainstream’ health professionals are 

often deemed insurmountable by members of the Aboriginal community.  These problems 

range from poor self-esteem and lack of confidence of patients in questioning health 
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professionals through to having to endure racism and patronising by these same health 

professionals.  The major issues are discussed in turn below. 

4.3.1 Prejudice 
 

Aboriginal communities have always displayed a mistrust and fear of hospitals, health 

institutes and health professionals as discussed in the section on historic issues (chapter 1) 

and this was discussed in an indigenous study in America.  Speaking on behalf of indigenous 

health workers in the US and Canada a coordinator stated his group felt pressured and were 

wary of the demands of the white medical institute;   

The students openly accused the ‘white man’ of being responsible for creating many of their problems – the 
white man, they said, was prejudiced against the Indian and Eskimo(Martens, 1966 p 498). 

 

The report continues with the group of North American Indian health workers commenting 

that many of their people do not do what the doctor says - just because he, a white man said 

it; in fact, they often deliberately do the opposite.  They seem to think that they are 

somehow ‘getting even’ with him by defying him (Martens, 1966). 

Several of the Aboriginal Health Workers mentioned the prejudice of many of the non-

Aboriginal health professionals working in their community.  This prejudice acted as a 

barrier to the success of health promotion activities, with Aboriginal people refusing or not 

caring whether they attended appointments.   

 

4.3.2  The issue of health services using Aboriginal Health Workers to provide a taxi 
service.  
 

The issue of client transport to and from medical appointments in all towns was quite 

contentious, as in some towns health workers were expected by the health service 

management to provide this ‘taxi’ service.   The Aboriginal Health Workers thought that this 

was inappropriate use of their role and cut down the time available for them to provide the 

services for which they were trained.  A bus and driver were available to collect clients in 

Albany through the Family Futures program, but in the other towns the health workers were 

expected to transport patients in cars provided by the service and felt they were ‘glorified 

taxi drivers’.   

Community expectations, i.e., wanting a ride home with the shopping, often put Aboriginal 

Health Workers in difficult situations and there was resentment when this transport service 
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was denied for specific reasons or when the Aboriginal Health Workers were not available.  

These situations were dictated by policies established by the particular organisations, but 

often it was the Aboriginal Health Workers who are confronted with angry clients and have 

to deal with the situations when refusal offends. 

 

4.3.3 Attitude of dependency amongst community members and mistrust of 

health professionals 

 

The Aboriginal Health Workers commented on high levels of dependency by some groups 

in their communities and the expectation for others to solve problems.  This was due to a 

legacy of historic policies forced upon Aboriginal people by ‘white government bureaucrats 

and the current social welfare system.’  This dependency sometimes acted against community 

members adopting ‘self help’ programs. 

One Aboriginal health worker commented: 

R1 Our mob are so used to the hospital fixing up their problems that they don’t know how to look after 
themselves any more. 

 

The use of frightening and confusing medical jargon by non-Aboriginal health professionals 

added to the frustrating situation.  The Aboriginal Health Workers felt this was an 

unnecessary practice and made their role as mediator more difficult when working with high 

risk and hard to reach client groups. It also made many Aboriginal people in the community 

reluctant to attend hospitals and clinics.   

R2 My aunty went to the doctor in the CVD clinic and he started talking big words about heart 
attacks caused by eating fat and too much salt, she saw me in the street after and was really upset as she 
had (already) changed to different oils and lite salt.  He (the doctor) should have talked to her more 
carefully and found out she had made some changes; she didn’t know what else to do and was frightened 
to ask him questions. 

 

R3 Our mob don’t ask the doctors to explain things clearly, they come away more confused then before 
their appointment and the doctors just don’t take time to find out their problems. 

 

Other problems with non-Aboriginal health professionals were also raised.  There was 

recurring mention of the rapid turnover of health professionals, many coming in as the 
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experts to the community and leaving after just a few months before people even had a 

chance to developed trust in them.  

The Aboriginal Health Workers who were employed within the government hospital system 

said there were some health professionals who had the tendency to ‘talk down’ to them and 

this caused resentment and frustration for them in the workplace. 

The Great Southern Family Futures program in Albany, was set up to address issues such as 

these but was seen by the community, some health workers and other health service 

professionals to have little or no impact.  Many thought the service was just a duplication of 

present health services.   

Bunbury Aboriginal Medical Service (SWAMS) had adopted clear policies aimed at making 

the health services more appropriate and according to interviews with focus groups (chapter 

5) was considered more successful in meeting this challenge. 

 

4.3.4 Management and organisational barriers 
 

Stringer (1999) in summarising the effects of ineffective management on work performance 

states;  

A feature of modern life is the concentration of power in the hands of small groups of people. In public 
life, “representatives”, “leaders,” or “managers” are given decision-making power of large groups to 
enable them to control and organise activities. … Management is greatly affected by the needs to play off 
the agendas of the various client groups and to deal with political machinations that often arise (Stringer, 
1999 p39). 

 
Management and organisational problems were considered major barriers to effective 

dissemination of health information by Aboriginal Health Workers.  Several of the group of 

health workers with the Family Futures program voiced the opinion their management made 

inappropriate decisions, making their work harder.  The complaints ranged from funding 

issues through to office procedures and there were concerns regarding a lack of 

professionalism in the office workplace amongst management and other colleagues.  Many 

of the Aboriginal Health Workers with whom the researcher has had interaction with have 

stated they spent most of their time attending meetings with other health service providers 

instead of working with the community and this made it hard for them to see the community 

people when needed. 
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In a response typical of the Family Futures employees, two health workers stated that it had 

been difficult to implement any CVD programs, due to the: 

R2   Lack of funding given to any type of health promotion program, let alone CVD.  Management 
doesn’t see it as important, just statistics, meetings and outcomes on paper. Most of us lack the confidence 
to run educational workshops because there are limited resources and a lack of support by colleagues, who 
don’t help when you ask them.   

R3      If they want me to run a workshop, I have to have more help and there’s so much other work to 
do that I don’t even think about organising them any more, just help out if someone else takes it on. 

 
Several Aboriginal Health Workers commented on the appointment of managers to health 

organisations who had no experience in the health area.  The appointment of such managers 

influenced work attitudes and staff morale, and caused dissatisfaction among workers. 

This aspect was emphasised by several experienced workers who had a wide array of skills 

and over ten years experience in the health field, and who considered themselves more 

qualified in the area of knowing what needed improving and what changes should be made.  

Several colleagues agreed with them. 

R6 We need to have proper management and meetings where we are heard and respected. It’s 

embarrassing to have one of the elder ladies talked to so disrespectfully and the workers in the office are 

not professional. Some of the women workers wrote to the committee about the problems and the 

committee just ignored them. 

 

R4 We make the effort to attend the training and when we get back to work, the managers don’t 

support us in letting us get out to the people – it’s more important to sit in meetings, and make the other 

government departments happy. 

 

R6 There’s no support for us with the program directors in Perth either, they should come down and 

spend time with us and listen to our problems.  We had a work retreat where we had to discuss things 

about work with an independent mediator, but the report and all the recommendations were just not 

acted on. It was a waste of our time, nothing changed. 

 

There were also complaints about many programs being directed from Perth rather than 

locally and the Perth directors not appreciating the problems local Aboriginal Health 

Workers experienced. 
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4.3.5 Training, supervision and support. 
 

Of the ten Aboriginal Health Workers who had attended the CVD course, only half felt 

confident and capable enough to organise and deliver health education sessions themselves 

in their community on the newly learnt information.  The less confident workers voiced a 

need for more support.  Some felt that this lack of confidence could be traced back to the 

deficiencies in their basic training.  Five of the ten Aboriginal Health Workers interviewed 

felt they much preferred to assist colleagues in organising activities than presenting 

education sessions themselves.  They stated they were more comfortable working in a 

support role for a more confident colleague who would present heart health programs and 

information.  This reflected the general lack of confidence and support that was consistently 

present in the majority of their responses.  

During the interviews a number of the Aboriginal Health Workers expressed their concerns 

about the lack of direction and supervision they received in their workplace and were critical 

of their original health worker courses (see chapter 1).  They wanted appropriate resources 

on disease prevention and health educational activities from the training institutes where 

they had gained their certificates or the health professionals who work within their towns  

All ten health workers agreed that their basic health worker training course did not give them 

enough knowledge and experience in areas where it is most needed.  This resulted in a lack 

of confidence in their workplace roles.   

Several of the Aboriginal Health Workers expressed a desire to specialise and become 

competent in specific areas, but they also acknowledged there are not enough Aboriginal 

Health Workers employed in the region and indeed in Western Australia to allow this to 

happen.  The Aboriginal Health Workers who raised these issues indicated there is much 

room for improvement in the areas of training and available professional development 

offered from government health departments.  Present courses did not allow for cultural 

differences among participants and are based on the medical model of ‘treatment of 

sicknesses.  They would prefer a model of education and prevention incorporating cultural 

differences and embracing a ‘holistic view.’  

Many of these issues were discussed in the 1st National Rural Health Conference (Dixon, 

1991) that produced a review focussing on sustainability on Aboriginal Health Workers 

service and the difficulties of maintaining quality, both of which are major concerns for the 

Aboriginal Health Workers graduates: 



 79

R1   We don’t have enough Aboriginal Health Workers, and we are on call all the time we should be 
able to work in certain areas to get confident, not be expected to do everything with no supervision, proper 
training or support.  

 
Additional support is a major issue given the extra demands on Aboriginal Health Workers 

not experienced by the non-Aboriginal health service providers.  Community expectations 

are higher such that: 

R2 We are always on call with demands still on us when we go home not like the nurses, doctors and 
allied health staff who can just relax…. Being in a small town and part of a big family that makes up 
most of the  town puts too much strain on some of the workers, they get burnt out, feel resentment of the 
situation and leave the job. 

 

R3  I couldn’t even go to the footy without someone wanting some health advice, I tell them now, go up 
and  see the nurse on duty, let me have some peace, but when I was just new out I would cater to their 
demands and have not time for my own family.  It takes confidence and courage to stand your ground, 
that’s where a lot of our workers need help. 

 
Schultz (1997) used the title ‘It's a 24 - hour thing...a living-for-each-other concept’, for an 

article on community health workers roles and responsibilities in Detroit Michigan.  

Influence on other community members is not simply an individual-level phenomenon, but a process of 
mutual influence that helps to re-create and sustain community norms and values. Some informal 
influence, exerted to  maintain collective norms and values within the community, relies on the presence 
of social relationships or networks that exit within the community (Shultz, 1997, p13).  

 
This is similar to how the Aboriginal Health Workers in the present study described their 

work.  Although they appreciated their small community on one level, they often said that 

working in a bigger community would take a lot of the ‘pressure off.’ 

  
4.3.6 Lack of appropriate resources 
 
There was a perceived need for more appropriate resources to be developed and produced 

with Aboriginal input and targeting the various Aboriginal communities within the region.  

R1 We do not have enough stuff for our particular area, always having problems with office resources 
and not getting support from management. They are always saying lack of funds for workshops and no 
resources available for Nyoongar people. 

 

R2 It’s hard to get materials with Aboriginal people shown on them.  What we have got in the office are 
pretty old and aimed at the white community.  There is lots of good stuff being produced like we saw at 
the course, but we can’t get them, it means money. 
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R3 I reckon the government health promotion units should supply all health-workers with up-to-date 
materials so that the messages can be given to the people – they have all the resources in the public health 
unit but nothing for Aboriginal people. 

 

One session of the CVD course in 2000 that the Aboriginal Health Workers completed was 

designed to increase knowledge of currently available appropriate educational and 

promotional resources.  This encouraged all participants to share their knowledge among 

others in the group who might not have access to some of the available resources.  The 

group listed all resources they considered appropriate, where they could be obtained and 

their value to the Aboriginal community where they lived.  They were also encouraged to 

recommend people or networks for information.   

A few of the Aboriginal Health Workers graduates from that course had been able to obtain 

these resource materials on their return to their workplace, but on the whole they were 

difficult to get and lack of funding was often the reason given by their organisations. 

 

4.3.7 Power differential 
 

The feeling of having low status among other health service providers was a common theme 

in discussions with Aboriginal Health Workers.  The Aboriginal Health Workers felt that 

there was an expectation from doctors, nurses and allied health staff that health workers 

were at their beck and call.  These health professionals considered that the Aboriginal Health 

Workers were not as trained, professional or capable as other health professionals.   

R1 I just want the hospital staff to acknowledge how hard our job is, they should accept us as equals, 
not carry on about not helping to do this, or not attending that meeting.  They talk jargon in the 
meetings, when it’s not really necessary, just to make us Aboriginal Health Workers feel uncomfortable. 

 

R1 Having the other health professionals make you feels inferior to them, yet expecting you to help them 
with visits and transport of patients.   They make sure that we are the ones to run around and pick up 
people, yet back in the rooms, they don’t respect us or appreciate how hard it is for us. 

 

R2 One nurse just expects me to run after her, collect patients and do immunisations without 
acknowledging one bit of my work, I’ve spoken to the head of the unit and he said he’ll address it, yet 
nothing has changed in her manner. 

 
The Aboriginal Health Workers felt their years of community understanding and 

involvement were not recognised and that their cultural background was ignored.  When 
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issues with Aboriginal people arose, however, the health workers were the first expected to 

assist.   

 

4.3.8 Other factors affecting the performance of Aboriginal Health Workers in the 
community 
 

The Aboriginal Health Workers discussed demands on their time and the cumbersome 

accountability processes that impacted upon the quality of the care they could provide.  

Most stated it was frustrating for both patient and health service provider when there were 

forces beyond their control preventing good health service.  Several Aboriginal Health 

Workers said that they were expected to do too much by their organisations, community 

demands, the other health professionals in their town and their own peers.  They described 

their situation as being a ‘jack of all trades – master of none,’ and several reflected on 

motivated Aboriginal Health Workers who had suffered burnout from trying to be 

everything to everyone.  The Aboriginal Health Workers also reported that there was a lack 

of communication between the various health service providers in their towns with little or 

no community input, making their jobs more difficult.  

 

4.4 Barriers to implementing lifestyle changes to prevent CVD 

 

The barriers to changing unhealthy behaviour patterns amongst community members as a 

step towards preventing CVD were discussed in depth during the interviews with the health 

workers.  The Aboriginal Health Workers described the various ‘at risk’ groups in their 

community as those people having diabetes, the smokers, people who were 

obese/overweight, who did not exercise properly and/or had a bad diet.  It was these groups 

they considered most when discussing what lifestyle changes were required and what the 

major barriers to change was.  Being Nyoongar (Aboriginal) itself is a risk factor for CVD 

and while this was a factor that could not be changed, they felt it was important for 

community members to realise that it did indeed increase the impact of the other risk 

factors. One major barrier was that in attempting to implement new programs, trying to 

move the community too fast with imposed health education programs could create a 
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resistance to change.  Resistance to change can occur for a variety of reasons and many are 

listed and highlighted in the report and model by Howie (2004).  

  

4.4.1 Older patients 
 

The older generation was felt to be especially resistant to change.  Several Aboriginal Health 

Workers mentioned people who do not take their medication and already have a CVD 

problem. Many older people were ‘set in their ways’ and refused advice from younger 

people.  This is a difficult and sensitive issue that could be overcome with more input from 

peers, who had made some positive changes addressing risk factors of CVD.   

R5 Trying to change the thinking of the older generations is difficult, as people don’t know how to 
change their lifestyle….like taking their tablets and seeking help as soon as they can, instead of worrying 
all the time about something that could be small and getting people to listen. 

 

R2 If we go in and tell them to do this and that, they get upset and say things like who do we think we 
are: doctors? Although now many of the older ones can see that we only want to help, so they are a bit 
more understanding of our roles and work. 

 
This resistance to change shown by the older group was possibly a reaction to their earlier 

experiences and traumas in dealing with an imposed bureaucracy and racism which was 

discussed in the historical section of chapter 2. 

4.4.2 Entrenched unhealthy behaviours 
 

Lifestyle issues such as drug and alcohol abuse leading to a lack of motivation were 

considered major barriers: 

R4 Well I think people over 40. Alcoholics and the smokers, and where there’s alcohol consumed, 
there’s normally smoking goes with it.  And not watching what their eating and less exercise I’d say just 
about every town that I work in, that we’ve got that one little group that would be associated with an 
oncoming heart attack. 

 

R7 There’s the drinkers, and the church goers in our town, the drinkers go to each other’s houses on 
their off pay weeks and the cycle goes on to drink, borrow, drink and not have any good food, just drink.  
Health workers, just have to help where they can and keep up the educational side for the drinkers and 
hope it sinks in. 

 

R3 There’s a lot of drugs and drinking going on in town, with the younger ones, who don’t work, or 
have no strong families to help them. 
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R9 But also there’s a group of older people who are getting sicker with the grog and don’t stop, I wish 
they would learn before its too late, we have to tend to them every pay day and they don’t learn. 

 
 

4.4.3 Feuding 
 

Feuding between groups in the study towns is common and impacts on service delivery, with 

Aboriginal Health Workers not wanting to, or not having the necessary skills to overcome 

pressure between various groups involved.  The Aboriginal Health Workers based in towns 

where this issue was of concern discussed their apprehension at times in approaching certain 

individuals or groups and suggested that employing people from both factions, or people 

able to work across the board without any problems was essential.   

R1 I reckon the health department should employ more people to work in health.  That way we could 
have members from each family represented in the department. Also we should not send them away to 
train.  They should all stay and train here and show the community we can all get on.  It has to start 
somewhere. 

 

R2 Some Aboriginal Health Workers are let off from going to feuding home.  This is wrong. They 
should make everyone do their job regardless, so the community sees us working together for the good of 
each other.  If the manager keeps letting people off, we will never get the people to get on with one another. 

 

However, the reality is that funding prevents employing more Aboriginal Health Workers 

who would be able to assist and particular groups do get overlooked due to this barrier. 

4.4.4 Alienation 
 

Although language is not a major barrier for Aboriginal people in the South-West region of 

WA as English is mostly spoken, historical impacts continue to alienate them even now.  

They are still living on the fringe of society dealing with prejudice and resentment.  Some 

individuals still feel intimidated by non-Aboriginal people in positions of power. 

Medical and other health service providers are thought to be speaking ‘another language’ by 

Aboriginal people and this is considered intimidating, raising barriers to those needing help 

the most.   

R2 The doctors use the medical jargon as a power game, they and the nurses at the hospital know that 
they speak too high but they don’t make an effort to make it easier, for the health workers or the 
community people, they don’t need to do that. 
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Health workers stated many individuals in the towns were not confident enough to question 

the non-Aboriginal health professionals.  Hence they often leave the medical consultation 

feeling confused and apprehensive about issues affecting them or their family, and often wait 

before approaching an Aboriginal health worker to have the health information explained 

clearly, but not before having a time of worry and stress.  This apprehension can serve as a 

barrier to implementing any new program, even one that is culturally appropriate. 

4.5 Other feedback from Aboriginal Health Workers 

4.5.1 Support from the National Heart Foundation  
 

When asked about support from the W.A. branch of the NHF, which had co-facilitated the 

cardiovascular health course, five of the ten graduates said they had been contacted and had 

attended the newly organised network meetings held every two months.  This was an 

initiative of the recently appointed Aboriginal liaison officer for NHF based in Perth, whose 

major role was support for the graduates of the CVD courses and to oversee the completion 

of the Aboriginal Health Workers cardiovascular health manual, as described in chapter 1.     

As both funding and the researcher’s involvement were facilitated through the NHF, the 

Aboriginal Health Workers considered the present study as an extension of the Foundation’s 

support.  In the researcher’s opinion, this gave the study credibility and was a positive facet 

to interactions. It gave the Aboriginal Health Workers a sense of working in partnership with 

NHF, an organisation is well respected.   

The following positive response from a SWAMS employee confirms this: 

R1 We get a 100% support from management to do courses such as that, but also to implement what 
we’ve learnt on courses, to everyday working relations with people but also with the community and we’ve 
always got support from the NHF what ever we do. They (NHF) are always willing to give us things, 
such as spot prizes, when we’re doing educational workshops we like to ask questions, to see who’s on the 
ball. NHF is always willing to give us resources such as pamphlets, drinking water containers, hats and 
prizes that we can also give out. So yes, they’re very supportive. 

 

Other positive responses about support and resources were: 

R6 Its good that we can have hats and pens for our groups with health messages on from the Heart 
foundation, as people love getting a gift no matter how small and when we go to footy, we see them 
wearing their hats so the message is being put out there. 
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R3 The support meetings through the NHF are good, I’ve been to two of them now, and we share 
information on programs, contacts and have some say in what will be in the manual, I wish we could get 
all the course graduates, from both years to have a reunion and refresher course, it would be good to see 
how many have done the CVD in our region. 

 

There were valid reasons from the five Aboriginal Health Workers who did not attend the 

support meetings.  They stated work demands, absenteeism and lack of consent from 

management as reasons for not attending. 

4.5.2 Status and job security 
 
During the study period there were times when particular Aboriginal Health Workers raised 

issues of their status within the community and the low level of wages they received. 

R1 Being a health worker is not worth it, our pay is not inline with other health service workers.  I’ve 
been writing to the union ever since I completed the last certificate in Perth and trying to get the wages 
reviewed.  You need to have everyone supporting this otherwise you are fighting a lonely battle. The others 
complain about the money but don’t want to help fight for it. 

 

The longest employed Aboriginal health worker, having just had her wage adjusted to match 

her seniority and length of employment after eighteen years, is now on a wage similar to a 

second year nursing graduate.   Her experience, cultural knowledge, contacts, and role within 

the community are not valued in the same sense as academic achievements. 

R2 The new manager is good about the community demands.  He organised my pay to be adjusted and 
tries to understand, but the last one was a real hard case.  He wanted us to write down everything all the 
time, like I didn’t know what I was doing, and I’ve been working here since he was in high school.  

 

The role of Aboriginal Health Workers differed in the various towns, but generally consists 

of working within hospitals and clinics, assisting nurses, transporting sick people, being 

available to medical staff and attending meetings.  This role is deemed quite low in status and 

to a degree women’s work, which is why the gender balance amongst Aboriginal Health 

Workers favoured women (Josif, 1992).  The issue of low self-esteem was a recurring theme 

in interviews.  It impacted upon Aboriginal Health Workers, preventing them from having a 

positive approach to their work.  

R4 I don’t run any programs as I don’t feel confident enough yet, but I’m working on it.  I’ve asked my 
colleague who does a lot of educational workshops to let me do a session now and then to start me off.  I 
would rather talk to people one-on-one. 
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Job security for the fourteen Aboriginal Health Workers employed in the Family Futures 

programs was raised as a concern.  The Great Southern Family Futures was considered a 

pilot program and there was no guarantee by the state health system that it would continue 

with funding.  Factors influencing continuation of employment for staff of the Family 

Futures program include changes of government, new or different executive management, 

and constant changes in decisions regarding funding issues, programs and priorities being 

overseen by a unit of people based in Perth, who are regularly moving between departments.  

Employees of the program interviewed voiced the need for a major review as no evaluation 

report or support was forthcoming from the overseeing department.   

Job security and ongoing funding were not major concerns for the three Aboriginal Health 

Workers employed with DOHWA and to a lesser extent the two health workers with 

SWAMS.  Accountability within the public health services of clinics and hospitals is a 

compulsory and well-recognised strategy with opportunities to undertake professional 

development in specific areas.  Those health workers employed within the public health 

system were given the opportunity for individual promotions and were involved in writing, 

delivering and evaluating programs, with paid training and support available across the 

board.    

Aboriginal health worker responses highlighted low self-esteem along with the ability to 

question or seek help often preventing personal and professional effective achievements.  

Badura (2000) stated that although participants completing training programs acquired skills 

in leadership and health knowledge, their self-esteem did not significantly increase.  Self-

esteem generally reflects a lifetime of individual successes and failures and perhaps one 

semester (or study) worth of training, does little to affect the cumulative impact of an 

individual’s life experiences in altering self-esteem (Badura, 2000).  

Some health workers voiced the opinion that their feelings of inadequacy might be 

overcome by better training and having ‘mentor’ support from appropriate health 

professionals with their towns.  The health professionals referred to were non-Aboriginal 

people who had established a good rapport with health workers within their various roles 

and interaction.  They had shown understanding and support towards them both 

professional and personally.  The Aboriginal Health Workers stressed that the mentors must 

be chosen carefully and must be individuals who had the confidence of the Aboriginal 

people in the community.  Clary (1991) examined helpers’ motives and abilities and 
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suggested that careful consideration should be given to these factors before entering into a 

task-related mentoring contract.   

4.5.3 Social Networks 
 

When reviewing the literature, the impact of social networks was mentioned frequently and 

this appeared to be an important issue making an impact upon health workers’ performance 

within their community.  Aboriginal Health Workers were asked about their local and family 

connections, the importance of these connections, and whether they thought these social 

networks were a hindrance or advantage to them personally within their roles.  Information 

about their social networks gave insight into their personal level of involvement within the 

towns, in social activities and voluntary positions outside of their work.  

R1 Sometimes the pressure of having to work with your own mob gets to you, but at least they know you 
and when you tell them to go to the clinic you can follow up with them at footy or down the shops when 
you see them. 

 

R2 I reckon that I would be more effective if I worked in another town.  My mob don’t have any ears, 
when I tell them about health issues.  They know I’ve had training, but still see me as the young cousin 
or niece.  I’ll probably be 50 before they take me seriously. 

 

Of the seven (out of ten) health workers who were born in the community where they still 

lived and worked, three had voluntary positions with any other organisations.  They were on 

committees other than health work and all had extended families that were in their social 

network. 

A recent evaluation report for DOHWA, recommends that cultural appropriateness be 

discussed with respect to modifying programs that are effective in non-Aboriginal 

communities to avoid conflicting with any Aboriginal values (Howie, 2004).  In reality, 

program planners should start with an understanding of Aboriginal culture and develop a 

program that will meet Aboriginal needs and take advantage of the many positive aspects of 

Aboriginal culture that can be used in promoting good health.  For example, many 

Aboriginal people have a strong desire to fit in with a group, and there are strong cultural 

notions of respect and Aboriginal people learn through strong trusting relationships.  These 

are all things that are conducive to health promotion when approached through local culture 

(Howie, 2004). 
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Flexibility also should be considered a principle for successful community development.  

This, along with equitable partnerships being developed by recognising knowledge, skills and 

resources of program staff and community alike, would ensure ownership and acceptance.   

Training in Indigenous communities is challenging and needs to be carefully planned.  However, it is 
worth noting that training programs should not focus exclusively on information transfer.  It is essential 
that training programs also develop skills that will help achieve the health promotion objectives in 
communities.  They need training in how to communicate effectively, how to encourage community 
involvement in group activities, how to identify innovators and opinion leaders, how to help communities 
set realistic goals and how to initiate environmental change. (Howie, 2004, p26). 

 
As the study progressed, it became clear that workloads and community pressures made it 

difficult, if not impossible, for Aboriginal Health Workers to deliver the large number of 

health programs that was expected of them.  An alternative way to disseminate messages was 

needed to assist the Aboriginal Health Workers, who were expected to ‘perform miracles’ 

with health programs for their communities, both by their employer organisations and social 

networks within their towns.   

The Aboriginal Health Workers were asked individually and as a group how they thought the 

educational and prevention programs needed for their community could be delivered, given 

that they were already overworked and under-resourced. The health workers said that either 

additional Aboriginal Health Workers should be employed or the community be empowered 

to take more action for itself.  With this guidance from the Aboriginal Health Workers, the 

researcher sought the communities’ opinions by establishing focus groups in the towns, with 

participants drawn from a cross section of the Aboriginal community.  The input and 

responses of community members who were involved with the focus groups are detailed in 

the following chapter. 

 

4.6 Summary 

This chapter described the results of interviews with the 10 Aboriginal Health Workers, after 

they had spent several months back in their communities, after having attended the CVD 

course.  The interviews clearly showed that the Aboriginal Health Workers’ workload was a 

major inhibitor to actually developing and implementing any specific CVD programs.  

Nevertheless several were involved in various programs related to CVD risk factors and the 

course had contributed to their ability to become involved in the other programs.  This 

chapter summarised the Aboriginal Health Workers views, on major structural and lifestyle 
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factors inhibiting the implementation of health education programs in Aboriginal 

communities.  Given the inhibitors coupled with the demands on Aboriginal Health 

Workers, it was clear that a ‘new’ educational method was required. 

 

  

Photo 1: Researcher and Aboriginal Health Workers:   

  At the Albany Cardiovascular Health course 2000 
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CHAPTER FIVE: 

COMMUNITY PERCEPTIONS OF LOCAL HEALTH SERVICES AND THE 

EFFECTIVENESS OF ABORIGINAL HEALTH WORKERS 

5.1 Introduction 

Community members’ opinions on the delivery of current health services in their towns, 

including their views on the role of the Aboriginal Health Workers, were an important 

element in developing a heart health education program for Aboriginal people.  Their 

comments and advice would assist in developing a culturally appropriate method of 

delivering heart health messages.  Through focus groups the researcher was also able to 

obtain the participants’ points of view on how effectively the current health promotion 

system was delivering heart health messages for their community.   

Focus groups can provide an effective means of gathering and evaluating community 

opinion, and increase the likelihood that interventions will be adequately tailored and well 

received (Gettleman, 2001).  Focus groups in the study provided a relatively simple and 

accessible way to collect information from the various groups within the community.  They 

also provided a valuable approach for raising awareness of the present heart health study and 

introducing the researcher to the community.  Accurate representation of information 

assembled from these community focus group meetings was an important and very 

necessary part of developing and evaluating an appropriate strategy to disseminate CVD 

messages more effectively to this target group. 

Focus group sessions were organised in all of the towns in the study to obtain opinions on 

the health issues affecting the community, and the effectiveness of health services, and to 

gauge the extent of knowledge and understanding of CVD amongst the people within the 

various towns.  An important aspect of the focus group meetings was to empower the 

people in the groups, using the theory developed by Brazilian activist, Paulo Freire (Werner 

1982).  These groups welcomed the unusual opportunity to discuss health issues in an 

informal setting with an independent facilitator, and to offer suggestions to address the 

health concerns within their towns. 

The focus group meetings were informal and were held over lunch, which was supplied as 

discussed in chapter 3.  The sharing of food was not only an incentive to join the discussion, 

but provided an appropriate cultural setting for informal interaction.  The participants were 

able to interact freely and this informality allowed the participants to voice their perceptions 
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and beliefs without fear of reprisal.  In total 104 Aboriginal people were involved in the 

focus groups across the four towns. Groups were composed of men and women of various 

ages and came from a range of work or study situations.  Only three of the twelve groups 

were of mixed gender due to their work circumstances.  There was good interaction with all 

participants and the researcher, with positive suggestions offered on a variety of health issues 

and general concerns in all towns.  The participants in the groups are described in table 5.1. 

Table 5.1: Focus Groups Composites 

Albany Katanning Narrogin Bunbury 

6 grandmothers in 

private home. 

9 men on CDEP 

maintenance crew 

8 men completing 

carpentry course. 

6 women in sewing 

group 

15 women at CDEP 

pottery group.  

5 women doing art 

for CDEP 

7 women /sewing 

group 

9 women in sewing 

group at Collie 

7 students at TAFE 

(mixed group) 

8 Students at Edith 

Cowan campus  

9 TAFE students  

(mixed group) 

5 (mixed group) 

community action  

 

The format was to firstly encourage group discussion on a wide range of general health 

issues and then specifically to concentrate on CVD and risk factors when the groups were 

more comfortable with the setting, researcher and topic. 

Most of the groups were slow to start discussions, feeling their way tentatively through the 

situation, but it was soon evident that participants were keen to have their say on issues 

regarding health.  They voiced their dissatisfactions and suggested ideas for solving problems 

and improving situations.  General community concerns not directly related to health, were 

raised by a number of groups and the researcher felt that encouraging this discussion would 

serve as an ‘ice-breakers’ for the subsequent more specific cardiovascular health matters. 

The presentation of the information below begins with the general findings and then moves 

on to specific findings with respect to beliefs about CVD. 

 

5.2 Health Services for Aboriginal People in the study towns 

5.2.1 Division and duplication of Services 
 

The duplication of health services by the Family Futures Program and Community Health 

was raised in many groups.  This duplication of services was seen to impact upon service 
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delivery and the roles of Aboriginal Health Workers.  Discussion of this issue often became 

quite animated, with focus group members stating they were unsure of the roles of the 

different services and the workers, and did not have trust in either.  Many Aboriginal people 

in the focus groups preferred to use the hospital due to the perceived lack of professionalism 

and the disorganisation of the Family Futures Aboriginal health program. 

R7 Family futures and community health - no-one knows what their roles are - they don’t have enough 
input into the community. There is duplication of services, people are not happy with the current 
services….and we only see Family Futures (staff) if they want something.  We need more Nyoongar 
people working in the health area. 

 

R3 The two organisations (HDWA Public Health & Family Futures) should work together to make 
the workers more aware.  The two services are separate, sign up with one and you can’t get help from the 
other.  We don’t know about the facilities or the workers, they are just a duplicate of each other. 

 

The initial signing up of clients to Family Futures when the program began introduced what 

was seen as a demarcation area for people.  If participants signed up with Family Futures, 

they were refused attention from the public health workers in the government health clinic 

and visa versa.  This made it confusing for people, who believed they should have the right 

to choose, not be confined to one service.  It was considered a competition and people were 

not comfortable with the situation.  Many participants thought it made it more difficult to 

receive what they considered adequate care to which they were entitled.  In addition to these 

community people, other health service workers and Aboriginal Health Workers believed the 

introduction of the Family Futures program was a duplication of services.   The program 

was set up to ‘build bridges’ between services, but has apparently become instead a wall of 

division. 

5.2.2 Management issues 
 

The focus groups in the two smaller towns serviced by the Family Futures program were 

quite vocal in their dissatisfaction with the management of that program.  They felt it was 

not appropriate that management and funding for their community’s health program was 

based in Albany - more than two hours drive away.  Problems were different in the two 

towns and little effort was made to become aware of problems in their town.  It was seen as 

a difficult situation for workers and administration staff, who were not given the support 

they considered necessary. 

R4 The boss of Family Futures is in Albany, if he comes here to Narrogin, we don’t see him we just 
know him by his name.  He should at least meet with the people who he is working for. The mob in the 
office just don’t have direction or someone to help them daily. 
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R1 Family Futures don’t have any real management.  Sometimes they can’t even organise the office to be 
open. They were going round to the homes when they first started out, now its two years later and we 
haven’t seen them. They should come to the people.   They should know it’s about being out in the 
community and involvement. 

 

The focus groups and indeed some of the Aboriginal Health Workers believed their local 

CDEP organisations had the ability to manage the health staff and programs within their 

towns and were keen to raise this problem at the next general meeting of Family Futures. 

5.2.3 The provision of AMS services 
 

The advantages and disadvantages of having an Aboriginal Medical Service (AMS) in 

communities were discussed by all focus groups.  In the focus groups in towns where there 

was no AMS, some people saw it as the answer to address the many problems of health 

service delivery in their town.  Several people raised the issue of racial problems they had 

encountered when attending the hospital, saying it would not happen in an AMS.  There 

were many stories of nurses in public hospitals and child-health clinics displaying blatant 

racism towards Aboriginal patients and of paternalism that made the clients uncomfortable. 

The focus group participants in towns without an AMS also considered having an AMS 

would be an avenue to encourage Aboriginal people in their town to take more control of 

their health. 

 
R2 We want an AMS as the racial problems in the town make it hard for Aboriginal people.  There’s 
not even a liaison person working there and the nurses judge you.  People don’t feel good about having the 
nurse’s talk down to you.  All people want is to get help for someone who is sick not have some white 
person give you a lecture. 

 
Discussions on this issue were quite animated and the groups agreed that they were receiving 

a second rate service from the public health system and from the Family Futures program.   

There was a perceived difference in the two organisations (Public Health Unit (PHU) and 

Family Futures), with Aboriginal people having more confidence in the public health system 

and staff.  This was probably due to the long association the PHU and hospitals have had 

with the townspeople and the fact that doctors were considered as having superior medical 

knowledge.  The staff working at the PHU were seen as having more skills and being more 

professional than the Aboriginal Health Workers, who were employed in the Family Futures 

program. 
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People living in towns that had services supplied by the AMS saw the need for improvement 

in the current service. For example they voiced a need for better follow up and support, as 

Aboriginal Health Workers made only limited home visits, and doctors made none.  In 

general, the health workers who were employed there were seen to be more involved in 

community issues than Aboriginal Health Workers in other towns.  They appeared to have 

more support from program managers and considerably more independence when 

addressing health education programs and home visits.   

R3 With doctors you have to get an income statement.  The answer is our own AMS like in Midland, 
Bunbury, and Kalgoorlie.  Have a travelling medical team with monthly visits.   

 
There were concerns about limited access to the service and travelling to see the doctor from 

the site towns which were serviced by the AMS.  Even with the AMS there were still some 

issues raised about ‘stereotyping’ by doctors and the difficulties of travelling to the clinic. 

 
R1 AMS are not doing a good job. Mum is a diabetic and got to have a lot tablets she does not drink 
she went and saw the doctor says “I don’t want to get a phone call about you drunk.”  His attitude was 
terrible.  We told the administration and they said we should get a letter of apology, as we put in a 
complaint. But we haven’t heard anything. 

 

R8 Aboriginal Health Workers with SWAMS come up three days a week and once a fortnight a 
doctor will come up this will be started soon. The families need this, as we can’t afford to travel to town 
all the time.  They need to do more follow up and support. 

 

R6 They’ve got the education and health vans already.  They could do something like that for the 
Nyoongar people and have an AMS under the control of a doctor like when you get to the surgery it’s all 
kept safe. 

 
 

5.2.4 Transport 
 

Another point of concern was transport for the elders, which was seen as an essential 

responsibility of services by many of the groups, both for transport within and between 

towns.  Many elders and families do not have cars and need to be picked up and assisted in 

getting medical treatment. 

R1 They should visit/check up on the elders every morning.  The oldies usually ask us to drop in and 
ask Family Futures to pick them up because they don’t have a phone.  They don’t do a regular visit.  
Transport is an issue.  The bus belongs to the corporation but it’s only for night-time. 
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R5 It is remote here. We have no specialists, you have to go to Bunbury and transport is an issue, 
especially on weekends are concerned, there are no after hours here.  We have to go to Bunbury. 

 

There had been a bus organised through Family Futures that had been successful within the 

towns, but was now limited to night patrol for youth, due to costs and lack of funding.  The 

need to have regular transport will always be a contentious issue, with Aboriginal Health 

Workers expected by the community to fulfil this role, and the Aboriginal Health Workers 

feeling like ‘glorified taxi drivers’. 

 

5.2.5 Communication 
 

In three of the four towns, the focus groups voiced dissatisfaction with the lack of 

communication between the health workers, their organisation and the community.   

It was felt that the clients of Family Futures did not have a full understanding of the roles 

and responsibilities of the program: 

R3 Family Futures when they started off they did not have a meeting to tell us what they do, what they 
can’t do, we never had that.  The community did not get any information.   

R7 Family Futures had the money dumped on the Aboriginal Health Workers and said go out and do 
this - without proper training.  You can’t really blame them it’s the health department. 

 

R9 Family Futures is not doing its job.  They don’t come around the house checking on the elders or 
those who are sick. They don’t meet with us they don’t talk to us like this.  

 

R4 The Family Futures mob should go down to the centre when we have our meals – but they don’t 
come down there.  The other group said the same; they should be listening to us. 

 
The community was not consulted in the process involving the new health program and this 

was a source of annoyance for many participants. 

Cultural and personal problems ranged from the need for doctors to stay in the towns 

‘longer than five minutes’ to gain the confidence of people and to not rush the people 

though so quickly like a ‘production line’.   

R5 If doctors stayed longer and worked with our people it would be easy for Nyoongar people.  
 
R1 Doctor’s write up a script before you finish telling them what’s wrong – you have to pull them up, 
they rush you through like sheep. 
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R7 New doctors, they get you through the surgery like sheep.  Not taking time.  If doctors stayed and 
worked with our people it would be easier for Nyoongar people. 

 

Groups discussed problems such as doctors having no cultural understanding and the 

poor management that did not act in a supportive role when alerted by the community of 

these types of problems.  This was common both to towns with an AMS and those without.  

Communication problems were exacerbated by poor self-esteem and lack of confidence of 

patients, and having to endure racism by health professionals, problems largely the result of 

past practices.   

Domke (1966), writing almost 40 years ago about the problems encountered by Indigenous 

people using a white medical service in South Africa, noted that:  

Racial discrimination practices in medical services lead to rejection and thus, in turn, to less demand for 
care - complex and confusing sets of interrelations between the community and personal factors prevent 
many from non use of existing medical care services (Domke, 1966 p603). 

 

5.2.6 Costs of health services. 
 

All participants of the focus groups were either CDEP employees or students, with wages 

marginally just above the national poverty line for Australians, so the high cost associated 

with going to the doctor was considered a major concern for the groups. 

Although the pubic health system hospital and clinics are covered by Medicare, a federally 

funded health initiative, there are gaps and costs not covered, such as dental, specialists, 

medications, equipment, travel to specialists and other health care requirements that are 

needed by many of these families.  Most participants were not entitled to a health care card 

due to their status of being ‘employed’ in the CDEP program.   

A National Health Care Card gives many benefits to families in low socio-economic 

situations, such as medications, patient assisted transport and discount on a range of other 

amenities, but are not available to those who are working, regardless of income level.  Focus 

group participants state that this situation is often a disincentive to work. 

 
5.2.7 Confidentiality 
 

A constantly voiced concern over lack of confidentiality was raised in the majority of the 

focus groups. 
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R7 Confidentiality, I don’t know them, they are young people and I don’t know if I can trust them. 
They should sign a confidentiality form and be kept to it.   

 
The general opinion of the groups was that the staff of Family Futures were not as 

professional as the workers from the public health clinic or hospital where they perceived 

nurses and doctors kept the issue of confidentiality under control. 

R2 Community health you know there is confidentiality.  Family Futures have to be aware of lack of 
trust by the community. It’s in all towns. 

 
 The lack of trust with workers in Aboriginal health services causes conflict and uncertainty 

and impacts upon the relationship between Aboriginal Health Workers and their community. 

R9 Confidentiality is a concern.  The person who was slandering was the top person.  More training is 
needed about professional conduct, it’s not good enough. 
 

R4 With an AMS, it’s under the control of a doctor – like when you get to the surgery it’s all kept 
safe. Aboriginal Health Workers should have to sign forms that make them aware of the trouble they 
can place themselves and their clients in. 

 

The issue of confidentiality is a difficult one to address in small country towns where most 

of the population is related to or works with members of the community.  Confidentiality 

will always be a concern where workers are in positions of trust and the town is one big 

social network of people whom they know and who know them.  Unfortunately there were 

many comments on Aboriginal Health Workers not adhering to confidentiality issues within 

all towns.  There seems to be less of a problem with this concern with staff employed by 

HDWA than the staff of Family Futures. 

 
5.2.8 Mental Health Facilities  
 

People suffering with mental illness and their families have limited access to services within 

the towns and are usually referred to Perth for medical treatment and respite care.  

R3 We need a men’s rehabilitation centre and there’s lots of problems for the aged – having to go to 
Perth with no visitors and family support.  Hospital is not a welcoming place with any Nyoongar people 
there to liaise. 

 

Several groups talked of costs of care and the inconvenience of distance for families to visit.  

The isolation of patients and inappropriateness of the model of care was an item of concern, 

with groups stating a need for more Aboriginal staff and appropriate care in this area. 
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R1 Mental health is a big issue grief and loss, income loss and family issues.  We need more Nyoongar 
people.  

R2 We don’t know about the facilities or the workers working with the hospital, there should be a 
special separate unit for our people. Camps are needed for counselling and health issues for men. 

 

The groups felt there was a lack of commitment to the serious issue of mental health and 

that relief staff should be employed to assist, or more Aboriginal people trained to work in 

the area. 

R4 Agencies are not prepared to work for the community in depth I asked the mental health fellow and 
he reckoned sorry I’m on six weeks holiday, what sort of help is that when someone is stressing and 
needing support. Mental health need more support from Community Health to get out in the community 
and help. 

 
 

5.2.9 Counselling and Mediation Services 
 

Many of the groups saw a need for skilled and appropriate Aboriginal counsellors and 

mediators to give support and help with referrals. 

R1 It’s mainly the men and it’s important for men to have more support.  They think they are tough.  
Families are larger, someone could be sick and that would spread.  Grannies in our mob take on all the 
trouble.  The young ones are smoking, drinking, taking tablets and drugs. 
 
R2 Lifestyle issues, there is a lot of stress in this town. They take too many drugs and alcohol. For 
everyone, we are all affected by it -our families need education on drugs.   
The health workers should organise to take family and elders on outings people but the organisations 
won’t do it.  They like to go out bush and do things. Pick up the old people and do things with them. 

 
The seriousness and impact of feuding among family groups was also raised in three towns. 

Feuding includes issues of violence, fear and isolation for particular individuals.  Mediation 

services are required to deal with such feuding. 

 5.2.10 Youth services 

 

Within all towns the groups expressed the need for more youth services and that this was a 

concern for other government organisations whose responsibility was duty of care for young 

people.  The groups stated that youth in the towns were isolated and often victimised: 

R2 We worry about the young kids; it’s an issue for the whole town.  The Patrol bus, it was great.  
Pick them up - the young kids down the street and take them home. Trouble was with funding through 
Family Futures in Albany. The bus was the best thing that happened here.  The CDEP organisation 
can take it over, they should make funding available. 
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R5 Young kids need encouragement. Walking in a big heap that’s when they get into trouble.  They 
need a community centre. They get chased out of town.  

 
R8 Get a drop-in centre for the youth where they can just hang out with no drugs and alcohol, they just 
get information and have a safe place, they got the same thing in Albany.  They are not welcome in the 
recreation centre here in Narrogin. 
 
R4 This should be in the main street so they can be seen. Don’t have them in dark alleys.  Family 
Futures and Community Health Centre work together as well as the police workers so they can be seen 
to be helpful. 

 

Nationally, many youth living in rural towns have limited access to good higher educational 

opportunities, often having to leave town and attend boarding school to continue their 

higher education requirements (NAHSWP, 1989).  The kids in these small towns are at a 

distinct disadvantage in their sports and recreational activities with limited chances to further 

careers or prospects.  This is even more difficult when issues of racism, low self-esteem and 

low socio-economic backgrounds are added to compound the barriers facing Aboriginal 

youth.   

 

5.3 The effectiveness and roles of Aboriginal Health Workers 

Issues concerning the health service and the factors influencing the work performance of the 

Aboriginal Health Workers were discussed in detail in chapter 4.  As the project progressed 

the need to discuss concerns with members of the wider community became evident.  Those 

who were best qualified to discuss the roles of the Aboriginal Health Workers were the 

clients living in the towns where they worked: patients, carers or those who have a need to 

access the health services.  Due to the smallness of the towns and the extended relationships 

through the communities, most focus group members knew the Aboriginal Health Workers 

personally or through social networks.  Opinions voiced by the focus group members, as 

representative members of the community, gave the study further data on perceptions of the 

role of the health worker within the health system. 

Aboriginal Health Workers came under rather harsh scrutiny from members of the focus 

groups in regards to lack of visits to homes, which were seen as necessary to keep in touch 

with the community.  Some participants had an idea of the pressures that faced the 

Aboriginal Health Workers, and were supportive, but on the whole there seemed to be a 

general dissatisfaction with the Aboriginal Health Workers’ role and work in the towns.  
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R3 More Aboriginal Health Workers are needed.  Family Futures don’t go and do visits. They haven’t 
been trained properly.  They need to do hands on stuff, and they should be given lots of training for 
experience.  They are more like a resource agent, doing family groups, they get frustrated and bored, and 
they need skills in clinical issues. 

 
   R9 The Family Futures workers have too much to do training, workshops, conferences, travel; they 
  should employ more workers and have them trained in specific areas, especially with diabetes.  Our elderly    
mother comes under Family Futures but she gets no support, the bosses should make them more aware      
and to be out in the community.  

 

In summing up the feelings of the group there was a considered need for more staff, 

training, support and funding for the health workers to run programs.  Many of the people 

thought health services should encourage Aboriginal Health Workers to do more home visits 

and that Aboriginal Health Workers should be ‘out and about’ more instead of being stuck 

in the office, attending meetings and running others to Perth all the time. 

 
R1 Aboriginal Health Workers are stuck in the office; they’ve got to get out to the people. To the 
homes, to people’s houses, have a yarn, like Nyoongar to Nyoongar. They should do more follow up 
support.    
 
 
R3 They should make services more available, Family Futures is not doing its job they don’t come 
around the house checking on the elders or those who are sick.   They don’t meet with us they don’t talk 
to us like this. 
 
R4 Some of the young ones are too young.  I’ve got nothing against them.  We need workers of our age, 
mature people.  These young ones have been bought up on ice cream……they should be aware of body 
language and how people feel. 
 

 
5.4 Specific heart health knowledge 

However, a number of health problems are of concern to people:  

R2 Concern is diabetes, cancer a lot of alcohol problems, smoking and alcohol contribute a lot to health 
problems for Aboriginal people. I play footy and go for a walk; you have to watch what you eat. 
 
R3 We need help with children and drugs - got to get them interested in sports, too late when the 
teenagers are over the edge. I’m unfit don’t play sports, but I go to watch and support the young ones. 

 
The most commonly mentioned risk factors (“causes”) for CVD were a lack of exercise, 

poor diet, and smoking.  Conversely, group members volunteered doing more exercise, 

quitting smoking and eating less “junk food” as ways to reduce their risk for CVD. 
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5.4.1 Exercise   
 

The need to exercise more was raised by all groups with excuses for not doing regular 

exercise being offered with enthusiasm.   

  R4: Exercise?  Its too easy just sitting back getting fatter, heart has to pump 

 
There were participants who wanted a gym with rental equipment through the CDEP and 

this was considered a good idea by others.   

R1:         Stress is the big thing it stops you from doing exercise you’re inclined to sit inside and start 
reaching for the food.  Weather stops some of us so we’re trying to get a gym set up.  I need to exercise 
more, eat right.  People know to don’t smoke and drink it clogs up your lungs. 

 

In another town, there was a kick-boxing group running which was quite successful 

attracting younger people, who were encouraging some of the more mature people to join in 

the sessions. 

R5: I’ve had a heart operation and a couple of slight heart attacks, caused by grief, sugar and asthma 
and stress- before that I had rheumatic fever. I’m too scared of the dogs down the road. Dogs come after 
you.  We need a walking group none of the organisations help in that. 

 
R6: I walk my dog but that brings out the other cheeky ones, they want to fight him. 

 

Being attacked by dogs prevented a number of people from participating in exercise.  One 

manager of a CDEP organisation offered to write a letter to the council about dogs attacking 

people as they walked past particular houses or businesses and this was greeted with good 

responses.  The groups were advised that they could write to the council and complain, or 

they could invite a councillor to hear their complaints and were considering this strategy 

after the meeting. 

 
5.4.2 Diet 
 

The groups were asked about what they considered healthy diets in regards to preventing 

CVD and they showed an awareness of having too much take-away food, eating foods with 

high sugar and fat contents as the main cause of CVD.  There were also suggestions that 

more diet education was needed in their community.  
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R4: Don’t eat junk foods with bad fats they’re high cholesterol and it slows your heart down, occasionally 
I will try olive oil. Don’t eat fatty chops, grog, and coke, know family history like diabetes. We should have 
smaller meetings to talk about things and outings once in a while. 

R3: Stress, overweight, hereditary, wrong foods, coke and cordial.  I’m a diabetic, that doesn’t stop me 
having chocolates, sweets.  There is no recognition of not having our bush tucker.  We live on the wrong 
foods. 

 
In two of the towns there was only one fast chicken outlet, so they considered themselves 

better off than the two larger towns, where there were a greater number of outlets that sold 

fast foods.  

R7: I don’t eat junk foods with fats and high cholesterol; it slows your heart down. Heart attacks run in 
my family.  My nana and pop have heart surgery and they take a plastic bag full of their tablets.  My nana 
bought a bike, her legs are giving up on her now, she still cleans up and stuff.  

 
The groups all indicated they would like more information on the hidden salts and sugars 

within the basic foods they eat. 

R1: More education and dieticians by our own, to teach us the hidden sugars, hidden salts etc.  They 
should have a video going so while we are waiting for the doctor, we can learn things.   

 

R2: No real understanding of hidden sugars and we eat some KFC fats and Chicken treat.  I thought 
butter was healthier than margarine.  The Aboriginal Health Workers should make diet education 
services more available. 
   
 
5.4.3 Smoking 
 

There were many participants who knew of the smoking dangers to the body, but were 

unable to stop.   Participants in the focus groups raised issues about costs of patches and 

there was friendly bantering by some non-smokers who said they cost the same as a packet 

of cigarettes.   

R1          We do exercise don’t drink but can’t stop smoking. If I give up smoking, then I just stick my 
head in the fridge, because of habit and I’m bored. 

 

R2 It’s the hardest thing to quit, just when I think I will, something goes wrong and I stress about it, 
my best thing then it to have a smoke and settle my nerves. 

 

Overall, people wanted the health services to provide more assistance with programs for quit 

smoking, information, support, and subsiding the costs of patches and gum. 
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5.5 Summary  

After completing the interviews and focus group it became clear there was a general level of 

dissatisfaction with current health service delivery to Aboriginal people in the study towns.  

A greater understanding of the problems involved in delivering an effective health education 

program was obtained from the interviews with both Aboriginal Health Workers, and the 

focus groups.   The data in chapters 4 and 5 were translated into a culturally appropriate 

heart health education intervention which is described in the following chapter. 
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CHAPTER SIX: 

THE SELECTION AND TRAINING OF LAY EDUCATORS   

6.1 Introduction   

Information gathered by the researcher over the initial phases of the study provided a good 

understanding of issues and problems specific to each town.  The study generated a high 

level of interest amongst the Aboriginal Health Workers, community members and various 

health professionals involved in health education, particularly Aboriginal health and CVD 

prevention. The level of dissatisfaction with current health service delivery and the 

unacceptable high level of poor health amongst Aboriginal people provided a common goal 

for both the researcher and study participants; that is, to improve the delivery of heart health 

education to Aboriginal groups in the towns involved with the present study.   

This chapter will describe the development of a culturally appropriate and effective way of 

presenting heart health information, where all participants displayed enthusiasm and a high 

level of interest.  There were of course barriers, frustrations and disappointments and these 

will be discussed also. The concept developed for delivering heart health messages was based 

on the informal sharing of information amongst friends, peer groups and family.  This type 

of setting is culturally appropriate for Aboriginal people as family connections have always 

been and always will be the most effective and trusted means of passing on knowledge. The 

second aspect of this concept was that trained community mentors/peer group leaders or 

‘lay educators’ conducted their small heart health information sharing sessions among their 

social networks. 

 

6.1.1 Lay people as community educators 
 
There is no comprehensive or coherent view as to the most advantageous circumstances in 

which to involve lay educators and the model is not yet widely recognised within Australia as 

a comprehensive model of principles and practice.  

Peer education is not a new concept and peer education does not appear to have its roots within a 
particular school of thought.  Although located broadly within the field of social psychology, it has 
theories that can be applied from both sociology and education. Peer education rests on lay principles 
and assumptions (Turner, 1999 p 235). 
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There are several examples of peer group/lay educator work occurring within community 

health centres in Australia using strategies and methods similar to peer education documented 

in other countries (Fabiano, 1994; Van Der Walt, 1995), but these programs are still dominated 

by a need for empirical evidence and use of medical model interventions.   

The researcher found details of one controlled trial program, “Adolescent Asthma Action,” 

conducted and developed by staff at Westmead Hospital N.S.W where peer group 

learning/teaching was the major focus of sharing information (Shah, et al, 2001).  Another 

article by De Lay Rey (1996) explained the use of lay educators in a program aimed at teenage 

mothers of low socio-economic groups in South Africa, where the program was able to 

empower the teenage mothers within the groups with the opportunity to discuss their shared 

experiences.  They were able to have their perceptions confirmed by their peers and received 

social support from those who were best able to relate to their situation. This suggests a 

strategy that provides an opportunity to make new links and strengthen existing ones in social 

relationships, which is a major factor in the fabric of Aboriginal community life and the 

participants in this study.   

Health is viewed as a process that occurs within the dynamic interaction between an individual and 
the environment in which they live.  The focus of health education must include working with social, 
cultural and political systems to enhance the capacities of communities to help the individuals who 
live in them solve problems and make healthier choices (Fabiano, 1994, p1118).  

 

The social networks where individuals seek information obtain support and confirm their 

experiences are necessary and complex social processes that contribute to the daily life of the 

participants.  Introducing the concept of lay educators to the Aboriginal participants in the 

present study was not difficult, as the participants recognised the benefits of learning from 

people who were speaking from lived experiences.  

Trust between those giving and those receiving the message is a necessary component of 

effective learning in any situation.  Lay educators were able to ask questions and learn 

information at their individual abilities during the training sessions. They were extremely 

motivated and their quest to achieve knowledge to share made the tutoring sessions inspiring 

for the researcher.  Each lay educator was able to decide on training needs and how they 

would organise their session with the assistance of the researcher and the health workers.  

The lay educators were involved in choosing information that they felt was aimed at the level 

of their group.  They agreed that they would be able to reach people within their social 
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network who would normally not attend ‘official’ or ‘formal’ health education sessions run 

by the health services in the town with non-Aboriginal presenters.   

An important aspect voiced by all participants in the earlier stages of the study was that each 

lay educator should and did have a good sense of humour.  Humour helps create a 

connection between people and can be an ‘ice breaker’ in difficult situations.  The lay 

educators selected did indeed have a good sense of humour.  They were able to call upon 

their own personal experiences in a convincing manner and had a profound effect on their 

audiences who had not had the opportunity to discuss information about serious health 

issues in this manner previously.  The lay educators went on to hold successful HeartAware 

parties within their social network in their respective towns. 

6.1.2  Assessing reaction to the concept of lay educators. 
 

After discussion on areas of concern and having attained a good understanding of the level 

of CVD knowledge within each focus group, participants were asked how they felt the 

Aboriginal Health Workers could provide a better health education program for CVD.  Most 

participants suggested that the Aboriginal Health Workers needed more assistance, more 

funding for programs and more support from community members.  The researcher raised 

the concept of lay educators and gave a brief outline on the roles of a lay educator in the 

health area.   

It was encouraging to hear how supportive participants were when the concept of the lay 

educator was explained and discussion was quite enthusiastic about those within the 

community who would be good to help fill in the gaps in health education.  The groups’ 

main feedback was that helpers should be able to speak from experience and that they 

should not be working for the health department or Family Futures. 

R7 Especially if they are well known and liked, and are going through the same thing or have 
through it themselves, then others would listen, some one who is able to say, I lived through this (heart 
operation) or like that. 

 

R3 I strongly agree with this idea, we have leaders in the community that have family and who 
take notice of them and consider them to be leaders, so we should encourage them to do training in 
health. 

 
R9 We should have more education and prevention lessons which teach us about staying 
healthy, so we can have more knowledge to separate what is truth and what is not (a remark based on 
sugars and fats hidden in foods) and if it was from one of our own, it would be more truthful. 
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6.2 Identifying and recruiting lay educators 

During earlier visits to the study towns, the researcher had been given the name and contact 

details of several people who had shown a keen interest to be involved with the study and 

who could fill the role of lay educators.  These people were already known as ‘community 

minded’ people who were willing to be involved in helping others and had been approached 

by the Aboriginal Health Workers to meet the researcher.   

Ten community members who had many of the qualities that were considered necessary for 

the role of a lay educator were invited to be involved with the study.  Dates, venues and 

times to begin training were organised in each town. The full details of each participant’s 

progression through training and their role as a lay educator is discussed below.  Three of the 

potential lay educators completed individual training organised in two towns and a further 

seven completed the training as a group on a two-day retreat in Bunbury.    

Over time, characteristics that identified lay educators became clear and these were discussed 

briefly in chapter two and supported by the literature review in chapter three.  Those within 

the town who had been nominated by the health workers and focus groups had long shown 

a willingness to be involved with the community and had gained the trust and respect of 

others.  They were appreciated for their involvement with church organisations, schools, 

youth groups, community groups, extended families and various committees as described in 

Clary (1991) and Hale (1997).  Most were good at communicating ideas, motivating others 

and sharing helpful information to assist others to meet their challenges Sylvester (1998).   

These individuals had a high level of interaction skills with those in their social network and 

were able to approach others at appropriate levels, i.e. always showed respect for elders, and 

were able to connect with younger people (Mailbach, 1995).  All lay educators had a personal 

knowledge of those in their social network through either family or work connections 

(Badura, 2000) and this was considered a motivating factor to attend the sessions.  The lay 

educators were also seen to have a high level of confidence, a necessary prerequisite to 

organise and facilitate the heart health sharing sessions (Backett-Milburn, 2000), and they 

were aware of the value of the trust and confidentiality (Eng, 1992). These individuals were 

also considered leaders in their communities although not necessarily in all matters.  The 

coordinators of a similar program in North America described their lay educator similarly:  

Selection was to be based on personal leadership qualities.  One question faced by the selection committee 
was what was to be considered as leadership.  It was agreed to try to select people who were alert, 
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interested and active in community affairs and who appeared in the day-to-day activities to influence 
others in matters of decision and opinion formation (Martens, 1966 p 496).  

 

All potential lay educators were given printed information on the study, which outlined 

training issues, sharing sessions, and health information that could be taught.  They were 

given consent forms and encouraged to give suggestions for training, several of which were 

implemented.  Details of recruitment and training of lay educators in each of the towns in 

the study follows. 

6.2.1  Narrogin lay educators 
 

Three people were identified as potential lay educators in Narrogin.  They had been 

recommended by health workers, focus group participants and the ‘mainstream’ health 

service providers.  None of the three worked full time, (although CDEP was considered a 

job by the community it was not full-time), and they were not associated with any of the 

health services in towns other than as a client.   

The resident Aboriginal Health Worker rang them and asked if she could bring the 

researcher to their homes for a visit and talk.  All agreed and times were organised.  The first 

lay educator was a very friendly lady in her late thirties who had vast amounts of energy, with 

four children ranging from mid teens through to early twenties.  She discussed with the 

researcher her interest in doing health studies when her youngest had finished school.  Her 

involvement with the CDEP organisation was as an energetic member in the cooking group 

and she was involved in sports (playing netball, watching her sons at footy) as well as 

working four hours a week with the after school program at the high school.  She was keen 

to complete her training as a lay educator and was tutored by the researcher in individual 

sessions, which was her preference, as she could set the time and meet with the researcher at 

home.  The Aboriginal health worker also offered assistance in the training sessions and the 

lay educator was eager to have her help. Although eager to help, the health worker was only 

able to assist with one session, due to her work commitments. 

The second Narrogin contact was a well-liked mature man in his early forties, who was 

raising his two sons alone.  He had worked at the school as a liaison officer, had begun 

health worker training a few years previously which he had not completed, and was waiting 

to see if he had been successful in gaining part time employment with the youth mediation 

service in the town.  He was involved in the church, organising group activities for the men, 

had a good sense of humour and worked five hours a week with the school in a parent 
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liaising role.  He had indicated he would attend training with the first lay educator, but at the 

last minute had a family crisis, so the researcher provided one-on-one training when he was 

available.  

The third community member approached was an older man who had suffered a heart 

attack.  He was interested in sharing his experiences and had a quietly spoken manner.  He 

showed an interest in the study, discussed training and then decided after consulting his wife 

he should not undertake the training, due to his health.  The health worker offered more 

support but his wife was against him taking a role in the study.  This was disappointing as 

this particular person could have spoken from personal experiences in regards to having a 

heart attack, he was aware of symptoms, the operations, and recovery actions. However, it 

was important to him to have the support of his family and both the health worker and 

researcher respected his decision. 

 

6.2.2  Albany lay educators  
 

The Albany Aboriginal Health Workers and focus groups recommended a local 

grandmother in her mid sixties with a good sense of humour.  She had shown a keen interest 

in the study, had worked as a nurse’s aide when she was younger and loved helping people.   

Of her five children, all young adults, two were still living at home.   

She was helping raise grandchildren and was busily involved with church activities and youth 

concerns in her neighbourhood.  A time was organised for her and another lay educator to 

have shared training sessions with the researcher and Aboriginal health worker at her home.  

At the last moment there was a cancellation by the second person, but this did not dampen 

the grandmother’s enthusiasm and motivated her more to organise her training.  During the 

training she offered opinions on the material, how to do her presentation and what resources 

would be best.  She made plans to hold sessions with the young women of the town and 

went on to hold three sessions in total. 

The second Albany person nominated as a possible lay educator decided not to continue as 

she had been ill with diabetes and reconsidered her offer to be involved as travel to Perth for 

specialist treatment was being scheduled for her. 

 
 
 



 110

6.2.3 Bunbury lay educators 
 

The Bunbury recruitment and training was undertaken without direct personal input from 

the researcher as one graduate Aboriginal Health Worker based there was currently working 

in the CVD specialist role.  He was confident, capable and willing to assist in the present 

heart study in any way.  This developed into a rewarding partnership, with the health worker 

taking the main responsibility of disseminating heart health information during the training 

as well as organising colleagues to assist in the training retreat.   

Discussion with the graduate Aboriginal Health Workers based in SWAMS and two 

colleagues, focused on identifying ideal lay educators for the researcher based on the criteria 

previously discussed.   They named quite a few potential lay educators and then narrowed 

the choice to six people from surrounding, smaller country towns where SWAMS provided 

outreach services.   

The idea that people living in the smaller towns be included made sense, as there were no 

Aboriginal health services based in their towns and the lay educators could disseminate 

information where there were no health workers.  The Aboriginal people in these towns 

relied on the regular visits by the health workers for support and advice.   They had access to 

doctors at the local practice based in town and small child/health clinics, but generally chose 

to travel to Bunbury for medical treatment by the doctors in SWAMS.  

Six motivated people from towns near Bunbury and one ex-health worker in Bunbury 

registered their interest in attending the training.  The group consisted of three men and four 

women, who were keen to learn information on CVD. 

 

6.3 Training of the Lay Educators  

The widely varying circumstances of the selected lay educators required two approaches to 

the training study programs designed to equip lay educators with the necessary skills to hold 

information sharing sessions.  The first approach was having three different lay educators 

receive individual training by the researcher with assistance from Aboriginal Health Workers. 

The second was a ‘retreat’ for seven lay educators, organised and facilitated by three 

Aboriginal Health Workers, all who had completed the cardiovascular health course.   
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There had been a consistent view expressed by the Aboriginal Health Workers that during 

training the lay educators should be paid a set rate.   Trainees received $50 per day, with 

lunch supplied.  This was accepted and appreciated by all lay educators who were all from a 

low socio-economic group.  The payment for training was to emphasise the importance of 

learning the heart health information and to indicate that participants’ time was considered 

valuable to the study.  There is a potential argument that the lay educators completed the 

training for the money and there is always this concern when dealing with those in the 

community who have low incomes.  However, there was a continued input by all trainees 

without further payment.  The lay educators were not paid to present the heart health 

sharing sessions. However they were reimbursed with food purchased for the sessions and 

provided with incentives from NHF which included hats, pens, skipping ropes and water 

bottles.  As they were community minded people they gave indications they were satisfied 

just to be involved with helping others.   

Martens (1966) discussed the use of problem solving workshops used in Indian and Eskimo 

communities where slides and flannel board presentations were effective.  It was considered 

important in this study to have ‘interactive’ sessions, which included role-plays of situations 

and incorporating practical suggestions with visual materials where people learnt by seeing 

and doing, rather than just being inactive and listening to someone talking.   

The objective of the training was to have the participants all feeling confident enough to 

organise and facilitate a heart health sharing session on the information learnt to their family 

and friends.  Another major aim of the training program was to ensure that the lay educators 

were familiar with the resources supplied during training. 

Prior to the training, the Aboriginal Health Workers and the researcher agreed that the lay 

educators would need to learn basic CVD information, which was taken from the Heart 

Foundation primary schools manual for teachers (NHF,1999) and the newly published 

Aboriginal Cardiovascular health manual (NHF, 2001) and adapted for the lay educators.  

The training for lay educators included: 

1. Basic information on anatomy, of the cardiovascular system, with a brief explanation 

of the function and compartments of the heart; 

2. What happens when the heart or circulatory system are damaged; 

3. The major issues of heart disease affecting Aboriginal people; 
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4. The importance of blood cholesterol levels and blood pressure; 

5. How to discuss lifestyle issues with peers without being intrusive or dogmatic, e.g. 

information on diet, exercise, smoking and lifestyle factors causing CVD; 

6. Sessions on the effects of smoking and obesity on cardiovascular function; and  

7. Format of the HeartAware parties and familiarity with resources.  

Participants discussed concerns of CVD risk factors for most of the second day, with 

suggestions from lay educators on developing confidence to talk about issues of diet, 

increasing exercise and quit smoking advice, in a supportive and informative manner.  They 

had the opportunity to role-play at being a facilitator (with some great moments of 

entertainment).  They enjoyed the video on how to cope with CVD heart attack, which is a 

NHF resource.  Overall, the training activities gave the group and individuals an opportunity 

to interact, have fun and share learning aspects. 

 
6.3.1 Individual training sessions 
 

Prior to the first training period, two health workers were approached and agreed to deliver 

basic CVD training in their town to their lay educators.  However, on the appointed day they 

were unable to deliver the training, due to work commitments.  As there had been quite 

some organising and a good level of interest shown by the lay educators, the researcher 

decided to undertake the training aspect with one-on-one tutoring.   

The introductory session included discussion of issues the lay educators felt comfortable 

sharing, how they would like to have their session proceed and the development of a draft 

program.  They were able to cover many of the aspects from the training outline above and 

were eager to organise their sessions.  Each session with the lay educators lasted two hours, 

over lunch, with the researcher returning for a second two hour session the next day. A 

guide to approximate times and use of resources was developed and given to them.  The lay 

educators were quite confident and expressed their desire to hold their sharing sessions in 

the following two days.   

This was in line with what the researcher had anticipated and the researcher agreed to come 

along to the sessions as an observer and support person, due to the absence of the 

Aboriginal Health Workers.  
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Typical comments at the end of the training were: 

R4 Just finding out about the heart was good, I lost my dad through a heart attack and hope nothing 
like that will happen again, so I want to learn more about eating healthier, and exercising a bit more.  
My kids should know all this I want to learn the information to teach them. 
 
R2 If I can use this information to help one person, it will be worth it and I aim to get the guys from the 
church having some heart health information sessions, as the men always act as if they are too tough and 
don’t get sick. 

 

After the training had been completed, all lay educators signed forms saying they would 

volunteer their time for the heart health sharing sessions and that they had received payment 

for their training time. 

6.3.2 Group training: The Bunbury Retreat. 
 

After several delays with dates and venues, and with the year coming to a close, there seemed 

little chance in organising and completing a two day workshop (‘retreat’) to train seven 

people in Bunbury.  However, at the last moment all seven agreed to attend the two-day 

training session during the week prior to Christmas.  All participants were informed of the 

workshop venue and dates and were paid to attend the training.    

The researcher and the health workers met prior to the retreat to finalise the necessary 

details of meals, transport, accommodation and resources. The Aboriginal Health Worker 

who was working in the position of CVD/diabetes specialist showed his skills in facilitating 

the training capably, with minimal input from the researcher.  Two other health workers 

helped with the retreat and assisted in organising other details including providing transport 

to participants, delivering sessions, assembling resources and planning recreational activities 

for those staying overnight  A draft program was prepared outlining approximate times of 

sessions and the use of resources.  Social activities were organised for after the educational 

sessions including a campfire BBQ with a guitar session, catching marron (WA fresh water 

crayfish), and bush walking around the property. The group was provided with morning and 

afternoon tea and lunches on both days and accommodation was available for those who 

stayed overnight.   

When the group met for the first time, it was hoped they would have some commitment to 

the sessions and they were asked what they wanted to learn, what they considered important, 

what issues they felt comfortable sharing and how they would like to have the two days 

organised. Overall the attendees at the training were highly motivated and interacted 
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confidently with each other.  Two participants realised they were relations who had not met 

before, and this added to a welcoming and friendly atmosphere.  The trainees were keen to 

have open discussion on particular heart health issues and voiced their desire to learn more 

information on hidden salts and sugars in foods.  They discussed concerns about smokers (a 

major issue) and asked for suggestions to deal with issues such as drugs and alcohol abuse.   

Discussion on risk factors and how to address them took much of the second day, with lay 

educators stating they felt confident enough to talk about issues of diet, increasing exercise 

levels and seeking help for those who want to stop smoking.  The group was asked to share 

any personal experiences they or family members had with CVD and to raise any issues that 

they would like the group to discuss. They all agreed they could undertake this in a 

supportive and informative manner.  There were several quieter members, who were content 

to allow others to speak, but as the sessions progressed, they gradually spoke and joined in 

the discussion.  Many of the group had changed some aspect of their behaviour to be 

healthy in the last year and all were happy to share the information they learnt at the training 

session to those in their social network.    

Each session generally involved plenty of discussion, whiteboard use, videos and group work 

focusing on the aims mentioned, with the researcher holding several sessions of role-playing 

to enhance confidence and interaction.  All agreed the sessions were valuable in learning 

issues. After the training these seven lay educators agreed to volunteer their time for the 

heart health sharing sessions and signed forms stating this intention.  Each potential lay 

educator was paid $50 and asked to sign a receipt (Appendix 4).   

Comments from the lay educators who undertook the training in Bunbury were positive and 

gave good reviews for the course and the objective of passing on heart health information to 

Aboriginal families:  

R1 Meeting the other people at the training was great.  I wanted to learn more about the heart to teach 
others, we should have more of these types of group learning sessions, we don’t get a chance to talk serious 
health with others who have the knowledge or experiences. 

R5 I loved having the chance to talk to the others; we all had stories that made us think about someone 
we have lost.  I want to teach my kids and my family about heart disease so that they won’t lose anyone 
else through something that could be changed. 

R3 The different speakers made the sessions interesting, I liked having the chance to meet and talk with 
others from the towns who are trying to help their families too.  It makes you think that your town isn’t 
the only one having people get sick all the time, we should have more sessions to train people in the 
community instead of having the health workers do everything. 
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R6 I know I’m overweight, but that won’t stop me from talking to the kids at the after school centre 
now.  They can say what they like and I’ll just say if you don’t want to be my size then you better listen.  
This information should be given to all the kids. 

 

As it was quite close to Christmas it was decided to defer the heart health sharing sessions 

until the New Year when families returned from holidays and children were back in school.  

All of the participants agreed this was sensible and dates were set for the second week of 

February to meet again and revise information from the training.   

This reunion lunch in February gave the group the opportunity of reacquainting themselves 

with the other trainee members and an opportunity to practice the heart health sharing 

session format.  Five of the seven attended the session and they received their folders and 

resources and generally discussed the challenges they could see to holding their sessions.  

They were also asked to give their opinions on the training that they had completed six 

weeks earlier in the retreat. 

R1 I feel as if the training was giving me more self control over my life, I know what to do; now it’s a 
matter of doing it.  I know we learn from our family more, so I will make sure my family get more 
information. 

R5 It was so good to be able to have the heart training, as my mob live away from the hospital and often 
we don’t get to see the Aboriginal Health Workers, so having this information will be handy to have and 
share. 

 
Photo Two: Bunbury Retreat, Aboriginal Health Workers and selected 
community people who trained as lay educators. 
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6. 4 Barriers and Facilitators for Lay educator’s Involvement  

6.4.1 Self Confidence   
 

Of the 12 community people whose names had been suggested by Aboriginal Health 

Workers and focus groups in all towns, only five went on to hold HeartAware parties after 

completing the training.  A lack of confidence was an issue affecting several lay educators.  

Some potential lay educators felt, after more consideration, that they would feel too 

intimidated to speak on important health issues in front of family and friends.  On the other 

hand, the lay educators who held the parties generally had a high level of self-confidence and 

were able to face the challenge of speaking capably to their peers, with most stating they 

actually enjoyed playing a leadership role and helping others with advice. 

R1 I was keen at first, then after thinking about it realised that I was not that confident and even 
though I am good at talking, it would be a spotlight on me for health worries and I would rather a health 
worker took it as they have got more training. 

 

In Albany, two of the three people who had initial discussions with the researcher decided 

they were not able to continue with the study.  They commented that they felt they lacked 

the confidence needed to present such important material. 

 

6.4.2 Family and Community support  
 

Lack of support from family and Aboriginal Health Workers was a barrier that was voiced 

by those who did not continue in the role of lay educator.  Participants who withdrew felt 

that they would need more support and follow up than was available.  The lay educators who 

went on to facilitate HeartAware parties stated that there was a good level of friendship and 

support by the health workers and this was an important factor for success.   

It is reasonable to assume that families have to be supportive of the lay educator wanting to 

help others.  The lay educators completed the training, needed time to shop, organise the 

sessions and provide follow up in conjunction with the Aboriginal Health Workers, all 

aspects that would interrupt family expectations. 

Family support was an issue in Narrogin where five keen people discussed having 

HeartAware parties and eventually only two proceeded with the training. 
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R7 Even though I feel good after my heart problem, and wanted to have a session, so that I could talk 
to my mob about what I went through, my wife thought I was taking on too much.  She was disturbed by 
the stress caused by organising the sessions, so to keep peace, it was better not to go ahead. 

 

6.4.3 Trust 
 
The level of trust between lay educators and the Aboriginal Health Workers, who are their 

first call for advice, resources and information, played an important part in enabling the lay 

educators to hold HeartAware parties.  Lay educators who proceeded in the study stated that 

they had trust in the Aboriginal Health Workers to assist with answering questions and 

acting in the role of mentor to them for the parties.  Conversely, there were several 

community people who did not want to be involved with a particular health service and 

Aboriginal Health Workers within their town, saying that in their opinion the services and 

Aboriginal Health Workers were unprofessional and not doing their job.   

6.4.4 Payment 

 

Payment was an issue for several people who thought they should be paid for the 

HeartAware parties, not just the training.  While this is a valid request, limited funds were 

available for paying those who ran HeartAware parties and the aim of the study was to find 

those who would volunteer their services for the good of their community, rather than 

having paid helpers.   

R1 I am always watching my budget and even though I wanted to have the sessions, I never really had 
enough money to buy the food (for the party).  I asked the health worker, who said they could get the 
money paid back in a fortnight, but its too late then I need it first up to start. 

 

Lay educators who participated in the study showed that their primary concern was helping 

others and having a financial reward was not an issue that prevented them being involved. In 

Bunbury seven people attended the two day workshop retreat for training.  They had the 

advantage of being involved in a support network, but only two went on to hold 

HeartAware sessions with issues such as lack of money and time being raised.  

 

6.4.5 Time constraints 
 

Other lay educators who did not continue in the study cited other responsibilities and family 

demands as not leaving them enough time to get involved. 
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R3 I liked the idea of being a leader, but there is too much happening in my life at the moment for me to 
keep going with the course, maybe later I will get back to it. 

R9 I don’t have the time.  I’m helping at the school with the grannies, and my daughter and her three 
kids have come to live with me till they get a house, since I did the training.  We’re a bit stretched to do 
more, but I will do it later, just need to help with my family. 

 
The challenge of identifying, recruiting and training the lay educator became an interesting 

and enjoyable phase of the present study, which offered an insight into the lives of the 

participants.  It was also rewarding to witness community people who had become involved 

with the present study, learning and gaining confidence to help those in their social network.   

Highlighting characteristics for a good lay educator, discussion on recruitment and the 

aspects of training may be valuable information for those who attempt similar programs in 

the future.  The training showed that there are three main aspects to the success of effective 

message dissemination: appropriate Aboriginal facilitators should be employed; it should be 

undertaken in small groups that encourage a friendly, fun atmosphere; and the community 

should have input into how it proceeds. 

 

6.5 Evaluation of the Lay Educators training program  

All lay educators who undertook the training courses were asked to complete a pre and post 

questionnaire on their knowledge, attitudes and behaviour towards CVD.   

The pre training questionnaire revealed that lay educators were aware of and maintaining 

good health practices in regards to cardiovascular health.   They were aware that they were 

considered positive role models among their peers and were concerned for those within their 

social networks who were not living healthy enough to prevent CVD. 

The post questionnaire was designed to give feedback on the training and their reaction to 

continuing as a lay educator.  These post responses indicated to the researcher who might 

need extra support or had concerns in regards to organising a HeartAware party. 

6.5.1 Pre-training questionnaire results  
 

The following comments and data are presented under the question headings of behaviours 

and characteristics related to acting as a lay educator.  Lay educators were asked about issues 

pertaining to their personal health beliefs and knowledge of cardiovascular risk factors (n = 

10). 
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A) Personal knowledge and attitude  

 

In your experience what makes a good role model? 

� Seven commented that they are people who care about others;  

� Six said they should have good listening skills; 

� Six said they should be active and outgoing; 

� Four suggested they should have a healthy lifestyle;  

� Three said they offer help without interfering; and  

� Two said they attend church frequently. 

 

What healthy diet habits do you regularly maintain?  

� Seven did not smoke and the same seven did not drink alcohol; 

� Seven ate lots of fruit and vegetables and six had begun to grill their meat; 

� Five took the skin off chickens while four said they used lite salt and sugar; and  

� Four said they steamed their vegetables. 

 

Do you regularly exercise and in what form?  

� Eight lay educators walked more than four times a week; 

� Six said they went swimming in the river regularly; 

� Six also stated they interacted with kid’s sports activities which accounted for 

physical activity for them; 

� Two played netball twice weekly, another two played golf weekly; and 

� One said although he was ‘past it’ he played football weekly for the exercise and 

social interaction. 

 

What changes would you like to see people make to be healthier?  

� Nine of the lay educators said they would like to see an increase in exercise; 

� Seven stated they would like to cut down on take away foods; and 

� Seven said they would like to see less drinking in those within their social network. 

 

What makes it difficult for you personally to lead a healthy life? 

� Five lay educators stated bad weather was a deterrent;  

� Three said that having no one to accompany them to walk or exercise made it 

difficult to keep up it up regularly; and   
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� Two stated family demands prevented them occasionally and although they tried to 

encourage family members to come with them – they had to go alone. 

 

Are you confident answering health questions for family and friends? 

� Eight lay educators considered themselves capable and confident. 

� Two thought they needed more support and felt they were too young. 

 

Overall lay educators were aware of the importance of regular exercise and two had been 

instrumental in forming walking groups among friends and family. Another had helped with 

beginner exercise classes for young mums within her own social network and their responses 

demonstrated a good range of exercises were undertaken regularly.   

 

6.5.2 Health information gained during training 
 

After training the lay educators were asked to complete a post training questionnaire.  The 

post training comments highlighted an increase in general CVD information as well as a 

more informed understanding of lifestyle impacts on those within their social network 

How do you think you will be able to make a difference to people’s heart health attitudes? 

 

� Six said that by sharing the information learnt at this session with family they could 

make a difference; 

� Three said to continue to be a good role model was making a difference for their 

social network, along with giving support; and 

� One said that by accepting others, no matter what the situation, will help. 

 

What changes would you like to see people make to be healthier? 

 

� Seven said to get people to walk every day; 

� Five said to get them to drink more water; 

� Four said people should cut down on fatty foods; 

� Four said trying to get people to have more well-balanced meals with more fruit and 

vegetables;  

� Three recommended removing the skin from the chickens and cutting the fat off the 

meat; and 

� Two said they should educate young families to eat better. 
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What do you think are the major causes of heart issues? 

 

� Seven responded with smoking; 

� Seven stated that blocked heart arteries were a major problem; 

� Five said fatty foods impacted on heart health; 

� Five stated that no exercise contributed to heart disease; and 

� Three said obesity and alcohol or drug abuse was a cause for heart disease. 

 

Can you tell me the major causes of diabetes? 

 

� Six said that eating the wrong food and using too much salt and sugar had a major 

impact on diabetes; and 

� Five said obesity and a family history of diabetes was a cause for diabetes and three 

said not drinking enough water which made the kidneys work harder was an issue of 

concern. 

 

Can you explain what cholesterol is? 

 

� All of the lay educators were able to write the correct information that was taught in 

the training.  They retained information on good and bad fats.  Seven lay educators 

wrote that smoking increases the tendency for blood to clot.  

 

Do you think the amount of salt people eat can affect their health and how? 

 

� Six lay educators said yes it does affect health - by slowing down your heart; 

� Two responded that too much salt thins your blood; and 

� One stated salt dries up your blood and blocks your arteries. 

 

What information would you be most comfortable sharing? 

 

� Seven lay educators said they would be able to talk about diets confidently by 

discussing healthy options and helping with suggestions for healthy meals; and  

� Three said they would get people to think about doing more exercise and assisting 

with quit smoking, by supporting and listening to them. 
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On the whole, the level of knowledge, understanding of issues and stated behaviours of the 

ten lay educators who completed training, was generally quite well informed as well as 

indicating they had a high level of motivation to help others. 

The lay educators all wanted to increase their level of exercise and thought of different 

approaches that might encourage others to join them.  A fun and fitness group was 

discussed by two lay educators in the same town, with discussion on following up with 

several mums who had kindy kids. 

Lay educators were aware of the negative lifestyle issues for many in their social network and 

wanted to gain information on ‘self help’ books, free phone information (e.g. helpline), and 

how to initiate drug and alcohol education sessions for adults.  They saw these options as 

being potentially useful but they also needed to be made more appropriate for Aboriginal 

people.  Family support was discussed and considered a major factor for individuals trying to 

lose weight, give up smoking or increase exercise, with lay educators saying it contributed 

towards their positive outlook. 

All of the lay educators wanted to see those within their community in general live a 

healthier life, with less alcohol, drugs and other bad influences available to the younger 

generation.  They thought the negative health consequences of smoking; drinking, drugs and 

fast foods should be taught to all children from an early age, with Aboriginal children having 

resources appropriate for them. 

Training issues were generally considered positive with lay educators stating: 

� Education and confidence were aspects that were needed for anyone to pass on 

information; 

� Good role models were found in all communities and needed recognition for their 

contribution – such as in this study; and 

� The lay educators felt that by having education, support and a format to follow they 

would all have a small impact on those with whom they interact. 

 

Issues of importance that lay educators learnt during training and thought were important 

are listed below: 

� Start teaching the young; 

� Try to be active on a regular basis; 

� Try to buy foods with the good tick label; 
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� Be aware of family health problems; 

� Know what to do in case of a heart attack; 

� Stop smoking and eating wrong foods; and 

� Be aware of your blood pressure and cholesterol levels. 

 

On the whole, the knowledge of lay educators in regards to heart health disease covered 

most issues, including: 

� Having checkups more regularly so that people are aware of their own blood 

cholesterol levels, blood pressure and general state of health; 

� Overweight and obesity should be changed as soon as possible, by diet and exercise, 

but with doctor’s approval; and 

� Smoking and alcohol in moderation will assist in achieving better health. 

 

The lay educators were pleased in general of their knowledge of diabetes and confirmed the 

issues are similar to heart disease. 

6.6  Evaluation of the training process 

Overall comments on the training session were that it was too rushed, with not enough time 

to discuss issues, but that the training was adequate and informative. 

They all said they learnt new and interesting information that would benefit them and those 

in their social network. 

 
6.6.1       The training program and knowledge gained 
 

What did you enjoy about the training/tutoring/ retreat most? 

 

� Nine said being able to share ideas and talk serious health issues with peers;   

� Seven said to have the opportunity to learn heart health information; 

� Five said having fun with others while learning; 

� Four said meeting others who want to help too; and 

� Four comments related to the food and interaction.   
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What did you like the least? 

� Three stated they did not have enough time (a week was suggested to learn more); 

� Three said more involvement with the local health organisation was needed (not only 

an independent consultant); and 

� One said the way the group discussed smokers (dad recently died of lung cancer).  

 

Why did you agree to become a lay educator? 

� Helping others, sharing information, learning more to teach our kids how to lead a 

healthy life; and 

� Get to share own experiences and relate to others.  Show others how to take 

responsibility for their own health. 

 

Was the training worthwhile to you? 

� The group agreed that the training helped them to gain more confidence, to 

communicate, and to learn more about heart health issues.  Several commented on 

the value of learning the difference between modifiable and non-modifiable risk 

factors 

 

Did the workshop/training cover most of your heart health concerns? 

� Nine of the ten lay educators answered yes to this question, with requests for more 

prevention activities.  There were requests for recipes and contacts for quit smoking 

help. 

 

6.6.2 Personal gains from training as a lay educator and future plans 
  

The eight lay educators who were confident to continue with sharing stated they felt even 

more confident.  The two younger lay educators still felt a little ‘out of their depth’. 

Do you still feel you would like to continue with the role of lay educator? 

 

Eight of the ten lay educators agreed they would like to continue with the study, as they 

thought they could make an impression on the health of those within their social network.  

The remaining two were unsure of how they would be received, as they were in their early 

twenties and not as confident as their peers. 
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Who would you like to invite to your HeartAware party? 

 

� A variety of groups were mentioned, from young mums to the elderly.  Several men 

wanted to bring working men together as they don’t often have an informal venue 

with their peers to talk about health issues; and 

� The women wanted to focus on young mums who would be able to influence their 

children.  One wanted to reach the ‘over 50s’ who were not looking after their health 

as well as they could. 

 

Do you think the HeartAware format guide will be helpful enough?  If not what else should it have? 

 

All lay educators were satisfied with the guide, with its step-by-step instructions to organising 

and holding a HeartAware party.  No other suggestions were given and times and dates were 

discussed with the heath workers for booking the video.  

 

Do you have any other issues you would like to discuss? 

 

People requested information on obtaining money for HeartAware party food.  Days and 

times were issues they wanted to discuss, due to the influence of pay days, holidays, and 

funerals.   

 

6.6.3 Follow up questionnaires (lay educators - six weeks after training). 
 

Have you been able to hold a HeartAware party?  If not can you say why? 

� Five of the 10 had not been able to hold a party;  

� Two women stated family demands prevented them holding a HeartAware party; 

� One younger man said he did not feel confident enough without group support;  

� A younger woman said illness prevented her holding a party; and 

� One man said he was not financial enough to buy the food and it took too long for 

the Aboriginal Health Worker to get the money. 

 

If you did hold a HeartAware party, who were your guests? 

 

The parties consisted of family and friends within the social network of the lay educators 

and can be read in detail in Chapter 7.   
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Did you give all guests attending - a pre and post questionnaire?   

 

Most participants who attended the nine HeartAware parties completed a pre and post 

questionnaire (details in chapter 7).  

 

Have you been able to maintain any healthy lifestyle changes since your training? 

 

Six of the lay educators are still actively doing regular exercise and have continued with some 

dietary changes, including: using lite sugar and low fat milk; increasing fruit and vegetable 

intake; cutting fat off meat; and using alternative methods of cooking. 

 

Do you feel your HeartAware party has made an impact on those who attended? How? 

 

� Seven of the lay educators were confident that the cooking ingredients were being 

tried in the homes of those who had attended their HeartAware party; and 

� One had continued with a walking group with several participants of her party.  

Another stated a friend from the party had quit smoking for several weeks and was 

trying to quit again with her support.  There were comments of participants buying 

pita bread and more fruit as an outcome of the HeartAware parties. 

 

6.7 Summary 

This chapter described the selection and training of lay educators as part of an alternative 

approach to cardiovascular health education based on the informal sharing of information 

amongst small groups of friends and family.  Community mentors/peer group leaders (i.e., 

‘lay educators’) were recruited and trained to conduct heart health information sharing 

sessions among their social networks.  During training, the lay educators were involved in 

choosing information they felt was aimed at the level of their group, and they were able to 

ask questions and learn at their individual ability levels.   

Community members were willing participants in the present study as they recognised the 

benefits in learning from people who were speaking from lived experiences. Family 

gatherings have always been the most effective and trusted means of passing on knowledge 

and the potential of this approach was received with enthusiasm by Aboriginal Health 

Workers, health professionals and participants.  Overall, the concept and format of the 
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HeartAware parties was very well received by the participants, the lay educators and the 

Aboriginal Health Workers.   

The level of interest and enthusiasm to learn shown by the participants was encouraging and 

contrasted sharply with previous attempts at providing heart health information to the 

groups in the town, as detailed earlier in this study.  Participants felt that the information 

presented to them was clear and at a level which they were able to understand clearly.  They 

discussed the lifestyle issues affecting those in their social network and said that they would 

work towards changing some behaviour.   

The lay educators who completed the training and went on to hold HeartAware parties 

tended to have greater self-confidence, broader support from family, less financial 

constraints, greater perceptions of support from health workers in their area, and less other 

time demands than those who dropped out before training or who underwent training but 

did not hold any parties. Nevertheless, the data suggest that all those who underwent training 

benefited in both heart health knowledge and behaviour, and would at least serve as 

influencers in their immediate families. Photos of the first Albany HeartAware party follow:  

Photo 3: Participants watching the video ‘Listen to your heart’ 
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Photo 4: Participants playing the HeartAware game. 

 

Photo 5: Participants had their photo taken after the HeartAware party with 

incentives from National Heart Foundation.  This was published in the local paper, 

in an effort to raise awareness of CVD among the townspeople. 
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CHAPTER 7: 

PRESENTATION AND EVALUATION OF HEARTAWARE PARTIES 

 

7.1 Format for HeartAware parties 

Several names had been considered for the heart health sharing sessions and at the training 

retreat it was unanimously decided to call the sessions ‘HeartAware parties’. 

The idea of a party format, where family or friends meet in the home of a host to have fun, 

share food, and where a facilitator takes the opportunity to provide information on a 

particular product, is a proven successful commercial marketing strategy.   This format is 

used for the sale of merchandise such as Tupperware kitchen storage containers, Avon 

cosmetics and Amway household cleaning aids.  Several large companies using these 

strategies have been operating in Australia for many years and the ‘HeartAware’ name was a 

play on the well known Tupperware parties.    

In the instance of the HeartAware parties, the objective was to 'market' an increase in 

knowledge of CVD prevention amongst Aboriginal people in rural settings.  Small group 

sessions in private homes were considered a culturally appropriate method.  Sessions in 

private homes ensured that the venue was familiar, and, being amongst friends, the 

participants were more likely to feel at ease than in a clinic or at a formal public meeting.  

The sessions were structured to present important information on lifestyle issues affecting 

cardiovascular health without being overly serious, complex or making people feel 

uncomfortable or helpless about their particular health status.  Participants were encouraged 

to believe in their ability to change with support from others at the party.  

All HeartAware parties followed a set format. 

1. The participants completed a pre-session questionnaire on their knowledge of 

heart health issues;  

2. they then were encouraged to interact in a discussion session on heart health;  

3. next they watched a video;  

4. then they shared a heart healthy lunch; and 
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5. lastly they played a game testing their knowledge of the heart health information 

that had been provided in the earlier sessions.  

The introduction, discussion and video were programmed to take about 90 minutes.  Lunch 

and the game were programmed to take another 90 minutes. Most sessions were between 

three and three and a half hours. 

A resource kit for the HeartAware parties was developed by the researcher in collaboration 

with the health workers who participated in the study.  The resource materials were carefully 

chosen to ensure that the content, style, language level and entertainment value were 

appropriate for the participants.  A guide containing basic heart information, heart health 

risk factors and other relevant information was provided to assist lay educators in the 

sessions (Appendix 6). A protocol was developed which gave step-by-step instructions to lay 

educators for setting up the meeting along with time guides for all specific segments of the 

HeartAware party (Appendix 5).  A check-list was included to ensure all resources had been 

collected, materials were assembled, and a variety of healthy food purchased (Appendix 6).   

  

7.1.1  Questionnaires  
 

Three questionnaires were developed to gain an understanding of the level of knowledge, 

attitude and behaviour of the participants in regards to CVD (Appendix 7).  The first 

questionnaire was given to HeartAware participants before the HeartAware party began, the 

second immediately after the HeartAware party finished, and the third on a follow up visit to 

participants 6 weeks after the session.  The three sets of questions were framed to provide 

answers to the same broad questions but in each questionnaire they were worded and 

grouped differently, so as not to be repetitive.  

The pre-session questionnaire was the first activity for the HeartAware party.  It was 

designed not just to collect information but also to encourage participants to focus on CVD 

issues and to ‘set the scene’ for the rest of the time spent at the gathering.  The questionnaire 

also indicated to participants that they were expected to take the session seriously and 

discuss CVD.  Lay educators had knowledge of the level of literacy skills of participants so 

that, if necessary, the questionnaire could be completed as a group activity, allowing time to 

assist those having difficulties.  The pre-questionnaire served to stimulate discussion of heart 

health and the aims of the HeartAware party.  It also served to prime participants to the 
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information presented in the video that was to follow.  The completed forms were collected 

before the next activity and kept for the researcher.  

A post-session questionnaire was completed by all participants at the conclusion of the 

HeartAware party.  The post questionnaire indicated whether participants had increased their 

understanding of heart disease and any changes participants intended to make in their 

lifestyle to avoid behaviours detrimental to heart health (Appendix 7).  Approximately six 

weeks later a delayed post questionnaire was administered by three assistants to as many 

participants as possible.  The assistants had not attended the HeartAware parties but knew 

the researcher and were briefed on the parties and aims of the study. 

 

7.1.2 The National Heart Foundation video 
 

After the introductory discussion session, participants were shown a ten-minute video called 

“Listen to Your Heart” (NHF 1999 Northern Territory Branch) which showed lifestyle 

factors affecting cardiovascular function in Aboriginal people.  The video features James 

Swan, a well-known Northern Territory boxing title-holder as the commentator.  James had 

won gold in the Commonwealth Games and was considered a top sporting hero in the 

Northern Territory, especially amongst Aboriginal communities.  His narrative is 

accompanied by country-western style background music popular with Aboriginal people.  

The use of animated characters giving health messages provided some light-hearted input 

into a serious subject.  Other actors portrayed a realistic Aboriginal family and the video was 

clearly made for an Aboriginal audience. Issues such as exercise, diet and smoking were 

raised in the video and all lay educators placed great value on the video as it removed the 

onus on them of having to ‘preach’.  The video was particularly useful in this cultural setting, 

as there are few health promotion resources portraying Aboriginal people.    

The video showed a doctor explaining to an Aboriginal patient what happens in lay terms 

when someone has a heart attack, using an analogy of a blocked petrol line in a car.  This 

encouraged serious discussion of lifestyle factors causing heart disease among Aboriginal 

people.   

The video impressed the group with its content and style and the commentator spoke clearly 

to the audience.   
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R1 I liked the cartoons in the videos, making fun of the serious things.  It is how we like to carry on- 
humour makes the subject less threatening.  I was able to understand the information the doctor told the 
guy who had the heart attack.  It was good to see Aboriginal actors doing the video. 
 

R2 I know one of the actors and he is a good health worker so I could relate to it.  The information was 
told clearly and I understood it. 

 

7.1.3 A Healthy Food Break 
 

After some discussion on the video, a ‘healthy heart’ lunch/refreshment break was 

scheduled while the video was re-run in the background.  Food selected for its health 

benefits (as with the focus group lunches) and purchased by the lay educator with assistance 

from the researcher, was set out in a buffet style where participants could make their own 

selection.  The foods most commonly selected included wholegrain rolls, salads and fruit, 

with a selection of low fat milk, cheese and yogurt.  Lay educators were encouraged to 

provide foods that might be a new taste for the groups.  These included items such as pita 

bread with salad, olive oil margarine, different fruits such as honey dew melon, kiwi and 

mango, and combining these fruits with yogurt.  The meal was accompanied with juice and 

tea or coffee to encourage participants to relax, interact and consider the information that 

had been given in the earlier sessions.   

There were no complaints by any participants about the variety of foods supplied and 

feedback to several lay educators indicated some participants would subsequently purchase 

items they first tried at the HeartAware party.  People were also positive about the choices 

they were able to have for the lunch. 

R9 I haven’t tried pita bread with cold salad for lunch before, it’s a nice change from bread all the time 
and the yoghurt was delicious.  I’m going to see if my kids will like it- it’s something I never buy. 
 
R2 The fruit salad was nice for lunch and the olive oil margarine was tasty.  I thought it would taste 
different, just have to remember when I go shopping to get some. 
 
 

7.1.4 Heart Health Game  
 

In the final session of the HeartAware party participants played a game developed from an 

all time favourite, Snakes and Ladders.   The game board was an inexpensive, brightly 

coloured commercially available product, printed on a plastic foldout sheet approximately 

the size of a kitchen table, accompanied by large counters for participants to move around 

the board.  Heart health questions (with answers on the reverse) had been printed on cards 

and each time a participant landed on a snake or a ladder, they were asked a question.  A 
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correct answer allowed the player to proceed up a ladder or prevented them from sliding 

down a snake.  The game therefore helped to reinforce the learning that had occurred during 

sessions prior to the lunch, but in a fun way. The questions and answers used in the 

‘HeartAware Game’ are in Appendix 8. 

It was considered more appropriate to have the participants play the game in pairs rather 

then as individuals, so that participants would not feel intimidated if they answered the 

question wrongly, and they would be able to discuss the question with another person.  This 

strategy was aimed at encouraging more interaction among the group and to ensure an 

enjoyable and entertaining learning session.   

The game proved to be extremely popular with both the lay educators and the HeartAware 

party participants.   

 
R4 When we started playing I was worried about answering the questions, but my partner and I had so 
much fun bickering about who had been right.  She was a smoker and I don’t smoke and I knew more 
of the smoking questions, which made it fun.  The game is a good chance to have a laugh and learn from 
the others. 
 
R9 The size of the game, over the whole table was good, I could see where the counters were and we had 
no trouble keep track of the other teams.  I’m glad I had a partner though, for the questions. 
 
R3 The game was great, it was bright and everyone had fun, especially when other teams knew the 
answers and couldn’t say.  The questions were hard but it was all things we had spoken about, or seen in 
the video.  The game gave us all a good laugh.   
 
R7 It was wonderful to see aunty S. win and go home with the smarter than smoking hat, she looked so 
cool.   It was good to see the party story in the local paper, it caused lots of interest and Aunty V was 
asked to have more parties for other groups. 

 

7.2 The ‘HeartAware parties’ 

In total, nine HeartAware parties, three in each of the three towns, were conducted by five 

lay educators.  There were 60 participants in total as shown in Table 7.1.   Table 7.1 also 

shows the order in which the parties were conducted in each town.  A more detailed 

description of characteristics of participants that attended the HeartAware parties follows 

later in this chapter.  
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Table 7.1: Number and Location of HeartAware Parties. 

Towns    

Albany 

(n = 20) 

7 grandmothers 

average age 60yrs 

6 young mums 

average age 20yrs 

7 young mums 

average age 19yrs 

Bunbury 

(n = 19) 

6 mums 

average age 30yrs 

7 men/dads 

average age 35yrs 

6 family network 

average age 24yrs 

Narrogin 

(n = 21) 

6 family network 

average age 22yrs 

8 working men 

average age 35yrs 

7 family network 

average age 18yrs 

 

The following section briefly describes the first three HeartAware parties.  Verbatim 

comments of participants are cited to illustrate the reactions of participants to the concept 

overall, the individual session components, and the impact on heart health knowledge and 

behaviours. 

The first two HeartAware parties were held in Narrogin.  Both groups in this town 

considered the gatherings as valuable sharing sessions and voiced their appreciation and 

admiration for the lay educators for organising and presenting the heart health information. 

 

7.2. 1 HeartAware Party Number 1:  Narrogin 
 
 
The first HeartAware party which will be described in detail was held with a family group in 

Narrogin in June on a cold winter’s morning.  The lay educator ‘G’ chose the day and the 

start and finish: 11am - 2:30pm.  The lay educator was a well-known mature mother of 

teenagers and young adults, who had been identified as a positive role model by others in the 

community.  She was confident, gregarious and had a good sense of humour.   

G had accompanied the researcher earlier in the morning to buy lunch and supplies and was 

quite excited about giving her party.  She discussed issues of heart concern for her family 

with the researcher during the shopping.  G had set up her lounge room with resources over 

coffee tables and had a wood fire warming the house, making it cosy and friendly.   

The group numbered seven in total with the researcher as support person.  The average age 

of participants was 22 years.  There were several young children in attendance who were not 

included in the head count.  All participants were familiar with the house and comfortable 

with the setting and purpose of the gathering.  The group showed respect for the effort the 
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host had put into the session and filled in the pre-questionnaires conscientiously.  They were 

then led into a group discussion on CVD health concerns and relations who had diabetes 

and heart conditions.   

All agreed that the open discussion was a valuable opportunity to encourage people to talk to 

each other, with comments that showed they appreciated the opportunity to share.  The 

group enjoyed watching the NHF resource video ‘Listen to your Heart’.  Discussion flowed 

quite freely afterwards and they requested to watch it again.   Participants were then invited 

to share the lunch where a selection of ‘lite’ cup of soups was offered.  Most selected foods 

they had not tried before and the discussion at lunch focused on how diet could affect heart 

health.  Next, the HeartAware game was played with enthusiasm and generated a lot of 

discussion and questioning about factors influencing heart health.  

R3 I liked the small group.  You can hear people and not be afraid to speak out and everyone got a 
chance to talk and it was good to have it at someone’s home.  We all knew each other and it was fun.  
There should be more chances to do this on other health worries. 

R4 I didn’t realise that there was so much we can do which seems easy, like the cooking with olive oil, 
instead of fat and using lite salts and that.  I know we have to try for 30 minutes exercise a day, so when 
I have my session after that, I might try to get a walking group together, for when the kids are at school. 

R2 I enjoyed the talk about foods, with the pita bread and cup of soup.  I never ate that before and it’s 
delicious, I’m going to have some more this winter. 

 

Participants’ written comments at the end of the HeartAware party indicated that the party 

concept was well received and the participants had improved their heart health knowledge 

and intentions to adopt more healthy practices. 

 
7.2.2 HeartAware Party number 2: Narrogin. 
 
 
Lay educator ‘C’ had been enrolled but had not completed a Health Worker training course 

several years previously.  He was one of the three lay educators who had been recommended 

by both the Aboriginal Health Workers and the focus groups.  He wanted a second 

HeartAware party in the same town the next day following ‘C’ while interest was high.  The 

researcher thought this a sensible rationale and agreed to assist him. 

Good feedback from those who had attended the previous session in the town had spread 

and there was quite an atmosphere for this party that was held in the evening starting at 6pm 

and finishing at 9pm.  Eight men were guests of ‘C’ who was well known to the participants 

through his involvement with the church.  All the participants showed genuine pleasure at 



 136

being invited to the HeartAware party.  He set up chairs in the large kitchen, which was 

comfortable and warm, allowing for easy viewing of the TV/video that had been placed in a 

corner area.  The researcher was able to observe and support the activities of this 

HeartAware party and the Aboriginal Health Worker had agreed to attend and assist in a 

mentoring role.   

This particular men’s health meeting was considered unique for the town and the hope was 

expressed that it would be the beginning of more health gatherings for them:  

R6 I wanted to watch the video again it was so good, and I was with a non-smoker which was good for 
us to answer the questions on the game. It was fun. I like having the chance to talk to the other guys, 
about health instead of footy, work and family all the time. 

R8 When C asked me to come to the health session, I had no idea what was going to be happening, it 
worked out well though, as we saw a good video and talked about some of the eating and exercise things 
we all should be doing better. 

R3 I was wondering how we would all join in this group.  It’s good to have that number of people 
especially all men, so we could talk, and the game was good fun.  We should ask to have the quit 
smoking lady come and talk to us about what we can do, it’s the hardest thing and if she came to a 
group like this, in someone’s home, it would help us a lot. 

 

Feedback indicated that all the men found the party concept acceptable and had increased 

their knowledge of heart health.  However, the meeting also had a favourable unintended 

effect of bringing the men together to discuss health issues, something not achieved before 

in the town 

 

7.2.3 HeartAware Party number 3: Albany. 

 

Lay educator ‘V’ was a grandmother living in Albany who has suffered with heart problems, 

and who had received individual training in heart health issues from the researcher with 

assistance from a willing health worker.  The lay educator was highly motivated and her 

confidence grew after each tutoring/training session with the researcher and the Aboriginal 

health worker mentor.  ‘V’ showed a good level of confidence with no qualms about sharing 

heart health information with her peers.  She had decided to ‘pilot’ her session with a group 

of other grandmothers within her social network. ‘V’ considered this would enable her to 

practice the format and receive feedback to prepare her for a second session.  She planned to 

invite a group of young mothers to a HeartAware party the following week.  Her 

HeartAware party was scheduled for Tuesday morning at 11am.  However all seven guests, 
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Aboriginal Health Workers, and the researcher arrived early for the party, so she began at 

10:45am, with much friendly chatter and laughing.    

One of the Aboriginal health worker course graduates assisted during this HeartAware 

session, leaving the researcher to observe the proceedings.  She was content to sit back and 

allow the lay educator to be the main speaker and organiser for the HeartAware session.  

The health worker’s quiet but confident presence added to the meeting and she was 

modelling what the researcher had envisioned for the sessions: a mentor of support who 

could assist when necessary.  This particular lay educator went on to hold a second and third 

session with young mums, whose average age was 20 years.  

Comments from these sessions included: 

R6 It was good that aunty V ran the group.  We all know her and like her. She did a good job and I 
hope we can have more sessions like that. 

R2 Most of the group will listen to V, as she is an elder and knows what she is talking about. The 
young mums loved it; she knew them all and spoke from her own experiences.  

R1 V being a local lady in the community, also an elder meant a great deal to us.  Because not only did 
it show that although she was not a working lady, she still was out there helping others and she has the 
most respect from all the participants. 

 

The lay educator ‘V’ commented herself after the session: 

RV I don’t work now, but this feels good, to be able to help with sessions where we can all learn about 
heart disease.  I want to share the information with my family and friends so that they can hear how 
much we have to learn about healthy lifestyle and living to see our grandkids. 

 

The Aboriginal health worker had assisted with transport as well as offering to take 

participants’ blood pressure and sugar levels before the group began their discussion.  This 

added to the level of interaction between the participants.  She stated that she liked the role 

of mentor. 

AHW: I felt really good about the session as people were asking ‘V’ about experiences with heart 
attack, something that I couldn’t do!  I liked that I could just sit back and listen to someone else, who 
was confident, knowing that my role was a helper, not a leader. 

 

7.2.4 Comments from other HeartAware parties: 
 

People in the HeartAware parties accepted that their lay educator had faults, were often 

faced with difficulties and knew of their personal history.   Taking all this into consideration, 

participants were positive about the lay educator concept. 
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R3 A few of the people who attended the HeartAware party were not even family.  Which shows that 
local community Noongar people will attend these kind of sessions who ever run with it provided sufficient 
communication is given to the community. 
 
R4 This to me, shows that any local identities can run with small programs like this, beside other health 
services, they can just support by helping e.g. pamphlets, helping with the cost of lunches and even having 
guest speakers invited for their program as well. 
 
R2 Having the venue at E’s place meant that I could walk there when I took the kids to school, no big 
hassle going down town or the hospital, it was good.  All the other ladies were just pleased to have a get 
together and yarn, but E kept us on track and the health activities were all interesting and fun. 
 
R5 J has a way with words; he is such a good hearted guy regardless of his being overweight.  You see 
him walking everywhere and helping out the kids sports.  I give him credit for doing the HeartAware 
party, and he said that he wants to help others before they get overweight, so he knows what he is talking 
about. 
 
R4 Why can’t the AMS do more - small home sharing learning sessions like this? We had a great 
time, talked some serious stuff and had fun, that’s what it should be like all the time. I hope we can do 
more in town soon. 
 

Overall, people’s replies and responses showed that all participants enjoyed the HeartAware 

parties and were able to relate to the lay educators who were considered good role models in 

their communities. 

 

7.3 Evaluation of the HeartAware parties 

    

7.3.1 Sample Characteristics 
 

There were 60 participants in three towns, 36 women and 24 men with ages ranging from 

young mums of 17 through to grandmothers of 65.  The average age of the participants was 

approximately 30. There were 28 smokers and 32 non-smokers The majority of the smokers 

who participated in the HeartAware parties voiced their desire to quit and discussion among 

the groups was supportive in regards to advice, procedures and resources. Within the groups 

there was no stigma attached to being a smoker, although friendly ribbing was heard when a 

participant wanted to go outside for a cigarette.  Table 7.2 shows the gender and the towns 

of the 60 participants of the HeartAware parties (HAP).  No men participated in Albany. 
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Table 7.2: Gender and Smoking status by location 

 Town 

(n=60) 

Men 

Smokers 

Women 

Smokers 

Non-Smokers 

Men 

Non-Smokers 

Women  

Participants 

(each town) 

Albany _ 7 _ 13 20 (33%) 

Bunbury 4 5 6 4 19 (32%) 

Narrogin 8 4 6 3 21 (35%) 

Total 12 (20%) 16 (27%) 12 (20%) 20 (33%) 60 (100%) 

----------------------------------------------------------------------------------------------------------------------- 

16 (44%)  women participants smoked  12 (50%)  men participants smoked 

 

As described in Chapter 6, questionnaires aimed at gaining information on the participants’ 

level of knowledge of personal risk factors for CVD, knowledge of CVD and behaviour in 

regards to preventing CVD, were filled out by participants before the HeartAware parties 

began.  Immediately after the session participants were given another questionnaire. The 

questionnaires contained both closed-ended and open-ended questions. 

A follow up visit to each of the towns was undertaken six weeks after the HeartAware 

parties to administer a further follow-up questionnaire. This aimed to firstly, determine 

whether participants had made any ‘heart healthy’ changes to their lifestyle as a result of the 

HeartAware parties, secondly to check on the participants’ recall of knowledge learned, and 

thirdly to get their comments and opinions about the HeartAware parties.    

Table 7.3  Number of questionnaires returned by HeartAware Party Participants             

in each of the Study Towns 

 

    Albany     Bunbury       Narrogin       Total 

Pre Party Qnr        20           19           21          60 

Immediate  

Post Qnr 

 

       16 

 

           17 

 

          19 

 

          52 

6 week 

Follow-up qnr 

 

          9 

 

            8 

 

             8 

 

          25 

Total Number of 

Questionnaires 

 

         45 

 

            44 

 

            48 

 

         137 
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7.3.2 Results from Questionnaires 
 

Current Sources of Health Information 

Respondents were asked to state their main source of health information: 37% stated the 

local doctor as the main source of health information, with 26% nominating nurses and 16% 

nominating the Aboriginal Health Worker.  The remainder (21%) nominated television or 

print media. 

Perceived Own Health Status  

Participants were asked a number of questions about their own risk status to ’set the scene’ 

for more discussion.  They were asked whether their family had a history of heart disease, 

whether they had high blood pressure, whether they considered themselves at risk of heart 

disease, and whether they had made any changes in the last six months to improve their 

health (and, if so, what prompted that change and what helped or hindered making the 

healthy change). 

Table 7.4: Self-stated Health Status 

    Yes No Don’t 
Know 

Total    

Family history of 
heart disease? 

   23 47 30 100    

Have high blood 
pressure? 

   38 12 50 100    

At risk of heart 
disease? 

   25 64 12 100    

Made change to 
improve health? 

   68 32 - 100    

 

Table 7.4 shows that around half of the participants said they did not have a family history 

of CVD (47%) with 30% not knowing; just under 40% said they high blood pressure but 

50% did not know whether they did or not; only one in four considered themselves at risk 

for heart disease, with only 12% stating ‘don’t know’; and two thirds claimed to have made a 

positive health change in the last six months.  Some of those who had made a change were 

largely prompted by the knowledge that they or a family member or close friend was 

diagnosed with diabetes.  Quitters were motivated to stop smoking by the cost of cigarettes 

and others reported weight control being their motivator.  The most frequent barriers to 

making healthy changes were continuous and constant grief, family demands and stress.  

Other responses included low incomes, time restraints, poor living conditions with 

overcrowding or substandard housing, although several stated that living alone was a barrier.   
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A number of participants stated that bad weather had impacted on their state of mind which   

affected their ability to exercise outdoors and undertake social activities.  Participants stated 

having company to exercise or walk regularly made it easy, with good weather to get out and 

family support as enablers to maintain healthy behaviours.  Encouragement from peers and 

family was seen to boost self esteem as well as motivate. 

When asked what they personally did to stay healthy, 70% responded that they walk, 58% 

that they ate salads and watched their diet when they could, with 25% stating they played 

sport.  That is, perceived healthy behaviours focussed on physical activity and eating 

‘healthy’ foods. 

 

7.3.3 Knowledge of Risk Factors for Cardiovascular Disease  
 

Participants were asked the open-ended question ‘can you tell me the causes of heart 

disease?’ Their responses are shown in Table 7.5 for the pre and immediate post 

questionnaires.  The pre-party questionnaire responses show that participants had a limited 

knowledge of the factors which caused heart disease, with obesity and bad diet uppermost in 

participant’s minds (28% and 25% respectively).  By contrast, the participants showed a 

much greater awareness of factors which cause heart disease in the immediate post-

HeartAware party questionnaire, with obesity, bad diet, smoking and failure to exercise being 

listed by the majority of respondents. 

Table 7.5: Factors perceived to cause heart disease 

  

 

 

 

 

 

Responses Pre Qnr 

(unprompted, n=60) 

Immed Post Qnr 

(unprompted, n=52) 

Obesity 28% 73 % 

Bad diet 25% 65 % 

Smoking 17% 65%   

Family history 13% 35% 

Not exercising 13% 81 % 

Not sure 3% 1% 
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In the pre-party questionnaire, participants were then given a list of factors which might 

impact on heart health and asked whether or not those factors prevented heart disease.    

The responses are shown in Table 7.6.  A high proportion of participants who answered this 

question were able to identify things which would prevent heart disease when prompted with 

the list.  At the end of the HeartAware party, participants were able to recall most of the 

major factors which prevent heart disease without a prompt list.  

Table 7.6: What are some things that prevent heart disease? 

Responses  Pre Qnr 

(Prompted,  n=60) 

Post Qnr 

(Unprompted,  n=52 ) 

Using less sugar 88% 26% 

Using less salt 85% 88% 

Regular exercise 82% 83% 

Quit smoking 73% 73% 

Eating less fat 63% 21% 

Watching television 5% 1% 

 

Cholesterol: 

Participants were asked if they knew what cholesterol was.  Their responses are summarised 

in Table 7.7 below for both the pre and immediate post questionnaires.  There was a 

substantial increase in knowledge recorded after the session, indicating that participants 

learnt something about cholesterol during the HeartAware party. 

Table 7.7: What is Cholesterol? 

Pre  questionnaire  

38% of respondents said that they knew what cholesterol was, with a variety of different 

definitions given.  Approximately half of those participants (20% overall) who said that 

they knew what cholesterol was described it in terms of ‘fatty substances in the blood 

which clog the blood vessels’.  Some other responses were that cholesterol is the same as 

high blood pressure or it’s your blood clotting.  Several stated that cholesterol is caused by 

lack of exercise or too much junk food or depression. 

 

Immediate Post questionnaire & 6 week follow up Questionnaire 

76% and 72% (Immediate Post & 6 weeks respectively) of participants now said that they 

knew what cholesterol was and offered a confident explanation.   
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Of those who said they knew what cholesterol was, 86% (66 % overall) & 76% (53% 

overall) respectively used terminology similar to ‘fatty substance in the blood which can 

cause blocking of the arteries or blood vessels’.  Most participants thought excess fat in 

the diet could be harmful and linked fatty foods and regular take-away foods to 

cholesterol problems. 

 

Smoking:  

Participants were able to correctly identify most of the major health consequences of heavy 

smoking when presented with a list of possibilities in the pre-party questionnaire.  When 

asked the same question on the post-party questionnaire and on the follow up visit six weeks 

later, some of the least well known consequences were not recalled, but the major health 

effects i.e. lung cancer, shortness of breath and bad breath were still remembered by most of 

the participants who responded (Table 7.8).   

Table 7.8: Perceived effects of heavy smoking 

Responses Pre  Qnr 

(prompted,  n=60) 

Immed Post Qnr    

 (unprompted, n=52) 

6 Week Follow Up 

 (unprompted, n=25) 

Shortness of breath 87% 56% 40% 

Lung cancer 77% 86% 88% 

Bad breath 72% 62% 48% 

Asthma 70% 34% 20% 

Stained teeth 53% 33% 28% 

Wrinkly skin 35% 15% 8% 

Small babies 17% 18 % 12% 

Loss of hearing 5% 1% No responses 

 

What types of food are bad for you? 

  

Immediately after the party, participants were asked the above open-ended question. 

Unprompted awareness for energy dense foods was quite high: fatty meats (chops, bacon, 

and pork): 84 %; salty high fat foods (hot chips, take away): 68 %; and cakes and sweets: 65 

%. 

 

Participants in the immediate post questionnaire were then asked if they thought large 

amounts of fat in the diet adversely affected heart health: 81% said ‘yes’.  
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In the six weeks follow up questionnaire, this awareness was sustained: 88% of the 

respondents followed up said ‘yes’.  

 

High Blood pressure 

 

Participants were asked what part of the body can be damaged by having high blood 

pressure.  Prior to the party, 58% nominated ‘the heart’, which increased only slightly to 63% 

of those completing the immediate post questionnaire. ‘Kidney’ damage was the next most 

nominated organ (around 25%).  The role of blood pressure in CVD may need to be better 

explained in future programs. 

 

Future healthy behaviour intentions 

 

In the immediate post party questionnaire, participants were asked: ‘Now that you have been 

involved in a HeartAware session, do you intend to make any changes that will be good for 

your health?   

 

Attendance at the party had a substantial impact on participants’ intentions to adopt, 

increase or maintain healthy behaviours: 85% indicated they would make some healthy 

change, with a further 64% of smokers stating they intended to quit smoking. In the six 

week follow up questionnaire, actual behaviour changes were recorded. The intentions and 

actual behaviours are presented in Table 7.9. 

 

Table 2.9: Comparison of participants intended lifestyle changes immediately 
post HeartAware Party compared to changes actually observed in the 6 weeks follow-
up visit. 
 

Intended change  Immed Post Qnr 

 (n=52) 

6 week follow up visit 

(n=25) 

Increase regular daily exercise 80% 6 women from one HAP 

formed a walking group 

48% of respondents were 

walking more than before the 

HA party. 

Quit smoking  64% (of smokers)  6 participants quit smoking for 

a short period, 1 was still 
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abstaining. 

Lose weight  28% 20% of those interviewed at 6 

weeks attempted to lose weight. 

Drink less alcohol, 23% - not measured 

Eat more vegetables 22% 14 (56%) respondents said they 

were eating more vegetables & 

fruit. 

Make juice out of vegetables 22% None reported this 

Join the food co-op  (community 

store) 

17% None reported this 

To live in a warmer place 2% This individual not followed up 

 

Confidence in sharing health information learned at the party 

 

Prior to the HeartAware party all participants were asked how confident they were in sharing 

the health information they would learn at the party.  Immediately after the party they were 

asked the same question. Table 7.10 shows that 78% were confident and willing to share 

with those among their social network prior to the party.  Hence when the same question 

was asked after the party, the proportion of confident people had not changed markedly, but 

the majority of the previously ‘undecided’ participants had decided by then whether or not 

they thought they could share information. 

Although several people thought they were not confident enough to share information 

widely, when they were asked ‘Do you know someone who you can share health information 

with?” everyone responded that they knew people with whom they could share the heart 

knowledge. 

Table 7.10: Do you think you could share information with family and friends?  

Level of confidence Pre Qnr (n=60) Immed Post Qnr  (n=52) 

Were confident 78% 84% 

Were not sure 17% 4% 

Not confident  5% 12% 

 

When presented with a list of possible actions and asked how they could help others with 

dietary changes, very high percentages indicated that not only were they willing to share 
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information, but they were also willing to assist in shopping and in demonstrating healthy 

food preparation methods (see Table 7.11).   

 

Table 7.11: How could you help someone who wanted to change their diet and   
eating habits?   

 Responses  Post Qnr (n=52) 

Tell them about the good heart foods available 85% 

Go shopping with them to pick heart healthy foods 88% 

Tell them to stop eating fatty foods 85% 

Show them how to prepare and cook healthy foods 82% 

Tell them to eat more salads, vegetables and fruit 73% 

Invite them to a HeartAware party. 63% 

 

Overall Reaction to the Party Concept for Sharing Health Information 

 

Participants were asked how they felt about health sessions being held in homes of those 

within their social network.  Confirming the earlier consultations and given that the sample 

had already ‘voted’ by their attendance, 80% were positive to the concept with the remaining 

20% waiting to see how the session went before commenting.  After the party, 92% of 

participants thought home health sessions were appropriate.  The few still unsure suggested 

that homes were too small or simply not appropriate. 

7.4  Evaluating the HeartAware Party 

The following section summarises the above data integrated with participants’ additional 

unprompted responses that together indicate the potential efficacy of the HeartAware 

sessions. 

When asked: ‘Can you tell me what you thought of the HeartAware session?’ all participants 

thought the format for the session was good with the information and content of the session 

being comprehensive.  The lay educators received generally favourable comments and both 

the video and game were considered enjoyable and educational.  The food was a success 

with suggestions for bush tucker and ‘bring a plate’ for future sessions. 

When people were asked if they had ‘learnt anything new about heart disease at the 

HeartAware session?’ most responded positively, with statements such as ‘I learnt about the 

importance of diet and exercise’ being a common answer.  Learning more of the impact of 
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high blood pressure sugar, salt and fats were also listed as issues learnt. Several responded 

that hearing the stories of those with heart problems, or those who care for someone, made 

a strong impact on their understanding of heart health. 

They were also asked ‘Did the HeartAware sessions give you the confidence to ask health 

specialists questions?’ While the majority of participants responded positively, there were 

several who said that the system of the medical model and non-Aboriginal health service 

providers will always be scary for them. 

When asked  ‘what did you like about the HeartAware session?’, the majority of responses 

were about sharing important health information with peers in a friendly and welcoming 

place as the best aspect of the HeartAware parties. Not having to go to the hospital or clinic 

was a popular response, along with having someone ‘like me’ who I trust. Not having to 

listen to the doctor or nurse preach was often stated, along with being with a small group of 

people who they knew and trusted. Sharing lunch and having the resources, games and 

discussion also were reasons why they enjoyed the HeartAware parties. 

When asked ‘What didn’t you like about the session?’ there were very few responses. Several 

thought that the time was too short, another thought there could have been more people 

and one said the nurse should have been present. One comment was from a smoker who 

didn’t like the way smokers were ‘picked on’.  Other responses were that it should be an 

evening session and one response was how the health workers should have done more. 

Participants were asked ‘Do you have any comments about the Lay Educator’s role?’ 

Overall, people were very positive about the lay educator’s role.  They encouraged them to 

hold more parties and there were specific requests to have a HeartAware party at someone’s 

home in the future. 

Finally, participants were asked ‘Do you have any comments about the researcher or about 

the heart health study?’  The majority of the responses were positive with thanks for the 

development of the sessions.  Several thought the researcher should stay longer and train 

more lay educators in the town. There was positive feedback about the researcher being 

Aboriginal and approachable.  Another comment was that the language level used by the 

researcher was appropriate. Several people wanted the researcher to approach the health 

organisations in town to organise more HeartAware parties. 
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7.5  Summary and Conclusions 

The concept of HeartAware parties to deliver health messages to Aboriginal people was 

developed as the result of continued frustration felt by the researcher that organisation 

demands prevented Aboriginal Health Workers from implementing effective educational 

programs.  They were also developed after attempts to organise meetings in the towns of the 

study failed to attract the local community to attend.   

The HeartAware party aimed to: 

� Utilise a proven marketing technique of drawing friends and family into a small 

group gathering with presentation by a known and respected figure; 

 

� Apply culturally sensitive, appropriate ways of passing on information among 

Aboriginal people within their own communities; and 

 

� Implement the "selling" of health messages rather at no cost and provide fun, food 

and information in a relaxed atmosphere amongst friends and family. 

 
 

7.5.1 Was the HeartAware party format successful?   
 

The set format developed was informative, with content of heart health information 

presented in familiar terms using discussion, participation and group interaction, showing a 

video with a well-known Aboriginal sports identity, sharing a healthy lunch and a finally 

playing a heart awareness quiz game. The video of the well-known Aboriginal sportsman 

who had suffered a heart attack and the HeartAware snakes and ladders game proved very 

popular. 

The feedback to the researcher during the HeartAware sessions was very positive. 

Participants felt relaxed and had an enjoyable time, with even reserved and shy people 

actively participating.  They showed a willingness to discuss issues and contribute answers as 

part of the discussion or games. 

The Lay educators who conducted the sessions felt comfortable with the role they had to 

play and the way that the HeartAware parties were organised.  In addition the concept 

received strong support from the Aboriginal Health Workers who were involved in the 
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training of the Lay educators and who willingly acted as mentors in a support role for the 

HeartAware parties. 

Aboriginal Health Workers, Lay educators and participants in the HeartAware parties all 

gave very positive feedback to the researcher on the concept and results of the HeartAware 

party, including content, format and the party guide. 

 

7.5.2 Were the HeartAware parties successful in conveying information on Heart  
Health and motivating action? 

 

Analysis of the pre, post and six-week follow-up questionnaires showed that participants had 

gained considerable knowledge during a single session, much of which was retained at the 

six-week follow-up interview. For example, there was a greater understanding of the causes 

of cardio- vascular disease after the HeartAware party than before, increased knowledge of 

cholesterol, an increase in the number of participants correctly listing causes of heart disease 

compared to the pre party answers  

Participants felt motivated to take action immediately after the session. The follow up 

questionnaire showed that some of these healthy intentions had been actioned although not 

always sustained. However, several indirect effects of the HeartAware parties should be 

mentioned also: 

� Empowerment of some of the groups to influence others in their community, which 

was an outcome of the Grannies in Albany who used the format to address youth 

problems in their town, by inviting government workers to come to them; 

 

� Another indirect issue was the increase in self esteem for the lay educators, who 

suggested they might further their health knowledge by completing a  CPR course; 

 

� A group of young mums approached the community hall to begin a cooking group.  

The request was being presented to the committee; and 

 

� Another positive of the parties was the realisation that people could try changes and 

there was support within their social network.   
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7.5.3 Conclusion  

 

There was strong support for the HeartAware parties. All participants involved in the 

HeartAware parties thought they were appropriate for those within their social network, 

were successful in engaging people where conventional methods don’t work, and increased 

knowledge of diet, exercise and lifestyle factors that caused CVD.  Importantly, being able to 

openly share health concerns to others with whom participants interacted daily was 

considered a positive. 
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CHAPTER EIGHT:  

DISCUSSION AND CONCLUSIONS 

8.1 Introduction 

The aim of the present project was to develop a culturally appropriate method for delivering 

health messages about CVD to Aboriginal people.  This aim has been achieved with the 

development of a format where friends, family and workmates gather in private homes, 

where lay educators supported by Aboriginal health workers provide information on lifestyle 

and cardiovascular health. These health information meetings were named ‘HeartAware 

Parties’. 

 

The development, implementation and effectiveness of this concept is discussed in this 

chapter, along with the community response to the HeartAware parties and comparisons of 

this format to other health promotion methods used in Indigenous communities.  The 

research questions detailed in chapter 3 Table 2 will be used as a framework for this 

discussion.  

 

In the first section I will discuss how the research objectives were achieved and whether the 

results have led to better ways to deliver information on CVD and its prevention to 

Aboriginal people.  Subsequent sections will outline recommendations arising from the study 

and directions of future research. 

 

The study was undertaken in three regional centres in South-West Western Australia with 

large Aboriginal communities with a high prevalence of CVD.  A number of Aboriginal 

Health Workers from each of these centres graduated from a specialist CVD course in 2000, 

in which the researcher taught.  They agreed to participate in the present research project.   

 

The Aboriginal Health Workers proved to be valuable collaborators in the project, as they 

provided local knowledge of the towns and people involved in the study.  Their support 

allowed the researcher to work comfortably with the people in the communities and to 

quickly gain the confidence of various groups within the towns.  De La Rey (1996) also 

concluded that involvement of the local Aboriginal Health Workers or healers in health 

education programs was one of the critical elements contributing to the success of such 

programs.  Their involvement encourages ownership of the health program by the people, at 

whom it is targeted, encouraging them to take responsibility for their own health.  Without 
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‘ownership’, health programs for Aboriginal people are unlikely to succeed (Howie, 2004).  

Involving the community was one of the important strategies used in the study. Without the 

assistance of the local Aboriginal Health Workers and other members of the communities 

the study would not have been possible.  Participation and ownership of various phases of 

the project by the local people enabled the researcher to understand the dynamics and the 

problems in their community and helped people gain the confidence to participate in the 

project.   

 

Community ideas were sought for developing an effective strategy for delivery of the heart 

health messages.  When it became apparent early in the project that Aboriginal Health 

Workers were unable to develop specialist CVD health programs in their community, 

widespread consultations were undertaken with Aboriginal Health Workers, community 

members and other health professionals to develop alternative strategies.  This research 

methodology was based on ‘action research’ (Stringer, 1999) which involved an ongoing 

collaboration between the researcher and those involved in the research, adjusting aims and 

methodology as the project unfolded to ensure the best outcomes for the community people 

involved.  

 

After preliminary discussions with Aboriginal people in the focus groups and communities, a 

number of research questions were framed and a programme developed to address these 

questions.  The project was undertaken in three phases: 

 

Phase 1  

 

Determining how effective the Aboriginal Health Workers had been in developing CVD 

programs in their communities following the 2000 course and identifying the barriers and 

enablers to the development of such programs.  

 

The research questions addressed in this phase were: 

 

1. Did the community benefit at all from the Aboriginal health workers’ participation in the CVD 

course? 

2. What health programs have the Aboriginal health workers been involved in since completing the 

CVD course? 
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3. Were the participants in the CVD course able to use the information gained in the CVD course in 

their community? 

4. What helped or prevented the Aboriginal health workers using the information gained in the CVD 

course in their community? 

 

Phase 2 

 

Developing an alternative method for the delivery of the CVD messages when it became 

clear that Aboriginal Health Workers’ workloads and community pressures limited their 

ability to develop specialist programs, and historical and cultural factors worked against 

delivering health messages at large community meetings.   

 

The research questions addressed in this phase were: 

 

1. How could CVD information be disseminated more effectively in the community? 

2. Do Aboriginal Health Workers and community members consider lay educators in CVD 

education appropriate? 

3. What level of training is needed for lay educators to be effective in providing information on CVD 

prevention to the community? 

4. Do people feel confident enough to be involved as lay educators in CVD education programs? 

 

Phase 3  

 

A number of gatherings named ‘HeartAware parties’ were conducted at private homes with 

trained lay educators presenting information on CVD and healthy lifestyles and their 

effectiveness in presenting the information was evaluated. 

 

The research questions addressed in this phase were 

 

1. How effective were the lay educators in sharing CVD prevention information? 

2. Do community members consider the HeartAware party format for CVD education appropriate 

and effective? 

3. Did the HeartAware parties provide an effective format and venue for sharing CVD prevention 

information? 
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8.2  Aboriginal health workers in the community. 

Aboriginal Health Workers do much of the “coal face” delivery of health information and 

advice to members of their communities and it seemed logical that they should carry the 

messages on heart health to their community.  When the researcher visited the Aboriginal 

Health Workers in their communities several months after completion of the NHF course, 

she found that only one had initiated a cardiovascular health program.  This led to a review 

of the roles and perceptions held by community members and other health professionals of 

the Aboriginal Health Workers. 

 

Personal perceptions by Aboriginal Health Workers in regards to their position in the 

communities emerged in these interviews. Aboriginal Health Workers saw one of their 

important roles as being able to interpret the health information (medical jargon) into 

appropriate language easily understood by their peers and those within their community.  

They believed that to play an effective role in the community it was essential that they had a 

good sense of humour, were honest and were prepared to rally for those needing help.  

Equally important was the need for them to be known in their community as people who 

could give support to others in a mature and appropriate manner.  This was particularly 

important in some of the towns in the study where it was necessary for Aboriginal Health 

Workers to be able to work across issues of feuding and be accepted by all groups within the 

town.  Most of the Aboriginal Health Workers involved in the study felt that they had these 

personal qualities, a view supported by the researcher, but despite their best efforts, a 

number of barriers had worked against their implementing effective cardiovascular 

information programs in their communities.   

 

Foremost among these barriers were their working conditions, where heavy workloads and 

unrealistic expectations of both their management and the community made it very difficult 

for them to expand their roles to encompass specialist teaching programs such as a special 

program in CVD prevention.  The demands placed on their time, exacerbated by the attitude 

of their managers and medical colleagues, who often demanded that they act as taxi drivers 

or messengers, frustrated them in their attempts to develop specialist programs.  

 

Other problems faced by the Aboriginal Health Workers in two of the towns in this study 

were family feuding and antagonisms between some of the groups in the community. This 

made it difficult for them to reach all groups within their town and to deal with some family 

members and older community members.  



 155

Added to this, the inability to ‘walk the talk’ influenced the effectiveness of Aboriginal 

Health Workers in certain health programs, for example, most of the Aboriginal health 

workers smoked cigarettes, causing a credibility gap when they tried to give advice or 

education on quitting.  In such small communities everyone knew they smoked, so they 

often avoided trying to ‘preach to others’ or had to begin the session with ‘although I am a 

smoker - I would like to help others stop’.  This honesty and forthrightness was considered a 

good attribute by the focus groups, but their personal behaviour still impacted on their 

influence in delivering health messages. 

The barriers identified in the present study that reduced the effectiveness of the Aboriginal 

health workers have also been documented in a number of published reports and reviews 

over the last decade (NASWP, 1989; Lewin, 1991; Dixon, 1991), but little seems to have 

changed in response to these reviews.  Until the working conditions and responsibilities of 

Aboriginal Health Workers are recognised and upgraded they will continue to find it difficult 

to utilise their inadequate training and skills. 

The obligation of responding to immediate problems leaves little time for prevention and 

education programs and a familiar term used by Aboriginal Health Workers is that they are 

‘far too busy putting out bush fires’ to implement education and prevention sessions. The 

main personal problem, however, lies in the dual role of the Aboriginal Health Worker.  

He or she is both health professional, and, at the same time, a member of the community 

they serve.  Relationships with family and community must be preserved because if 

things go bad, the health worker cannot simply get up and leave (Coffin, 2002).  Effective 

Aboriginal Health Workers have good interpersonal and communication skills and often 

this is best achieved by working with those who are not personally involved with family, 

close social networks or, at least are able to work through these situations in a mature and 

professional manner.  It is an advantage to being seen as a ‘professional’ without family 

ties that may hinder community responsibilities.  Many Aboriginal Health Workers 

actually see it as a positive not to be closely related to all the people in their community, 

as this avoids being placed in a position of having to take sides and have emotional 

pressure placed on them.  This is in line with the view held by the researcher, who has not 

worked among her own community since 1986. 

 

There are many Aboriginal Health Workers who lack confidence in their ability to deliver 

education sessions and who feel happier completing other duties, including transportation, 

clinical roles and data interpretation.  In addition, many organisations have little or no 
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appropriate resources that would encourage the undertaking of educational sessions 

(NAHSWP, 1989).  Professional development and support structures must be in place to 

support any Aboriginal Health Worker position. Programs that incorporate a community 

perspective are more likely to be successful and sustained over long periods than those that 

rely on the short term efforts of one or two strong individuals (Coffin, 2002). 

Issues of inadequate training of Aboriginal Health Workers is discussed in much of the 

literature reviewed for this study and has highlighted that training and actual job expectations 

are often worlds apart (Lewin, 1991).  No matter where the Aboriginal Health Workers lives 

and works, access to appropriate training is an important barrier they have to overcome 

along with having the support of their community to implement change.   

 

The study also described how particular people gained respect from others on their ability to 

survive and their resilience levels.  They were able to confidently voice their opinions, 

overcome many hardships, raise usually more than one family, be positive role models and 

become valued members of their community.  These are the people who can increase health 

knowledge among their social network and encourage behaviour change, as they speak from 

personal experience. 

 

To summarise this phase of the study,  a survey of the Aboriginal Health Workers involved 

in the study indicated that they were unable to implement specialist CVD programs because 

of a number of barriers, the main ones being their heavy workload and the unrealistic 

expectations of their employers and their communities.  Information gathered at the focus 

group meetings in the communities also identified heavy workloads, unsympathetic 

management and cultural problems as limiting the effectiveness of the Aboriginal Health 

Workers in the community.   

The research questions listed at the beginning of the section can be answered as follows: 

 

Q: Did the community benefit at all from the Aboriginal Health Workers’ participation in the CVD 

 course? 

 

Although there were limited programs run by the Aboriginal Health Workers alone, the 

focus group responses indicated that some CVD knowledge had been shared with the 

community in the day-to-day activities of the Aboriginal Health Workers in the community, 

usually with individuals. 
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Q: What health programs have the Aboriginal Health Workers been involved in since completing the 

CVD course? 

The health workers were involved in a variety of programs as described in Table 3, Chapter 

four. 

 

Q: Were the participants in the CVD course able to use the information gained in the CVD course in 

 their community? 

 

The programs described in Table 3 run or assisted by the health workers utilised their CVD 

knowledge to varying degrees. Beyond these specific programs, the Aboriginal Health 

Workers indicated that they were more confident to assist their non-Aboriginal peers, enter 

into discussion on programs and take a more active part in assisting with patient care 

because of the knowledge they had gained in the CVD course. 

 

It may have been unreasonable to expect specialist CVD programs to be running at the time 

of the interviews as the interval between the completion of the Albany course and the 

interviews was just a few months.  Specialist programs take some time to develop and 

implement.  Despite the lack of established programs, during the follow-up interviews the 

Aboriginal Health Workers indicated they were able to use their CVD knowledge, along with 

the manual and resources provided at the course, to assist individuals and work with groups 

in their communities.  The majority of the Aboriginal Health Workers reflected that the 

biggest gain was confidence to enter into CVD health discussions with other health 

professionals and the community. 

 

Q: What helped or prevented the Aboriginal Health Workers using the information gained in the 

CVD course in their community? 

 

Factors that limited the health workers’ ability to deliver CVD information are outlined and 

discussed in detail above and in chapter 4.3.  They included lack of support and funding 

from organisations, managers and community groups, a lack of confidence to present 

information or organise workshops, and that aspects of racism and prejudice shown by non-

Aboriginal health service providers were barriers.  The need for more thorough training and 

ongoing professional development courses was also voiced by most of the Aboriginal Health 

Workers. 
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After the extensive interviews with the Aboriginal Health Workers and focus groups in the 

communities to gain some insight into how the health services functioned in the towns, two 

major findings emerged regarding specialist health programs:  

 

First, that heavy workloads and cultural and family pressures were serious 

barriers preventing Aboriginal health workers developing specialist programs;  

 

Second, that if effective heart health programs were to be implemented in the 

communities. A new strategy was needed which did not rely on major input 

solely from Aboriginal Health Workers. 

 

Because of the barriers which inhibited the development of specialist CVD health programs 

in the communities, the researcher and Aboriginal Health Workers discussed alternative 

methods of delivering information on the impact of lifestyles on CVD to the community 

people.  A series of community meetings involving the researcher, Aboriginal Health 

Workers and health providers in the community was organised.  The communities were 

consulted, dates set and food ordered and transport organised for those attending the 

meetings.  The time arrived and all arrangements were in place.  No one attended the 

meetings!  

 

On the weekend before the meeting, other events took priority: in one town the sudden 

death of two young people, in another a family crisis affected many potential participants.  

On reflection, this response could have been anticipated as there are many demands on 

people in Aboriginal communities to attend meetings organised by representatives of the 

various agencies and government institutions which regulate their lives (at last count I 

estimated that 34 government agencies were involved in regulating conditions and lifestyle in 

Aboriginal communities).  The nature of these meetings, where agency representatives often 

harangued people without involving them in the typical venue of an unwelcoming hall, 

probably dampened the community’s enthusiasm for any large meetings organised by people 

from outside of the community.  The venue and the idea of gathering together a large 

number of Aboriginal people for information session probably brings back bad memories 

for the older people of the community; memories of times when they lacked rights and such 

meetings were compulsorily imposed upon them from ‘outsiders’. 
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After several attempts at community meetings had failed and after extensive consultation 

with people in the communities I returned to basics. What were the traditional ways of 

passing on information in Aboriginal communities?  

 

Q: How could the CVD information be disseminated more effectively in the community? 

 

The answer came from my childhood and family environment.  Information is usually 

passed on by family and friends at small gatherings in familiar and informal surroundings. 

Information passes quickly through the community by word-of-mouth, a ripple effect from 

the original gathering.  This led me to develop a new format for the heart health meetings 

that consisted of small gatherings of friends and family, a meal and a talk hosted by a 

respected community member on the link between lifestyle and CVD.   

 

Therefore, in consultation with the Aboriginal Health Workers, I decided to investigate the 

possibility of respected community members being trained as lay educators to assist the 

Aboriginal Health Workers in delivering the heart health message. 

 

8.3 Lay educators; selecting and training community members to deliver heart 

 health messages 

Q. Do Aboriginal Health Workers and community members consider lay educators in CVD 

education appropriate? 

 

The concept of using lay educators to deliver health information in general and CVD 

information particular, was readily accepted by health workers and community members 

alike in the study towns. The second phase of the project therefore was the development of 

the idea of using ‘lay educators’ to present information on CVD and its prevention to the 

communities. 

There are several well-documented examples of programs in Indigenous communities in 

which lay educators had played an important role (Shultz, 1997; McAleavey, 1996).  The lay 

educators in these cases were respected members of communities who presented 

information and advice or gave support to community members involved in health 

programs.   

 

In the present study the health messages focussed on the effects of lifestyle, including   

exercise, diet and smoking, on cardiovascular health, so the information was relevant to the 
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day-to-day life of community members.  Lay educators were cautioned not to give advice on 

medications or specific medical treatments but discussion on their personal experience with 

CVD symptoms was considered effective.  This meant that lay educators from the 

community did not require comprehensive medical training and could be given appropriate 

training without being required to attend formal courses.   

 

The published accounts of the successful use of lay educators, combined with my experience 

of the small gatherings in familiar surroundings that had characterised my early learning, gave 

rise to a new approach to delivering the health messages.   It was based on proven marketing 

techniques which focus on small groups of friends or family who gather in a familiar, non-

threatening environment.  This marketing technique is used successfully to sell cosmetics 

and household goods.  In the present study it was used to ‘sell’ information on 

cardiovascular health.  Such gatherings are culturally appropriate for Aboriginal people, as 

they mimic the traditional way that Aboriginal people pass on information, through small 

family gatherings.  Information presented this way spreads rapidly through the community. 

A format for such gatherings was developed after extensive consultations with the 

communities, to ensure that participants felt that they had ownership of the process. 

 

Q. Can community members identify people who would be good helpers in a CVD education program? 

 

The Aboriginal Health Workers and community members at a number of focus group 

discussions were asked to identify the characteristics that would make people suitable lay 

educators and that should be considered by any health service provider if attempting to 

identify helpers from within a community.  As a result of these discussions a list of qualities 

required for the ideal lay educator was drawn up.  I have listed these qualities in considerable 

detail below, as, in offering a new approach to disseminating health information in which the 

lay educators pay a major role, it is important that all aspects of the identification and 

training of the lay educators be delineated. 

 

It was decided that the following qualities were desirable for a lay educator.  

 

They should: 

� Appreciate that confidentiality is important to clients and gains trust;   

� They must be tactful and remember how important loyalty can be; 
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� They must be able to confront issues in a mature professional manner and offer 

support to whomever seeks it; 

� They must have a good sense of humour, which assists in all situations; 

� They must have the ability to seek help and advice from a range of people in the 

health services (a normal demand for those in the health arena);   

� They should be able to obtain more information if necessary and always remain 

neutral in ‘sticky’ or difficult situations; 

� To avoid burnout they must learn to distance themselves from the demand and 

make a special time that allows them to ‘tune out’ and recharge themselves; 

� They should be able to attend workshops that would assist in self confidence and 

encourage interaction and support (professional development); 

� They must be able to speak from personal experience; 

� They should find a mentor who will teach, give advice and offer professional 

support; 

� They should have confidence to practice new skills on co-workers and families; 

and  

� They should have the ability to ‘read’ their audience. 

 

The Aboriginal Health Workers felt that selecting people with most of these qualities, in 

consultation with those within the town who know them, would increase the chances of 

success for the program.  This approach was in accord with the published accounts by Clary 

(1991) and Hale (1997) who suggested that people who were appreciated for their 

involvement in community activities were the best candidates as lay educators.  Ten people 

were selected to train as lay educators across the three towns.  All were respected people in 

the Aboriginal community in their towns and met most of the criteria set out for selection. 

 

Q: What level of training is needed for lay educators to be effective in providing information on CVD 

prevention to the community? 

 

The lay educators in Albany and Narrogin were given individual training by the researcher.  

Those from Bunbury attended a two-day retreat conducted by the researcher and the 

resident Aboriginal Health Workers.  The training sessions had emphasis on lifestyle and 
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behaviour factors which influenced cardiovascular disease, with less emphasis on the medical 

and clinical approaches to cardiovascular disease.  Training sessions were based on 

interaction and problem solving workshops, making use of illustrative material and video 

presentations which were later used in the HeartAware sessions, along with an introduction 

to the HeartAware game and the provision of heart healthy foods and meals with tea and 

coffee breaks.  Some of the trainees had valuable suggestions about the strategy and 

materials to be used in the HeartAware parties and most of these suggestions were 

incorporated into the final format of the HeartAware parties.  Training also ensured that the 

lay educators were familiar with the resources available to them to conduct the sessions in 

their homes.  Most of the second day of each training program was spent in discussion on 

how they should develop the confidence to talk on issues of diet, exercise and smoking, and 

in role-playing, an effective technique for delivering heart health messages.  A guide to 

approximate times and the use of resources at HeartAware parties was developed and given 

to each lay educator. 

 

The feedback from these training sessions was very positive, with all of the trainees 

commenting how interesting and informative the training had been and all expressed the 

confidence to hold heart health sharing sessions in their communities. 

 

Q. Do people feel confident enough to be involved as lay educators in CVD education programs? 

 

Evaluation of the lay educators training program was undertaken using pre-and post-

questionnaires to assess their knowledge, attitudes and behaviour towards CVD and by 

discussion groups at the end of the training program. These showed that they had attained a 

marked increase in knowledge and understanding of CVD through the training.  Most of the 

participants also commented that they had gained a lot of confidence in their ability to 

conduct the HeartAware parties.  Several of the shy participants still felt that they did not 

have the self-confidence to present CVD information at HeartAware parties for their friends 

and family, and showed no continued interest in organising heart health information sessions 

when they returned to their communities. 

 

In fact, only around half of those community members trained as lay educators went on to 

hold HeartAware parties.  Lack of self-confidence, lack of family or community support, 

lack of payment and time constraints were issues that emerged as barriers to organising 

HeartAware parties for a number of the trained lay educators.  On the other hand, one lay 
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educator in Albany and another in Bunbury held three and two HeartAware parties 

respectively.  In future planning this attrition rate should be considered when recruiting lay 

educators for such a program.  Those who did not continue with the HeartAware programs 

were either shy and lacked confidence or, because of their involvement with the community, 

were already overburdened with community activities and could not find the time to 

organise the sessions.  Some of the lay educators felt that their own behaviour patterns 

would make them ineffective as lay educators (i.e., smokers).  Those who did complete the 

training and went on to conduct HeartAware parties reported that they felt well prepared 

and confident to conduct the sessions after the training and the provision of the resource 

materials. 

 

The remaining research questions which this project addressed centred on the acceptability 

and effectiveness of delivering health messages to small gatherings of friends and family in a 

friendly environment. 

 

Q. Do Aboriginal Health Workers and lay educators consider that the HeartAware format for CVD 

education is appropriate and effective? 

 

The idea of adopting a small group marketing strategy to ‘market’ health information on 

CVD arose after it was realised that excessive workloads and lack of support from 

management worked against Aboriginal Health Workers developing any specialist programs, 

and that the standard format for meetings in halls and in clinics failed to attract members of 

the planned target group.  The researcher attempted to organise a number of such meetings 

in local calls without success.  There was always the question of ownership of these 

programs and the priority of such meetings when other events were occurring in the 

community.  When the original idea was raised for small-group meetings hosted by specially 

trained lay educators in their own homes, the Aboriginal Health Workers involved in the 

project gave strong support to the idea.  Most thought that the idea of small groups in 

homes acknowledged the traditional way in which information was shared amongst people 

in Aboriginal communities, amongst family and friends in familiar surroundings, with a 

ripple effect through the rest of the community.  Once the idea was suggested by the 

researcher she gained strong support both from Aboriginal Health Workers and from 

community members who were approached for an opinion.  Training well-respected 

community people as lay educators also received strong support from the Aboriginal Health 

Workers, who felt besieged by their workload and responsibility placed on them in the 
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community.  They saw the trained lay educators as filling a great need in the community and 

providing them with assistance in specific areas and programs.  They welcomed the concept 

and were not at all threatened by others taking the role of health messages in the community. 

 

Q. Do community members consider that the HeartAware format for CVD education is appropriate 

and effective? 

 

Community members were consulted about the format of HeartAware parties during the 

development of the project.  All gave strong support to the concept, as they felt comfortable 

with the concept of learning about CVD from trained lay educators within their social 

network.  A widely voiced opinion was that this would ease the workload of the Aboriginal 

Health Workers and provide a culturally appropriate way of sharing information. 

These positive opinions persisted through the duration of the current program and after its 

completion, with most community members giving very positive (informal) feedback to the 

researcher and to the Aboriginal Health Workers in their respective towns. 

 

Flexibility of the sessions was one of the advantages of the HeartAware parties and this was 

mentioned a number of times by participants and community members.  With the small 

group being mainly friends or family it is probable that the majority of the group would be 

caught up in any community event causing the postponement of the session.  It would not 

be difficult for the group to organise an alternative date if cultural or social events clashed 

with the date originally chosen.  A group of family or friends could postpone the 

HeartAware parties at short notice without too much inconvenience.  

 

Q. How effective were the lay educators in sharing CVD prevention information? 

 

The answer to both of these research questions can best be judged from the comments of 

people who attended the HeartAware parties and from the answers to that particular 

question in the post HeartAware party questionnaire.  Comments from the participants and 

from Aboriginal Health Workers who attended some of the sessions gave very solid support 

to the idea of having trained lay educators conducting the HeartAware parties.  This 

probably reflects the care that was taken in selecting the lay educators.  They were well 

known, active and respected members of the particular community where the HeartAware 

party was held.  This was an important and integral part of the strategy to ensure that 
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HeartAware parties were culturally appropriate, and is based on the normal way in which 

information is shared in Aboriginal culture.   

 

Q Did the HeartAware sessions provide an effective format and venue for sharing CVD prevention 

information? 

 

The HeartAware party format addressed a number of issues which have limited the success 

of other methods which are used to deliver health information to Aboriginal people.  The 

traditional way which information is passed between Aboriginal people is through small 

gatherings of family or friends.  Large gatherings are more for ceremony or celebration.  

HeartAware parties, therefore, use a culturally aware and sensitive method of delivering 

health information and from the response of the participants and health professionals 

associated with the project, very well accepted as a forum for the delivery of heart health 

information.  In addition the HeartAware parties provide for a gathering of familiar faces in 

a relaxed environment where most participants are comfortable and attentive.  This is in 

contrast to the usual approach of holding large meetings with a more formal structure.  By 

adopting the normal pattern of information gathering and sharing by Aboriginal people, 

people seem ready and willing to attend and participate.  An additional benefit of the 

HeartAware parties is the ease with which time and place can be altered to suit the 

circumstances of the moment if, for instance, community activities, celebrations of funerals 

clashed with the scheduled meeting.   

 

Unlike the large formal community meetings, where time and venue are often inflexible and 

obtaining health information at the clinic or doctor's surgery, which to most Aboriginal 

people is an intimidating environment, the HeartAware parties revolve around the exchange 

of practical information delivered by a community member in a friendly environment.  

HeartAware parties are specifically structured to include all participants.  Apart from the 

introductory section, where participants may choose to talk about their health problems or 

not; the rest of the HeartAware party is organised around group activities where the onus is 

on sharing.  Individuals participate but are not required to compete as individuals in front of 

the group.  Even during the HeartAware game, participants are carefully paired to encourage 

shy people to join in with a partner and take the emphasis off individual attention.   

 

The effectiveness of the HeartAware parties in delivering the health messages on CVD is 

evidenced by the response of the participants to the questionnaires.  There is a clear 
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indication from the answers given that participants acquired a considerable amount of 

information and knowledge of cardiovascular disease through the session.  The responses to 

questions in the six-week follow-up visit to communities showed that much of this 

knowledge was retained.  Participants certainly had clear and positive memories of the 

HeartAware party and its format. 

 

One important spin-off from the HeartAware parties was the confidence that some groups 

gained in their ability to influence other community members.  One group of grandmothers 

decided to set up a group which could counsel younger people in the community about their 

problems with drugs and alcohol.  They made an approach to the local youth workers to 

help set up a new counselling service.  Another group of men participants decided to 

continue the group meetings to address other issues of men's health.  This empowerment 

came from the confidence that they gained at the HeartAware parties and the realisation that 

people from within the community could conduct information sharing sessions in a relaxed 

and friendly format.  Through participation and group unity, they could influence political 

and administrative decision-makers outside the community whose decisions were seen as 

having an important influence upon the community itself. 

 

 In addition the HeartAware resulted in a number of group participants engaging in 

continuing heart healthy lifestyle activities such as a walking group of young mums and a 

men's health group.  Involvement in the HeartAware party group activity also encouraged 

participation in community activities and improved communication amongst communities 

regarding health issues.  The researcher found that the message on heart health had been 

spread to other community members when she visited the towns sometime later.   

 

8.4 Conclusion  

The HeartAware parties provided a culturally sensitive and appropriate, successful format 

for the dissemination of heart health messages.  The current project just touches on the 

possibilities this health marketing strategy has.  Other outcomes worth considering are the 

positive need for education and training, the need for continued support shown to members 

within the gatherings, an empowerment process which is a process aimed at consolidating, 

maintaining or changing the nature and distribution of power in a particular cultural context 

(Cumper, 1985) of people sharing their concerns and learning from each other in a semi-

structured format. 
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Extending the HeartAware concept:  

 

The capacity for ‘trusted others’ to influence and direct those within their social network has 

an important implication that should be considered by health service providers when 

implementing health education/promotion programs to those in the community that are 

considered ‘hard to reach’.  The small group, interactive sessions in private homes provides a 

method for the delivery of many other health messages.  The model could be widely adapted 

to present information on diabetes, nutrition, child health, sexual health and an array of 

other important health promotion issues. 

 

One of the critical factors in the success of the current project was the consistent presence 

and attention paid to organisation by the researcher.  If wider programs are to be developed 

for other health promotion programs, the same careful planning and constant attention to 

organisation will be needed.  A person or persons dedicated to organising ongoing 

HeartAware parties will be the key to its continuing usefulness and success as a health 

promotion strategy.   

 

One of the important facets of the overall strategy which could not be tested during the 

present study was the potential for a ‘ripple effect’ to occur through communities when 

participants organised their own small gatherings and spread the word through communities 

at successive HeartAware parties.  The scope of the current project was limited by the 

resources available and the workload on the researcher.  Extending the scope of the work to 

look at the spread of information through successive HeartAware parties would be a 

worthwhile project. 

 

Future research:  

 

This study was necessarily limited in the number of towns studied, the number of lay 

educators and party participants, and the degree of follow up of the impact of the parties.  

Nevertheless, this action research produced a format ready for developing further and 

investigating on a broader scale. 

The current project provides evidence that the strategy developed for HeartAware parties is 

an effective means of delivering heart health messages.   

It appears to meet the demands for an effective, culturally friendly method of implementing 

health promotion strategies.  Future research should be directed towards developing this 
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concept, evaluating its effectiveness using greater numbers of participants, and refining it for 

CVD health promotion.  The format lends itself to other health issues in not only Aboriginal 

health programs such as diabetes, nutrition, sexual health, mother’s and children’s health, but 

for the wider community with hard to reach groups.  Investigating the method across health 

and other social issues should be explored by health professionals nationally.  
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APPENDIX 1: INTERVIEW QUESTIONS AHWS.  

Taped and transcribed at place of work of each AHW. 

1.1 Part 1: 

1. Can you tell me how you have benefited from the course last year? 

2. Has it been of benefit to your community? 

3. Have you done any CVD health programs since your course? 

4. Has there been any programs run in the town? 

5. What support do you have from management? 

6. National Heart Foundation?  

 

1.2 Part 2 
 
1. Can you describe at least two groups of 'at risk' in your community? 

2. Do these groups meet regularly? 

3. What would be the best way to meet the groups? 

4. Where would be the best place to meet them? 

5. Who else might be good for me to meet?  I.e. diabetes worker 

6. What days? And what times? 

7. Any other things that I should know about? 

 

1.3 Part 3 
 
1. Can you tell me what a lay educator is? 

2. What special skills do you think they should have? 

3. Personality?  Age?  Gender ? Prominent respected?   

4. What sort of person would definitely not make a good 'lay health educator? 

5. What problems do you think they would have to overcome? 

6. Do you think they might have some advantages that a 'health worker' might not 

have? 

7. Can you name one person who would make a good 'health lay educator? 
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APPENDIX 2:  2ND INTERVIEW WITH ABORIGINAL HEALTH       
WORKERS (TAPED) 

 

A: Connections and Roles Name______________________________ 
 
Thank you for agreeing to be interviewed again.  The information I gather will assist in 

understanding the day to day problems in delivering health education messages and 

identifying helpers.  Please allow for at least 40 minutes for the interview and bring your 

diary in to share work experiences over the last two weeks. 

Connections and Roles Answer 
 

Were you born in this community? Yes/No      

Are your parents/family originally from this community? Yes/No      

How long have you lived here?  

What social network/connections do you have in this community?  

Do you think you will ever move from this community? Yes/No      

In general what do you think about your community?  

Why did you decide to become a health worker?  

What was your first understanding of a health worker’s role?  

At that time, were you living among this community? Yes/No      

What were some of your life experiences that might have influenced this?  

How long have you been a Health Worker? Yes/No      

When you completed the Heart Health Course – what did you achieve from 

it personally? 

 

How does your organisation see your role?  

How does the community see your Health Worker role?  

Do you think your work as a Health Worker makes a difference to the 

community? How? 

Yes/No      

What are some the barriers to your role as an Aboriginal Health Worker?  
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What are some of the rewards?  

Do you still think that being a Health Worker is what you want to do? Yes/No      

Have you been involved with any community health programs? 

What were they? 

Yes/No      

Can you name another health service provider who you would be able to 

work with as part of a team project for six months? 

Yes/No      

 

Community Activities Answer 

Does the community support you in your Health Worker role? 

How? 

Yes/No      

What health related activities are community people involved in?  

How can we get more people interested about health issues?  

In general, do you think people in town are actively involved in community 

issues?  

Yes/No      

Are you a member of a committee/community organisation other than 

work? What are they? 

Yes/No      

Do you do any volunteer work in the community? 

Details: 

Yes/No      

Who are some people who always volunteer for community projects? 

1……………………………………………………………………………

. 

2.…………………………………………………………………………

… 

3……….…………………………………………………………………

… 

 

Can you name three people who others always go to for advice and 

support? 

1…………………………………………………………………………… 

2.………………………………………………………………………….. 

3……….………………………………………………………………… 

Yes/No      

Do you ask the above people to help you in any way? 

How? 

Why? 

Yes/No      
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Do you think they be might be interested in being involved with a health 

project for six months?   

Do they like learning information /Being active in the community/talking 

health issues to their family/ 

 

 

 

Yes/No      

What kind of things are they asked to help with?  

 

What programs are running with unpaid helpers assisting in the community?  

 

Who are the main contacts for this program?  

 

What do you think is the most useful thing you do? 

 

The best way of getting health messages out to the community is: 
 
Please circle only one answer for each item – How effective do you think are the following? 
Doctors:  while patients are in the consulting room:  
1.  Excellent  2. Very Good  3. Satisfactory  4. Fair    5.  Poor 
 
Nurses:  at walk in clinic visits:  
1.  Excellent  2. Very Good  3. Satisfactory  4. Fair    5.  Poor 
 
Hospital situation: when patients are at outpatients or visiting family in hospital: 
1.  Excellent  2. Very Good  3. Satisfactory  4. Fair    5.  Poor 
 
Health Fun/BBQ day: Where there are stalls, information, and food for families: 
1.  Excellent  2. Very Good  3. Satisfactory  4. Fair    5.  Poor 
 
Formal workshops: – invited to be involved with education sessions:  
1.  Excellent  2. Very Good  3. Satisfactory  4. Fair    5.  Poor 
 
Written posters, pamphlets: clients take home or read in health or some other setting:  
1.  Excellent  2. Very Good  3. Satisfactory  4. Fair    5.  Poor 
 
Word of mouth by trusted others: having a positive role model who “walks the talk”:  
1.  Excellent  2. Very Good  3. Satisfactory  4. Fair    5.  Poor 
 
Television and radio: - watching shows and listening to people on the radio:  
1.  Excellent  2. Very Good  3. Satisfactory  4. Fair    5.  Poor 
 
Some other way:________________________________________________ 
1.  Excellent  2. Very Good  3. Satisfactory  4. Fair    5.  Poor 
 
To get a better understanding of your role, the variety of tasks, meetings and expectations in 
your day to day role – can you look at your diary and talk through what activities you did 
over your last two weeks of work?  
 
Is there anything that you would like to discuss?  
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Training? 
 
Support? 
 
Management? 
 
Colleagues? 
 
Community? 
 
Other health services  (Organisations)? 
 
Other health services (staff)? 
 
 
 
Please feel free to discuss any questions or comments/ideas about the questionnaire or 
project. 
 
Thank you 
Julie Owen 
Heart Health Educator 
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APPENDIX 3: CONSENT FORM 

 
My name is………………………………………………………………………………… 

My address is……………………………………………………………………………… 

Please circle /tick YES or NO to the following questions. 

I have read the information sheet       [YES] [NO] 
 
I have discussed issues with the researcher.     [YES] [NO] 
 
I understand my role as a Lay Educator.     [YES] [NO] 
 

I know that I will only be paid for my training time in the study.  [YES] [NO] 

I am willing to organise two HeartAware sessions for the study.  [YES] [NO] 

I am willing to share the heart health information I learn.   [YES] [NO] 

Any questions I have asked, the researcher has answered to my satisfaction.  [YES]  [NO] 

I understand that I will receive feedback upon request    [YES] [NO] 

I agree to participate in this project, knowing I may withdraw at any time.  [YES] [NO] 

I am willing to be a Lay Educator in the heart health study.   [YES] [NO]   

Signed_____________________________________________ 

Thank you for your support.    Date _________ 

Contact for the project is Julie Owen.  (Leave message with your Health Worker)   
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APPENDIX 4: R E C E I P T                                                                                                           

 
 
Our Ref:  PRO:9.24.1 
 
Date:………………………………. 
 

HEARTH HEALTH RESEARCH  
 
PREVENTION OF CARDIOVASCULAR DISEASE  
TRAINING LAY EDUCATORS AS  
 
COMMUNITY ROLE MODELS 
 
I hereby declare that I have received: 
 
 
The Sum of $50.00 
 
 
A contribution towards expenses incurred for attendance and participation in the training  

and sessions conducted by Julie Owen.  

 
Received by:  …………………………………………………. (Print Name) 
 
 
Signed:  ………………………………………………….. 
 
 
Witnessed by:  Julie Owen, CUCRH PhD Research Student 
 
 
Signed:  …………………………………………………… 
 
 
Date:   …………………………………………………… 
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APPENDIX 5: HEARTAWARE SESSION GUIDE FOR LAY EDUCATORS 

 
Things to do first for success. 
1. Things to do first for success.      1 hour 

 

Decide on two friends/family members who would be willing to host a HeartAware session in 

their home. 

Talk to them about inviting at least 5 or 7 people to their home for a gathering to share heart 

health information, food and fun. 

Let this friend (the host) decide on the best time for the party, a gathering in the morning or 

afternoon.  Someone might prefer an evening or weekend gathering. 

 

The best time is to start about 11am have lunch and finish around 2pm. 

 

Make sure the host has a video player for the gathering and enough chairs for everyone to sit on 

comfortably.  (if you need to borrow a video, ask the health worker to book the video at work). 

Write down the names of the people the host will invite, so that you don’t forget anyone.  (It is 

a good idea to keep a record, so that you can follow up later). 

If you think it necessary, write out invitations to remind people of dates and times, then deliver 

them or ask your host to deliver for you. 

* Eight guests is the limit, as the group would become too big for people to feel comfortable. 

  They need to be able to share ideas and talk openly in a small  group. 

* Make sure people know that the HeartAware sessions will last about 3 hours. 

Next 

 2. Collect all the resources you will need for the HeartAware party.  30 mins 

 (This includes pens, folders, booklets, video and questionnaires)  

 

Ask yourself these questions: 

Where can you get more chairs if they are needed? 

Who can help with transport? 

Will I have enough time to organise the food and refreshments?  

Who can help? 

� Have I let the health worker know the day, time and place? 

 
Allow approximately 2 hours preparation –take extra time so that you don’t have to hurry. 
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Preparing for the HeartAware session. 
3. Organise healthy food and refreshments  -     1 hour 
Some options are: 
� Buy rolls, salad and fillings so that the group can make their own. [This means 
shopping early on the day of the HeartAware session]. 
� Ask everyone to bring a plate to share. 
� Order ready-made food from the local canteen or shop – healthy options.  
� The host might like to cook for the group (money to be given for ingredients) 
� Try food that might not normally be eaten for everyone to have a taste test. 
 
*e.g. pocket bread, low fat cream cheese, yoghurt, low sugar fruit juices etc…..all should be low 
in fat and salt.    See shopping ideas from more assistance at end of this guide. 
 
*(it will depend on the amount of funds available for the best option)  
 
Chairs to be arranged so that everyone will be comfortable.    10 mins 
 
� Check to see that video player is working. (you may have to borrow one)  
� Table is big enough for game  (otherwise it can be used on the floor) 
� Pens and questionnaires are handy. 
� Hot water / milk/ sugar /or juice is accessible.  
 
Set out booklets and brochures so that people can browse through them while waiting for 
others to arrive.          10 mins 
  
� Welcome people and offer tea /coffee or juice to people when they arrive. 
� Give pens and folders to people as they arrive – to use in the session.  
� Start when everyone has arrived. 
Preparation is important – so that the group runs smoothly.  You do not want to worry about 

anything – as you now have people waiting on you.  Allow at least an hour for setting up. 

 

B:  Let the fun begin - The HeartAware session 
1. Welcome the group and thank everyone for coming.    10 mins 
 
Inform them that they are here to share heart health issues, learn about risk factors and 
have fun. 
 
� Introduce yourself and everyone in the group – don’t forget any new people.  

� Ask them to say briefly why they came – what did they expect to happen?  

� Ask them to sign the HeartAware participant book, for following up. 

2. Ask the group to share any heart health stories;     10 mins 
 
� Someone may have or have a family member who has had a heart scare or 
operation.   
 
� Allow them to talk about how they managed – or changes in their life and let 
everyone share a short story do so – BUT it is important to keep to the topic. 
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� If your AHW has the equipment, allow time here for the group to have blood sugar 

and blood pressure taken.  Discuss how good results are etc. 

3. Explain to the group what a heart is and what it does.    10 mins 

(here are a few basic facts) 

� The heart of an adult is not much larger than a clenched fist.  

� The function of the heart is to pump blood to the body and the lungs. 

� The adult heart beats between 60 - 90 times per minute 

� The total blood volume of a 68 kilo man is approximately 5 litres. 

� The heart pumps blood at 5 litres a minute 

� During exercise, it can pump up to 28 litres every minute.  

� The position of the heart is in the centre of the chest behind the lower half of the 

breastbone (sternum) and in front of the backbone (thoracic spine) 

� Show the heart diagram, give everyone a copy to keep – allow discussion  

Use the basic Nation Heart Foundation information booklet for more details. 

 4. Talk about risk factors that we can change: [these are modifiable] 10 mins 
 

Diet and cooking methods – lite salt, low fat milk, olive oil and margarine 

Smoking and stress in our lives – support group – patches, ‘time out’ 

Exercise benefits. –walking, sport, gardening  ‘find 30 minutes a day’ 

Allow people to share what they have done to be healthy e.g. someone may have stopped 

smoking or someone else may use lite salt and olive oil for cooking. 

Allow people to discuss concerns and try to keep everyone focused on heart health 

issues, be aware that time is important and try to keep the stories short. 

5. Video viewing  Place video in machine – turn on to watch.  20 mins 
 

Ask everyone for their comments, what they liked or didn’t like. Go around group so that 

everyone can share their thoughts. 

What was informative and what new information did they learn?  

 
Explain that you will play the video again after lunch and to think about it over food.  
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30 MINUTES FOR LUNCH BREAK.  
 
Helpful hints; 
  
Put kettle on just before video finishes 

Allow group to make their rolls or have oven food on plates   

Encourage discussion on the video  

Ask people to discuss how the food they are eating compares to what they heard on the 

video   

Tea/coffee and juice to be offered to all   

Allow plenty of time for everyone to eat, get some fresh air, toilet break and stretch legs.   

Inform group help with dishes will be expected and accepted after the session is finished. 

 
Clear table.  
 
NOW - Announce that it’s time to play the HeartAware game. 
 
HeartAware Game: 

Arrange table with game spread out over so that everyone can see it easily. (there will be 

some players who will have to play with the game upside down.)   

Time [approximately 40 minutes] depends on how fast players are reading and moving 

tokens. 

Ask people to choose a partner and then choose a colour token to be played. 

Remember it is the same as playing snakes and ladders, BUT with heart health questions 
to go up ladders.  Highest number goes first. Set up coloured tokens  

The team must stay where they are if they answer the question wrong. 

When landing on a snake, and they answer question correctly they do not have to slide 

down - BUT if they answer wrong - they must slide down. 

It is important that people talk to each other in teams and decide the answer together.  

*All questions have the correct answers on the card – take turns to ask questions to each 
team.  

Allow all teams to finish, with the winners watching and asking questions to the others. 
 
Give winners a prize and allow people to talk about the game and what they learnt. 
 
Inform group that the HeartAware session is now finished BUT there is one more 
important thing to do: 
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Please fill in the evaluation form.  

Explain that it is important to get feedback, so the sessions can be improved.  

Give everyone a form. (It will only takes a few minutes) 

Thank participants for coming, and have a safe journey home. 

Close the HeartAware session. [45 mins] 

  

Packing up 

Help the host with dishes or tidying room.  

Thank host and ask them to fill in form re: how they felt about the session. 

Allow people to stay and discuss issues with you 

Suggest the group meet again with the dietician/diabetes worker etc…  

Ask if they would like to meet with the health worker or another health provider (then 

assist them to get help).  

Pack up resources, video and forms, any dishes or food and pack into car. 

All times are approximate BUT discussion is most important – sharing ideas or worries.  

If you can’t answer a question, say that you don’t know and tell that person you will find out the answer 

and get back to them – it is important to make sure you get back to them with the answer. 

 

All of the suggestions above are guides to help you be organised for the session.   

Check with your health worker first – or ring the heart health educator (Julie Owen) and talk 

through the issues. 
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Guide for the lay educator to buy foods -Basic food items for HeartAware party: 

Tick off items as you put into trolley – usually the listed items cost approximately $60. 

Fridge: 

1 litre of low fat milk 2 

2 X litres low in sugar fruit juice – [mango/orange or apple]. 5 

Packet of sliced ham or other lean meat 3 

1 small tub olive oil margarine 3 

1 Container of Mundella vanilla yoghurt 3 

1 Small container of low fat cream cheese – chilli or spice 

flavour 

2 

Fruit and veg  

Lettuce, Cucumber or a ready mixed salad  

3 tomatoes  

1 red onion   

10 

3 apples, 3 oranges, 3 bananas, 3 pears, 3 kiwi fruit  - half rock 

melon and portion of watermelon (for fruit salad) 1 lemon  

10 

 

Groceries: 

small box of teabags, jar of coffee and pkt of raw sugar 10 

1 Cooked chicken [remove skin – tell group that is the fattiest 

part] 

8 

2 packets of 6 grain bread rolls  (allows for everyone to have 2) 2 

1 Packet of pita bread (try something different instead of rolls) 2 

 

Ask for a box from the store, this will make it easier to carry for the HeartAware party. 

At the HeartAware party: 

 

Put milk, juice, yoghurt, cream cheese, margarine, and ham in fridge immediately. 

Wash and slice tomatoes and lettuce and onion – put in bowl and place in fridge.  

Wash and cut fruit into bite sizes, place in bowl - squeeze lemon over. 

Put tea bags, sugar and coffee out for easy access. 

Keep rolls and pita bread in bags. 

Take skin of chicken and cover to keep fresh. 
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APPENDIX 6:  HEART HEALTH INFORMATION FOR LAY    
 EDUCATORS 

 
Basic heart information guide on risk factors and other relevant information for lay 

educators was necessary to enhance confidence and knowledge for the leaders.  Each lay 

educator was given a booklet for their training and to keep for their HeartAware parties. 

 

The booklet is available for high school students from The National Heart Foundation. 

“Project Material for Students” booklet is a 20 page handbook written in an easily to 

understand format and covers issues relevant to the participants. 

It covers the following issues: 

� Information on the aims and work of the National Heart Foundation; 

� A diagram and description of the cardiovascular system; 

� Heart facts; 

� The circulatory system; 

� Basic explanation of heart disease; 

� Risk factors for heart disease; and 

� Explanation of modifiable and non-modifiable risk factors. 

 

The lay educators expressed a desire to know the following information to share with their 

groups: 

 

The heart of an adult is not much larger than a clenched fist.  

The function of the heart is to pump blood to the body and the lungs. 

The adult heart beats between 60 - 90 times per minute 

The total blood volume of a 68 kilo man is approximately 5 litres. 

The heart pumps blood at 5 litres a minute 

During exercise, it can pump up to 28 litres every minute.  

The position of the heart is in the centre of the chest behind the lower half of the 

breastbone (sternum) and in front of the backbone (thoracic spine) 

Show the heart diagram, give everyone a copy to keep – allow discussion  

 

The researcher used the basic Nation Heart Foundation information booklet designed for 

high school students (NHF, 2000). 
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APPENDIX 7: HEARTAWARE GAME QUESTIONS AND ANSWERS 

Questions for HeartAware game:  as discussed in Chapter 7 

The Questions and Answers are printed on cardboard, cut into cards, then put into 

a box on the game for participants to ask during the game. 

Question:  Regular physical activity can reduce your chances of getting heart disease.  

Answer:        Yes 

Question: We must eat all the food on a plate we cannot let it go to waste  

Answer:        No.  Try having smaller serves, and then have seconds if still hungry. 

Question:      People who need to lose some weight are the only ones who will benefit 

  from regular physical activity   

Answer:        Yes  

Question:      All exercises give you the same benefits.   

Answer:        No                           

Question:      Regular physical activity can reduce your chances of getting heart disease     

Answer:        Yes                        

Question:      If you're overweight, losing weight helps lower your high blood  

  cholesterol and high blood pressure   

 Answer:        Yes                       

Question:      People who have had a heart attack should not start any physical activity 

  program    

Answer:        No 

Question:   Skipping meals is a good way to cut down on calories   

Answer:        No  

Question:      A reduced intake of sodium or salt does not always lower high blood  

  pressure to normal    

Answer:        Yes                        

Question:      Foods with high-end complex carbohydrates (starch and fibre) are good 

  choices when you are trying to lose weight   

Answer:        Yes 
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Snakes and Ladders Question and Answer (cont) 

Question:   The heart pumps blood through the lungs to collect oxygen.    

Answer:        Yes 

Question:   Smoking can cause cardiovascular disease and cancer.   

Answer:        Yes 

Question:   Angina is a chest pain which occurs when the heart cannot get enough  

  oxygen to work properly.    

Answer:        Yes 

Question:   Heart attack and angina are due to narrowing or blockage of the coronary 

  (heart) blood vessels.   

Answer:        Yes 

Question:   With angina, the pain in the chest often goes away with rest, but you  

  should still see your doctor.    

Answer:        Yes 

Question:   In the average adult, a healthy heart beats: (1.) 30 to 70 times per  

  minute  (2.) 60 to 100 times per minute  (3.) 120 to 150 times per  

  minute    

Answer:        Number (2) 

Question:   The body can make all of the cholesterol it needs, without extra being 

  needed from the diet.    

Answer:        Yes 

Question:   The older you are the less active you have to be to avoid heart disease.   

Answer:        No, you must continue to be active to keep the heart in good condition 

Question:   Nicotine in tobacco increases the tone and proper function of the heart   

Answer:        No, nicotine makes the heart beat faster, increasing its need for oxygen, 

  narrows the blood vessels and reduces the blood supply to tissues. 

Question:   The main thing that raises blood cholesterol levels is eating foods  

  containing saturated fats.    

Answer:        Yes 

Question:   All of the following are risk factors for cardiovascular disease:  -  

  smoking -raised blood cholesterol levels - age high blood pressure  

Answer:        Yes 

Question:   If you must eat hot potato chips it is healthier to buy the thin french  

  fries rather than the thicker chips. 

Answer:       No, thinner chips have more surface area and therefore absorb more fat 
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Snakes and Ladders Question and Answer (cont) 

Question:   Palm oil and coconut oil (found in many baked products such as biscuits 

  cakes and pastries) are healthy because they are vegetable oils   

Answer:        No!  These two oils contain high levels of saturated fat. 

Question:  High blood pressure is caused by a combination of hereditary and  

  lifestyle factors including, being overweight, drinking too much alcohol and 

  an excessive salt intake.   

Answer:        Yes 

Question:   High blood pressure can make you dizzy, but will not lead to heart attack, 

  stroke, heart failure or kidney damage.   

Answer:        No, high blood pressure can overload the heart and speed up  holding of 

  the arteries.  This can lead to the diseases listed above. 

Question:   White bread is healthier than wholegrain bread because the dust and  

  impurities have been washed out of the flour before the bread is  

  baked.   

Answer:        No, wholemeal and multigrain breads are much healthier as they  

  contain more fibre. 

Question:   During the past seven days, how many times did you engage in physical 

  activity to try to lose weight or keep from gaining weight?   

Answer:     2 to 3 or more times, you deserve a reward, go up the ladder or avoid 

  sliding down the snake. 

Question:   The heart circulates up to   (1)  10,000 litres of blood  (2)  5000  

  litres of blood (3)  20,000 litres of blood in 24 hours.   

Answer:         Number (1) 

Question: A high-energy game of squash once a week will burn up enough  

  energy to remove the fat layers from your arteries.   

Answer:       No, sudden violent exercise when you are not fit is more likely to  

  cause heart problems 

Question:   Eating vegetables can make the blood thin and lose its strength for  

  carrying oxygen and nutrients to the body.  

Answer:       No, vegetables are very healthy for the heart 

Question: Low-fat milk is not as healthy for you as for cream milk, as it lacks  

  calcium and other important minerals    

Answer:       No, mostly fat milk is have extra calcium added 
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Snakes and Ladders Question and Answer (cont) 

Question:  The heart is really 2 pumps, one pump circulating deoxygenated  

  blood to the lungs to pick up oxygen, the other pump circulating  

  oxygenated blood to the body.    

Answer:        Yes 

Question:  A heart attack occurs when the arteries providing oxygen to the heart 

  itself become blocked or clogged and the heart muscle is starved for  

  oxygen.   

Answer:       Yes 

Question:   Heavy smokers have damaged their heart and lungs and there is no point 

  giving of smoking as there will be no improvement in their health   

Answer:       No, giving of smoking will lower the smoking risk factor for a  

  vascular disease and improve general health 

Question:  High blood pressure can lead to cardiovascular disease    

Answer:        Yes 

Question: Everyone should try to do regular daily exercise for at least:  

  (1)  5 minutes  (2)  30 minutes  (3)  One hour   

Answer:        2, though one hour would be even better. 

Question:   The body can make all of the cholesterol it needs, without extra  

  being  needed from the diet.    

Answer:      Yes 

Question:  It's okay to smoke if you can keep it below 1 packet per day, as the  

  soothing effect is good for your heart    

Answer:       No, smoking can damage your health and cause cancer and cardiovascular 

  disease 

Question: The heart foundation recommends that we eat at least 5 different  

  vegetables and 2 types of fruit every day    

Answer:       Yes 

Question: Angina is the chest pain or discomfort occurring when part of the heart 

  cannot get enough oxygen, especially during exercise   

Answer:        Yes 

Question:   The best way to maintain a healthy weight is through good diet and e 

  exercise.    

Answer:        Yes 
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APPENDIX 8: PRE HEARTAWARE SESSION QUESTIONNAIRE  

 

 
 
Thank you for coming to the HeartAware session, we hope you enjoy yourself. 

The session is about having fun, learning and sharing information about heart health and 

then taking the information back home to your family and other friends.  Before we start, 

could you please fill in your answers to the following questions.  Your honest comments will 

be a big help.  Please follow along with the group and mark your answers. 

 

Knowledge of Risk Factors 

Q.1.    Do you think you are at risk for heart disease?        (Y)    (N) (don’t   know)  

 Do you have a history of heart disease in your family?       (Y)    (N) (don’t   know) 

 

Q.2.  What is something that CAUSES heart disease? 

Q.3.  What are some things you know that PREVENT heart disease?    
 
Please circle your answers 
1. Exercise  2. smoking  3. eating less fat  

4. less  sugar   5. watching t.v.  6. using less salt  
 
7.  eating more fruit & vegetables  

 

Q.4a. Do you know what cholesterol is?   (Y) (N)  (don’t know) 
 What is it? 
________________________________________________________________________ 

Q.4b. What is a cause of high cholesterol?     

________________________________________________________________________ 

Q4c. How often should you measure your cholesterol level if you are at risk?  
          
________________________________________________________________________ 

Q.5. Heavy smoking can cause? (Circle True or False)  

Bad breath  Y N   Hearing loss  Y N  

Shortness of breath Y N  Small babies   Y N   
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Lung cancer  Y N   Asthma  Y N   

Stained teeth  Y N   Wrinkly skin  Y N 

 
Q.6a. Do you have high blood pressure?  (Y) (N)  (don’t know) 
 
Q.6b. Do you know your normal blood pressure? (Y) (N) (don’t know) 
 
Q.6c Do you have your blood pressure checked regularly?  
(Y) (N)  (don’t know) 
 
High blood pressure causes damage to what part of our body?  
_____________ 
 

Q.7. How many days a week should you exercise and for how long at each session? 

 Write your answer.  _____________________________________________ 

 

Health Risk Behaviour. 

 

Q.8. Do you smoke cigarettes regularly?  (Y) (N) 

 

Q.9. What do you do personally to stay healthy? 

________________________________________________________________________ 

________________________________________________________________________ 

 

Q.10a. Have you made any personal changes for better health in the last six months?  

(Y) (N) 

Q10b What was that change? 

________________________________________________________________________ 

Q.10c. What made you want to change?     

_________________________________________________________________ 

Q.10d. What makes this change hard /easy for you? 

________________________________________________________________________ 

________________________________________________________________________ 

Health Information 
 

Q.11. Where do you get your health information from?   (circle the main one for you) 

A.  Doctor  B.  nurse/clinic  C.  Health Worker  

D.  Television E.  Newspapers  F. Pamphlets/ magazines 
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Q.12a.  Do you think you could share information with family or friends?  
(Y) (N)     (don’t know)  
 

Q.12b. Do you know someone who you will share heart health information with?  

(Y) (N)     (don’t know) 

 

Q.13 How do you feel about having health sessions at home? Circle your answer 

A. don’t like it      B.  like it a little C.  like it a lot   D.  don’t know 

 

Q.14. How do you feel about the Lay Educator sharing heart health information? 

A.   don’t like it     B.  like it a little C.  like it a lot   D.   don’t know 

 

Comment: ____________________________________________________________ 

 

Circle if you are: Male    Female   Age_________ 

 

Thank you for taking the time to answer these questions, please give this to the Lay  

Educator and enjoy your HeartAware session.   

 

Julie Owen 

Heart Health Educator 
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APPENDIX 9: POST HEARTAWARE SESSION QUESTIONNAIRE.  

 

Knowledge Questions 
 
Q.15. Do you think that you are at risk for heart disease? (Y)      (N)     (don’t know) 
 
Q.16a. Can you describe what causes heart disease? 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
Q16b. How do these things cause heart disease?  
 
________________________________________________________________________ 
 
________________________________________________________________________ 
Q16c. Can the food you eat cause heart disease?        (Y)      (N)     (don’t know) 
 
What types of food are bad for you? 
 
________________________________________________________________________ 
Q16d. What types of food are good for you? 
 
________________________________________________________________________ 
Q.17. What things can help prevent heart disease? 
 
________________________________________________________________________ 
Q.18a. Can you tell me what cholesterol is?   (Y)      (N)     (don’t know) 
 
________________________________________________________________________ 
Q18b. Do you think that a high fat diet can adversely affect people’s health?  
        (Y)      (N)     (don’t know)  
    
________________________________________________________________________ 
Q.19a. Do you think smoking can affect people’s health? (Y)      (N)     (don’t know) 
 
________________________________________________________________________ 
Q19b List any health problems that you think heavy smoking can cause. 
 
________________________________________________________________________ 
Q.20. What are the possible effects of high blood pressure?  
 
________________________________________________________________________ 
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Q.21. On how many days of the week should you do some exercise and for how long each 
time to be healthy?  
 
The number of days ______       The number of minutes per day__________ 
 
 
Lifestyle Questions 
 
Q.22a. Now that you have been involved in the HeartAware session do you intend make 
changes that will be good for your health? 
 
Q.22b. What changes do you plan on making?  
 
________________________________________________________________________ 
 
________________________________________________________________________ 
Q.23a. How could you help someone who wanted to change their diet and eating habits? 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
Q.23b. Do you think you are able to share heart health information with your family and 
 friends?     (Y)      (N)     (don’t know)   
 
Q.23c. How do you feel about having health sessions at home? 
 
________________________________________________________________________ 
 
Please share your views on the HeartAware sessions 
 
Q.24a. What did you like about the session? 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Q.24b. What didn’t you like about the session? 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
Thank you for sharing your ideas, supporting the Lay Educator and attending the session, we 

hope you enjoyed yourself and learnt some helpful information.  PLEASE share what you 

have learnt with your family and friends.   

 

Julie Owen 
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APPENDIX   10:  HEARTAWARE QUESTIONNAIRE – 

6 WEEKS FOLLOW UP.  Time______________ Date________  
 
Venue____________________Name: _______________________________________ 
 
 
Q.25. Did you learn anything new about heart disease at the HeartAware session? 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Q.26. Can you tell me what cholesterol is? (Y)  (N) 
 
________________________________________________________________________ 
Q.27. How does smoking affect people’s health?      
 
________________________________________________________________________ 
 
Q.28. How does the amount of fat people eat affect their health?    
 
________________________________________________________________________ 
 
Behaviour and Intentions 
 
Q.29. In the 6 weeks since the HeartAware session have you done anything to change 
 the following?    
 
a. Your diet?    (Y) (N)   What did you change? 
 
________________________________________________________________________ 
Were you able to keep this up?   (Y) (N)  Why or why not? 
 
________________________________________________________________________ 
b. Your amount of physical activity?    (Y) (N) What did you change? 
 
________________________________________________________________________ 
 
c. Quit or reduce smoking?   (Y) (N)  What did you change? 
 
________________________________________________________________________ 
 
Q.30. What makes it difficult/easy for you to lead a health life? 
 
________________________________________________________________________ 
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HeartAware Party Evaluation. 
 
Q.31. Do you have any comments about the Lay Educator’s role? 
 
________________________________________________________________________ 
Q.32a Can you tell me what you thought of the HeartAware session? 
 
________________________________________________________________________ 
  b Do you have any comments about the researcher? 
 
________________________________________________________________________ 
  c Do you have any comments about the heart health study?  
 
________________________________________________________________________ 
 
Q.33. Did the HeartAware sessions give you the confidence to ask health specialists 
 questions?                                (Y) (N) 
________________________________________________________________________ 
 

 

Thank you for answering the questions. It is important to have your comments, so we can 

make positive changes in the delivery of heart health information. 

 

 
Signed_________________________________ 
 
 
 
Thank you for helping with the HeartAware project. 
 
 
Julie Owen 
Heart Health Educator 

 


