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SUMMARY

In New South Wales there are 39 sexual health workers employed in a network of 36 Aboriginal
and Torres Strait Islander HIV/Sexual Health projects. The aim of this study was to describe and
document Indigenous Australian sexual health promotion initiatives in New South Wales
communities to help support and ensure the success of the network of projects.
Roughly one quarter of the sexual health workers were based in Sydney . The rest were
distributed throughout smaller regional and remote areas. Most of the workers had some form of
train ing, though their specific training in sexual health was limited .
Some of the positions around the state were not filled at the time of interviewing and other
workers had been in their positions for a limited period of time. As such, this study supports the

National Indigenous Australians' Sexual Health Strategy 7996/ 97-1998199 (NJASHS) finding of
high attrition rates among Aboriginal health workers : this may be an even greater problem
among sexual health workers because of the stigmatised nature of the work . It is therefore
imperative that suitably skilled and trained people fill available positions. Adequate funding is
necessary.
The two most common forms of training were on-the-job and workshops. Though these
forms of training are important, they should be supplementary to an accredited sexual health
training course, such as that recommended in the NIASHS report and being developed through
NSW Health, the AIDS and Infectious Diseases Unit (AIDU) .
Among Indigenous Australians (and non-Indigenous Australians) there are culturally defined
boundaries of social engagement that inform how and in what contexts sex can be talked about.
Those boundaries change in relation to age, class, sex, region and so on. The kind of explicit talk
necessitated by the HIV epidemic and other sexual health concerns might overstep the personal
and cultural boundaries of those being addressed. This poses a range of problems for the
delivery of sexual health programs. Many workers have creatively responded to this challenge,
but if Aboriginal and Torres Strait Islander sexual health workers are to assist their communities,
they need to further develop a sophisticated understanding of the social contexts within which
their sexual health programs are delivered . Participants needed help in sexual practice, diversity
of sexualities, and sexual communication .
It is clear from the interviews that workers came to understand the complexities of sexual
health through their engagement w ith program development and implementation and through
the ir involvement with communities and bureaucrats. The workers knew that sex was a sensitive
area and developed strategies to accommodate those sensitivities . In particular, maintaining
client confidentiality was thought to be central to the development of effecti ve clin ical and/or
educati onal sexual hea lth programs.
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Taking a holistic approach to sexual health is a strategy endorsed by NIASHS. In the
interviews the workers reported that they had adopted a holistic approach for two reasonsbecause sexual health is related to other Indigenous Australian concerns, and because sexual
health is stigmatised. Each is briefly discussed below.
Although sexual health needs to be tackled as a specific problem, the relatively high rate of
sexually transmitted infections among Indigenous Australians is linked strongly to other health,
employment, housing, and education concerns. What unites these concerns are systemic
problems of marginalisation, discrimination and poverty. Sexual health programs, even when
tackled in isolation from the other concerns, need to be informed by an awareness of the
underlying problems. These problems increase the difficulty of delivering sexual health programs
to many Indigenous Australian communities.
To enable safe sexual negotiation between people and to remove barriers to people seeking
sexual health treatment, it is important to address the negativity surrounding sex. An approach
common among workers dealing with immediate problems was to blend sexual with other
health programs. In a sense this strategy is one of disguise. There was a perception that, as
clients were more likely to be receptive to non-sexual health programs, a holistic approach took
the emphasis off sexual health . Blending sexual health with other programs is a legitimate
strategy to gain access to clients who might otherwise stay away. Another benefit of the holistic .
approach is that it dynamically relates sexual health to other health concerns and, more
generally, to social conditions. Although the need to disguise sexual health is unfortunate, the
idea of placing sexual health within the broader health context has the potential to deliver truly
holistic sexual health programs.
The NIASHS suggests that sex should be free of shame, guilt and fear and that the enjoyment
or sex and control of reproduction should be achieved 'in accordance with cultural values'.
There is an unavoidable tension here as shame, fear and guilt around sexuality are induced as a
consequence of cultural practices (not necessarily Indigenous Australian culture). Cultural
values, in certain instances, need to be reflected upon.
The separation of men's and women's business was one of the more vexing problems
confronting sexual health workers. Men had less regard for sexual health than women, and
many of the problems in sexual relationships were thought to be men's problems. For those
reasons, some of the workers thought that men and women should get together in combined
groups, to let the men and women hear each other's perspective in a supportive environment.
Other workers felt that men's and women's programs should be kept separate, but there is not
now sufficient funding available to provide separate men's and women's programs, especially in
remote areas. Some workers skillfully balanced the sexual sensitivities of program participants
by running combined and separate groups for men and women over a period of time.
Although sexual health workers need to be multi-skilled in clinical and educational matters,
they cannot be expected to be all things to all people. This is one reason why it is important to
2
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form partnerships with others in the field. The generalist/specialist working relationship, for
example, was thought by some to be especially important as the generalists could establish
relationships of trust within their communities and visiting specialists could support them in
matters of sexual prevention and treatment.
A sexual health worker is often already close to the communities s/he services and therefore
has local knowledge and the trust of the community. This can make it easier to reach members
of the community informally. Such a person, typically a generalist sexual health worker, can
then become an invaluable point of entry for specialist workers to service client groups. This is
likely to be more difficult to achieve if workers do not have deep cultural links with the
communities they serve.
Many workers thought it important to involve community members directly in the
development of programs. Community involvement meant that projects could be responsive to
the needs of the community, and could instill a sense of ownership among participants. In
particular, workers identified key community members, especially elders, as crucial to the
success or failure of program initiatives. It was therefore seen as important to gain the trust and
support of key players at all stages of program development.
The need to use simple language rather than jargon came up frequently in the interviews, as
did the desirability of using visual material which incorporated Indigenous Australian design and
culture. It was also felt that resource materials should reflect as much as possible local culture
and groups of people.
Many workers preferred to deliver programs in informal settings, especially when dealing
with adult groups. Examples given were visiting people's homes, sitting with people where they
congregated in public, getting together in community gatherings, taking mobile bus clinics into
local communities, or taking groups of people on camps. This kind of outreach work has been
1

called 'active outreach' (Plummer & Forrest, 1999) , and is an important means of accessing
communities in remote locations and in servicing those who are reluctant to access mainstream
services-services that were sometimes described as unfriendly to Aboriginal people and geared
toward white middle-class consumers. As active outreach intrinsically involves more interaction
on the home ground of community members, workers need to tread carefully. That is, they must
establish their presence as non-threatening and credible within the communities being serviced.
Programs delivered in institutional settings such as prisons or schools were often nominated
as successful. In part this was because access was more readily achieved, and in the case of
school s, dealt with younger people who were generally thought to be more receptive to
education . But even in institutional settings an informal mode of delivery was often regarded as
more culturally appropriate. The workers showed a capacity to develop innovative approaches

1

Reference: Plummer, D. & Forrest, B. (1999). Factors affecting 'indigenous Australians" access to sexual health
services. Venereology, 12 (2), 47-52.
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to sexual health beyond doctor/patient and teacher/student relationships . For example, art,
music, dance, camps, peer education, radio, competitions, games, and sport were different
forms used to deliver sexual health programs. Some of the most successful programs were those
that employed a range of delivery styles, and those that built upon past initiatives.
Importantly, some initiatives such as barbecues and football competitions, which may not
appear to have sexual health as their central focus, proved to be effective, as people were more
likely to engage in activities they enjoyed. Given that there is little enthusiasm for sexual health,
it is strategically clever to attach sexual health to things that are generally appealing and festive.
Evaluating the success or otherwise of a program is complicated . Some evaluative measures
identified by workers-attendance, feedback at the end of programs, reductions in rates of STI,
and being invited back-were quantifiable. But even if documented, these cannot be taken at
face value. Most indicators discussed by the workers were qualitative-enthusiastic client
participation, a sense of community ownership, Aboriginal and Torres Strait Islander friendliness,
reflecting upon programs, and programs being judged as mutually supportive (i.e. coherent).
A major problem in measuring the success or otherwise of sexual health programs is that
they are frequently informal, using resources such as posters, videos and so on. Informality,
however, is not inimical to professionalism in the job . The informal approach is taken because it
is often the most appropriate pathway to health intervention . Just as workers need to bend to the
social context within which they operate, so too do evaluations need to be flexible and
supportive of innovative approaches.

4
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INTRODUCTION

The AIDU, in partnership with the Aboriginal Health Resource Co-operative, has established a
network of 36 Aboriginal and Torres Strait Islander HIV/Sexual health projects, with a
complement of 39 workers throughout NSW. This report, Aboriginal and Torres Strait Islander

Sexual Health Promotion Initiatives in NSW, is one of a number of AIDU initiatives intended to
support and ensure the success of the network.
The AIDU funded the National Centre in HIV Social Research (NCHSR) and the Academic
Unit in Sexual Health Medicine to undertake the Sexual Health Initiatives. These two institutions
have worked in partnership with the AIDU, Aboriginal Health Resources Committee, and the
Aboriginal and Torres Strait Islander Network.
The objective of the project was to describe and document Indigenous Australian sexual
health promotion initiatives in New South Wales communities; establish which initiatives
worked best and why; and highlight barriers and gaps in successful program implementation . It
has focused not only on the content of health promotion messages but also on the form health
promotion programs took.
This report is a description of Aboriginal sexual health in NSW as seen by the workers
themselves. It also incorporates current understandings of sexual health promotion, especially
those in the National Indigenous Australians' Sexual Health Strategy 1996/97-1998/ 99 (NIASH),
and the National HIV/AIDS Strategy 1996-97/ 1998-99 (NHS). The workers discussed and
reflected upon their everyday experiences of sexual health program delivery, selecting particular
health promotion initiatives and resources to illustrate what programs they believed to be
effective and why. The report thus builds on sexual health workers' existing expertise.
In general, factors influencing successful health promotion will assist in the implementation
of appropriate education models across the state. More specifically, it will:
•

inform bureaucracies of appropriate approaches to Aboriginal and Torres Strait Islander
sexual health

•

help orient new sexual health workers, both Indigenous and non-Indigenous Australians

•

enhance dialogue between sexual health workers and enable them to reflect critically on
program development and delivery

•

inform other Indigenous and non-Indigenous workers of the complexities surrounding
Indigenous sexual health promotion and

•

provide a snapshot for program planning and facilitate the development of demonstration
projects.

ABORIGINAL
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3

METHOD

This report is based on information collected between June 1998 and March 1999. Three
different methods were used : an in-depth gu ided interview, a small survey questionnaire and
'field notes'.
Semi-structured interviews were conducted with 28 Aboriginal sexual health workers
throughout NSW

2
•

They were recruited from Area Health Services (AHS), Aboriginal Medical

Services (AMS) and other Non Government Organisations (NGOs). The interviews covered a
range of issues, including:
•

the development of sexual health initiatives

•

raising community awareness around HIV/AIDS sexual health

•

past, present, and repeated sexual health programs

•

programs thought to be the most and least successful and

•

community involvement in the development and implementation of programs.
Interviews were taped, transcribed and entered into Kwalitan, a qualitative software

program.
The questionnaire asked respondents to gauge their level of training, confidence and
support, and rate the effectiveness of specific approaches and resources used in their sexual
health programs. The field notes consisted of interviewers'

impressions and personal

observations of each site visited, the interview process itself, the programs, and any other details
that were of interest in their interview encounters. This information was stored on a database
called Endnote+, a program that organises information thematically. The three methods are
drawn upon, with each method complementing the others.

3.1

ABOUT THE WORKERS

One quarter of the respondents worked in Sydney, with the remainder from rural towns or
regional cities such as Newcastle and Wollongong. Men constituted just over half of the sample.
Sexual health workers had worked an average of 19 years in local Aboriginal commun ities,
though not necessarily in the capac ity of sexual health workers.
Some of the workers had occupied their positions for many years and had established
enduring, strong and effective links with local communities. Other workers had only recentl y
taken up their position s and were in the process of forming such links. The high staff turnover
might be due in part to the fact that some of the positions had been created on ly recently. Some

2
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Some of the workers were not themselves Aboriginal.
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of the workers complained that there weren't enough trained and qualified staff to fill existing
positions.
Only one respondent said that she had received no job training as a sexual health worker,
and three others cited the higher school certificate as their only training. The majority (72%)
received training through a range of educational workshops. Fewer than half (44%) received
community-based training on the job, while one quarter (24%) had completed the Aboriginal
Health Workers Course (AHWC). A further 52% said that they had received other forms of
training which included university courses (Social Work/Youth Work/Nursing), TAFE programs
(Welfare Studies), and contact with other professionals within their region.
In general respondents reported a very high degree of confidence in their ability to deliver
sexual health promotion programs and also perceived their work as well supported and
supervised.

Respondents

ran

specific

workshops

aimed

at

training

community

members--'barefoot educators'--to deliver sexual health programs, and followed them with ongoing initiatives such as Train the Trainer courses, peer education and HIV carers courses . Some
workers felt, however, that there was a need for more training. One said:
I know it's fairly common throughout the state, there are a Jot of new guys in the job
that don't really have that much support. So, they're left up to their own initiative.
He felt that the best way forward was to get as much training as possible before working
with the community, rather than learning on the run and entering communities 'half-cocked'.
Although many workers had worked with their community for many years, some believed that
sexual health posed particular problems and therefore required specific training, such as that
provided by the HIV/STI training kit. Another worker perceived a lack of general and sexual
health training among workers, and thought they should all be required to complete a sexual
health training course:
There are a lot of Aboriginal health workers out there who have not got skills in
Aboriginal health or in HIV and STI [sexually transmitted infections]. They must start
looking at an accredited course for all Aboriginal health workers.
Some workers also stressed the importance of funding:
Until someone starts putting their money where their mouth is and starts designing an
appropriate course for Aboriginal health workers, [we] are not going to go anywhere ...
If we want to have an equal health service delivered to the Aboriginal people, that's
what has got to happen.
Currently, the AH&MRC and the AIDU are developing a curriculum for a Diploma in Health
Science (Indigenous Sexual Health) Distance Learning Package, which will be nationally
recognised. Further to this, the AIDU funds two scholarships each year for Indigenous
Australians to undertake the diploma of Sexual Health Counseling given by the Australian
College of Sexual Health Physicians.
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3.2

TARGETING GROUPS

Aboriginal and Torres Strait Islanders have been identified as a priority group in the NHS. While
the proportion of Indigenous Australians infected with HIV is similar to that of the nonIndigenous population, more infections are transmitted heterosexually among Indigenous
Australians than among non-Indigenous Australians. And though overall figures remain low, the
proportion of heterosexual transmissions among Indigenous Australians has increased in recent
3

years (National Centre in HIV Epidemiology and Clinical Research, 1999). The high rates of
other STI among these groups is of particular concern, as many of these diseases have been
identified as cofactors in HIV transmission, as well as being health problems in themselves.
A number of Aboriginal subgroups were identified by sexual health workers, with most
emphasis on women, men, and youth. Only a few workers mentioned homosexuality, and this is
surprising given that homosexual transmission represents the largest group of Indigenous
Australians infected with HIV. As discussed below, many programs tended to regard women's
and men's needs as separate and different, though such a perspective was not uniform. By
contrast, youth, regardless of their sex, were generally talked about as a single target group,
indicating an important relationship between age and sex. The idea of separate men's and
women's business became more significant with increasing age.
Other target groups were older people, regional areas (city, rural, remote), homeless people,
prisoners, students, mixed groups (Aboriginal and non-Aboriginal), and injecting drug users .
Several people mentioned seasonal or itinerant workers and referred to the Chippers and Pickers
program as particularly successful in reaching them. There is significant overlap between
different groups-for example, one may be Aboriginal, elderly, female, and living in a remote
area. Programs were tailored to meet the needs and circumstances of the different groups
targeted .
A few workers saw their main target groups as other health and community service
providers, and viewed themselves as having a staff development role with police, chemists,
community service and youth workers, elders, and any community organisation working with
Aboriginal clients (see Partnerships and networking).

3

Reference: National Centre in HIV Epidemiology and Clinical Research (1999). Annual Surveillance Report:
HIV/AIDS, Hepatitis C and Sexually Transmitted Infections in Australia. NCHECR: Sydney.
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THEMES THAT EMERGED FROM OF THE STUDY

The remainder of the report has been structured thematically. The major themes that emerged
from the interviews and field notes were:
•

privacy

•

the use of language

•

cultural dynamics

•

elders

•

men's and women's business

•

outreach

•

community involvement

•

partnerships

•

health promotion

•

the form, content and assessment of programs

•

the reasons why programs were and were not successful

•

holistic approaches to sexual health and

•

the need for flexibility in program delivery.

Each theme is discussed below.

4.1

Privacy and access

Health workers consistently reported client confidentiality as a concern, and believed this was
most pronounced in the smaller regional areas. One worker related stories of a mobile clinic's
successes and failures. The clinic, a bus, travelled from town to town offering women pap
smears, blood tests, and other checkups. On one occasion the bus arrived in a town after having
made the necessary arrangements, but despite an indication of interest from the Aboriginal
women in the town, nobody presented for testing:
People were hanging around, you know, but just weren't prepared to come over. So
afterwards I said to my colleague, 'Right, let's find out what the problem is here
because the women ... were interested when asked by the local Aboriginal health
care worker ... The problem was that we were right next door to where all the men
hang out-that was the only place to put the bus-and that was something that we
hadn't thought of earlier.
On a different and successful occasion the bus parked at a client's home. The privacy
afforded by this contributed to the success of the visit. These stories illustrate the importance of
ensuring client privacy. This may relate not only to women's business but also to other forms of
privacy, such as locating condom vending machines in appropriate places (e.g. hotels and
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public toilets). From listening to the workers it became apparent there were a range of culturally
defined boundaries of privacy. Put another way, certain types of knowledge and practice should
be kept from circulating among or between particular people or groups of people.
Many workers had a strong practical sense of the community sensitivities within which they
worked. For example, sex is considered to be a private act between people (which is also true
for non -indigenous Australians), and when it came to talking about sex it was typically in terms
of 'men's business' and 'women's business' (This problem is addressed in the section on 'cultural
dynamics). So although sex was mostly presumed to be an act between men and women, it was
thought inappropriate for men and women to talk together about sex.
The privacy surrounding sexuality meant that clients had to trust the workers to maintain
confidentiality. This aspect was stressed again and again by the workers, particularly in rural
areas. The fact that many people experienced a significant degree of shame about matters of sex
and sexuality led to problems for workers on a number of levels, e.g:
•

People were reluctant to present for STI testing.

•

Educators had difficulty presenting sexually explicit material, verbal or visual.

•

People did not want to be seen or associated with sexual health workers.
Educators sometimes had trouble dealing with educational institutions that refused them

access to students. As noted in the NIASH, educational institutions (and others) are important
sites of sexual health education . Workers need good negotiation skills to gain access to students.
Once access to students is granted, or a discussion group formed within a community, the
presenter also needs to be aware of the sensitivities of their clients and be a skilled
communicator. The approach of one worker was to use humour as a means of lightening the
mood . Another encouraged open discussion, and encouraged participants to lead the discussion.
Many workers mentioned particular difficulties in addressing mixed groups, such as men
and women or different age groups. It was said, for example, that as elders were more likely
than younger people to resist explicit discussion of sexuality, it was important not to alienate or
shame elders within a community.
As a consequence of deeply held beliefs that sex is private, workers had to operate within
already existing boundaries of privacy (boundaries that may also be their own). Different
strategies were adopted to manage this, including attending to people on an individual basis and
treating those encounters as private and confidential, and presenting sexual health programs as
an element of health in general. In the words of one worker:
If you're up the street seen talking to a work officer, he's getting you rehabilitated into
the work force. But if you're up the street talkin' to me, you've got an STI or
something.
Many workers overcame this problem by diversifying their community profile. For example,
one worker was initially exclusively identified as a sexual health worker, but as a consequence

10
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of the problems he encountered, endeavored to broaden his focus into mental health and
women's health. Another worker dealt with the problem by changing the title used to describe
his position-from 'sexual health' to 'lifestyle' worker. It needs to be kept in mind that workers
have to deal with the everyday shame associated with sexuality in general, and 'the pox'
specifically. (This is discussed more fully in the section on 'holism') .
The stigma that some clients felt in being seen with a sexual health worker was identified as
an effect of 'guilt-by-association', an association that inhibited client participation . Some clients,
however, weren't especially concerned about privacy. For example, a story was recounted
where a worker went to pick up a youth to be treated for gonorrhea. The worker approached it
this way: 'I went to the door and I was whispering to him and next thing he's singing out, 'Mum,
I'm going down to get a needle now'. This particular worker noted that at times it was
appropriate to take an 'indirect approach' with clients, whereas with others it was possible to
take a 'direct approach', but it should never be presupposed that a direct approach is
acceptable.
Access to clinics, inside or outside the hospital setting, was another consideration. In part
this meant attending to issues of confidentiality. One worker spoke of a sexual health clinic
within the local hospital that had to be accessed from a separate entrance. Any person seen
walking into the clinic would therefore be identified as having an STI, erecting a barrier between
potential clients and the service. One solution suggested was not to have a specific entrance for
sexual health consultations.
Ideally the stigma attached to STI as dirty, shameful, and self-inflicted should be removed. In
their everyday practice, however, workers had to operate within the existing sexual cultures and
creatively maximise client access. This was mostly achieved through ensuring that client
confidentiality was honoured, and that service providers treated the client with respect and
understanding. One worker observed, for example, that it is well and good to educate people to
practise safe sex but that in certain locations, especially remote ones, accessing the tools of safe
sex (condoms, dams, lube, etc) may not be easy. Another put is this way:
I think access is a really tricky one and I'm not sure what the answers are other than
to keep looking for places where they could get access to condoms, or to make sure
that every health care worker, not just sexual health care workers, who go into those
areas takes in condoms and lube and things, and somehow makes them available.

4.2

Using appropriate language

Language is anything written or spoken. Workers discussed two aspects of language used in their
educational work with clients:
•

the language competency of clients and

•

the need to hold people's attention.
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In the words of one worker: 'I'm not putting our people down or anything, but a lot of our
people are illiterate'. The problem with literacy is more pronounced in certain areas, especially
in the more remote areas where access to basic services, such as adequate schooling, cannot be
taken for granted. Another worker felt that the most effective material was, 'visual information
and straight-forward stuff... without using too much jargon, basically'. The use of the spoken
word and the visual image could help overcome some of the communication problems caused
by low levels of literacy.
Getting the language right might require adapting existing resources to local needs. For
example one worker spoke of the need to adapt a booklet written for New Zealand 'sistas' for
use with Aboriginal and Torres strait Islander 'sistagirls': to 'make it more culturally appropriate
and simpler in wording'. This indicates that language is not only about literacy, but also about
cultural relevance and appropriateness. The question of language use was part of a greater
concern around being relevant to communities. One way of ensuring that education material
was relevant was by focus testing with community members:
We did a glossary of words, what that word means and that went back to the
community, and they sort of had input and said 'Yeah that makes sense', and so
there was always community support.
The translation of medical jargon into local languages is most obviously exemplified by the
substitution of 'sexually transmitted infection' for 'the pox'. Another kind of translation was from
alphabetic language to hieroglyphic language. Although workers did not specifically mention
this form of translation, it can be recognised in education materials. In one resource, a fact sheet
on syphilis, words were supplemented with Aboriginal hieroglyphics telling the 'pox story'. The
words in the pamphlet described the symptoms, treatment and prevention of syphilis. The
hieroglyphics told the story of how syphilis was sexually transmitted between people within a
community, and how it made them sick.
Getting and keeping the attention of client groups is an important aspect of education work.
When asked what Aboriginal people relate to best, one worker replied, 'Koori-specific posters
with the Koori colours and not a lot of words. Very simple'. This response was echoed by many
other workers. The idea of ' keeping it simple' related not only to low levels of literacy among
some client groups, but also to the translation of opaque medical language into transparent local
language.

4.3

Cultural dynamics

The treatment and prevention of STI occur within particular social contexts, and if health
interventions are to be effective they must fit the context within which they are delivered. It is
widely understood within public health that knowledge is not in itself sufficient to change
people' s beh aviou r. Condom s, for example, can be made available, but they also need to
become accepted w ith in communities for people to take advantage of their availability. There
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was general agreement among sexual health workers that resources should be directly tied to
Indigenous Australian culture. In the words of one worker: 'We like to utilise our Koori resources
as much as possible'. An example of this was the use of condom packaging identified as
'Aboriginal friendly'. The most frequently mentioned aspects of sexual health resources that
appealed to Aboriginal people were Aboriginal-specific colours and designs. With such designs,
it was thought, there was more likelihood of getting and holding the interest of client groups.
Having acknowledged this, it also needs to be recognised that Aboriginal and Torres Strait
Islanders are culturally diverse and that their needs differ according to age, gender, sexuality,
region and so on. As such, it is a mistake to suppose that one size fits all. This point emerged in
several interviews. One worker commented upon the resources he used in the following way:
We've got the Umbarra Spirit ... which is an excellent video, but it would be good if
there wasn't a person who was gay ... because most of the people we are talking to
are heterosexual. So it makes it a bit difficult for them to identify. And they think, 'Oh
well, that's a poofter's disease'.
Another worker used a video called Men 's Business. Although he thought the video was
good he felt it would have been better if it contained references to the local community and
geography with which his people could 'identify' . These examples illustrate that STI need to be
regarded as significant problems at both a personal and a community level. One means of
achieving this, according to some of the workers, was incorporating the lived experience and
identifications of those being accessed into the education material.
One of the most important and frequently mentioned problems in sexual health education
related to sexual explicitness. The Aboriginal HIV/STI Sexual Health Kit, a training resource for
sexual health workers, contains sexually explicit material such as slides and diagrams of
genitalia and the hardware of safe sex (that is, the kit includes dildoes and condoms for
demonstrations) . The philosophy underpinning this explicitness is a practical need to understand
and control the sexual health problems inherent in being sexually active, delivered in a nonjudgmental manner. The workers of sexual health need to address a wide range of sexuality
issues as part of treating or preventing STI. In being sexually explicit, they were not necessarily
insensitive to their client groups. Approaches to sexual explicitness differed according to a
worker's beliefs and feelings about sex, but also in response to the mentality of the groups with
whom they worked.
It might be expected that those involved in sexual health would be more accepting and
understanding of sexual diversity, but this was not always the case. One worker responsible for
training other workers noted that some Aboriginal sexual health workers were reluctant to
confront the details of sex:
People are really embarrassed about sexual health. Even though it's a need, they
won't talk about it. So we have a lot of Aboriginal sexual health workers out there that
aren't comfortable with sexual health and they won't deliver it.
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Most workers believed that the business of men and women should be separate, and felt
more comfortable implementing programs within such a framework, but others strongly resisted
such an idea.
As a final point, it should also be noted that not all sex is consensual and that there are, in
different communities and in varying degrees, problems around sexual violence. For some, sex is
not simply embarrassing, but is associated with fear and pain:
When we're talking about sexual health, I know that some of the communities here
have a lot of sexual abuse going on in them, you know-child abuse as well as
adults. So when you're trying to talk to them about things like safe sex or syphilis,
[where] there could be transmission to children, you know, there's going to be a lot of
fear about things like that.
The beliefs of individual workers no doubt affect the content and implementation of
programs and should be kept in mind in relation to the selection and training of workers . Of
concern here is how workers have identified problems in the implementation of sexually explicit
resource material. These concerns fell into three main categories: age, gender, and region, each
of which is discussed below .

4.3.1

Age: elders and other important forces

In relation to age it is clear that in many communities older people play a significant role in
decisions about what is and isn't acceptable to bring into their communities. One worker,
however, made the following distinction : 'I think the mistake people make-here's a political
one for you-is that elderly people aren't necessarily elders' . This was said out of frustration with
some elderly people who complained about the 'explicit' content of the programs. He then
made sense of the their resistance in the following way:
Apart from one particular elder every other elder has said we need to be as explicit as
possible to protect our young people, so I think they're switched on, as opposed to
elderly people who aren't involved.
Accessing communities often meant having to get respected members of communities,
especially elders, on side so they could help rather than hinder the running of programs. The
problem was a generational one, as older people were more likely than the young to be resistant
to explicit messages. In response to this concern, one worker avoided dealing with older people
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and focused instead upon youth, as he believed they were more interested in and receptive to
educational material. Another worker encountered similar problems when demonstrating to an
older audience how to put condoms on:
People were getting embarrassed just with the Dilly Bag Story and doing a condom
demonstration. So the one thing that I know, if you're going to start working in the
community, you've got to start off with baby food, because if you hit 'em with the
slides straight off, you've lost your audience.
Her response was to think strategically when presenting sexually confronting material: 'start
off with baby food', and keeping to her analogy, work up to solids . Another strategy she found
effective was to train youth to present to the older generation, in this instance, the Dilly Bag

Story 'The parents were so proud-no one would leave the room' . The lesson to be drawn from
this learning-on-the-run experience is that 'failures' to reach particular groups can be overcome
by approaching the material strategically and creatively. Sensitive material can be presented if
groundwork is done within communities to identify and work within their social frameworks and
boundaries.
Another problem, which was not mentioned by many workers, was resistance to sexually
explicit material within the power structures of Aboriginal health, a structure that may or may
not relate to 'elders' . One particularly free-spirited worker produced an information sheet
depicting people engaging in various sexual acts. One of the depictions was of a woman putting
a condom on an erect penis. Though the worker had shown the picture to various community
members and gained their general support, it was deemed too explicit by a higher authority
within Aboriginal and Torres Strait Islander health, and was disallowed . This example offers a
reminder that problems around representing sex are not simply a problem of client groups, but
problems that that have to be dealt with by funding bodies, policy makers, service providers,
educators, and clinicians as well.

4.3.2 Gender: men's and women's business
Men's versus women's business was one of the most vexing problems facing workers, especially
in areas where scarce human and financial resources made it difficult to deliver men's and
women's programs separately. One solution would be to increase human resources so educators
could create teams that include males and females, as recommended in the ANHS. In most
areas, resources permitting, men's and women's business is conducted separately. The problem
is magnified in large and sparsely populated health areas where it is more difficult to fund both a
male and female worker.
The business of gender, however, is more than a problem of resources. It also includes
change and res istance to change w ith in Aborigin al communities. In general there was a broad
acceptance and often a presumption th at men's and women 's business would, and sometimes
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should, be conducted separately. For example, a female worker who had been in her position
for many years still felt she couldn't approach and talk to men, a problem that was probably
exacerbated by her being non-Aboriginal: 'I just don't feel personally where I work (that) it's
culturally appropriate for me to even attempt to talk to males'. There was also a sense in the
interviews that men were more resistant to women talking to them about sex, and were
generally more resistant to using any health services, except as a last resort.
However, there were stories about men successfully setting up men's groups, mostly by
highly motivated workers with clear objectives. But these successes are set against a background
perception that men avoid questions of sexual health. By contrast, female sexual health workers
expressed greater optimism about their involvement in women's business. In general, women
were thought to be more motivated than men in accessing sexual health services and taking
responsibility for their sexual health.
One worker was of the opinion that 'men's business is women's business. Get 'em together
because it affects us all' . Underpinning this perspective is the idea that having separate men's
and women's business contributes to an ongoing lack of knowledge and understanding between
the sexes. It was thought that getting men and women together might overcome the lack of
dialogue between them, but the advisability of this depended to a great extent upon the
situation. A female worker believed that 'Aboriginal men need to have education about
women's bodies'. The point was illustrated by an example of a man who beat his wife because
her vaginal mucous thickened at a certain point in her menstrual cycle, which he interpreted as
a sign of her having sex with other men. It could be argued, however, that men can learn about
women's bodies in the absence of women, through diagrams and the like. A more compelling
argument was put forward by one worker:
What I find most effective is having boys and girls together when you're talking about
safe sex and negotiating safe sex, because I might say to a girl 'Well, what are you
gonna do if a fella wants to jump in the cot with you and he's not going to use a
condom?' And she was just sitting there and this other lad piped up and said, 'You
just tell him to get on his bike'.

This worker believed it was important to give women and men the skills for sexual
negotiation. Separate men's and women's business, it was implied, created a barrier to
establishing shared sexual norms between men and women. In the first instance this has to do
with negotiating safe sex, but may also relate to an ideal of having mutually enjoyable sex.
Having said this, workers must also deal with the social reality at hand, and the reality is that
many people, workers included, desire to separate men' s and women's business. Some workers
have put strategies in place to achieve their objectives without giving offence to client groups.
One worker, for example, ran a workshop with children. She began by separating them into girls
and boys and then got the boys anonymously to write down questions about girls, and vice
versa. The groups then recombined and their questions were read out and answered . In this way,
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men's and women ' s business was kept, at different points, respectfully apart, and productively
together. Another worker was emphatic about the value of mixed groups:
I think it would be better when you have both men and women together. That way
they get a better understanding on the male issues and on the women's issues and
both people can contribute towards the program to come out with a better idea of
what's happening.
Examples of successful combined groups, however, were generally found among younger
age groups and in urban locations. The younger urban generation was thought to be less
oriented toward traditional culture, whereas those who were older and living in more 'remote'
areas were regarded as less likely to accept mixed groups. This doesn't mean that young urban
people didn't have concerns when talking about sex in mixed company, but that in general, it
was easier and more productive for health workers to do so.
It should be acknowledged that men's versus women's business was discussed with
reference to more than sexuality. For example, a worker conducting a men's groups said the
following:
What we're trying to do with the men's business is say to the men, 'You've got a
responsibility to your community. Let's take it on board and do something about it'.

4.3.3 Region: outreach work
Outreach may be defined as taking a centre to a periphery, or reaching out from a centre in any
form . Although outreach is particularly important in remote areas, it is also necessary in urban
areas. If client groups are not able or willing to access health programs, the programs need to be
taken to them. This increases the chance of reaching those who would otherwise not have
attended 'centres', for reasons of distance, confidentiality, lack of interest, or otherwise . One
worker gave a good illustration of the importance of outreach and how it worked for him . He
had a high profile in his community for several reasons : he was born in the area, had worked
there as a sexual health worker for many years, and had his own radio program through which
he promoted sexual health services. For these reasons, he claimed, he was often stopped in
streets and clubs, 'outside the setting of the clinic itself'. He regarded this as important because
many of his clients were reluctant to access clinics.
A client may feel too embarrassed or ashamed to approach a worker, or tend to shy away
from programs with a sexual health focus . One solution was for health workers to go directly to
clients' homes, but this required a high degree of client trust in the worker. Many of the workers
were comfortable w ith approaching outreach informally on a one-to-one basis and in groups.
One worker began his outreach work in the following way : 'Grabbed a box of condoms and
took a stroll up to the m iss ion . Went from house to hou se to have a chat with the men of the
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house, so to speak'. Similarly, a female worker also gravitated to a personalised service,
following difficulties in organising people to attend:
I find it easier to talk with individual people because they talk more in their own home
and it's really hard to get them to come to a place.
Another worker believed it was hard for many Indigenous Australians to seek help on sexual
matters-'for Koories to walk up to other Koories'; that instead of seeking help locally, they
would 'duck off to the city' . This worker dealt with his community's reluctance to seek help by
regularly sitting with different groups of people wherever they sat, socialised or drank. The
rationale underpinning this strategy, as with others, was that if they wouldn't come to him he
would go to them:
You know, you sit down and just have your presence felt. They know what I am. They
know my position, what I'm about. So, it's a great opportunity for them to ask me any
time about anything they like. Whether it be one-on-one or whether it be a group.
Community members need to trust their sexual health workers and the system within which
they operate-trust that they won't be harshly judged and that confidentiality will be upheld . To
build this trust, workers need to develop a familiarity with the communities in which they
operate. Paradoxically, the more familiar a worker is with communities, the more his or her
clients may feel shame and therefore be reluctant to discuss matters of sexual health with the
worker. This creates tension that will probably always be present to some degree, but which
workers can manage if they have the skills to do so. It is a question of training.
The workers adopted many different forms of outreach education and clinical treatment.
They included passive forms of outreach such as distributing condoms and pamphlets to hotels
or attending social functions to promote sexual health services. There were also more active
outreach programs such as organising with communities to take clinical services into remote
areas, or taking education programs into schools.•
For most workers outreach in one form or another was core business. Alongside education
and treatment, the promotion of sexual health services was also seen as a form of outreach .
According to one such worker:
I think just getting out with the outreach clinics, in the field with the team-and leaving
resources such as pamphlets and condoms and the means to practise safe sex-1
think is a promotion initiative in itself.
Waiting for people to access services only reaches those who are motivated enough, near
enough, or comfortable enough to do so. There are many others who fall outside of these
categories.

4
This distinction was first made by David Plummer, who saw a need to differentiate between different forms of
outreach, especially by recognising the need for more proactive forms of outreach in Aboriginal communities.
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One model of outreach health care has been to develop working relationships between
specialist and generalist workers. Some areas have generalist Aboriginal health workers who are
supported by visiting specialists. This relationship may function from within a clinic or
community centre, or through mobile outreach clinics. This model is especially effective where
resources are limited. A particularly useful aspect of the specialist/generalist partnership is that
clients can have a trusted and ongoing relationship with local worker, and private, confidential
consultation and treatment with visiting specialists.

4.4

Involvement in the community

The level of community involvement in sexual health programs varied greatly. Several workers
had difficulty enlisting local support, particularly because of the stigma attached to sexual health
issues. Even within a specific region there were local differences, with some communities
backing the initiatives, while others, close by, were reluctant to give support.
Some workers were encouraged by the support for sexual programs given by some
community members-e.g. local footballers, gay and lesbian clients, and some key elders or
community activists. Others despaired the lack of local support and the difficulty in getting
sustained commitment because of interruptions such as pension days and other family
commitments.
Many workers regarded being proactive in forging community support as important. This
included consulting elders and other community members on all aspects of the program design,
adjusting programs that reflected feedback received, and conducting 'needs assessment' surveys.
Several workers mentioned forming 'interest groups' of 'concerned' local people and
representatives of community organisations such as TAFE, schools, missions, and local
businesses. One worker said that ongoing contact with key stakeholders was an important way
of gaining access to the target group. Getting the community involved also meant getting
involved in the community, an interactive process. Many workers, prior to their involvement in
sexual health, were already part of the communities they came to serve.
All the workers thought it was important to get the community involved at all levels of
program development and implementation, and some workers were especially passionate about
this. A small number of workers, however, had not attempted to gain their community's
involvement in their projects, usually because they were new to their positions . In general, the
following perspective prevailed:
If you're off tap with the community, you know, you're not going to get anything done.
Everyone is just going to drill you into the ground. You have to be involved to become
more accepted and if you're more accepted then people tend to listen to you.
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Workers gave examples of many different ways in which community members became
involved -from simple things such as helping with cooking at barbecues, through to involving
people in the development of resources and programs.
Community involvement was thought to be important for several reasons-e.g. people
needed to feel a sense of ownership of the program and recognise its relevance to themselves
before they would participate in clinics or education:
I think one of the most important factors in determining the outcome or successful
outcome of any program would have to be the idea of community ownership and
community acceptance.
The reason for developing ownership is more than an ethical obligation; it is also essential
effective program delivery. The social terrain needs to be in some way mapped before any
education can proceed, and this means getting to know people and the social relationships
between them:
The community need to have an input so you know what the community want and
then you can plan your programs or plan what you need to do in targeting your
community.
The workers believed that for programs to be effective they had to be in step with the reality
of the client groups being addressed . In the development of a pamphlet, for example, one
woman began by getting kids to write about specific topics on graffiti sheets. The reason for this
process was, in her words: 'to know how much information they already knew and also pick up
the slang or terminology that they use in that area' . In writing the pamphlet she was then able to
incorporate her expertise in sexual health and translate that into the local idiom, and to pitch it
at an appropriate level.
Workers recognised that a program would not get off the ground unless it was accepted by
the key players within the community. This required consultation. To go into schools, for
example, they sometimes had to get consent from parents, or when doing work in community
settings, to gain consent from elders. There can be particular problems for non-Indigenous
workers or organisations trying to run programs in Aboriginal communities. This in part relates to
cultural differences but may also be the result of distrust. As one worker put it:
How would these white organisations know what Aboriginal communities want? So
you've got to have full consultation process all the way.
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4.5

Partnerships and networking

The terms 'partnership' and 'network' were generally used to refer to the same practice-that is,
moving outside of one's own organisational sphere by forging links with other organisations,
groups or individuals. This was seen to be vital to the development and implementation of
sexual health programs:
In any Aboriginal community you're going into, you develop those networks with
those key players and then they give you access to the community.
Networks between sexual health workers and others related to the field were frequently
discussed in the interviews. There were two primary areas of networking. In the first, networks
were established with other organisations or events that facilitated the sharing of knowledge
among general health and sexual health workers. For example, some workers saw their primary
role as facilitating communication among sexual health workers, keeping them informed about
projects occurring in different geographic regions, and providing them with program models or
resources to use. Other examples were attending conferences and seminars.
More typically, however, partnerships evolved between organisations and communities in
the process of developing and implementing programs. Again, workers recognised the
importance of establishing networks with respected members of communities. They also saw the
importance of forming networks of organisations or venues within communities to assist in the
development, implementation, or promotion of sexual health programs. In relation to promotion,
for example, this could be as simple as getting posters, pamphlets or condoms displayed in a
doctor's surgery, community centre, hotel, or caravan park. Many sexual health workers had
already formed extensive links outside their own organisations.
Networks were necessary to the development and implementation of programs. Partnerships
were frequently discussed without actually being referred to as such, reinforcing the idea that
partnerships are fundamental to sexual health programs. For example, when one worker
discussed getting a program together for high school students, she talked about liaison with
school authorities, the gatekeepers of students . W ithout their co-operation no program was
possible. This was also true for accessing community groups. First, other health workers may
already feel a sense of ownership of that area or feel they should at least be informed . One
worker referred to this process as 'consultation', which he believed was important even if an
organisation wasn ' t directly involved . Secondly, it was thought to be sensible to forge links with
organisations already involved in an area, as they were likely to have a grasp of local
community dynamics and existing or past program initiatives:
I go and find out who the key workers are, because not coming from those areas, I
don't know who are the key players.
Some partnersh ips between networks were thought to be more successful than others. On
the down side, one worker complained that as a representative of an NGO he felt the
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'partnership' between his organisation and a government organisation was 'one-sided',
indicating a distrust NGOs sometimes have of government organisations. In general, however,
workers spoke of partnerships as a necessity, or simply took their existence for granted .
Getting community involvement was thought to require tapping into existing networks. This
was especially important for those attempting to establish programs in areas where they were
relatively unknown . For example, if a sexual health program was from outside an area, or if a
worker was new to a position, it was seen as important to first become familiar with those who
are already involved in the region being covered. In this way a new worker could get to know
what already exists in the way of services and programs and to get other workers involved where
appropriate. The importance of networks included another dimension for non-Indigenous
Australian workers, as the following example illustrates:
I went down and actually met with the Aboriginal health workers as the first link up.
Because not being Aboriginal-but I think even if you 're Aboriginal and not from that
community- I think it's really important to link up with people from that community.

4.6

Promotion of programs

Informal networks were the most common approach to program promotion . Nearly all the
workers mentioned 'word of mouth' as important. However, a number of other approaches were
also mentioned, including networking with other agencies and individuals; fliers and letters;
pamphlets, brochures and posters; radio; telephone contact and door knocks. Workers saw as
important their informal contacts with their local Aboriginal community, as well as links to other
Aboriginal organisations, or Aboriginal people working in mainstream organisations. 'Insider
knowledge' of the local community was also important. For example, one worker mentioned
being visible at local pubs and in caravan parks as a key way of connecting with his
constituents.

4.7

Program content: clinical and educational

There are two primary areas of sexual health promotion-clinical and educational. Although
generalist sexual health workers were not typically clinically oriented, some discussed their links
with specialists, especially clinicians, as in the generalist/specialist relationship. Workers had a
greater or lesser focus upon educational or clinical practice. Those connected to hospitals, for
example, tended to focus more upon the screening and treatment of STI. Some of the rural
educators also had or were undergoing clinical training; for example, in venipuncture and taking
swabs. This multi-skilling is especially important in rural areas where resources are limited.
In one very large and sparsely populated health area, to overcome the tyranny of distance
and inadequate funding, workers developed several strategies to ensure adequate sexual health
care. First, because of an absence of clinical staff, they placed nurses in key areas; secondly,
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they ensured that Aboriginal health workers and clinical staff worked in close relationship; and
finally, some generalist Aboriginal health workers were trained in sexual health work.
There was little discussion in the interviews about differences between clinical and
educational work, though such a distinction was often assumed . Frequently there was a
crossover between clinical and educational practice in relation to sexual health. The clinical
setting, in particular, was thought to be a useful environment not only for detecting and treating
existing infections but also for informing clients about the mechanics of specific disease
transmission.
Gonorrhea, syphilis, chlamydia and other STI are particular problems in many remote
Aboriginal communities. They require early detection and treatment if more severe clinical
complications are to be avoided and if further infections are to be contained. Also required is a
focus upon prevention, in the form of safe sex education and the provision of the basic hardware
of safe sex-condoms and lubricant. Some workers spoke of the need to link educational sexual
health initiatives to outreach clinics so that communities would come to associate clinical
services with educational initiatives. This suggests the need for an integrated and co-operative
approach between clinical and educational programs.

4.8

Form of the programs

Programs took many different forms, broadly defined here to include all of the media through
which information is delivered. Different program forms are appropriate to different contexts, to
achieve particular ends. The form of a program is important because it helps or hinders
engagement with the content, whether educational or clinical. Some of the common forms were
radio programs, sporting events, videos, festivals, pamphlets, poster campaigns, and camps.
Programs run in schools, detention centres and the like have 'captive' audiences, unlike
most programs, which depend entirely upon the consent of the participants. Given the voluntary
nature of most programs, it is important to convince people that it is worthwhile to participate. It
cannot be assumed that client groups will recognise sexual health programs as beneficial before
they have participated. There is a question then of getting 'bums on seats', above and beyond
the actual running of the program. Most workers saw this as a major problem.
Respondents were asked to nominate approaches or resources they had developed locally.
The following shows the percentage of workers who had developed each type of resource:
posters (52%)

booklets (12%)

pamphlets (48%)

plays/street drama (4%)

Condom packs (32 %)

other locally produced material (20%)

Videos (24%)
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This last category included T-shirts, banners, reproduction of local 'sexual health' art, simulation
and board games, a peer education training manual, videos, STI fact sheets, slides and
photographs, and gender specific kits dealing with men's business and women's business.
Workers were also asked to nominate a range of options they used to encourage Aboriginal
community members to participate in their sexual health programs. The following were used,
with the percentage of projects using the incentive shown in brackets:
•

food (92%)

•

provision of transport (84%)

•

tea coffee and biscuits (84%)

•

provision of drinks (56%)

•

use of Aboriginal celebrities (44%)

•

use of other celebrities such as footballers (16%)

•

other incentives (16%).

'Other incentives' included film and slide shows, exercise programs, the worker travelling to the
community, free T-shirts and football guernseys. It should be noted that several of those who
cited providing drinks, stressed that these were non-alcoholic.
Resources from outside the region were also used, including pamphlets, booklets, videos,
condom packs (lubricant/condoms and information), needle and syringe exchange packs,
posters, overheads, slides and photo albums . Floor games with educational messages were also
mentioned . Visual and verbal information, as discussed earlier, was thought to be more useful
than written material . Many workers stated that they used the Train the Trainers package, the

AIDS Carers' Manual, and education manuals from other regions. The importance of Aboriginalspecific material was mentioned by a number of workers, its main sources being the Aboriginal
Medical Services, the AIDS Council of NSW, and the Family Planning Association.
The most common approach to program delivery was educational workshops, including
small group discussions, mini-conferences, games, and brainstorming. Some workers mentioned
using anatomical models and sex toys as demonstration models. Target groups for the workshops
included men's groups, gay and lesbian interest groups, peer education in schools, TAFE
students, and groups of people attending sexual health clinics. Other workers targeted youth,
middle-aged people or older people, depending on the locality. Several respondents stressed the
need for groups dealing with men's business and women's business to be gender based. Some
workshops were conducted as part of a larger education package-for example, as part of an
employment program for men, or of groups concerned with general health issues. It was stressed
that workshops should be interactive.
Other approaches to program delivery included sporting events with a sexual health focus, a
mobile information bus at sporting fixtures, one-on-one discussion in clinical settings, the use of
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one-off group discussion during the clinic visits, and informal discussions with community
members.
The strategies devised to mobilise community interest were deceptively simple. As noted
above, food and transport were generally thought to provide the incentive for community
participation in sexual health programs. As one worker remarked: 'If we don't put a feed on we
don't get anyone attending the programs'. Another said:
You've got to feed them: that's one of the laws of these promotion things, and I think
it's fair. You've got to have incentives ... If you've got a feed it gives them something
to talk about... and it keeps the group together.
Food was not only an incentive for people to attend in the first instance but also provided a
focus for social interaction . The use of food in programs varied with context. One worker said:
'If it's education they get a feed ... if it's the clinics they don't'. This highlights that programs
need to be perceived as beneficial by those who participate in them. For some, a medical
check-up is self-evidently beneficial, but 'education' may not be perceived this way. Offering a
free meal may provide the initial hook . In many cases it is people who do not see sexual health
as an issue who are most in need of education or treatment. One must be careful not to come
across as evangelical, however.
Transport was another important factor in client participation in sexual health programs, and
as with food, its mode varied with context. In many cases it was most effective to 'transport' the
programs to the participants, as in rural outreach, though even with outreach there had to be
some sense of an 'invitation' from clients. In other cases it was more effective to transport people
to a centre. One worker said the following:
We offer them transport if they want to visit a sexual health centre, and if they don't
want to be treated in their own town. I transport them to other spots too.
Transport was bound up with other factors, such as getting treatment and ensuring
confidentiality. As such, transport, like food or the supply of entertainment, was a means to
various ends.
Providing transport did not in itself ensure participation . In one instance a worker arranged
to take local women to a sexual health clinic. Free transport was offered to participants and nine
women accepted the invitation. When the worker drove to each woman's house on the day, all
but one of the women declined to attend. The excuses given included shopping, bingo, or a
visiting relative. Having a pap smear was not regarded as a priority on the day. It was not clear
why this was so, as the same worker reported 'fantastic' turn-outs on other occasions. She dealt
with the disappointments by maintaining contact with the women and continuing to visit them:
'I just keep going back'. Perseverance, then, is one element to running successful programs over
time, and understanding the limits of running successful programs.
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This particular worker understood the limits in the following terms: 'With Aboriginal
people ... they're reliable but they're unreliable' . The unreliability may simply refer to a low
priority given to sexual health, or to preference being given to competing priorities. The answer
may be to provide incentives, such as free meals, over and above making access to sexual
health convenient. Another strategy was to promote more actively the importance of becoming
involved in sexual health . When programs are recognised to have failed, it is important to
devote time to identifying why they failed and how that might be overcome. If, for whatever
reason, the problems remain intractable or inscrutable, the best option may well be, 'Don't give
up, keep going'.

4.9

Assessment of programs

For these workers, assessment means self-assessment-that is, their own reflections upon
whether or not a program was successful and why. There was little indication from interviews
and responses to questionnaires that records were kept for the purpose of program evaluation .
The evaluation that did occur was more informal and intuitive, as illustrated by one worker's
comments:
I'll own this statement. Quite simply I think a lot of people aren't promulgated enough
in sexual health to know exactly what's good for their kids and for the community. So,
quite simply I've had to make that decision and gauge whether that decision is sound
or whether or not the programs are successful in addition to the feedback we get. In
the last three years, you know, we've had twenty open letters of support from the
community, but we've had two formal complaints as well .
Another worker was strident in his criticism of formal 'evaluations', arguing that too many
evaluations had already been done, and that Aboriginal sexual health workers were sick of
answering questions and 'ticking boxes'. He was especially critical of 'white social researchers'.
Aboriginal people, he argued, had been 'critiqued' and 'dissected' to an extreme. He felt that
evaluators failed to learn or listen from their evaluations.
Below is a list of points in terms of which workers assessed their own programs.

4.9.1 Quantifiable indicators
•

Attendance-especially when ongoing.

•

Being invited back to repeat programs, for example, in schools.

•

Supportive feedback from cl ients about program s, such as letters, telephone calls, or 'talk
around the countryside' .

•
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4.9.2 Qualitative indicators
•

Getting participants to reflect on programs following their participation .

•

Reflecting upon and identifying the reasons for a programs success or failure .

•

'Koori-friendly' resources, e.g. the incorporation of Koori designs and being culturally
appropriate.

•

Ensuring that initiatives are broad based as well as specific, e.g. that education is not
confined to the classroom but extends to other community areas in a mutually supporting
way.

•

Community ownership and community acceptance .

•

Enthusiastic participation from participants in programs.
These points cannot necessarily be made into a set of objective markers through which

programs could be quantified. For example, the number of people who attend a given program
will depend upon the available pool of possible participants, the kind of program being run, and
so on. Rather, the points are a set of subjective markers of program successes and failures as
expressed by the workers themselves. They emerge not out of evaluation training, but out of
workers' experiences in the field.

4.10 Successful programs
In the questionnaire the workers were asked to rate the effectiveness of health promotion
resources and approaches. The following resources were rated In order of most effective to least
effective-condom packs, videos, posters, pamphlets, and booklets. Only four respondents
regarded other resources or approaches as effective. These included commun ity outreach
clinics, getting 'out and about' in the field (footwork), use of slides and overheads, and
community workshops and visiting speakers.
Because the approach was perceived as crucial to the effective promotion of sexual health,
the workers were asked to nom inate the approaches they used . School-based groups were
almost unanimously seen as the most effective approach (92%). However, 76% nominated
women's groups as effective; 76% nominated men's groups; 72% used community-based
groups, and 72 % felt that sporting events were effective. Four respondents (16%) nominated
other approaches, including working with individuals (one to one), and working jointly with
other health professional colleagues in the region .
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No one approach was seen as most or universally successful. The importance of gauging
local need was cited, along with encouraging as much interactive participation as possible.
Creating opportunities for participants to get away from their everyday environment was also
stressed, especially the use of camps, and other specific 'safe' spaces. Other programs regarded
as successful included:
•

a men's sexual health conference

•

a rural sexual education program or festival (e.g. Summer of Safe Sex program)

•

the conducting of a needs assessment

•

sports days with strong community and sports person participation and strong
visibility of the sexual health focus (e.g. a mobile bus)

•

peer education training programs

•

poetry and art competitions with sexual health focus

•

combining sexual health education with clinical services

•

the use of radio and other media

•

special one-off or annual events (e.g. World AIDS day) and

•

involvement in schools.

It is not an easy task to identify exactly why a program was deemed 'successful' or
otherwise. Workers judged effectiveness by a variety of criteria-e.g. adequate funding, skilled
and motivated staff, community involvement, motivated clients, and adequate levels of
resourcing . Here we give an example of how several strategies adopted by a single worker had a
synergistic effect-that is, the combined action of many strategies had a greater effect than the
strategies in isolation . When asked to name his most successful program, he nominated the Rossi
Smith football knockout competition. Some might argue that this was a 'one-off event' and
therefore of little ongoing relevance, but he believed it was successful because it was a time
when 'communities came together'. There were two aspects to this coming together. First, it was
an opportunity for him to raise his profile as a sexual health worker and become known within
the community. Secondly, it was a time when there were significant increases in sexual activity
between different communities (as is common to many festive occasions) and therefore created
the potential for an increase in sexually transmitted infections between those communities. For
these reasons it was important to be at the event and to have a strong presence.
A 'safe sex' bus was parked in the grounds of the oval complex. With the assistance of the
announcer at the football stadium people were informed that 'safe sex' quizzes were being held
at the bus every half-hour. Hats, T-shirts, and other merchandise carrying safe sex messages
could be won . Stickers and condoms were also handed out from the bus and by people dressed
in condom suits. The only complaint made following the event was that the 'If it's not on, it' s not
on ' stickers had been plastered around the stadium; the worker saw this as an indication that
kids were involved. The success of the day was partly attributed to prior sexual health programs
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that had given the bus a high community profile, such as the 'safe sex' bus tour. The day was
also seen as important in that it promoted access to sexual health services.
By the worker's account, his 'program' was successful. This example illustrates that the
success of programs is dependent upon a number of factors, with each factor supporting others.
A football event also became an event through w hich large numbers of people could be
provided with the means of and encouragement to have safe sex. This was achieved through
multiple pathways, such as the co-operation of the announcer, theatrical elements, the use of a
bus, the creation of a carnival atmosphere, the distribution of condoms, competitions, etc. The .
strategy overall was to establish the presence of the condom bus and workers as a part of the
festivities rather than as a dampener upon the festivities .

4.11 Barriers to program development and implementation
The primary reason given for the perceived failure of a program was low attendance or
participation . Some were thought to have failed because the workers had difficulty collaborating
with other related agencies or workers . The location of some programs did not allow sufficient
anonymity, which affected attendance. Some participants did not show any interest in the
issues-that is, did not see themselves or wish to be seen by others as being 'at risk' . Stigma was
again mentioned as a major deterrent to people attending programs, especially when the
program was part of an STI clinic. One worker felt a program that had worked well in one
region did not work locally because it was not assessed in terms of local needs.
Conflicts with other community events such as funerals, pension days, and sporting activities
also contributed to the failure of some programs. Failing to deal sensitively with men's and .
women's business led to poor attendance and low participation for others. Participation by gay
and lesbian community members was often marred by the negative attitudes of other community
members.
Workers regarded establishing local credibility as an important way of reducing the chance
of failure . Situating the sexual health program as part of a broader-focused health education
program w as also stressed. A pressing concern for the w orkers was people's lack of interest in
sexual health, perhaps because of the ir engagement with a range of competing urgencies. One
worker said the following :
In this area there's very low self-esteem, a high rate of alcoholism, sexual assault,
you know. There's a lot of other problems there, and me just thinking I could come
along and just do few pap smears when there are a lot of other pressing health needs
to be addressed as well .

While sexual health is important, it is onl y one aspect of the health and wellbeing of
Indigenou s Austral ians. It is diffic ul t to tackl e sexual health w ithin social environments that are
sometimes highly disrupted. The approach of the above worker was to ensure that she had
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regular meetings with members of the local communities to find out what they wanted and how
to go about it. The process was essentially one of involving the community in the programs and
ensuring they had a sense of ownership. A second strategy was to establish close relationships
with other Aboriginal health workers who were also working at 'grass roots' .
The bigger social picture made sexual health work more difficult, yet also more pressing, as
higher rates of STI are often coincident with higher rates of alcoholism, domestic violence,
sexual abuse, mortality, unemployment, and lower levels of education. The workers embraced a
holistic approach that located sexual health in this larger social context.
To overcome lack of interest and encourage participation, workers incorporated incentives
into programs. An excellent example of this, discussed above, was the organisation of a football
knockout competition. This could also be achieved in a smaller way by playing games, and by
providing food and other forms of entertainment.

4.12 Holistic approaches to sexual health
In the context of Aboriginal sexual health, the holistic approach recognises that sexual health is
systemically related to a range of other health, social, political, and economic concerns. As
previously discussed, sex is associated with shame for many people; in response to this shame
workers embraced other health concerns to shift the emphasis from sexual health in an attempt
to reach more people. At a deeper level, however, a holistic approach recognises that sexual
health is related to number of other concerns, such as cultural pride, general health, poverty,
and racism. One sexual health worker pointed toward this deeper holism:
Sexual health is only a part of the problem with men. We've got to look at a holistic
approach because men are so bound up in domestic violence, which needs to be
addressed, prostate cancer, obesity, heart problems. If we're only addressing one
part of the wheel, we're losing the rest of it.
Put in this context, the urgency of STI is one problem among a range of others, all of which
compete for attention and are interconnected. Heart disease, diabetes, domestic violence, drug
and alcohol abuse, and STI are separate but related concerns. Although each concern requires
individual attention--in dealing with sexual infections as they manifest, for example--there is
also a need to attend to the underlying causes of the immediate problem, and the underlying
causes may be remote form the problems as they manifest. Another worker couched his holistic
approach in terms of awareness:
Aboriginal men have now got to become more aware of what's going on in the
community. They always think they're so strong until they have a bloody heart attack
and their arse falls out, mate. And that's the end of them. Well I'm suppose to be an
old man now mate, and I'm in my forties.
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The heart attack, the 'arse falling out', and high mortality are seen as symptomatic of
Aboriginal men's belief that they are, or perhaps feel a need to be seen as, invulnerable. The
underlying concern is one of masculinity, which is also a concern among non-Indigenous
Australian men. Issues around masculinity, however, may be exacerbated among Indigenous
Australian men because of the generally greater health and social problems affecting their lives.
The men's group established by the worker was an attempt to address the underlying social
problems that allowed STI to become endemic within the community. The solution, as that
worker saw it, was getting Aboriginal men to develop a sense of pride and place within their
communities . To argue this is not to reduce social problems to questions of masculinity, but to
place masculinity within the greater web of causality that produces the range of health and
social problems within Indigenous Australian communities.
The workers' awareness that sexual health is related to the broader health framework, and to
an even broader social context, may or may not have been passed on to them through sexual
health training. It seemed that the holistic approach of many of them was strongly influenced by
what was seen to happen on the ground within the communities they served . One worker spoke
of a program for young Aboriginal women in a small, isolated community. The program sought
to address problems around sexual abuse within the community. For this reason the women
were taken from the community and given 'empowerment' training, such as encouraging them
to say no to unwanted sexual advances. When the women returned to their community, in the
words of the worker, 'they started to say no to sex and some of the girls got badly abused ... They
hadn't worked on the boys; they'd only worked on the girls' .
The holistic approach took many different forms among the workers. For example, one
person set up a regular discussion group that canvassed a range of topics including sexual
health . Another approach included having a range of speakers with different expertise address a
single group, such as a school class. Similarly, some workers saw camps as very effective
because they involved a range of pleasurable activities that could enhance self-esteem, bonding
and cultural pride, all which may relate to sexual health promotion.

4.13 Flexibility: adapting to the circumstances at hand
Man y workers found that the style of program delivery needed to be adaptive and reactive to the
needs of client groups to succeed . Rather than bending groups to the needs of workers, workers
needed to bend to their groups:
You just need to work out how that community works and how to fit in with that
community. To give it lots of time, not to think, I have a certain time limit, because
pressure just won't work.
This meant not being too pushy in dealing with various groups. Workers had to understand
that, alth ough their cl ients' health problem s were urgent, time must be taken to establish a
rel ation ship of tru st between the cl ients and workers .
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A second and related feature of the style of program delivery was the degree of formality
used. According to one worker' s experience, education programs needed to be 'more relaxed' .
In his programs he attempted to steer away from formal classroom structures and 'have everyone
interacting on the same level'. Although informality and egalitarian models were esteemed,
there was little in-depth discussion about how to achieve them . Another worker identified
existing health services as not being Aboriginal friendly, a point that was bluntly put:
We cannot stay in a white middle-class, Anglo-Saxon service because they are not
user friendly. Therefore we've got to be flexible by getting out and rolling up your
sleeves and saying to the community, 'Right, where would you like us to run this
program from?'
This worker also noted, however, the need to include non-Aboriginal workers in Aboriginal
health, but specified that they had to be able to relate to and fit in with Aboriginal communities .
Delivering programs in non-institutional setting could be a way achieving the informality
considered desirable-for example,. by visiting people' s homes or tapping into groups of people
within their neighbourhood settings . Institutional settings such as schools, hospitals, and
detention centres create a more formal setting. However, in many cases the form of programs
promoted informality, whether delivered in institutional or non-institutional settings. Examples of
informal programs are traditional dancing, storytelling, camps, games, competitions, singing,
and so on, all of which are activities that can be enacted at a school or a camp.
Although workers often preferred informal program settings and forms, some workers also
di scussed the need for professionalism :
No matter how hip or streety you appear to be, people don't want to see that, I think,
in educational programs. They want to be told by someone they consider
professional.
There is not necessarily a contradiction between being 'streety' and delivering program s
professionally, but the example warn s that informal processes should not compromise
professionalism on the job . Aboriginal health workers have to deal with tensions that can arise
between inform al program deli very and maintaining profess ional, credible, and trusted profiles
w ithin their communities. Peer education is one w ay for them to achieve a balance between
kno w ledge and credibility.
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