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Abstract 

Cardiovascular disease (CVD) is a major health problem for Aboriginal and Torres Strait 

Islander peoples and is responsible for one-third of all deaths in this group, which occur at a 

younger age than for non-Indigenous Australians. The leading cardiovascular conditions 

contributing to higher mortality rates are coronary heart disease, cerebrovascular disease and 

hypertensive disease. Factors contributing to CVD among Aboriginal and Torres Strait Islander 

peoples are complex; they reflect a combination of broad historical, socio-cultural and 

economic factors, as well as specific risk factors. Aboriginal men’s health in particular is a 

complex issue, with the continuing impacts of colonisation, marginalisation and 

disempowerment leading to reduced access to primary health care services and disengagement 

with activities that promote health and wellbeing. 

The Indigenous Research Framework was utilised to inform research with and not on 

Aboriginal people, to provide outcomes and benefits as negotiated by and with the respective 

communities. The philosophical principles guiding this research were informed by social 

constructivist grounded theory. Using an exploratory sequential mixed methods approach, the 

iterative research design was comprised of three phases: Phase 1—exploring Aboriginal men’s 

perceptions of health and perceived barriers to health care; Phase 2—evaluating the impact of 

a culturally appropriate tailored exercise and health education program on the physiological 

risk factors associated with CVD; and Phase 3—exploring the experiences of Aboriginal men 

who participated in the exercise and health education program. 

Sixteen Aboriginal men were recruited from the local community in Albury Wodonga, NSW, 

Australia. Qualitative data derived through group yarning sessions and one-to-one interviews 

during Phases 1 and 3 were analysed using a social constructivist grounded theory approach. 

Major themes that emerged were Aboriginal men’s attitudes towards health; communication; 

commitment to change; accessing health care; engaging Aboriginal men in health programs; 

health screening; group exercise; education sessions; and participants’ messages to health 

professionals. 

Quantitative data derived from pre- and post-assessment of 10 Aboriginal men engaging with 

the 10-week exercise and health education program in Phase 2 demonstrated a statistically 

significant increase in strength and aerobic fitness and a statistically significant decrease in 
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participants’ waist circumference, body weight, systolic blood pressure and blood glucose level 

(BGL). 

The study findings informed the development of the ‘Strong Men’ model, co-created by the 

Aboriginal men and the lead researcher. This model provides a visual illustration of the 

grounded theory that emerged during this study and represents the experiences of the 

Aboriginal men during this study. Strong Men depicts four interdependent categories: 

Privileging Aboriginal men’s voices; Influencing Aboriginal men’s attitudes towards health 

and changing health behaviours; Culturally safe practice for Aboriginal men’s health and 

wellbeing; and Sustainable model of practice. 

It is clear that Aboriginal men want to have an active voice in improving their health and 

wellbeing outcomes. Recommendations based on the study findings are made for health 

professionals, Aboriginal Community Control Health Services (ACCHS) and researchers 

working with, or intending to work with, Aboriginal and Torres Strait Islander communities. 
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Glossary of Key Terms 

Aboriginal: 

I use Aboriginal when referring to myself in this thesis and specifically to local Aboriginal 

people. 

Aboriginal and Torres Strait Islander peoples: 

I use Aboriginal and Torres Strait Islander people when referring to Aboriginal and Torres 

Strait Islander peoples more generally. 

Fulla(s): 

An Aboriginal word for person(s). 

Indigenous people: 

The term Indigenous people is used to refer to Aboriginal and Torres Strait Islander people and 

is only used in the context of direct quotes or introducing frameworks within the thesis. 

Koori: 

This term is used when referring to Aboriginal people of New South Wales. 

Non-Indigenous: 

This term is used to indicate a person is not Indigenous, rather than using the term ‘white’ 

Australian. 

Yarning: 

A term used by Aboriginal and Torres Strait Islander people to mean a conversation or dialogue 

between Aboriginal and Torres Strait Islander people. 
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Chapter 1: Introduction 

Never have Aboriginal and Torres Strait Islander peak bodies from across the country come 
together in this way, to bring their collective expertise, experiences, and deep understanding 
of the needs of our people to the task of closing the gap. We have an unprecedented 
opportunity to change the lived experience of too many of our people who are doing it tough 

——Pat Turner CEO of National Aboriginal Community Controlled Health Organisation 

(NACCHO); Australian Government, 2020, p. 9 

First, I am a Murrawarri man originally from Brewarrina, NSW, and now living and working 

on Wiradjuri country in Albury Wodonga. It is important that I claim my position as an 

Aboriginal man and researcher at the centre of this research learning journey and that my 

worldview as an Aboriginal man is at the forefront of this study. 

I grew up in Brewarrina, a small country town with a large percentage of Aboriginal people 

living there. I was one of ‘the lucky’ ones to receive a ‘good’ education. But, I had to travel 5 

hours to a boarding school in Forbes, NSW—there were not many black fullas at my boarding 

school! 

I always enjoyed sport and thought that physiotherapy might be a good job (mixing my passion 

of sport with a job). I did not achieve the grades to get into physiotherapy so I moved to Darwin 

to do a maths/science bridging course for 2 years. Living in Darwin further highlighted the 

health disparities we face as Aboriginal people. 

I completed the bridging course and applied to study physiotherapy at the University of Sydney 

where I was lucky enough to be admitted via the Cadigal program.1 Studying in this course 

made me question whether I could improve the health outcomes of my people. The entire 

course was taught through a Western lens: throughout the entire degree there was no mention 

of Aboriginal and Torres Strait Islander people, let alone the health inequalities we suffer. 

After completing my degree, I moved to Wiradjuri country in Albury Wodonga with my now 

wife Jess. I worked in different roles as a physiotherapist for 8 years but I was not satisfied. I 

 
1 Access and support program for Aboriginal and Torres Strait Islander people who wish to study at the University 
of Sydney. 
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had this constant thought that I needed to do more for my community. I decided to continue 

my education! 

I enrolled in a Master of Indigenous Health Education and this was the first time I was able to 

see the important role that academia can play in ensuring Aboriginal worldviews are integrated 

into a curriculum. On completing my Masters, I commenced an academic position at Charles 

Sturt University (CSU), NSW in a role focused on student transition and retention for low 

socio-economic students in their first year at university. Subsequently I was employed as a 

lecturer in the School of Indigenous Australian Studies at CSU, teaching compulsory 

Indigenous studies across a range of disciplines. I eventually left this position for a number of 

reasons, including the resistance we faced from non-Indigenous students not wanting to study 

these ‘compulsory’ subjects. I was lucky enough to get a job teaching into the Djirruwang 

program, a Bachelor of Health Science (Mental Health) degree with restricted entry for 

Aboriginal and Torres Strait Islander students. This was one of the times at CSU where I felt 

truly able to make a tangible difference to the health and wellbeing of Aboriginal and Torres 

Strait Islander people. Currently I am employed as the Director of Indigenous Health Education 

within the Faculty of Medicine, University of New South Wales which is on the lands of the 

Bidjigal people. My role is to ensure that the 6-year medical degree has Aboriginal and Torres 

Strait Islander content scaffolded throughout. 

Throughout my working life I have held governance positions in multiple Aboriginal 

organisations. This has allowed me to see the importance of advocating for my people in a way 

that ensures our voices are heard throughout Aboriginal organisations as well as within non-

Indigenous organisations. 

As an Aboriginal man I have seen first-hand the devastating effects of chronic disease on my 

family and community. I have had uncles, aunties, cousins and community members suffer 

from chronic disease, in particular cardiovascular disease (CVD). The outcome, more often 

than not, is that we pass away way too soon or suffer with chronic disease for a high percentage 

of our lives. While these are just statistics for some people, ‘these people’ are my family and 

the community in which I have grown up and live in, that I continue to see suffer. 

As an Aboriginal man with a physiotherapy background working in the fields of health and 

education, I always saw our people being portrayed in a negative way; as if it was our fault that 

we suffered chronic diseases and did not access health services. But I knew what the real 
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reasons were and this is reinforced by research. The National Aboriginal and Torres Strait 

Islander Health Plan 2013–2023 (Australian Government, 2013) identifies that Aboriginal and 

Torres Strait Islander clients receive health care that is not sensitive to cultural needs and not 

culturally appropriate. I see the effects that racism has on my people through not accessing 

health services. This is not just a localised issue with my family and community, or a national 

issue relevant only to Aboriginal and Torres Strait Islander peoples. It is a global issue. A report 

by the United Nations (2014) highlights the issues of racism and discrimination as significant 

barriers for Indigenous peoples to combat while accessing health care. This report, Secretariat 

of permanent forum on Indigenous issues, clearly demonstrates the lack of cultural sensitivity 

by health services, which inhibits Indigenous peoples from accessing these facilities. I want to 

do more to ensure that my family and community are able to increase their access to culturally 

safe health services in an effort to improve their health and wellbeing outcomes. 

Living and working in my community I became aware that there were challenges for some 

local Aboriginal men in regard to accessing the Albury Wodonga Aboriginal Health Service 

(AWAHS). As a health practitioner (HP) it was important for me to understand these 

challenges. A recent systematic review on the perceived benefits of primary health care (PHC) 

by Aboriginal and Torres Strait Islander clients identifies that Aboriginal Community 

Controlled Health Services (ACCHS) provide unique accessibility and culturally safe and 

comprehensive care that is responsive to the needs of the client and community (Gomersall et 

al., 2017). Additionally, a report from the CEO of AWAHS for financial year 2016–2017 notes 

that while Aboriginal and Torres Strait Islander women utilised the services at AWAHS 70% 

of the time, Aboriginal and Torres Strait Islander men were doing so at a much lower rate of 

30%. I considered that this was also an important issue to explore further. 

Through my involvement with AWAHS I was hearing from local Aboriginal men about the 

challenges they faced in wanting to improve their health and wellbeing but not knowing how 

to and perhaps not having the confidence and support to take that first step in making a change 

to their lifestyle. Previous research has identified that increasing Aboriginal and Torres Strait 

Islanders men’s engagement in health services is important. Achieving this requires culturally 

safe communication between clients and HPs (Shahid, Durey, Bessarab, Aoun & Thompson, 

2013). Locally, some Aboriginal men had been involved in short-term, one-off physical activity 

programs that involved men, women and children. After a time these programs stopped and 

participants disengaged, but the reasons for this were not clear. 
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As an Aboriginal physiotherapist I have constantly been asked over the years by local 

Aboriginal men to start up a physical activity program in which they could participate. I was 

motivated to become involved in a physical activity program, knowing that Aboriginal and 

Torres Strait Islander men have the worst health outcomes of any group in Australia. We die 

earlier from chronic disease, have higher rates of suicide than non-Indigenous men and access 

preventative health services less than any other group of people in Australia (Australian 

Government, 2013). Another motivating factor for me was that this interest provided me as an 

Aboriginal man with an opportunity to give back to my local community. I knew that through 

research I could provide relevant evidence to AWAHS that would help explain the low rates 

of attendance by local Aboriginal men. 

Culturally, as an Aboriginal man it was important that I focused my research on Aboriginal 

men. Being a physiotherapist, I also wanted to see what effects physical activity could have on 

these men’s health and wellbeing. What was really important to me was ensuring that my PhD 

study was conducted using a strengths-based approach that ensured the privileging of 

Aboriginal men’s voices. Aboriginal and Torres Strait Islander men have been affected by 

multiple social and cultural impacts since colonisation that have diminished their culture, 

dispossessed and fractured families and communities, and had a profoundly negative impact 

on their health and wellbeing (Adams, 2006). This marginalisation continues in the 

contemporary world as many Aboriginal and Torres Strait Islander men have been deprived of 

their provider role, which diminishes their status, self-esteem and sense of purpose (Anderson, 

Baum, & Bentley, 2007). Therefore, it is fundamentally important that Aboriginal and Torres 

Strait Islander men are empowered to prioritise their health needs and to access culturally safe 

health and wellbeing services. 

As an Aboriginal man I walk two worlds every day—my life as an Aboriginal man, and my 

work life (in which I have to work within institutions that are built on racism). I truly hope the 

voices of the participants are privileged throughout this thesis. 

1.1 Thesis Structure 

Chapter 1 of the thesis provides an introduction to me as the researcher and how my worldview 

and lived experience has shaped me and this thesis. It describes my family’s journey with 

chronic disease, the impacts it has had on us and how this has motivated me to conduct this 

research. This chapter also serves to introduce the issues we face as Aboriginal and Torres 
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Strait Islander peoples in accessing culturally safe health services, and explains why this thesis 

has a specific focus on Aboriginal men. 

Chapter 2 presents a narrative literature review that introduces issues relating to global 

Indigenous health; concepts and contexts of health from the perspective of Aboriginal and 

Torres Strait Islander peoples; social determinants of health and their impacts on health and 

wellbeing; health literacy; impacts of racism; social and emotional wellbeing; chronic disease; 

health promotion and education; cardiovascular risk assessment; and physical activity enabling 

health and wellbeing for Aboriginal and Torres Strait Islander people. 

Chapter 3 outlines the ontological and epistemological foundations of this study and justifies 

the use of an Indigenous research framework approach. Social constructivist grounded theory 

is explored as an appropriate methodology, with yarning as the principal data collection 

method. The exploratory sequential design mixed methods approach is explained as a structure 

for the three distinct phases of this study. Ethical issues relevant to the study are addressed. 

Strategies to enhance rigour are explained with attention to trustworthiness, credibility, 

originality, resonance and usefulness of the data. 

Chapters 4, 5 and 6 present the findings of this study. The purpose of Chapter 4 (Phase 1 

qualitative findings), titled ‘Privileging Aboriginal Men’s Voices’, is to give voice to the 

Aboriginal men and to share their ideas about health and wellbeing. This chapter also includes 

a discussion of issues relevant to their health and their perception of barriers to health care. 

Phase 1 of the study was instrumental to the design of the exercise and health education 

program detailed in Chapter 5 (Phase 2 quantitative findings). This chapter, titled ‘Changes in 

physiological parameters associated with a culturally appropriate tailored exercise and health 

education program for Aboriginal men’, explores the effects of a culturally appropriate tailored 

10-week exercise and health education program on the physiological risk factors associated 

with CVD for a group of Aboriginal men. Chapter 6 (Phase 3 qualitative findings) is titled 

‘Commitment’ and serves to connect Phases 1 and 2. It explores, in broad terms, the 

experiences of the Aboriginal men who participated in the 10-week exercise and health 

education program to gain insight into the reasons for the success of this program. 

In the two qualitative findings chapters, the use of participants’ quotes provides rich, thick 

descriptions of their experience (Liamputtong, 2010). 
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Chapter 7 presents the Strong Men model, which is a visual illustration of the grounded theory 

that emerged during the course of this study. This synthesis chapter is structured around the 

four key categories in the Strong Men model. 

Chapter 8 provides a conclusion to the study. The chapter also discusses the strengths and 

limitations of this study and provides suggestions for future research. Recommendations are 

made for health professionals, ACCHS and future research programs with Aboriginal and 

Torres Strait Islander communities. A reflective summary ends the thesis. 
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Chapter 2: Literature Review 

2.1 Introduction 

As an introduction to the study, this chapter explores issues relating to global Indigenous 

health; concepts and contexts of health from the perspective of Aboriginal and Torres Strait 

Islander peoples; social determinants of health and their impacts on health and wellbeing; 

health literacy; impacts of racism; social and emotional wellbeing; chronic disease; health 

promotion and education; cardiovascular risk assessment; and physical activity enabling health 

and wellbeing for Aboriginal and Torres Strait Islander people: 

Indigenous populations are communities that live within, or are attached to, geographically 

distinct traditional habitats or ancestral territories, and who identify themselves as being part 

of a distinct cultural group, descended from groups present in the area before modern states 

were created and current borders defined. They generally maintain cultural and social 

identities, and social, economic, cultural and political institutions, separate from the 

mainstream or dominant society or culture (World Health Organization [WHO], 2020a para. 

1). 

2.2 Literature Search Strategies 

This narrative review adopted a search strategy focused primarily on four journal data bases: 

the Cumulative Index to Nursing and Allied Health Literature (CINAHL); Scopus; Nursing 

and Allied Health (ProQuest); and Informit. These databases were chosen as they enabled a 

comprehensive search of literature relevant to Aboriginal and Torres Strait Islander health. Key 

search terms included cardiovascular disease, physical activity, health promotion, health 

literacy, Australia* AND Indigenous OR Aborigin* OR Torres Strait Islander. Both Australian 

and international papers were sourced to enable a comprehensive search of literature relevant 

to Indigenous health in general and the health of Aboriginal and Torres Strait Islander peoples 

in particular. 

2.3 Global Indigenous Health 

There are an estimated 370 million Indigenous peoples living in more than 70 countries 

worldwide (United Nations Development Programme [UNDP], 2019). They represent a vast 

community of rich and diverse cultures, religions, traditions, languages and histories, yet they 
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continue to be among the world’s most marginalised population groups. As a consequence, the 

health status of Indigenous peoples differs significantly from that of non-Indigenous population 

groups in countries all over the world (UNDP, 2019). 

The nature of health requires an understanding of the various definitions and terms that relate 

to health—namely health, illness and wellness—especially with respect to Indigenous peoples 

around the world. The WHO constitution states that: 

health is a state of complete physical, mental and social wellbeing and not merely the absence 

of disease or infirmity, and that the enjoyment of the highest attainable standard of health is 

one of the fundamental rights of every human being without distinction of race, religion, 

political belief, economic or social condition. (WHO, 2020b, p. 2). 

The meaning attached to health and illness is embedded to a larger extent in cultural and 

religious beliefs and experiences, and is learned and passed on by individuals, their family, 

community and society at large. Therefore, the social and cultural aspects of health and illness 

cannot be neglected. 

Colonisation has had an adverse effect on Indigenous peoples globally, impacting their 

physical, social and emotional wellbeing through disruption of traditional practices (Gracey & 

King, 2009). There are varying reasons for the different morbidity and mortality rates for 

Indigenous peoples globally; for example, disease trends among American Indians and Alaska 

Native People are strongly associated with the adverse consequences of poverty, limited access 

to health services, and cultural dislocation. Inadequate levels of education, high rates of 

unemployment, racial discrimination, and cultural differences all contribute to unhealthy 

lifestyles and disparities in access to health care for American Indian and Alaska Native People 

(Indian Health Service, 2019). For the Maori population in New Zealand, social, cultural, 

economic and political factors all contribute to a continuing health disparity (Ministry of 

Health, 2019). Table 2.1 outlines the life expectancy for Indigenous peoples globally compared 

with non-Indigenous people. 
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Table 2.1: Selected global statistics for life expectancy in years for Indigenous peoples 

compared with non-Indigenous peoples 

 Males Females  Males Females 

Aboriginal and 
Torres Strait 
Islander population 
(Australian Bureau 
of Statistics [ABS], 
2018) 

71.6 75.6 Non-Indigenous 
Australians 

80.2 83.5 

Maori population 
(Ministry of 
Health, 2019) 

73.0 77.1 Non-Maori 
population 

80.3 83.9 

First Nations, 
Métis & Inuit 
peoples of Canada 
(Tjepkema, 
Bushnik & Bougie, 
2019) 

72.5 (First 
Nations) 
76.9 (Métis) 
70.0 (Inuit) 

77.7 (First 
Nations) 
82.3 
(Métis) 
76.1 
(Inuit) 

Non-Indigenous 
Canadian 
population 

81.4 87.3 

American Indians 
and Alaska Native 
People 
(United States 
Census Bureau, 
2015) 

74.7 80.3 United States non-
Hispanic white 
population 

77.5 82.0 

 

2.4 Concepts and Contexts of Health from the Perspective of Aboriginal and 

Torres Strait Islander Peoples Including Historical Aspects, Race and 

Racism 

2.4.1 Concepts of health for Aboriginal and Torres Strait Islander peoples 

In 1989, the National Aboriginal Health Strategy Working Party developed a widely accepted 

definition of health consistent with the beliefs held by Aboriginal people, which states: 

health does not just mean the physical well-being of the individual but refers to the social, 

emotional, spiritual and cultural well-being of the whole community. This is a whole of life 

view and includes the cyclical concept of life-death-life (National Aboriginal Health Strategy 

Working Party, 1989, p. 12). 
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The Aboriginal concept of health is holistic, encompassing mental health and physical, cultural 

and spiritual health. Land is central to wellbeing. This holistic concept does not refer merely to 

the ‘whole body’ but is steeped in the harmonised inter-relationships that constitute cultural 

wellbeing. These inter-relating factors can be categorised as largely spiritual, environmental, 

ideological, political, social, economic, mental and physical (also known as social determinants 

of health). Ill health occurs when these inter-relating factors are disrupted (Swan & Raphael, 

1995). 

2.4.2 Historical Context 

Pre-invasion life for Aboriginal and Torres Strait Islander people involved continuous 

exchanges about what was to be resourced, based on kinship and totemic responsibilities. The 

size of the family group depended on their location and the resources available, particularly 

water (Bourke, Bourke & Edwards, 1994, p. 192; Fryer-Smith, 2008). These resources meant 

that animal and plants provided a balanced nutritious diet that had little fat, sugar or salt and 

was high in protein (Bourke et al., 1994, p. 192). Prior to invasion, movement was a key part 

of the hunter–gatherer lifestyle for Aboriginal and Torres Strait Islander people. This lifestyle 

was based on the search for and storage of water; food and medicine; reciprocity and 

collectivism (Wheatley, 2011). 

Since invasion, the health status of Aboriginal and Torres Strait Islander people has changed 

dramatically and a historic legacy continues to impact their health and wellbeing. The major 

changes for Aboriginal and Torres Strait Islander people included the introduction of disease; 

dispossession of lands with decreased access to food sources and medicines; changes in diet 

through introduction of non-traditional foods; and psychological trauma (Ranzijn, 

McConnochie & Nolan, 2009). This impact of invasion has been linked to three key themes: 

the denial of humanity; the denial of existence; and the denial of identity (Zubrick et al., 2005). 

These three themes are linked to government and institutional practices that still affect current 

generations at the individual, family and community level, through transgenerational trauma 

(Atkinson, Nelson, Brooks, Atkinson & Ryan, 2014). This trauma has consequences that 

include loss of safety and connection, fear, helplessness, powerlessness and self-doubt, and 

other destructive behaviours, all of which lead to overall poorer health outcomes (The Healing 

Foundation, 2018). 
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2.4.3 Aboriginal and Torres Strait Islander Peoples’ Health and Wellbeing 

In 2018 the Aboriginal and Torres Strait Islander population in Australia consisted of 778,064 

people, accounting for 3.1% of Australia’s total population. NSW has the largest population of 

Aboriginal and Torres Strait Islander people (239,587) and the Northern Territory has the 

highest proportion (31%) of Aboriginal and Torres Strait Islander people among its population 

(ABS, 2018). Table 2.2 outlines the Aboriginal and Torres Strait Islander population by 

jurisdiction in Australia in 2018. 

Table 2.2: Estimated Aboriginal and Torres Strait Islander population by jurisdiction 

in Australia, 2018 

Jurisdiction  Number of Aboriginal 
and Torres Strait 
Islander people  

Proportion of total 
Aboriginal and Torres 
Strait Islander 
population (%)  

Proportion of 
jurisdiction 
population (%)  

NSW  239,587  31  3.0  

Qld  223,883  29  4.5  

WA  101,753  13  3.9  

NT  76,845  9.9  31  

Vic  56,528  7.3  0.9  

SA  43,317  5.6  2.5  

Tas  28,328  3.6  5.4  

ACT  7,525  1.0  1.8  

Australia  778,064  100  3.1  

Source: ABS (2018) 

In terms of geography, 37% of Aboriginal and Torres Strait Islander people live in major cities 

and 19% live in remote or very remote areas. Of Indigenous Australian people, 91% identify 

as Aboriginal; 4% as Torres Strait Islander; and 4% as both Aboriginal and Torres Strait 

Islander (ABS, 2018). Compared with the non-Indigenous Australian population, Aboriginal 

and Torres Strait Islander people are much younger: 33% are aged less than 15 years, compared 

with 18% for the non-Indigenous population; and only 4.5% are aged 65 years or older, 

compared with 15% of non-Indigenous people (ABS, 2018). 

In 2015–2017, obesity-related lifestyle diseases such as CVD and type 2 diabetes were the 

leading causes of decreased life expectancy (8.6 years less for men and 7.9 years less for 
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women) for Aboriginal and Torres Strait Islander people (Australian Government, 2020). The 

age-standardised mortality rate for type 2 diabetes in Aboriginal and Torres Strait Islander 

populations was 3.5 times higher than for other Australians  in 2011-2013 (Australian Institute 

of Health and Welfare [AIHW], 2016) and the age-adjusted death rate for Aboriginal and 

Torres Strait Islander adults from CVD was almost twice that of non-Indigenous Australians  

in 2011-2013 (Steering Committee for the Review of Government Service Provision, 2014). 

The reasons for poorer health outcomes for Aboriginal and Torres Strait Islander peoples than 

for non-Indigenous people in Australia are complex but reflect a combination of factors 

including historical, social, cultural, economic, geographic and community factors (Australian 

Indigenous HealthInfoNet, 2014). 

The key … determinants of [Aboriginal] health status are found in the history of Aboriginal 

people and their current physical and social environments. Feelings of powerlessness, an 

inevitable consequence for many of two centuries of oppression, combined with poverty, 

health damaging physical environments, social disruption and poor diets combine to produce 

the poor health status of Aboriginal people today (Johnston, 1991, p. 228). 

2.5 Social Determinants of Health and Their Impacts on Health 

and Wellbeing 

2.5.1 Social Determinants of Health 

The health of individual people and their communities is affected by a wide range of 

contributing factors comprising the social determinants of health (Australian Institute of Health 

& Welfare [AIHW], 2016). Economic opportunity, physical infrastructure and social 

conditions influence the health of individuals, communities and societies (WHO, 2017). Issues 

of racism and discrimination are also highlighted as significant barriers for Indigenous peoples 

globally in regard to accessing health care (Davy, Harfield, McArthur, Munn & Brown, 2016). 

The State of the World’s Indigenous Peoples Report clearly highlights the lack of cultural 

sensitivity by health services as a major factor that inhibits Indigenous people from accessing 

these facilities (United Nations, 2010). 

Social determinants of health are the outcomes of history and human intervention in the past 

as well as in the present. They are not static, frozen in time or inevitable (Braveman & Gottlieb, 

2014). In Australia, however, it is the social determinants of health that contribute to the 
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continuing health inequalities experienced by Aboriginal and Torres Strait Islander people 

today. 

2.5.2 Social Determinants of Health Within Australia 

Racism and discrimination have a negative impact on the health and wellbeing of Aboriginal 

and Torres Strait Islander people via a direct impact on employment, education and housing 

(Dudgeon, Milroy & Walker, 2014). While behavioural risk factors including smoking, 

obesity, alcohol use and diet contribute to approximately 19% of the health gap between 

Aboriginal and Torres Strait Islander people and non-Indigenous people, social determinants 

contribute to at least 34% of this health gap (Australian Health Ministers’ Advisory Council, 

2017). 

Data for 2016 indicate a total unemployment rate among Aboriginal and Torres Strait Islander 

people of 18.1%, compared with an overall non-Indigenous unemployment rate of 5% (ABS, 

2016a). The proportion of urban-living Aboriginal and Torres Strait Islander people employed 

full-time in 2016 was 26%, compared with 20% for those living in non-urban areas (ABS, 

2016b). According to the 2016 Australian census, 53% of Aboriginal and Torres Strait Islander 

people reported an equivalised weekly household income of between $150 and $799, whereas 

a similar proportion (51%) of non-Indigenous people reported an equivalised weekly household 

income of between $400 and $1,249. Lower income reduces the accessibility of health care 

services and medicines (Carrin, Mathauer, Xu & Evans, 2008) and based on the 2016 data, 

Aboriginal and Torres Strait Islander households are clearly much poorer than others in 

Australia. Socioeconomic factors contribute to around one-third of the life expectancy gap 

between Aboriginal and Torres Strait Islander peoples and non-Indigenous Australians 

(AIHW, 2016). 

Education, as another important social determinant of health, has been shown to be correlated 

with numerous measures of wellbeing including economic participation, income and health 

outcomes. Aboriginal and Torres Strait Islander students are estimated to lag behind non-

Indigenous students by the equivalent of 2.5 years of schooling (Thomson, De Bortoli & 

Buckley, 2013). Limited literacy and numeracy skills make it harder to take advantage of 

opportunities in life and restricts access to work, education and health (Australian Government, 

2018). Health literacy in particular is a significant factor in maintaining a healthy lifestyle; poor 

health literacy is linked to lower levels of literacy and numeracy in the adult population 
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(Hartley & Horne, 2006). As education is a key social determinant of health, the health status 

of Aboriginal and Torres Strait Islander people will continue to be lower than that of non-

Indigenous people until the gap in education outcomes is closed (Steering Committee for the 

Review of Government Service Provision, 2011). 

2.6 Health Literacy 

Health literacy describes the capacity of an individual or group to understand and navigate 

concepts regarding health and wellbeing, and to access health care services. It is 

multidimensional, particularly in cross-cultural contexts where the worldview and language of 

the patient differs from that of the health system (Vass, Mitchell & Dhurrkay, 2011). Health 

literacy is a crucial factor in improving health outcomes for individuals and communities 

through empowerment and can be achieved by increasing a person’s capacity to access and use 

health information (Rheault, Coyer, Jones, & Bonner, 2019). However, for Australian 

Aboriginal communities, health literacy, including knowledge about disease progression, needs 

to be incorporated into a culturally appropriate framework that utilises a high level of 

community engagement and effective communication at all levels (Liaw et al., 2011). 

Australian governments have previously developed, and continue to develop, health policies 

on the basis of a predominately English-speaking Aboriginal culture, failing to acknowledge 

the diversity of Aboriginal people. It is imperative that health literacy programs are adjusted to 

meet the needs of local Aboriginal communities. Currently, few programs that are rolled out 

nationally actually meet the health literacy needs of local Aboriginal communities (Barnett & 

Kendall, 2011; Wise, Angus, Harris & Parker, 2012). 

The continuing poorer health status of Aboriginal and Torres Strait Islander peoples compared 

with non-Indigenous Australians confirms the importance of focusing attention on the multiple 

determinants of health (AIHW, 2016). 

2.7 Impacts of Racism 

Racism needs to be recognised as an upstream determinant of health. Increasing our 

understanding of the ways in which Aboriginal and Torres Strait Islander people experience 

racism, and the pathways by which those experiences have an impact on health, is essential if 

there are to be any sustained improvements in health and wellbeing outcomes. Without 

fundamental changes in how members of the dominant Australian community behave towards 
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Aboriginal and Torres Strait Islander people, initiatives to improve health services and 

educational and employment opportunities will have limited success on improving health 

inequalities (Wilson, Kelly, Magarey, Jones & Mackean, 2016). 

Racism is a key factor determining how Aboriginal and Torres Strait Islander people interact 

with health systems (Durey & Thompson, 2012). Larson, Gillies, Howard and Coffin (2007) 

highlight that racism prevents Aboriginal and Torres Strait Islander people from regularly 

accessing health care, illuminating the detrimental effects of institutional impacts on health and 

wellbeing. Racism in health care settings causes psychological distress and distrust (Kelaher, 

Ferdinand & Paradies, 2014). It can lead directly to patients disengaging from, or not accessing, 

services even though they may need the care that is offered (Mbuzi, Fulbrook & Jessup, 2017). 

Aboriginal and Torres Strait Islander people do not receive the same level of health care as 

non-Indigenous people for multiple reasons; a key reason is racism, which is linked to poorer 

health outcomes overall (Durey, 2010; Sherwood, 2009; West, 2012). 

The ABS reported in 2008 that Aboriginal and Torres Strait Islander clients receive care that 

is not sensitive to cultural needs, or culturally appropriate. The Bringing Them Home Report 

(Commonwealth of Australia, 1997) articulates the loss, trauma and inhibition in all aspects of 

social, physical and mental life for the children who were forcibly removed from their 

communities by the Australian Government. The recommendations of this report highlight the 

importance of racial policy and identify social behaviours as a key area. The Social Justice 

Report 2011 (Australian Human Rights Commission, 2011) further highlights the impact of 

racism, not only at an individual level but also in health policy delivery, failing to support 

Aboriginal and Torres Strait Islander people through health policy frameworks. The need for 

health systems to respond to all clients in a culturally appropriate and safe way has become 

more significant than ever (Durey & Thompson, 2012). 

Ensuring that culturally safe practice is embedded within health services is crucial. “Culturally 

safe practise is the ongoing critical reflection of health practitioner knowledge, skills, attitudes, 

practising behaviours and power differentials in delivering safe, accessible and responsive 

healthcare free of racism” (Australian Health Practitioner Regulation Agency (AHPRA), 2020, 

p.18). Culturally safe practice has been shown to influence the decisions of Aboriginal and 

Torres Strait Islander people in regard to accessing health care and accepting treatment 

methods, as well as their success in adhering to health promotion and prevention strategies. 

Therefore, it is a fundamental requirement that health services are culturally responsive to meet 
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the needs of Aboriginal and Torres Strait Islander peoples to enhance health and wellbeing 

outcomes (Australian Government, 2013). 

2.8 Social and Emotional Wellbeing 

Social and emotional wellbeing is a term used to describe the social, emotional, spiritual and 

cultural wellbeing of a person. It recognises connection to land, culture, spirituality, family and 

community as being important to people and influencing their wellbeing. It also acknowledges 

that a person’s social and emotional wellbeing is influenced by past and current policies and 

events (Australian Health Ministers' Advisory Council, 2017). Thirty % of Aboriginal and 

Torres Strait Islander people experience high or very high levels of psychological distress that 

are 2.7 times higher than for non-Indigenous Australians (ABS, 2013). 

Chronic disease, in particular cardiovascular health, is also linked to social and emotional 

wellbeing in general, and with anxiety and depression in particular. Vlachakis et al. (2018) 

identified that strong negative emotions such as fear, anger, stress, anxiety and depression 

increase the risk of heart disease, particularly coronary heart disease (CHD). These emotional 

states exacerbate the onset of CVD through increasing risk factors for hypertension, obesity, 

hyperlipidaemia and diabetes (Chaddha, Robinson, Kline-Rogers, Alexandris-Souphis & 

Rubenfire, 2016). For example, depression has been identified as having an adverse impact on 

the lifestyle choices of a person such as smoking, alcohol intake, poor diet and sedentary 

lifestyle (Compare et al., 2013), all of which are risk factors for CVD. Conversely, positive 

emotions such as optimism, social support and overall life satisfaction can be protective against 

CVD. The experience of positive emotions has also been linked to a person engaging in positive 

health behaviours such as healthy eating and physical exercise (Van Cappellen, Rice, Catalino, 

& Fredrickson, 2018). 

2.9 Chronic Disease 

Socioeconomic disadvantage correlates directly with a higher prevalence of chronic disease 

within a population (AIHW, 2019). Commonly identified risk factors for chronic disease 

include smoking, poor nutrition, alcohol misuse and low levels of physical activity (Roger et 

al., 2011). Aboriginal and Torres Strait Islander people experience higher rates of chronic 

disease related to socioeconomic status and lifestyle behaviours (Marmot, 2011); these include 

CVD, diabetes and chronic kidney disease. 
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Chronic disease accounts for two-thirds of the life expectancy gap between Aboriginal and 

Torres Strait Islander people and non-Indigenous Australians (AIHW, 2016). In 2012–16 in 

SA, WA, QLD, NSW and the NT the death rate for Aboriginal and Torres Strait Islander men 

and women in the 25–35-year age group was 13.5 times higher than for non-Indigenous men 

and women. It was 10 times higher in the 35–44-year age group (ABS, 2017). The 2018–19 

National Aboriginal and Torres Strait Islander Health Survey (NATSIHS) (ABS, 2019) 

reported that 15% of Aboriginal and Torres Strait Islander people self-reported a long-term 

heart or health condition. CVD was the leading cause of death in Aboriginal and Torres Strait 

Islander peoples from 2011 to 2015, responsible for 24% of all deaths and occurring at a 

younger age than in non-Indigenous Australians (AIHW, 2016, 2017). The leading 

cardiovascular conditions contributing to a higher mortality rate are CHD, stroke and 

hypertensive disease (AIHW, 2017). 

An additional cause for concern is the prevalence of diabetes in Aboriginal and Torres Strait 

Islander populations. Data in the 2014–15 NATSIHS indicate that Aboriginal and Torres Strait 

Islander people aged 18 years or older are three times more likely to be living with diabetes 

than are non-Indigenous Australian people (ABS, 2016). Diabetes mellitus is a chronic 

condition that contributes to a multitude of macrovascular, microvascular and neurological 

complications that can lead to CVD, kidney failure and blindness (Burrow & Ride, 2016). The 

leading causes of kidney disease and damage are diabetes mellitus and high blood pressure 

(Rix, Barclay, Stirling, Tong & Wilson, 2015). Aboriginal and Torres Strait Islander men are 

four times as likely as non-Indigenous men to have kidney disease; the rate is three and a half 

times for Aboriginal and Torres Strait Islander women (AIHW, 2018). CVD, diabetes and 

chronic kidney disease have similar risk factors and often present as comorbidities. In the 

2012–13 Australian Aboriginal and Torres Strait Islander Health Survey (AATSIHS) (ABS, 

2013), 38% of Aboriginal and Torres Strait Islander people had two or more of these chronic 

diseases and 11% had all three. 

Factors contributing to chronic disease among Aboriginal and Torres Strait Islander people are 

complex; they reflect a combination of broad historical, socio-cultural and economic factors as 

well as ‘risk factors’ (ABS, 2008). Risk factors for CVD can be split into two categories: 

behavioural and biomedical. Behavioural factors are based on the person’s behaviour and 

include smoking, physical inactivity, poor nutrition and alcohol consumption. They can also 

be influenced by other underlying social, economic, psychological and cultural factors. 
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Aboriginal and Torres Strait Islander people have been identified as an at-risk population 

whose social disadvantage is strongly associated with both psychosocial and modifiable risk 

factors, as identified by the National Heart Foundation of Australia (2010) (Table 2.3). Cohen, 

Edmondson and Kronish (2015) highlight an important relationship between psychosocial 

factors and CVD, including social isolation, depression and lack of social support. 

Table 2.3: Modifiable (behavioural and biomedical) and non-modifiable risk 

parameters for CVD-related conditions 

Modifiable risk factors Non-modifiable risk 
factors 

CVD-related conditions 

Smoking status 
Hypertension 
Hypercholesterolemia 
Waist circumference (WC) 
and Body Mass Index (BMI) 
Dietary behaviour 
Physical inactivity 
Alcohol intake 
Depression 

Age 
Sex 
Family history of premature 
CVD 
Ethnicity 

Diabetes 
Chronic kidney disease 
Family 
hypercholesterolaemia 
Evidence of atrial fibrillation 

Source: AIHW (2016); National Heart Foundation of Australia (2010) 

Modifiable biomedical risk factors such as hypertension, high blood cholesterol, obesity, 

diabetes and chronic kidney disease can be influenced by changes in behaviour and lifestyle, 

and also through the use of medical interventions. The risk of CVD can be reduced by following 

an active healthy lifestyle that includes regular physical activity; a healthy diet consisting of 

fruit and vegetables, and low in saturated fats, meat and processed foods; smoking cessation; 

and medications that control hypertension and hypercholesterolaemia (National Heart 

Foundation of Australia, 2013, p. 22). 

The effects of poor nutrition have been linked to the development of coronary/ischaemic heart 

disease, stroke, hypertension, atherosclerosis and type 2 diabetes (Nystoriak & Bhatnagar, 

2018). Nutrition is influenced by socioeconomic disadvantage, geographical, environmental 

and social factors (National Health & Medical Research Council, 2013) and good nutrition is 

a key aspect in preventing chronic disease (AIHW, 2016). The 2018–19 NATSIHS (ABS, 

2019) reported that 39% of Aboriginal and Torres Strait Islander people 15 years or older ate 

an adequate amount of fruit, compared with 49.8% of non-Indigenous Australians. Only 4% of 
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Aboriginal and Torres Strait Islander people 15 years or older ate an adequate amount of 

vegetables, compared with 7% of non-Indigenous Australians. Seventy-two % of CVD deaths 

for both Aboriginal and Torres Strait Islander people and non-Indigenous people are linked to 

poor diet (Bowen, Sullivan, Kris-Etherton & Petersen, 2018). 

Smoking is also a modifiable risk factor for CVD. Tobacco use accounts for 12% of the burden 

of disease and injury for Aboriginal and Torres Strait Islander people (AIHW, 2016). It is 

encouraging to note, however, that the proportion of Aboriginal and Torres Strait Islander 

people who are self-reported smokers has reduced from 49% to 41% over the past 14 years 

(ABS, 2019). 

To address the complexity of factors that manifest as chronic disease for Aboriginal and Torres 

Strait Islander peoples, it is important to focus on the role of health promotion and culturally 

appropriate education. 

2.10 Health Promotion and Education 

Health promotion is defined by the Ottawa Charter (WHO, 1997, p. 4) as: 

the process of enabling people to increase control over, and to improve, their health. To reach 

a state of complete physical, mental and social wellbeing an individual or group must be able 

to identify and realise aspirations, to satisfy needs and to change or cope with the 

environment. Health is a positive concept emphasizing social and personal resources, as well 

as physical capacities. Therefore, health promotion is not just the responsibility of the health 

sector but goes beyond healthy life-styles to well-being. 

The concept of health and wellbeing for Aboriginal and Torres Strait Islander people is holistic. 

Effective health promotion and education is therefore complex to achieve because it is 

dependent on a broad range of variables. Educating people about self-management should not 

be focused on didactic teaching from the health professional (Torres, Rozemberg, Amaral & 

Bodstein, 2010). Rather, health education programs should engage and empower the client, not 

only by providing knowledge but also by enhancing the person’s confidence and helping them 

to acquire skills with which to manage their condition (Shojania et al., 2006). 

It is important that health promotion and education is culturally appropriate. Evidence of 

culturally appropriate approaches to health care, including health promotion materials targeting 

prevention, appear in the literature as early as 1992 (Hill & Murphy, 1992). The importance of 
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recognising Aboriginal cultural diversity in health promotion practice and program 

implementation is fundamental to ensuring the needs of local Aboriginal communities are met 

(Barnett & Kendall, 2011; Dietsch et al., 2011). Effective Aboriginal health promotion 

programs are led, owned and implemented by local Aboriginal communities and their 

respective health care workers (McCalman, Bainbridge, Percival & Tsey, 2016; Tsey, Harvey, 

Gibson & Pearson, 2009). Health promotion practices that incorporate Aboriginal ways of 

being, knowing and doing—for example, incorporating traditional art and music as a way of 

linking culture with health information—are more successful and sustainable (Eley, Gorman 

& Gately, 2010) and ensure that a family/community-centred approach is respected 

(DiGiacomo et al., 2013; Nelson, Macdonald & Abbott, 2012; Thompson & Gifford, 2000). 

Typically, in Australia, health education and health promotion programs are created and 

delivered from a Western perspective that does not align with the values and beliefs of some 

Aboriginal people (Nelson et al., 2012). Generic health information delivered in the form of 

pamphlets is very likely to not meet local needs (Conigrave et al., 2012; DiGiacomo et al., 

2013). 

If health promotion programs are conducted in a culturally safe space such as ACCHS or a 

centre managed by the local community, this is much more likely to increase accessibility and 

access (Abbott, Davison, Moore & Rubinstein, 2012; Jowsey et. al., 2012), thus having a 

positive impact on the engagement of Aboriginal and Torres Strait Islander peoples and 

improving their health and wellbeing. 

In this study, the health promotion focus is specifically on CVD with health education relevant 

to improving the overall health and wellbeing of Aboriginal men. The assessment of 

cardiovascular risk factors included the use of the Absolute Cardiovascular Risk Assessment 

Calculator (National Vascular Disease Prevention Alliance [NVDPA], 2012b), anthropometry, 

electrocardiogram (ECG), physical fitness assessment, blood chemistry and urinalysis. The 

following section provides information relevant to Phase 2 of the study. 

2.11 Cardiovascular Risk Assessment 

2.11.1 Absolute Cardiovascular Risk Assessment 

According to the NVDPA (2012b), the Absolute Cardiovascular Risk Assessment Calculator 

provides a more accurate estimate of overall CVD risk than assessing each risk factor 
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individually. The parameters required to calculate a person’s absolute cardiovascular risk 

include gender; age; systolic blood pressure (SBP); smoking status; total cholesterol (TC); high 

density lipid (HDL) cholesterol; fasting blood glucose; and 12-lead ECG. 

The NVDPA guidelines for the management of absolute CVD risk recommend that Aboriginal 

and Torres Strait Islander peoples aged 35–74 years should be assessed for absolute CVD risk 

(compared with screening from 45 years onwards for the non-Indigenous population). Caution 

needs to be used when assessing CVD risk for Aboriginal and Torres Strait Islander people as 

research has shown that the CVD risk is underestimated; therefore, the CVD risk score should 

be considered a minimum estimate of risk (Wang & Hoy, 2005). 

Assessment of CVD risk using the Framingham risk equation adapted for an Australian 

population enables classification of a person’s risk into one of three categories (NVDPA, 

2012b): 

• High: >15% risk of CVD within the next 5 years; 

• Moderate: 10–15% risk of CVD within the next 5 years; 

• Low: <10% risk of CVD within the next 5 years. 

Currently there are no published exercise training interventions reporting on effects on absolute 

cardiovascular risk for Aboriginal and Torres Strait Islander people. 

Considering the potential underestimation of absolute cardiovascular risk for a person, 

additional CVD risk factors may be of value in more accurately determining their risk of 

disease (Rémond et al., 2017). These additional measures include WC, BMI and C-reactive 

protein (CRP) (Wang & Hoy, 2004, 2005). 

2.11.2 Anthropometry 

Improving tissue sensitivity to insulin, blood pressure, glycaemic control and weight 

management are essential in the prevention of CVD and type 2 diabetes. Regular physical 

activity has been shown to be effective in the prevention of chronic disease, particularly CVD 

(Warburton & Bredin, 2016). Over the last 15–20 years, exercise and health education 

programs implemented with non-Indigenous populations have shown a positive effect on 

participants’ blood pressure, body weight and glycaemic control (Mertens & Van Gaal, 2000; 

Neter, Stam, Kok, Grobbee & Geleijnse, 2003; Shaw, Gennat, O’Rourke & Del Mar, 2006). 
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2.11.2.1 Blood Pressure 

Hypertension has been identified as a modifiable risk factor in the treatment of CVD and can 

be treated with exercise (Gabb et al., 2016). Exercise in the form of aerobic and resistance 

exercise training decreases blood pressure (Collier et al., 2008). A study conducted by Chan et 

al. (2007) with overweight Indigenous Australians living in urban Queensland with type 2 

diabetes and being overweight (BMI >25 kg/m2), demonstrated a statistically significant 

change in blood pressure for participants over a period of 6 months using a lifestyle intervention 

programme. A 16-week study of Maori men (n = 8) and women (n = 28) on the effects of diet 

and exercise modification (McAuley et al., 2003) demonstrated a statistically significant 

improvement in SBP and a non-significant improvement in diastolic blood pressure. A study 

conducted by Dimer et al. (2013) on a cardiac rehabilitation program at an Aboriginal medical 

service in Perth, WA also found a statistically significant improvement in blood pressure. Esgin 

(2017) demonstrated that a 12-week supervised aerobic and resistance training program for 

Aboriginal men and women resulted in a significant reduction in SBP. A shared outcome for 

three of these four programs was a reduction in blood pressure. Also of note is that three of 

these studies included a large percentage of female participants. 

2.11.2.2 Obesity 

Excess body fat, which is associated with physical inactivity, is a modifiable risk factor for 

CVD and diabetes (Kyrou, Randeva, Tsigos, Kaltsas & Weickert, 2018). According to the 

2018–19 NATSIHS, 71% of Aboriginal and Torres Strait Islander people over 15 years of age 

are overweight (29%) or obese (43%) (ABS, 2019); this had increased by 7% following the 

2012–13 AATSIHS (ABS, 2013). Obesity—which can be assessed using BMI (overweight 

25–29; obese ≥30)—and specifically abdominal obesity have been identified as risk factors for 

CVD and type 2 diabetes. According to the 2018–19 NATSIHS, 71% of Aboriginal and Torres 

Strait Islander people are at an increased risk of developing chronic disease based on WC 

measurements. 

A study conducted by Esgin (2017) demonstrated that a 12-week supervised aerobic and 

resistance training program for Aboriginal men and women resulted in significant reductions 

in total body fat, waist and hip circumference and waist-to-hip ratio. Mendham, Duffield, 

Marino and Coutts (2015) also identified a statistically significant decrease in WC and body 

weight following a 12-week exercise program. Similarly, a 12-week exercise and nutrition 
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program for Aboriginal and Torres Strait Islander women (Canuto et al., 2012) led to modest 

reductions in weight and BMI. A 16-week individualised diet and exercise program for Maori 

men and women (McAuley et al., 2003) showed statistically significant improvements in BMI, 

WC and weight loss. Two shorter programs of 8 weeks in duration showed statistically 

significant reductions in BMI and WC (Davey, Moore & Walters, 2014) and a statistically 

significant reduction in BMI (Dimer et al., 2013). 

What is clear from these various programs is that positive outcomes in relation to modifiable 

CVD risk factors can be achieved in the short term, albeit with variable degrees of reduction in 

BMI. What is not clear, however, is evidence of sustainable long-term outcomes for Aboriginal 

and Torres Strait Islander health. 

2.11.2.3 Strength and Aerobic Fitness 

There is strong evidence that physical activity plays a key role in the prevention, management 

and improvement of CVD, type 2 diabetes and obesity (Bouchard, Blair & Haskell, 2012; 

Gebel, van der Ploeg, Fiatarone Singh & Bauman, 2012). For example, aerobic exercise has 

been shown to generate greater improvements in cardiorespiratory fitness and cardio-metabolic 

variables (Pescatello, MacDonald, Lamberti, & Johnson, 2015). In contrast, weight-bearing 

resistance exercise mainly affects muscular strength (through muscle fibre size and motor unit 

recruitment) and has positive effects on body composition, such as muscle mass and bone 

density (Yang, Scott, Mao, Tang & Farmer, 2014). 

Physical activity can be measured in a variety of ways that are generally categorised as either 

subjective or objective (Strath et al., 2013; Tudor-Locke & Myers, 2001). Subjective measures 

(self-reporting) are the most common and involve physical activity diaries and questionnaires, 

which are based on recall memory (Ainsworth, Cahalin, Buman & Ross, 2015). The advantages 

of using subjective measures include practicality, versatility, low cost and ease of use. 

However, there are limitations to self-reporting, including poor reliability and validity, 

participant memory bias and varied interpretation of questions (Ainsworth et al., 2015; Tudor-

Locke & Myers, 2001; Welk, 2002). 

Objective measures directly assess one or more domain of physical activity and can record 

multiple metrics such as number of steps, minutes, or intensity of activity or sets of activity 

(Strath et al., 2013). Researchers argue that there is no gold standard for objective measurement 

and the most frequently used tools include heart rate monitors, pedometers and direct 
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observation (Kelly, Fitzsimons & Baker, 2016; Ridgers & Fairclough, 2011). Objective 

measures are more precise than subjective measures (Welk, 2002) and capture the complexities 

of the physical activity domain (Kelly et al., 2016). 

One example of objective measurement through direct observation is the 6-minute walk test 

(6MWT), which measures the distance an individual is able to walk in 6 minutes, with the goal 

of walking as far as possible in that time. The 6MWT has been used in various populations 

including patients with chronic heart failure (Rasekaba, Lee, Naughton, Williams & Holland, 

2009) and chronic obstructive pulmonary disease (Casanova et al., 2007), healthy populations 

(Enright & Sherrill, 1998) and Aboriginal and Torres Strait Islander adults (Davey et al., 2014). 

A study conducted at the Derbarl Yerrigan Aboriginal Health Service in metropolitan Western 

Australia investigated the impact of creating a culturally safe cardiac rehabilitation program 

that utilised the 6MWT (Dimer et al., 2013). The study showed a statistically significant change 

in the 6MWT over a period of 8 weeks. Davey et al. (2014) also demonstrated a significant 

improvement in the 6MWT with their 8-week program, which involved two 1-hour exercise 

sessions and a 1-hour education session, conducted in collaboration with the Tasmanian 

Aboriginal Centre.  

A combination of resistance and aerobic training may be of more value than either aerobic or 

resistance training alone, in decreasing the risk factors associated with CVD (Schroeder, 

Franke, Sharp & Lee, 2019). This evidence supports current physical activity guidelines (Piercy 

et al., 2018) for Americans that recommend a combination of aerobic and resistance training 

to improve overall CVD health outcomes. 

The 2004 National Heart Foundation of Australia’s recommendation for low-to-moderate-level 

resistance activity for people with well-controlled and clinically stable CVD is still current 

today. This level of physical activity has been shown to improve muscular strength and 

endurance, and to enhance mental wellbeing (National Heart Foundation of Australia & 

Australian Cardiac Rehabilitation Association, 2004). 

2.11.2.4 Blood Chemistry 

Dyslipidaemia contributes to atherosclerosis and is another modifiable risk factor for CVD 

(AIHW, 2017). According to the 2018–19 NATSIHS, an elevated TC was self-reported by 

4.5% of all participants (ABS, 2019). Alarmingly, 23% of participants aged 55 years or older 

reported having high cholesterol levels. An exercise study involving 20 sedentary Caucasian 
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men (initial aged 30–51) over a 20-year period examined their plasma levels of low density 

lipid (LDL), HDL, TC and triglycerides (Teramoto & Golding, 2009). The study concluded 

that regular exercise has positive outcomes in terms of plasma lipid levels and a reduction in 

CVD risk for middle aged to older adults. Physical activity can also have a positive effect on 

oxidative stress levels. 

2.11.2.5 Inflammatory and Oxidative Stress Biomarkers 

Oxidative stress and inflammatory processes are now considered a common thread in many 

disease processes including obesity, diabetes, atherosclerosis and CVD (Upadhyay, 2015). The 

inflammatory response to the biomarkers is diverse and also predictable. There is wide 

recognition that in CVD and type 2 diabetes mellitus (T2DM), just as oxidative stress is 

predictably implicated, so is the inflammatory process involving the diverse biomarkers 

including; 8-hydroxy-2′-deoxyguanosine (8-OHdG), F2-isoprostanes, CRP and interleukins 

(Aguiar et al., 2013; Barry et al., 2018; Butkowski, Brix, Al-Aubaidy, Kiat & Jelinek, 2016; 

McGrowder, Anderson-Jackson & Crawford, 2013; Rabe, Lehrke, Parhofer & Broedl, 2008; 

Sushames, van Uffelen & Gebel, 2016). 

The importance of obesity as a contributor to the inflammatory process cannot be 

underestimated and the role of physical activity in reducing obesity measures is well 

established. 

2.12 Physical Activity Enabling Health and Wellbeing for Aboriginal and 

Torres Strait Islander People 

2.12.1 Physical Activity for Chronic Disease Management 

Low levels of physical activity have been shown to increase the risk of developing CVD 

(Nystoriak & Bhatnagar, 2018), whereas regular physical activity can decrease CVD risk 

factors including obesity, hypertension, type 2 diabetes and total plasma cholesterol (Bouchard 

et al., 2012; Gebel et al., 2012). Physical activity that results in reduced body weight and WC 

is recommended for the prevention and treatment of chronic disease such as CVD, diabetes and 

a range of cancers (WHO, 2010). 

Regular physical activity also has psychological benefits through the enhancement of social 

and emotional wellbeing (WHO & United Nations, 2011; WHO, 2019) and can improve overall 
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quality of life (United Nations, 2016). To address the increasing lack of physical activity in 

populations around the world, with the associated risk of deteriorating health status, the WHO 

created its Global Action Plan on Physical Activity 2018–2030. A key aspect of this plan is a 

systems-based approach whereby effective implementation of the plan requires leadership from 

government and partnerships at all levels to achieve a coordinated whole-of-system response 

(WHO, 2018). 

Physical activity is described according to intensity, duration and frequency and is defined as 

any body movement produced by skeletal muscles that results in energy expenditure 

(Caspersen, Powell & Christenson, 1985). Exercise is a subset of physical activity and is 

characterised by planned, structured and repetitive bodily movement done to improve or 

maintain one or more components of fitness (Armstrong, White & Saracci, 1992). Regular 

physical activity has been shown to be effective in the prevention of many health conditions 

such as CVD, type 2 diabetes and some cancers (Australian Government Department of Health, 

2014; Warburton & Bredin, 2016). 

Australia's physical activity and sedentary behaviour guidelines (Australian Government 

Department of Health, 2018) recommend a combination of moderate and vigorous activity on 

most days of the week, to improve health and wellbeing outcomes and decrease the risk of 

chronic disease. Current guidelines recommend that physical activity for adults aged 18–64  

years should involve 150–300 minutes per week of moderate activity and/or 75–150 minutes 

per week of vigorous activity, including muscle-strengthening activities on at least 2 days each 

week (Australian Government Department of Health, 2018). More than half of Australian 

adults (56%) are not meeting these physical activity guidelines, and adults living in regional 

and remote locations are even less active (62% and 61% respectively). Structured physical 

activity programs are proven to increase activity levels in the general population (Heath et al., 

2012) but relevant studies include only a very small percentage of Aboriginal and Torres Strait 

Islander people, and results are reported individually (Colagiuri et al., 2010). 

2.12.2 Physical Activity and Aboriginal and Torres Strait Islander People 

Data reported in the 2018–19 NATSIHS indicate that only 11% of Aboriginal and Torres Strait 

Islander people aged 15 years or older are meeting these Department of Health physical activity 

guidelines (ABS, 2019). Despite the high levels of physical inactivity and prevalence of chronic 

disease among Aboriginal and Torres Strait Islander communities, there has been little 
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evaluation of physical activity interventions. A recent systematic literature review identified 

that due to the lack of validated measures of physical activity in most intervention studies, it is 

unclear how successful the interventions were in increasing participants’ physical activity 

levels (Sushames et al., 2016). The review did identify positive evidence that physical activity 

programs improve short-term health outcomes such as weight loss, and various clinical markers 

(blood pressure, insulin levels, lipid profiles and BMI). What is clear from this systematic 

review is that comparison between studies is difficult because of heterogeneous study designs 

and outcome measures. One could argue that this difficulty in comparing studies is a good 

outcome as programs were meeting the needs of local communities, which is best practice 

when researching with Aboriginal and Torres Strait Islander communities. Currently, however, 

there is little available evidence relating to physical activity and health outcomes for Aboriginal 

and Torres Strait Islander people (Sushames et al., 2016). This is an important gap to have 

identified because it is known that increasing the amount of physical activity within Aboriginal 

and Torres Strait Islander communities can improve people’s quality of life (Shilton & Brown, 

2004). 

2.13 Justification for This Study 

It is clear from the literature that there is a multifaceted relationship between health care and 

health outcomes, which are closely linked to the social determinants of health. It is also well 

established that increasing physical activity and exercise has a positive effect on chronic 

disease such as CVD and type 2 diabetes. However, there is a lack of evidence linking physical 

activity to health outcomes for Aboriginal and Torres Strait Islander peoples. From the few 

published studies, the lack of validated measures of physical activity makes it unclear how 

successful the study programs were in increasing the participants’ level of physical activity. 

Additionally, there is limited evidence that explains the effects of physical activity programs 

on risk markers for CVD. This is particularly important in regard to Aboriginal men’s health 

and wellbeing. 

The relevance of creating a culturally safe space for exercise and health education for 

Aboriginal men is also under-explored. The 2014 Inter-Agency Support Group of Indigenous 

People’s Issues report (United Nations Economic and Social Council, 2015) highlights the need 

to ensure equality in health care as a key mechanism to improve outcomes for Aboriginal and 

Torres Strait Islander peoples. Fundamental to this is the role that Aboriginal leadership plays 

in self-determination. This is identified clearly in the Indigenous Allied Health Australia (2015) 
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cultural responsiveness framework, which ensures that consideration of culturally safe practice 

is central to improving health and wellbeing. 

The effectiveness of Aboriginal health programs is determined by the extent to which 

Aboriginal communities and practitioners lead and engage actively during every phase (Wise 

et al., 2012). Positive examples of empowerment through community control of activities to 

promote health awareness and behaviour change include the Family Wellbeing & 

Empowerment Program (McEwan, Tsey & Team, 2009) and the Bindjareb Yorgas Health 

Programme (Nilson, Kearing-Salmon, Morrison & Fetherston, 2015). 

At times, programs that engage Aboriginal communities and practitioners still have issues with 

retention rates. For example, Dimer et al.’s (2013) study involving a community-based cardiac 

rehabilitation program (exercise and education sessions) titled ‘Heart Health—for our people, 

by our people’ was predominately attended by women (64%) and reported an overall low 

retention rate of 29%. This was despite the community consultation sessions facilitated prior 

to the 8-week program and the fact that the study demonstrated a positive effect on BMI, blood 

pressure, WC and 6MWT. The reasons for the low retention rate are not explored in the 

publication. 

Aboriginal and Torres Strait Islander people are not homogeneous groups and it is important 

that exercise and health education programs are tailored to meet the specific and varying needs 

of different Aboriginal and Torres Strait Islander communities. For example, the needs of 

metropolitan Aboriginal people on the west coast of Australia are different from those of 

Aboriginal men in the regional setting of Albury Wodonga, NSW. 

The Australian Government initiative Closing the Gap provides an appropriate platform for 

this study, acknowledging that a holistic approach to health and wellbeing is a crucial step 

towards providing culturally safe services and closing the gap in health outcomes (Australian 

Government, 2017, 2020). In 2017 the Australian Government began a process entitled Closing 

the Gap Refresh where key targets would be updated in partnership with Aboriginal and Torres 

Strait Islander people. In 2019 the Australian Government and the Coalition of Aboriginal and 

Torres Strait Islander Peak Organisations signed a formal agreement to work in genuine 

partnership. A key distinction of this formal agreement is that Closing the Gap Refresh is 

moving towards a strengths-based approach with the aim of more Aboriginal community 

control and shared decision making (Australian Government, 2020). A consistent theme since 
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the beginning of the Closing the Gap campaign is the minimal improvement in outcome 

measures (Australian Government, 2020). Thus it is clear that a refresh is required to ensure 

Aboriginal and Torres Strait Islander people are engaged at all levels of decision making to 

implement effective change. 

This study has been designed in three phases 1/ evaluate Aboriginal men’s perceptions of health 

and perceived barriers to health care; 2/ explore the effects of a culturally appropriate tailored 

exercise and health education program on the physiological risk factors associated with CVD; 

and 3/ explore the experiences of Aboriginal men who participated in a culturally appropriate 

tailored exercise and health education program. 
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Chapter 3: Methodology 

3.1 Introduction 

Being an Aboriginal man is who I am and my identity is central to what I do when I am 

researching. I am originally from Brewarrina, NSW. I now live and work on Wiradjuri country 

in Albury Wodonga. It is important that I claim my position as an Aboriginal man and 

researcher at the centre of this research learning journey. As an Aboriginal researcher, I am 

acutely aware that I am in receipt of privileged information (Smith, 1999, p. 176). At times 

throughout my research journey, being in receipt of this privileged information has caused great 

deliberation to the point of me not writing in fear of not doing justice to the Aboriginal men’s 

voices while walking the line of academia. I have tried to overcome this fear by reflecting on 

the words of Lester Rigney (1997): ‘The Indigenous researcher is more aware and respectful 

of each other’s cultural traditions and accountable not only to their institutions but also to their 

communities. It is culturally appropriate that Indigenous Australians speak through Indigenous 

researchers’ (p. 118). This fear is still being worked through; I believe that I am slowly winning 

this battle and my thesis is a reflection of this. 

This chapter provides an overview of Aboriginal and Torres Strait Islander research history 

and situates this study in the broader context of Indigenous research. The philosophical 

framework addresses my ontological and epistemological position and alignment with a 

constructivist grounded theory approach that has informed the research design. An overview 

of Aboriginal and Torres Strait Islander research health principles illustrates how they provided 

a platform and framework for this study and facilitated human research ethics approval. Details 

about the exploratory sequential mixed methods approach provide a justification for the use of 

qualitative and quantitative data collection methods. The process of data analysis is detailed to 

demonstrate the strength of a mixed methods study design in addressing the research questions: 

1. Why do Aboriginal men of Albury Wodonga under-utilise the local AHS? 

2. What comprises a culturally appropriate, tailored exercise and health education 

program for Aboriginal men? 

3. Does a culturally appropriate tailored exercise and health education program decrease 

CVD risk markers in Aboriginal men aged 35–80 years? 
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4. What is the experience of Aboriginal men who participate in a culturally appropriate 

tailored exercise and health education program? 

I have chosen to write this chapter in the first person as it represents me as an Aboriginal man 

who lives and works within my local community. By writing in the first person I believe that I 

highlight an important aspect of Aboriginal research, situating my worldview as an Aboriginal 

man at the forefront. This is discussed further in the following sections. 

3.2 Background: Aboriginal and Torres Strait Islander Research 

History 

Aboriginal and Torres Strait Islander peoples are reported to be the most researched people in 

the world (Smith, 1999). Historically, most of this research has been carried out by non-

Indigenous people and has not been a positive experience for many Aboriginal and Torres Strait 

Islander communities (Smith, 1999). Researchers have a responsibility to cause no harm, but 

traditional forms of research are a source of distress for Aboriginal and Torres Strait Islander 

people because they employ inappropriate methods and practices (Cochran et al., 2008). 

Researchers and institutions must acknowledge that their approaches towards Aboriginal and 

Torres Strait Islander people have been historically and institutionally artificial (Sherwood, 

2009). As Aboriginal and Torres Strait Islander people joining this research world it does not 

mean that we are Aboriginal and Torres Strait Islander researchers; rather we should be seen 

as Aboriginal and Torres Strait Islander peoples who undertake research (Fredericks, 2008). 

This difference in perception is determined by how we undertake our research and how we see 

ourselves as Aboriginal and Torres Strait Islander peoples within our community (Nakata, 

1998; Rigney, 2001). By utilising Aboriginal and Torres Strait Islander ways of being, knowing 

and doing we become the managers of our solutions; self-determining our ways forward, and 

de-colonising our representations and hence our minds (Sherwood, 2010). 

3.3 Situating the Research 

It is important to highlight my perspective and influence over the research design; they shape 

the way I view the world. Aboriginal and Torres Strait Islander worldviews are holistic, 

incorporating the past, present and future through the layering of knowledges and lived 

experiences. Aboriginal and Torres Strait Islander worldviews are not static but are ever-

changing, shifting from historic/traditional to contemporary (Sherwood, 2010). As an 
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Aboriginal researcher it is imperative that I situate Aboriginal worldviews at the forefront in 

this study. This is demonstrated by adhering to information from two key sources: 

1. The 2016 Aboriginal Health & Medical Research Council (AH&MRC) Guidelines for 

Research into Aboriginal Health—Key Principles. These five key principles are net 

benefits for Aboriginal people and communities; Aboriginal community control of 

research; cultural sensitivity; reimbursements of costs; and enhancing Aboriginal skills 

and knowledge. 

2. The National Health and Medical Research Council (NH&MRC) (2018) Ethical 

Conduct in Research with Aboriginal and Torres Strait Islander Peoples and 

Communities: Guidelines for Researchers and Stakeholders. At the heart of these 

guidelines are six key principles: respect; spirit and integrity; reciprocity; equality; 

survival and protection; and responsibility. 

3.4 Philosophical Framework 

Intrinsic to being an Aboriginal researcher and doing research with and not on Aboriginal 

people is the fundamental requirement that Aboriginal and Torres Strait Islander voices are 

privileged. The privileging of Aboriginal and Torres Strait Islander voices in research 

immediately shifts the emphasis from object to participant/expert: 

Indigenist research is research which focuses on the lived, historical experiences, ideas, 

traditions, dreams, interests, aspirations and struggles of Indigenous Australians. It is 

Indigenous Australians who are the primary subject of Indigenist research. Indigenist 

research is research which gives voices to Indigenous people (Rigney, 1997, p. 118). 

In addition to privileging Aboriginal and Torres Strait Islander voices, culturally safe and 

culturally respectful research must also have an emancipatory imperative (free from oppression 

or restraint) and political integrity (Rigney, 1997). 

The Indigenous Research Framework developed by Martin-Booran Miraboopa (2003) builds 

on that originally developed by Rigney (1997) and identifies the following key principles 

(Martin-Booran Miraboopa 2003, p. 205): 

• recognition of our worldviews, our knowledges and our realities as distinctive and vital 

to our existence and survival; 
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• honouring Aboriginal social mores as essential processes through which we live, learn 

and situate ourselves as Aboriginal people in our own lands and when in the lands of 

other Aboriginal people; 

• emphasising the social, historical and political contexts which shape our experiences, 

lives, positions and futures; 

• privileging the voices, experiences and lives of Aboriginal peoples and also Aboriginal 

lands. 

This framework is utilised to inform research with and not on Aboriginal people, to provide 

outcomes and benefits as negotiated by and with the respective communities. Identifying the 

most appropriate method for conducting research with and not on Aboriginal people is difficult 

for researchers and research students but especially so for researchers who are Aboriginal 

themselves (Saunders, West & Usher, 2010). The difficulty I have found is walking between 

the two worlds of academia and my culture. I need to honour and privilege the voices of local 

Aboriginal men in a culturally appropriate way and to represent their voices through writing 

that meets academic doctoral requirements. This tightrope has been explored in literature 

pertaining to institutional racism within higher education and the experiences of Aboriginal 

and Torres Strait Islander academics (Smith, 1999). 

3.5 Ontological Perspective 

Ontology, the study of being or existing in the world, refers to the question of ‘whether or not 

there is a single objective reality’ (Liamputtong, 2010, p. 11). As an Aboriginal man I cannot 

disconnect from my culture. Every day I wake up as an Aboriginal man and go to bed as an 

Aboriginal man. 

This is my lived experience of being in the world. My ontological perspective is constructivist 

- based on the belief that although a physical reality exists, knowledge about that reality is 

socially constructed, allowing for the existence of multiple social realities (Charmaz, 2006, 

2008a, 2008c; Holloway, 2008). Culture underpins this research and culture has multiple 

realities and views: ‘Culture must not be assumed to be uniformly shared among some 

aggregate of people. Everyone does not know the same things’ (Irvine, 2002, p. 9). Within each 

community there are multiple realities and no single truth. Within the scope of this study there 

are multiple experiences of being and the group of Aboriginal men co-create a reality in 

collaboration with the researcher. 
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3.6 Epistemological Perspective 

Epistemology is concerned with the nature of knowledge and how knowledge is created 

(Denzin & Lincoln, 2005). This may also be considered a worldview. A worldview is a way of 

seeing things, a knowledge system that helps us to interact with and understand the world in 

which we live. Our worldview is something we learn as we grow; something that is passed 

down from one generation to the next. My epistemological perspective is informed by a social 

constructivist view. Constructivists believe that truth and meaning are not discovered but 

instead constructed within a social context (Crotty, 1998). This view that knowledge is co-

created by people and communities informs my approach to research and guided the design of 

this study. 

Researchers adopting a constructivist approach reject the notion of a single truth. When this 

approach is adopted in research design, it acknowledges that there can be many truths to a 

single experience; knowledge is constructed through experience (Liamputtong, 2010). 

A constructivist perspective requires a researcher’s position to be both interactive and 

subjective. The understanding is that complete objectivity is impossible and that knowledge is 

co-created through an interaction between the participants and the researcher (Charmaz, 2006). 

As an Aboriginal man, the complexities of co-creation were deepened by being an ‘insider’ 

researching within the community in which I live and work. 

3.7 Insider Research 

As an Aboriginal man engaging in research with Aboriginal communities, I am unable to 

detach myself from this study. This is because relationships already exist within my 

community. I can, however, position myself to reduce bias as an insider researcher. 

As an Aboriginal man living and working in the community on Wiradjuri country, I have built 

relationships based on acceptance and trust over the course of 17 years. The challenge for me 

as an Aboriginal man, undertaking research within my local community, is to not put the 

relationships I have built in a position of risk. To honour this trust and acceptance by my 

community, it is essential that I act with integrity and ensure transparency of the research 

process for the participants by adhering to the AH&MRC Guidelines for Research into 

Aboriginal Health—Key Principles  (2016). Insider research must be as ethical and respectful, 

reflexive and critical, as outsider research. (Smith 1999, p. 139). Each encounter I had with 
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participants and the broader community was underpinned by ethical principles and informed 

by my personal and professional integrity. The study was designed to place community at the 

forefront of this study, to reduce the influence of my bias as an insider researcher: ‘Indigenous 

researchers work within a set of “insider” dynamics and it takes considerable sensitivity, skills, 

maturity, experience and knowledge to work these issues through’ (Smith, 1999, p. 10). 

Aboriginal researchers must be able to interact across the community, be respectful of family 

and kinship obligations, and appreciate the politics of the community from an Aboriginal 

perspective. Aboriginal communities do not necessarily discriminate between personal and 

professional identities when judging a person’s character and worthiness of respect (VicHealth 

Koori Health Research and Community Development Unit, 2001). To manage this community 

interaction I ensured at all times that I adhered to the AH&MRC Guidelines for Research into 

Aboriginal Health—Key Principles (AH&MRC, 2016) and the NH&MRC Ethical Conduct in 

Research with Aboriginal and Torres Strait Islander Peoples and Communities: Guidelines for 

Researchers and Stakeholders (NH&MRC, 2018). This cultural knowledge infused every facet 

of the research design and informs my decision making as a researcher. 

The benefits of being an ‘insider’ include having a greater understanding of the culture being 

studied (Pugh, Mitchell & Brook, 2000); not changing the flow of social interaction unnaturally 

(Kennedy, 1999); and having an established relationship between the researcher and 

participants that encourages truth telling (Leininger, 1985). Being an ‘insider’, I was part of 

the group; I had already established rapport but I needed to establish my researcher role with 

integrity and transparency. Being an ‘insider’ through my existing relationships with the 

participants, however, did allow trust to be developed more quickly than if I had been a 

researcher from the ‘outside’. In grounded theory methodology, the researcher intentionally 

becomes immersed in the participants’ world (Glaser & Strauss, 1967). Therefore, a grounded 

theory researcher attempts to be an ‘insider’ (Bowers, 1988). 

3.8 Grounded Theory 

Grounded theory as a methodological framework was developed by Barney Glaser and Anselm 

Strauss (1967) to construct proposals about issues of importance in people’s lives. Grounded 

theory begins with a general area of interest and allows participants to describe issues they find 

important; the intent is not to discover differences between groups. A strength of grounded 

theory as a methodological approach is that it is well suited to investigating social processes 
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for which little previous research has been undertaken (Milliken, 2010), as is the case for this 

study. 

A constructivist perspective rejects an objectivist view of human knowledge, challenging the 

idea that there is no objective truth waiting to be discovered (Charmaz, 2006; Crotty, 1998). 

The constructivist view is that truth only exists through interaction with the realities of the 

world and makes the assumption that meaning is constructed rather than discovered (Levy, 

2006). A constructivist grounded theory perspective aligns closely with the Indigenous 

Research Framework by privileging Indigenous voices and promoting Indigenous people and 

communities from ‘object’ to ‘participant/expert’. 

3.8.1 Constructivist Grounded Theory 

The use of a constructivist grounded theory approach facilitates the building of respectful 

relationships because it acknowledges that the researcher constructs theory through interaction 

with their participants, rather than discovering theory through the data (Charmaz, 2006). 

Constructivist grounded theory places priority on the phenomena of the study and sees both 

data generation and data analysis as created from shared experiences and relationships with 

participants. It challenges the presumption that theory can be created independently of the 

researcher, acknowledging that any emergent theory is an interpretation that is co-constructed 

by the participants and the researcher (Charmaz, 2006, 2008a, 2008c). The researcher and the 

participants are partners in the co-construction of meaning (Charmaz, 1994a, 2006). This 

collaborative approach is of fundamental importance in Indigenous research because it pays 

due respect to the damaging historical legacy of research for many Indigenous communities. 

Additionally, the use of grounded theory requires the researcher to adopt a more neutral view 

of human action in a social context (Simmons, 2006). This methodological approach allows 

the formation of theory that reveals an understanding of social experiences, without 

diminishing their complexity (Charmaz, 2006, 2008a). 

This methodology prioritises the experiences of participants over those of the researcher, the 

analysis and the method. This prioritisation of participant experiences is the crucial difference 

that Charmaz (2000) identifies between objectivist and constructivist grounded theory. It is 

important that I reflect on my position as an insider researcher—an Aboriginal man who lives 

and works in my community. There is a risk that I am too close to the data. This perceived risk 
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of being too close to the data aligns with constructivist grounded theory. A distinct difference 

in adopting a constructivist grounded theory approach is the role of the participant and the 

researcher in the process of co-creating knowledge and exploring the nature of the knowledge 

generated (Charmaz, 2014). In grounded theory, the researcher intentionally becomes 

immersed in the participants’ world; this is also my world as an Aboriginal man (Glaser & 

Strauss, 1967). Being immersed in this world as an insider is very important but equally 

important is having the ability to step back and ask questions about the data (Bowers, 1988). 

As a researcher you need to maintain a position that allows you ‘to see both worlds 

simultaneously, to make comparisons between them, discover how they are similar, and how 

they are different’ (Bowers, 1988, p. 44). I explain the strategies I utilised to aid reflexivity 

during this study, in Section 3.10. 

By living and working in the local Aboriginal community, spending time with these fullas and 

through careful listening, I gained an authentic perspective on Aboriginal men’s experiences. 

This was highlighted by one of the participants in Phase 1 of the project when we were yarning 

(see Section 4.3.2) about building long-term meaningful and trustful relationships with HPs: 

This is the first time this has been done eh? Well there you go, because no one is interested. 

(Bob) 

In summary, a constructivist grounded theory approach facilitates the building of respectful 

relationships because the researcher constructs theory through interaction with the participants, 

rather than discovering theory through the data (Charmaz, 2006). The Indigenous Research 

Framework is utilised to inform research with and not on Aboriginal people, to provide 

outcomes and benefits as negotiated by and with the respective communities. A constructivist 

perspective aligns closely with the Indigenous Research Framework by privileging Aboriginal 

and Torres Strait Islander voices and promoting Aboriginal and Torres Strait Islander people 

and communities from ‘object’ to ‘participant/expert’. 

The constructivist grounded theory approach is cyclical, involving an iterative process of data 

collection, analysis and theory building (McCann & Clark, 2003). To facilitate this iterative 

process an exploratory sequential mixed methods research design was considered the most 

appropriate for this study, consisting of three phases of data collection to explore the research 

questions. 
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3.9 Research Design 

Mixed methods research is considered superior for illuminating a complex problem relative to 

either a qualitative or quantitative approach used alone (Creswell & Plano Clark, 2018). A 

combination of qualitative and quantitative methods of data collection enables more than one 

way of viewing, interpreting and knowing, thereby leading to a deeper understanding of 

complex human phenomena (Johnson & Gray, 2010). The complexity of issues that might 

explain why Aboriginal men under-utilise their local AHS, and how they evaluate the 

effectiveness of a cardiovascular exercise and health education program, requires a 

comprehensive research design comprising both qualitative and quantitative elements. An 

‘exploratory sequential design’ mixed methods approach was considered most appropriate. The 

exploratory sequential mixed methods design is illustrated in Figure 3.1 and involved an initial 

qualitative phase of data collection and analysis (Phase 1), followed by a phase of quantitative 

data collection and analysis (Phase 2), with a final phase linking the qualitative and quantitative 

data (Phase 3) (Creswell & Plano Clark, 2018). 

The exploratory sequential mixed methods approach is an appropriate choice because it is 

based on the premise that exploration is needed if the variables are unknown, or if there is no 

guiding framework or theory. Each of the project stages was designed to complement the others 

and the results of each phase informed subsequent phases of the study (Creswell & Plano Clark, 

2018). 

The strength of a mixed methods research design relies on multiple forms of data collection, 

which enriches understanding of the issue of concern and enhances validity of the study (Morse 

& Niehaus, 2009). An advantage of this research design is that the separation of a large study 

into separate phases enables easier description, implementation and reporting. The biggest 

challenge for this research design is the considerable time it takes to implement and complete 

mixed methods research (Creswell & Plano Clark, 2018). 
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Figure 3.1: Exploratory mixed methods design illustrating the three phases of this study 

(adopted from Creswell & Plano Clark, 2007) 

The purpose of the initial qualitative phase was to explore the reasons why Aboriginal men 

under-utilise the local AHS. Data from this phase were important in informing the development 

of Phase 2—the exercise and health education program. Phase 2 comprised the quantitative 

study, which was designed to evaluate the effectiveness of a 10-week cardiovascular exercise 

and health education program. The third phase provided a second opportunity for qualitative 

data collection, following the men’s participation in the exercise and health education program. 

An important aspect of this research design is that the three studies were conducted sequentially 

to create an appropriate structure for data collection; achieve an adequate level of focus and 

participant immersion for each stage of data collection; and ensure appropriate rigour for both 

qualitative and quantitative data collection (Creswell, 2014). This sequential scheduling also 

enabled an iterative process of data collection, analysis, critical reflection and theory building. 

Time and space for critical reflexivity is fundamental to any research activity but crucial for 

practice as an insider researcher (Bowers, 1988). 

3.10 Field Notes 

Field notes can enhance the rigour of qualitative research by creating a meaningful space for 

reflexivity (Creswell & Poth, 2017). I made field notes in a research journal throughout this 

study to record my personal thoughts and feelings, and my shifting perspective during the 

Phase 1 
Qualitative 

Phase 2A, 2B & 2C 
Quantitative 

Phase 3 
Qualitative 
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various phases of recruitment, data collection and analysis. In the early stages of the study, it 

was helpful to make notes about conversations with community members and my supervisors. 

Towards the end of the study, these personal notes allowed chronological recording of detail 

about 20 exercise and health education sessions. This structured and objective work enabled 

my reflection on how the exercise and health education sessions were running; reflecting on 

my reactions to the participants and examining how I felt throughout the project, which in turn 

provided reasons and rationales for my decision making. Reflexivity is the process of reflecting 

critically on the self as a researcher. It is a conscious experiencing of the self as both inquirer 

and respondent, as teacher and learner, as the one coming to know the self within the process 

of research itself (Denzin & Lincoln 2003, p. 283). 

 

3.11 Data Management 

Effective data management is an essential aspect of ensuring privacy and confidentiality of 

participants and contributes to assuring trustworthiness of the research outcomes 

(Liamputtong, 2010). In this project, data were maintained in two formats: raw data and de-

identified data. 

Each of the yarning sessions was audio recorded using an OLYMPUS® digital voice recorder. 

The audio files were downloaded to a password-protected computer and transcribed verbatim. 

Participants were de-identified in the transcripts with the use of pseudonyms, allocated by the 

lead researcher. The lead researcher had sole access to the password-protected computer to 

ensure confidentiality of the participants. 

A process of member checking was used to provide participants with the opportunity to verify 

transcripts of the yarning sessions. A printed copy of the transcript was made available to each 

of the participants, to give them an opportunity to provide comment prior to data analysis. This 

audit strategy provided participants with the opportunity to make changes to the transcript, 

clarify their statements or make an additional contribution. This process of member checking 

is important to ensure credibility of the data (Birt, Scott, Cavers, Campbell & Walter, 2016). 

Although each participant had this opportunity, all participants were happy with the transcripts 

as they were. 
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The yarning session transcripts were uploaded to NVivo to facilitate data analysis. Nvivo 

facilitated the data analysis process in three ways: storage of data, collation of data and data 

coding. 

3.12 Ethical Considerations 

My cultural mentor is Uncle Tunny Murray, a Wiradjuri Elder. Uncle Tunny has provided me 

with cultural knowledge and advice related to my challenges of walking in both worlds and 

how to navigate these different paths. It was fundamental to the success of this project that I 

had a cultural mentor, particularly as my two supervisors are non-Indigenous academics. 

This research was approved by the AH&MRC Ethics Committee (NSW) (approval number 

951/13) and CSU Human Research Ethics Committee (approval number 2013/159). The 

AH&MRC Guidelines for Research into Aboriginal Health—Key Principles (2016) are net 

benefits for Aboriginal people and communities; Aboriginal community control of research; 

cultural sensitivity; reimbursement of costs; and enhancing Aboriginal skills and knowledge. 

In this study, these key principles were implemented as detailed in Table 3.1 
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Table 3.1: Implementation of the AH&MRC Guidelines for Research into Aboriginal 

Health—Key Principles 

AH&MRC 
key principle 

Evidence 

Net benefits for 
Aboriginal 
people and 
communities 

The health and wellbeing of Indigenous Australians has been identified as 
a critical problem with high levels of chronic illness, morbidity and 
mortality compared with other Australian population groups (Thomson, 
2010). This study provides an exemplar for how to improve participation 
rates in Aboriginal health promotion programs and enhance commitment 
to these programs for the improved wellbeing of Aboriginal communities. 
Maintaining good health is a long-term project for every individual and 
requires commitment that comes from understanding the issues and a 
model that is easily followed. 
Additional note: 
There has been a flow-on effect from the completion of Phase 2 and 3 of 
the project. The participants were keen for the exercise program to 
continue past the research project period. By following the processes of 
reciprocity, which is a key ethical component of Aboriginal and Torres 
Strait Islander research, the exercise program has continued with the lead 
researcher facilitating the exercise program. Funding was sourced to 
continue the exercise program twice weekly in a local gym for 12 weeks 
during winter (this is discussed in further detail in Chapter 7). 

Aboriginal 
community 
control of 
research 

This study demonstrates clear evidence of respectful engagement with the 
local Aboriginal community, which is linked to Aboriginal community 
control of research. Community consultation is considered pertinent in 
PHC and this research proposal was presented to the following 
organisations: AWAHS; Albury–Wodonga Aboriginal Community 
Working Party; and the local Elders Group. Presentation of the original 
research proposal to the local Aboriginal community, and seeking 
feedback on the prospective research project, provides an exemplar of 
PHC philosophy. The local Aboriginal community has control of this 
research and this has been highlighted through the community 
consultation process. All data were taken back to each participant to 
ensure accuracy. The protection of participants’ privacy and 
confidentiality was a key priority. All elements of data collection, 
analysis and reporting of participant identity were protected. That is, all 
documents were de-identified, with audio recordings being made 
available only to the lead researcher and the transcriber. The transcriber 
was briefed as to how the data were to be protected, ensuring privacy and 
confidentiality at all times. Pseudonyms were used for participant quotes 
and de-identified data are stored securely. In addition, care was taken to 
ensure that participants’ experiences were not discussed in a way that had 
the potential to identify them when presenting the study outcomes. Any 
manuscripts that arise from this thesis will be taken back to the 
participants to ensure accuracy of interpretation and continuing 
Aboriginal community control of the study. 



43 

AH&MRC 
key principle 

Evidence 

Cultural 
sensitivity 

Being an Aboriginal man who lives and works in the local area I have a 
deep understanding of cultural sensitivity and safety. I have a strong 
understanding of the diversity of Aboriginal peoples and a clear and 
thorough understanding that we as Aboriginal peoples are not experts on 
all Aboriginal matters. The principles of beneficence, respect for human 
dignity and justice underpin this research. Participants were encouraged 
to share, debrief and ask questions before they gave consent to participate 
in each phase of the study. It is important to note my position of influence 
in the community as a board member of the AWAHS. This was a 
significant ethical consideration. To minimise the risk of coercion, it was 
made clear to potential participants that the study was strictly 
independent of my role at AWAHS. It was also made clear through the 
consent form (Appendix 1) that participation was voluntary and 
participants had the right to withdraw consent and cease any further 
involvement in the study at any time, without giving reasons and without 
any penalty. Also, if the participants decided to withdraw their consent 
this would not affect any services they received. This research recognises 
and acknowledges the diversity of Aboriginal and Torres Strait Islander 
people’s cultures and values.  

Reimbursement 
of costs 

There were no out-of-pocket expenses for AWAHS. The screening 
process for Phase 2 of the study was conducted through the Annual 
Health Assessments, which is a service funded through the Medicare 
scheme. This ensured that AWAHS did not incur any additional expenses 
in relation to this study. The hiring of the exercise equipment and the 
analysis of urine markers was enabled through CSU research funding. 

Enhancing 
Aboriginal 
skills and 
knowledge 

The education sessions conducted in Phase 2 of this study were 
conducted by an Aboriginal podiatrist (male); Aboriginal mental health 
worker (male); Aboriginal men’s health coordinator (male); dietician 
(female); and physiotherapist (male). All staff members except the 
physiotherapist and podiatrist were employed by AWAHS. The purpose 
of employing the skills and expertise of health professionals was to 
enhance the participants’ health literacy. This is discussed in Chapter 6. 

 

To clarify the methods for data collection and data analysis, each phase of this study is 

presented separately in the following sections: Phase 1; Phase 2; Phase 3. 

3.13 Phase 1 

The purpose of this initial phase of the study was to explore in broad terms, the reasons why 

Aboriginal men under-utilise AWAHS. An additional intended outcome was to explore interest 
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among the men for a cardiovascular exercise and health education program, and to provide an 

opportunity for the men to suggest what they would want to see in such a program. 

3.13.1 Participant Recruitment 

A homogeneous convenience sampling technique was used to recruit Aboriginal men between 

the ages of 35 and 80 years, living in the Albury Wodonga area. Homogeneous convenience 

sampling involves recruitment of participants who have particular knowledge of relevance to 

the study and are willing to participate in the research (Morse & Niehaus, 2009). Information 

about Phase 1 of the study was provided through the use of advertising posters displayed at 

AWAHS—in the waiting room as well as at the AWAHS Men’s Shed, Westside Community 

Centre, Albury; the local newspaper (Appendices 3 & 4); and yarning with men at both the 

Men’s Shed and local Aboriginal community events. Sixteen participants expressed an interest 

in participating in Phase 1 by contacting the researcher in person. Individual meetings were 

arranged with each participant to yarn about the specifics of Phase 1, utilising the details in the 

‘Invitation to Participate and Information Sheet’ (Appendix 5). Once the potential participants 

were confident that they understood the purpose of the study, they provided written consent for 

Phase 1 (Appendix 6). I clarified my role as an AWAHS Board member with each of the 

potential participants, as being completely separate to this study. 

3.13.2 Data Collection Methods 

Data collection for Phase 1 involved two yarning sessions as the primary mode of engaging 

and interacting with the participants. Yarning as a data collection method is discussed in detail 

below. One yarning session was held at the AWAHS Men’s Shed and seven participants 

attended. The second session was facilitated at the Westside Community Centre and nine 

participants took part. 

The AWAHS Men’s Shed was chosen as the site for the first yarning session as this is a local 

place for Aboriginal men to get together to yarn and complete specific projects that are 

affiliated with the Men’s Shed. As an outcome of this first yarning session, the men decided 

that the second yarning session should be conducted at Westside Community Centre in West 

Albury, where a few of the older Aboriginal men live, making it logistically easier for these 

participants to be involved. 
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The second yarning session at Westside Community Centre was well attended and the sharing 

of knowledge and experience was a very humbling experience. To hear the voices of local 

Aboriginal men was an honour and a privilege. 

3.13.2.1 Yarning 

Yarning is a term used by Aboriginal people to mean a conversation or dialogue between 

Aboriginal people. Yarning in the context of research has been described as ‘an informal and 

relaxed discussion … that requires the researcher to develop and build a relationship that is 

accountable to Indigenous people participating in the research’ (Bessarab & Ng’andu, 2010, p. 

38). Yarning was considered the most appropriate data collection method for the qualitative 

phases of this study. Yarning is a well-known relaxed form of communication/story-telling 

with Aboriginal people and is used in everyday interactions with other Aboriginal people. It is 

the way we make sense of our lived experience (Geia, Hayes & Usher, 2013). Yarning helps 

facilitate in-depth discussions that result in thick description. While this may also be common 

with other qualitative data collection methods, yarning offers Indigenous people a more relaxed 

approach whereby they can talk freely about their experiences (Bessarab & Ng’andu, 2010). 

Bessarab and Ng’andu (2010) identify four types of yarning: social yarning; research topic 

yarning; collaborative yarning; and therapeutic yarning, as detailed in Table 3.2. 

The main advantage of using yarning as a research tool is that it facilitates the generation of 

rich data by encouraging Aboriginal people to talk openly about their experiences in a 

culturally safe environment. Yarning also allows the researcher time and space to explore 

topics in more depth with the participants (Bessarab & Ng’andu, 2010). Yarning ensures that 

voices of the participants are privileged, which shifts the emphasis from object to 

participant/expert and this empowerment is fundamental in Indigenous research. The challenge 

of using a yarning method, however, is knowing when to bring the yarn to a finish. 

Additionally, a yarning session will generate large amounts of data (Bessarab & Ng’andu, 

2010). Based on my experience in this study, bringing the yarn to a close was not a problem 

but there was the challenge of managing a large volume of data. In part, this was because of 

the length of each of the yarning sessions and this is discussed in the following section. 
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Table 3.2: Four types of yarning in the context of research 

Type of yarning Description 

Social yarning Conversation that takes place before the research or topic 
yarn. It is informal and often unstructured and follows a 
meandering course that is guided by the topic that both 
people choose to introduce into the discussion. Yarns of this 
nature can include gossip, news, humour, advice and 
whatever information both parties feel inclined to share in the 
moment. It is usually during the social yarn that trust is 
developed and the relationship is built. The researcher is 
accountable to the research participant.  

Research topic yarning Relaxed but purposeful, to gather information related to the 
research topic. A yarn that takes place in an unstructured or 
semi-structured research interview. The sole purpose is to 
gather information through participants’ stories that are 
related to the research topic. While the yarn is relaxed and 
interactive it is also purposeful with a defined beginning and 
end. Research topic yarning is a conversation with a purpose. 
The purpose is to obtain information relating to the research 
question.  

Collaborative yarning Yarn that occurs between two or more people where they are 
actively engaged in sharing information about a research 
project and or a discussion about ideas. Collaborative yarning 
in research can involve exploring similar ideas or bouncing 
different ideas in explaining new concepts. The sharing of 
research findings can lead to new discoveries and 
understandings.  

Therapeutic yarning Yarn takes place during the research conversation where the 
participant in telling their story discloses information that is 
traumatic or intensely personal and emotional. The researcher 
switches from the research topic to the role of a listener 
where the participant is supported in giving voice to their 
story, is assisted to make sense or have their story affirmed. 
In doing so the meaning-making emerging in the yarn can 
empower and support the participant to re-think their 
understanding of their experience in new and different ways. 
This type of yarn is not a counselling yarn.  

Source: Bessarab and Ng’andu (2010, p. 40) 
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3.13.2.1.1 The use of yarning sessions for data collection 

Social yarning and collaborative yarning were the methods used to gather the qualitative 

information for this project. 

Social yarning was used to inform community members about the research and was also the 

process used to recruit the men to Phase 1 of the study. Social yarning was used as a way of 

building a connection and establishing a relationship with the fullas before I initiated the 

research topic yarning. To build this connection, I used an Aboriginal introduction—I told them 

a bit about myself, my family and my mob, where I grew up. This sharing allowed me to create 

a common link if I did not already know the person. In the event that I knew the person, we 

yarned about what had been happening, how their day had been, what had been happening in 

the community. Once I felt that the social yarn was becoming more comfortable (through body 

language and more conversation taking place), I was able to introduce collaborative topic 

yarning. At this point I sought confirmation that the participants were agreeable to me using 

the voice recorder. 

Collaborative yarning is similar to the process used in a semi-structured interview and was used 

in the two yarning sessions (AWAHS Men’s Shed and Albury Westside Community Centre), 

to gather information through the participants’ stories related to the research questions. I used 

questions that assisted in focusing the conversation during the collaborative yarning sessions 

(Appendix 7). 

The aim of including multiple participants in each yarning session was for the Aboriginal men 

to feel more comfortable as part of a group and be more likely to attend the session and engage 

in yarning. A culturally safe environment that includes community, social networks and culture 

as core components has been shown to improve health and wellbeing outcomes (Mellor, 

McCabe, Ricciardelli, Mussap & Tyler, 2015). A culturally safe space was created, as  reflected 

in the number of men who participated and the duration of each of the yarning sessions, as 

detailed in Table 3.3. It was clear that once the men were together they felt extremely 

comfortable to yarn with each other and myself, as the researcher and facilitator. 
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Table 3.3: Overview of Phase 1 yarning sessions 

Location Number of participants Duration of yarning 
session 

AWAHS Men’s Shed 7 1 hour 50 min 

Albury Westside 
Community Centre 

9 2 hours 

 

3.13.3 Data Analysis 

Data analysis in the context of grounded theory involves a series of coding processes: 

initial/open coding; intermediate coding/selecting core categories; and advanced/theoretical 

coding. Memoing, constant comparative analysis, continuing data collection and theoretical 

sensitivity inform these coding processes. A useful model that illustrates the interplay between 

grounded theory methods and processes was published by Chun Tie, Birks and Francis (2019). 

Appendix 8 provides definitions for each of these key processes. 

As this process of data analysis was continuous throughout all three phases of the study, it is 

useful at this point to illustrate the interconnection between the codes, categories and major 

themes that emerged through analysis of the data generated from the two initial focus groups 

in Phase 1 (Table 3.4). 

Table 3.4: Major themes, categories and codes related to the initial yarning sessions 

Major theme Categories (sub-themes) Codes (issues arising from 
the initial focus groups) 

Aboriginal men’s attitudes 
towards health 

- Aboriginal health and 
family 
- Aboriginal men—
protectors and providers 

- Sense of inevitability and 
overcoming this sense of 
inevitability 
- Men’s complex cultural 
role as protector and 
provider 

Communication - Aboriginal men yarning 
with each other 
- Barriers to communicating 
with health professionals 

- Positive approach 

Commitment to change - Increasing commitment to 
change by overcoming 
barriers 

- Social determinants of 
health 
- Holistic approach to health 
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Major theme Categories (sub-themes) Codes (issues arising from 
the initial focus groups) 

- Aboriginal men making a 
commitment to change 
- Supporting Aboriginal men 
to commit to changing 
health outcomes 

- Easy access 
- Education sessions 
(straightforward 
information) 
- Basic education 
- Being told you’re at risk 
- Confidence 
- Correct mindset 
- Educated trainer 

Accessing health care - Fear limits access to health 
services 
- Fear is good at times to 
access health services 
- Delaying access to health 
services 
- Strategies that may 
increase Aboriginal men’s 
engagement with health 
services 
 

- Culturally appropriate 
- Dysfunctional family 
- Frightened of going to 
AMS 
- Judgement (inappropriate 
language) 
- Lack of understanding 
- Not afraid 
- Not caring 
- Political 
- Separate waiting room 
- Time factors 
- Unknown fear is good 
sometimes 
- Wait until something is 
wrong 
- White people 

Engaging Aboriginal men in 
health programs 

- Education and poor health 
outcomes 
- Culturally appropriate 
services 
- Motivation 

- Engagement 
- Empowerment 
- Health education 
- Health literacy 
- Supportive environment 
- Individual, families and 
communities 
- Yarning sessions 
- Positive outcomes 
- Disempowerment 
- Encouragement 
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When using a constructivist grounded theory approach, data analysis takes place 

simultaneously with data generation (Charmaz, 2006). Following the first yarning session at 

AWAHS Men’s Shed, I listened to the audio recording multiple times and read verbatim 

transcripts on several occasions. The transcripts were then de-identified and uploaded to NVivo 

(a data management software tool) to facilitate data analysis through a process of classifying, 

sorting and arranging information into codes and categories. This way of working requires the 

researcher to ‘stay close to the data, keep codes simple and precise, construct short codes, 

preserve actions, compare data with data and remain open’ (Charmaz, 2006, p. 46). Once I had 

read, re-read and completed initial coding of the yarning transcript, I was fully immersed in the 

data. It was important that I completed this initial data analysis prior to facilitating the second 

yarning session at the Albury Westside Community Centre. After this second yarning session, 

I progressed the process of data analysis. 

3.13.3.1 Initial/Open Coding 

Initial or open coding is the first step in coding qualitative data, where the aim is to sort and 

organise the data so that further analysis can take place (Chun Tie et al., 2019; Liamputtong, 

2010). This process involves seeing patterns emerge in the data by comparing incidences and 

then simply naming these patterns (Glaser, 2002a). Charmaz (2006) highlights that the 

researcher is required to take an open stance during this stage. During this open coding stage, 

I was reflecting on a few key ideas: ‘what does this really mean to the participants?’ and ‘what 

is happening and why?’ Through repeated immersion in the data and continuing reflection, 

patterns began to emerge in the data (Liamputtong, 2010). Table 3.5 provides an example of 

open coding for Phase 1 of this study. 
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Table 3.5: Phase 1 Initial/open coding example 

Data from focus group Open code 

‘Our people are a very strong resilient people. We are that 
resilient that we get down to a point where a friend of ours died 
of cancer, so you know, there goes the smokes, so throw away the 
smokes. Wake up call. But doesn’t mean that too long we are 
back on it again. You get a message, cousin such and such died, 
he’s only 40 something or 30 something or even 20 something. 
Alcohol poisoning, you know his liver. Oh man! Oh last beer I 
am going to have. Next week, back on the beer’. 
‘Only one of my family has made it past 55. One. I’ve got an 
Aunty in Redfern. That’s the only one. The rest of ‘em, all heart 
problems. Genetic. Can’t beat genetics’. 
‘One of my opinions, Brett, is that often the guys don’t access 
health care at the early stages because they wait to they get 
actually sick or where they can feel it or can’t move or 
something is physically wrong before they seek health care. 

Men’s attitudes 

 
Health concerns 
 

Family 

Accessing health 
services 

 

3.13.3.2 Memos to Facilitate Intermediate Coding/Selection of Core Categories 

Memos are records of thoughts about codes, categories and their connections (Charmaz, 2006) 

and are used throughout the process of data analysis to note ideas and reflect; they have no 

predetermined course (Birks, Chapman & Francis, 2008, p. 69; Locke, 2001). Two methods to 

assist in writing memos are clustering—a form of diagramming the properties of a category or 

process; and free-writing—to get ideas on paper with an open mind (Charmaz, 2006). I used 

memos for the deep and repeated questioning of the data, to facilitate the emergence of theory. 

This memoing created time for reflexivity, which allowed me the space to implement and enact 

the principles of Rigney’s (1997) Indigenist research—privileging Indigenous voices; enact 

culturally safe and culturally respectful practice; and ensure political integrity. The example in 

the box below illustrates implementation of Indigenist research principles through a process of 

memoing. 
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Prior to the start of the exercise and health education program I was able to reflect on the 

structure of the program. It was explicitly set up to accommodate the five key themes that 

emerged from Phase 1 (Aboriginal men’s attitudes towards health; communication; 

commitment to change; accessing health care; and engaging Aboriginal men in health 

programs). By explicitly weaving these five key themes into the exercise and health 

education program I was able to demonstrate culturally respectful research through 

privileging the men’s voices, which in turn created a culturally safe environment for the 

participants. 

 

 

 
Figure 3.2: Examples of memos used to facilitate intermediate coding/selection of core 

categories 

Memoing was an important element of data analysis during all three stages of this study and 

assisted my reflexivity. I used a notebook to write down key ‘notes to self’ as a way of 

highlighting important aspects (codes and categories) and how they might fit into the bigger 
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picture. The examples in Figure 3.2 are excerpts from memos in which the aim was to group 

together codes and categories, as a starting point for generating key themes. Creating these 

memos allowed me to become more deeply immersed in the data and enabled testing of the 

emerging themes through the development of semi-structured questions for Phase 3 data 

collection. Appendix 9 presents an example of the field notes for Phase 2. 

3.13.3.3 Constant Comparative Analysis 

The process of constant comparative analysis is core to a grounded theory approach and assists 

the researcher to see patterns in the data (Glaser, 2002a). During the coding process, data are 

organised and re-organised as more codes are generated through the process of data analysis. 

At this stage I sat with one of my supervisors and began to compare and categorise the data at 

a very general level. Through a process of constant comparative analysis, open codes were 

formed into categories and description of the categories became more detailed. The example 

described in Table 3.6 was developed when similarities were identified between codes, and 

multiple codes were clustered to form the category ‘accessing health care’.  

Table 3.6: Phase 1 categories taking shape 

Open code title with an example Category 

Culturally appropriate: 
Of all the years I have been working in Aboriginal health, I’ve 
only seen one Aboriginal doctor. And we had a good rapport. 
Everyone had a good rapport. See he knows how to talk. That’s 
why we need, why we are on the ground there now, us 
Aboriginals. Trying to get our mob serviced properly. 

Accessing health care 

Judgement: 
Personally for myself the 3 times that I have accessed this service 
in the last 12 months I have felt like the doctors judged me. 

Frightened of going to the AHS: 
It is a common thing right through the Aboriginal community, it 
don’t matter what community you go to. Aboriginal men don’t like 
people looking at them and telling them that they are going to die 
tomorrow they’re frightened of dying and they don’t want to hear 
it. 
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3.13.3.4 Theoretical Sensitivity 

Theoretical sensitivity is the ability to know when you identify a data segment that is important 

to your theory (Chun Tie et al., 2019). Birks and Mills (2015) define theoretical sensitivity as 

‘the ability to recognise and extract from the data elements that have relevance for the emerging 

theory’ (p. 181). Conducting ground theory research requires a balance between keeping an 

open mind and the ability to identify elements of theoretical significance during data generation 

and/or collection and data analysis. When an insider researcher utilises a grounded theory 

methodology and becomes immersed in the data, theoretical sensitivity of the researcher 

evolves (Birks, 2014). In essence, as an Aboriginal man (insider), I was highly sensitive to the 

data. 

3.13.3.5 Theoretical Saturation 

Theoretical saturation occurs when no additional data are found to develop categories any 

further and ongoing data generation does not lead to any new insights about the emerging 

theory (Glaser & Strauss, 1967; Strauss, 1987; Glaser, 1992; Charmaz, 2006). It is important 

to note that initial data collection in Phase 1 of the study was limited to two focus groups for 

pragmatic reasons; primarily the number of local Aboriginal men who volunteered to be 

participants in this study. The volume of rich data generated from the two focus groups, 

however, was considerable and no new codes were developed during analysis of the transcript 

from the second focus group. 

3.13.3.6 Advanced/Theoretical Coding 

Advanced coding is essential in producing a theory that is grounded in the data and has 

explanatory power. During this phase, concepts that reach the stage of categories will represent 

stories of many, reduced to highly conceptual terms (Birks & Mills, 2015). Explanatory 

statements identify the relationships between categories and the central core category (Corbin 

& Strauss, 2008). Eventually five major themes emerged from the data: 

• Aboriginal men’s attitudes towards health; 

• communication; 

• commitment to change; 

• accessing health care; 

• engaging Aboriginal men in health programs. 
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The categories were incorporated into major categories (themes). An example of this is 

described in Figure 3.3: 

 
Figure 3.3: Phase 1 major categories (themes) 

At this point the five major themes, categories and codes/issues that emerged from Phase 1 

(Table 3.4) were taken back to the participants for review. I sat with the men and had a yarn, 

giving them the opportunity to ask questions and seek clarification about how I had analysed 

the data and derived the key themes. This process of yarning about the data assisted in 

confirming data saturation and theoretical sensitivity. There were no concerns raised by the 

men in relation to the five major themes and each was happy with de-identification of the data. 

3.14 Phase 2 

The purpose of Phase 2 of the study was to explore the effects of a culturally appropriate, 

tailored exercise and health education program on the physiological risk factors associated with 

CVD. Phase 2 entailed the evaluation of physiological risk factors, prior to  

(phase 2A pre-screening) and following (phase 2C pre-screening) the 10 week exercise and 

health education program (phase 2B). Chapter 5 presents in-depth methodological detail 

relevant to Phase 2. 
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3.15 Phase 3 

The purpose of this final phase of the study was to explore, in broad terms, the men’s 

experience of participating in the 10-week exercise and health education program. The 

grounded theory approach is a cyclical process using an iterative process of data collection, 

analysis and theory building (McCann & Clark, 2003). By utilising this iterative approach, each 

phase of the study informed the next. Phase 3 involved one group yarning session and four one-

to-one yarning sessions. 

3.15.1 Participant Recruitment 

A homogeneous purposive sampling technique was used to recruit Aboriginal men who 

completed the exercise and health education program, to explore their experiences. Two 

additional men who could not commit to the exercise and education program (for reasons 

explored in Chapter 6) but completed the pre- and post-program physiological screening were 

also recruited into Phase 3. 

Purposive sampling techniques are appropriate when people who have particular knowledge 

are sought to provide rich or in-depth information about the issues being researched (Carpenter 

& Suto, 2008). This sampling approach is common in qualitative research (Streubert-Speziale 

& Carpenter, 2007). 

Information about Phase 3 of the study and an invitation for further yarning was provided to 

participants towards the end of the exercise and health education program. The sample size was 

six participants in the group yarning session and four in semi-structured one-to-one yarning 

sessions, giving a total of 10 participants interviewed for Phase 3. Each participant was clearly 

informed that they could withdraw their consent at any time and cease further involvement in 

the research project at any time, without giving reasons and without penalty (Appendix 1) 

3.15.2 Data Collection Methods 

The participants were interviewed over a 2-week period following completion of the 10-week 

exercise and health education program, to ensure that their memory of the experience was still 

fresh and thus easily recalled. The group yarning session was held at the AWAHS Men’s Shed. 

The semi-structured one-to-one yarning sessions were conducted at individual participants’ 

houses. 
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Collaborative yarning was utilised for the group yarning session and research topic yarning 

was utilised for the semi-structured one-to-one yarning sessions. My relationship with the 

participants evolved over Phase 1 and 2 of the project and social yarning was not required for 

Phase 3 because of the rapport and trust that had developed over time. 

A list of questions was used to facilitate a semi-structured discussion in the research topic 

yarning individual and group sessions (Appendix 10). The purpose of these conversations in 

Phase 3 was to explore the five themes that emerged from Phase 1, as well as drilling down 

deeper to explore the research questions associated with Phase 2; 

1. What comprises a culturally appropriate, tailored exercise and health education 

program for Aboriginal men? 

2. What is the experience of Aboriginal men who participate in a culturally appropriate 

tailored exercise and health education program? 

3.15.3 Data Analysis 

As this process of data analysis was continuous through all three phases of the study, it is useful 

at this point to illustrate the interconnection between the codes, categories and major themes 

that emerged through analysis of the data generated from the group yarning session and the 

semi-structured one-to-one yarning sessions in Phase 3 (Table 3.7). 

The data analysis process applied in Phase 1 was also utilised in Phase 3: initial/open coding; 

intermediate coding/selecting core categories; and advanced/theoretical coding. Memoing, 

constant comparative analysis, continuing data collection and theoretical sensitivity inform 

these coding processes (Table 3.8). 
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Table 3.7: Major themes, categories/sub-themes and codes/issues from the group 

yarning session and four semi-structured one-to-one yarning sessions 

Major theme Categories (sub-themes) Codes (issues arising from 
the group yarning session 
and the one-to-one yarning 
sessions) 

Health screening - Pre-screening 
- Post-screening 

- Listening to their needs 
- Positive reinforcement 
- Stagger post-screening 

Group exercise - Men only 
- Motivation 
- Relationship building 

- Shame 
- Empowerment 
- Self-determination 
- Competitiveness; 
mateship/camaraderie 
- Commitment 
- Seeing progress 

Education sessions - Positive aspects 
- Confidence and attitudes 
towards health 
- Empowerment 

- Provide food during 
yarning session 
- Health literacy 
- Wider dissemination 
- Health promotion 

Participants’ messages to 
health professionals 

Positive aspects of the 
program: 
- Facilitator 
- Tailored program to meet 
the needs of the participants 
- Community and mateship 
- Sustainability of the 
project 

- Being organised and on 
time 
- Creating authentic 
meaningful relationships 
- Individual needs of the 
participants 
- Supportive environment 
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3.15.3.1 Initial/Open Coding 

The four key themes outlined in Table 3.8 are discussed in significant detail in Chapter 6 (Phase 

3 findings). 

Table 3.8: Phase 3 open coding example 

Data from focus group Open code 

And one of the biggest issues I mentioned to you before was sick of 
having blood tests, and then they go oh no we didn’t test for that. I 
mentioned to you before, I had three blood tests within a fortnight. 
And you take enough blood as it is, even though your body 
regenerates it, if you did a complete blood test with all the required in 
one hit because blackfellas they give them a script go down to 
Dorevitch or the blood place, like pathology, it doesn’t happen. And 
one of the things, even my wife pushed it, we went and seen Norm, you 
want to take blood, take Bruce’s, do it now! Because I would get the 
form, it would be a week, oh yeah I will get round to it. Nah, don’t do 
it. And then the doctor needs the blood test before he can actually tell 
you if you are healthy or not or you need to change this. So a one stop 
shop, so when you do the blood test, get it all at once. Your 
cholesterol, everything. 
I think if it was my particular program I would have it just for men at 
moment. Yeah there a lot of the women who still need those health 
outcomes but as you said they are a lot more engaged. And it is about 
engaging Aboriginal men. I think it is important because their health 
outcomes are always poorer with us men because of those reasons 
that you mentioned before with you know, we have got to be 
protectors and the fear about actually showing that you are sick and 
the fear of finding out there is something bad. And seeing our elders 
and that pass away early not addressing those issues. 
For me the confidence it gave, going back to the doctor and saying 
this is what has changed and to have those results from the first, in 
July/August and the blood test done last month, you know the 10 
weeks was just phenomenal for me. So it has improved it. My outlook 
on life has improved. I think that motivation from seeing the elders 
pushing themselves and having a joke with the young fella doing his 
thing. And running and running and running. So yeah, Uncle Nigel 
running. Just an inspiration to get and push yourself further through 
the 10 weeks. 
Well I think there is probably lots of contributing factors but for me 
the things that attracted me to it was the motivation that I mentioned. 
The fact that I sort of knew you as well. If it was somebody that I 
didn’t know running the program I think that would have influenced 
me on the negative side maybe not to go. So I think that was a big 
factor. 

Screening 

Men only and 
group exercise 

Confidence and 
empowerment 

Exercise and 
health education 
program 
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Data from focus group Open code 
I think that a bit different to the brotherhood, was that you didn’t 
make it, there was no expectations. At your own pace. You didn’t 
make it about that one person, or what you wanted, you made it about 
everyone. So that’s a lot easier than, like I hear from these guys a 
couple of times what’s happening there and it was always come over 
do it at your own pace, encourage everyone was encouraging 
everyone because you didn’t have to be there. You weren’t expected to 
do what you wanted to do, you were expected to do what you could 
do. 

 

3.15.3.2 Memos to Facilitate Intermediate Coding/Selection of Core Categories 

The examples in Figure 3.4 are excerpts from memos in which the aim was to group together 

codes and names for categories, as a starting point for generating key themes. Creating these 

memos allowed the researcher to immerse deeper within the data. Further to making hand 

written notes, memos were created using NVivo, which was used to classify, sort and arrange 

information into codes and categories (as discussed in Section 3.12.3). 
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Figure 3.4: Examples of memos facilitating intermediate coding/selection of core 

categories 



62 

3.15.3.3 Constant Comparative Analysis 

The example described in Table 3.9 was developed when similarities were identified through 

comparison of other codes in the data. Eventually, multiple codes were identified and then 

conceptualised into the category of ‘group exercise’. 

Table 3.9: Phase 3 categories taking shape 

Open code title with an example Category 

Men only: 
A couple of things I really like about the program … the fact that it 
is just men only. Going back to the stats about men not accessing 
the service … until that gets addressed we need to stick with just 
the men only. I think if women are involved there is more chance 
to turn into a social event than being there to exercise. 

Group exercise 

Motivation: 
What’s different this time is we all pushed each other. We were all 
looking forward to catching up with each other again … it was 
about us. Everything just gelled and it worked. It was the 
brotherhood in unison. We are all different aged, but we were all 
like one; we were one within each other. We were all spurring 
each other on; we were all in. It was about encouragement … 
showing each other we can do this. 

Relationship building: 
Well I do think that my personal relationship with those guys has 
been on a professional level and then like the mateship halfway 
through started joking and carrying on a bit more, which builds 
that engagement as well. So I think in the sense of the program 
that was sort of quite good to know people more on a personal 
basis and on a professional level; then I can go ahead and use that 
positive relationship as a benefit for what I want to achieve. 

 

3.15.3.4 Theoretical Sensitivity 

As discussed earlier in this chapter, theoretical sensitivity can also be linked to insider research. 

When an insider researcher utilises a grounded theory methodology, theoretical sensitivity of 

the researcher evolves. In essence, as an Aboriginal man (insider), I was highly sensitive to the 

data and with the co-creation between the participants and myself themes in Phase 3 emerged 

naturally. 



63 

3.15.3.5 Theoretical Saturation 

Categories were considered theoretically saturated when new data did not reveal new properties 

of the category; they were completely developed and relationships between them were clear. 

Theoretical saturation minimises the omission of important categories and ensures that the 

developing theory is rich and dense (Glaser & Holton, 2004). It is at this point that data 

generation should cease. At this point the four major themes along with the categories/sub-

themes and codes/issues that emerged from Phase 3 were taken back to the participants to 

review by asking questions and seeking clarification. I sat around with the participants and had 

a yarn to discuss these four major themes and this involved me describing to the men in detail 

what the key themes involved, as well as the men asking me any pertinent questions. The 

information from these sessions confirmed that saturation had occurred. 

3.15.3.6 Advanced/Theoretical Coding 

Memos and images were utilised with the aim of visually observing the links between the 

categories. Categories were collapsed into larger categories. Eventually four major themes 

emerged from the data: 

• health screening; 

• group exercise; 

• education sessions; 

• participants messages to health professionals. 

The categories were incorporated into the major categories (themes). An example of this is 

presented in Figure 3.5. 
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Figure 3.5: Phase 3 major categories (themes) 

At this point the four major themes, categories and codes/issues that emerged from Phase 1 

(Table 3.7) were taken back to the participants to review. I sat with the men and had a yarn, 

giving them the opportunity to ask questions and seek clarification about how I had analysed 

the data and derived the key themes. This process of yarning about the data assisted in 

confirming data saturation and theoretical sensitivity. There were no concerns raised from the 

men in relation to the four major themes and each of the men were happy with de-identification 

of the data. 

3.15.4 Quality and Rigour 

Transcripts from the group and one-to-one yarning sessions along with the key themes were 

verified through a process of member checking; taking the four major themes back to the 

participants to review and make any recommendations for change. Each participant received a 

copy of Table 3.7 and descriptions of each key theme. There were no concerns raised by the 

men in relation to the four major themes that emerged from the data. Each of the men were 

happy with the de-identification of the data. 
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3.15.5 Rigour of the Research 

3.15.5.1 Evaluating Grounded Theory 

Charmaz (2006) suggests that people will evaluate grounded theory studies in different ways 

that may be more suggestive than prescriptive. Adopting a constructivist approach involves 

rejecting the notion of a single truth. When this approach is adopted in research design, it 

acknowledges that there can be many truths to a single experience; knowledge is constructed 

through experience (Liamputtong, 2010). A constructivist perspective requires my position in 

this research to be both interactive and subjective. The understanding is that complete 

objectivity is impossible and that knowledge is co-created through an interaction between the 

participants and me as the researcher. 

Trustworthiness and rigour in qualitative research (Lincoln & Guba, 1985) is enhanced by the 

adoption of specific strategies. Trustworthiness is defined as the confidence researchers have 

in the findings of qualitative research (Polit & Beck, 2017). 

Charmaz (2006) identifies four key criteria to evaluate the trustworthiness of grounded theory: 

credibility, originality, resonance and usefulness. 

Credibility depends on authentic descriptions or interpretations of the experience being studied. 

This allows categories to emerge from the analysis rather than being imposed on the data. 

Credibility was supported in this project by prolonged data generation over the two phases and 

employment of the grounded theory method of constant comparative analysis. Constant 

comparative analysis allows emerging interpretations to be reconstructed by continually 

checking their credibility, plausibility and trustworthiness against other interpretations 

(Charmaz, 2006; Strauss & Corbin, 1990). Holloway and Wheeler (2002) highlight the 

importance of an audit trail in decision making, which also assists in demonstrating credibility. 

This audit trail is evident throughout this thesis by adhering to principles of privileging of 

Indigenous voices in research, which shifts the emphasis from object to participant/expert. 

Chapters 4 and 6 present explicit examples of privileging these voices and the quotation on the 

title page of my thesis reinforces this. 

Charmaz (2006) identifies three strategies to claim originality in a grounded theory study: an 

analysis of a new area; an original analysis of an established area; or an extension of current 

ideas. Two strong features of this study are: the lived experiences of the Aboriginal men who 
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had not previously participated in research; and also the exploratory mixed methods design. 

These elements combined, make this mixed methods study an original piece of research. 

Resonance specifies that the grounded theory and its categories portray a fullness of the 

experience (Charmaz, 2006). The participants, together with my own theoretical and cultural 

sensitivity, supported and guided the data generation. Readers of the theory should be able to 

imagine the particular situations described in the categories. This is further reinforced through 

detailed descriptions that provide evidence of resonance as they are combined with direct 

quotes from participants (Charmaz, 2006), as highlighted in Chapters 4 and 6. 

Usefulness is the final criterion by which to evaluate the trustworthiness of a grounded theory. 

Usefulness can be demonstrated through highlighting how a grounded theory contributes to 

progressing knowledge that can be used by participants in their environment to improve 

understanding, which may facilitate changes in practice (Charmaz, 2006). Usefulness in this 

study is demonstrated through the recommendations provided in the final chapter, which 

emphasises how the results of this project can be translated into practice. 

3.16 Chronological Order of Researcher Engagement with Local 

Community and Research Participants 

Table 3.10 outlines a succinct chronology of researcher engagement with the participants over 

the phases of the project. This table has been created to illustrate an iterative, non-linear process 

to reflect engagement with the participants and the local community, over the course of the 

study. 
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Table 3.10: Chronological Order of Researcher Engagement with Local Community 

and Research Participants 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Pre Consultation Phase: 
 
2012: Ongoing informal discussion with AWAHS regarding Aboriginal 
men’s access to the Health Service. This was conducted at both the Board 
level as well as on the ‘ground’ with AWAHS staff. 
 
July-Dec 2012: Informal yarns with Aboriginal men at the men’s shed and 
local community events. 
 
Early 2013: More ‘formal’ discussion with AWAHS and local Aboriginal 
men regarding the potential of a research project. 
 
April 2013: Research Proposal presented to the Albury-Wodonga 
Aboriginal Community Working Party (CWP). The research was endorsed 
by the CWP. 
 
June 2013: Ethics application submitted to AH&MRC. 
 
August 2013: Ethics application approved by the AH&MRC. 
 
September 2013: Ethics application approved by Charles Sturt University. 
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Phase: 1 
 
December 2013 – September 2014: Formal discussions and recruitment of 
local Aboriginal men through the use of advertising posters displayed at 
AWAHS - in the waiting room as well as at the AWAHS Men’s Shed, 
Westside Community Centre, Albury; the local newspaper (Appendices 3 
& 4); and yarning with men at both the Men’s Shed and local Aboriginal 
community events. 
 
September 2014: First focus group conducted at AWAHS Men’s shed 
which went for 1 hour 50 minutes. 
 
November 2014: Second focus group conducted at Albury Westside 
Community Centre which went for 2 hours. 
 
January 2015 – July 2016: Data analysis conducted for Phase 1 using the 
constructivist grounded theory approach. Throughout this time the five 
major themes, categories and codes/issues that emerged from Phase 1 were 
taken back to the participants for review. I sat with the men and had a yarn, 
giving them the opportunity to ask questions and seek clarification about 
how I had analysed the data and derived the key themes.   
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Phase 2 
 
June 2016- March 2017: The start of the recruitment process which was 
very informal during this time. This included yarning at AWAHS Men’s 
shed and local community events (NAIDOC, CWP, BBQs). 
  
April 2017 – February 2018: Formal discussions and recruitment of local 
Aboriginal men to attend AWAHS for assessment of their CVD risk, 
facilitated through the use of health promotion posters, personal contacts 
and yarning with men in the community. It is important to note that 
recruitment for Phase 2 was a lengthy process that occurred over a period 
of 8 months. 
 
March 2018: Phase 2A - Two information sessions were conducted at 
AWAHS as part of the pre-screening phase, to inform potential participants 
of the requirements for Phase 2. The consensus from this pre-screening 
phase was that the Aboriginal men wanted two supervised exercise sessions 
per week. 
  
Late March 2018: Phase 2A - A range of CVD physiological risk factors 
were assessed and recorded during a 60-minute appointment for each of the 
participants at AWAHS. 
 
April 2018- June 2018:  Phase 2B - The 10-week exercise and health 
education program conducted. This involved both exercise sessions and 
education sessions. Throughout this Phase there was constant engagement 
with the participants which enhanced the relationship building. I was able 
to continue building respectful partnerships through listening to the 
participants needs and wants, this gradually this led to the participants 
having ownership and control of the exercise and health education program. 
 
June 2018: Phase 2C - post-screening appointment at AWAHS for the 
participants who completed Phase 2B. 
 
July – October 2018: Continuation of the exercise program (please note this 
was not a formal part of the thesis). The participants were very motivated to 
continue the exercise program. By displaying the principles of reciprocity 
which is integral in Aboriginal research it was fundamental that the 
exercise program continued. 
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3.17 Summary 

In this chapter I have provided a detailed explanation of the history of Aboriginal and Torres 

Strait Islander research; situated this study in the context of Aboriginal men’s health; and 

described the methodology and methods used in the three phases of this exploratory sequential 

mixed methods study. Importantly, the privileging of Aboriginal men’s voices through the 

utilisation of the Indigenous Research Framework and social constructivist grounded theory 

approach is intrinsic to the authenticity of the data. Careful attention to data management and 

research quality and rigour ensures that this methodology chapter supports the grounded theory 

that emerges through the subsequent findings chapters. 

Chapters 4, 5 and 6 discuss the findings of the three phases of this study. The model in Figure 

3.6 is presented again here as a reminder of the inter-relationships of Phases 1, 2 and 3. 

Phase 3 
 
December 2018 – June 2019: Data analysis conducted for Phase 3 using the 
constructivist grounded theory approach. Throughout this time the five 
major themes, categories and codes/issues that emerged from Phase 1 were 
taken back to the participants for review. I sat with the men and had a yarn, 
giving them the opportunity to ask questions and seek clarification about 
how I had analysed the data and derived the key themes.   
 
July 2019: Data collection was undertaken to explore, in broad terms, the 
experiences of Aboriginal men who participated in the culturally appropriate 
tailored exercise and health education program. 
 

Strong Men Model (Chapter 7 – Discussion) 
 
August 2019 – December 2019: Throughout this period there was ongoing 
yarning with the participants regarding the theoretical model that was being 
co-created.  
The men named their group ‘Strong Men’ as a way of representing the 
strength they were able to build as a community of Aboriginal men. The 
Strong Men model was co-created by the participants and the lead 
researcher.  
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Figure 3.6: Exploratory mixed methods design illustrating the three phases of this study 

  

Phase 1 
Qualitative 

Phase 2A, 2B & 2C 
 
 

Phase 3 
Qualitative 
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Chapter 4: Findings - Privileging Aboriginal Men’s Voices 

The whole thing is that we don’t have … this is the first time this has been done eh? Well 
there you go, because no one is interested 

 ——Bob 

The chapter title is informed by the leading quote from one of the participants. Bob highlights 

the sense of disempowerment and conflict that Aboriginal men still experience in their day-to-

day lives, through his sense that no one is listening. This sense of disempowerment negatively 

affects physical and mental health, and social and emotional wellbeing (Waterworth, Pescud, 

Braham, Dimmock & Rosenberg, 2015). The yarning sessions marked the beginning of the 

men’s journey of empowerment through this study, creating a culturally safe space in which 

they could discuss their issues and concerns. 

The purpose of this chapter is to give voice to Aboriginal men of Albury Wodonga and a 

platform to share their thoughts and ideas on health and wellbeing. The discussion includes 

their perceptions of health and perceived barriers to health care, including consideration of how 

these could be addressed. 

The aims of this first phase of the study were to identify: 

• Why do Aboriginal men of Albury Wodonga under-utilise the local AHS? 

• What comprises a culturally appropriate, tailored exercise and health education 

program for Aboriginal men? 

Considering I am an Aboriginal man who lives and works in Albury, the views expressed by 

these men struck a chord within me and highlight the need to provide a health and wellbeing 

program that takes into consideration Aboriginal history, its impact on Aboriginal men’s 

health, and how Aboriginal men perceive the journey towards better health for themselves, 

their family and their community. The research yarning sessions were a vehicle for the men’s 

voices and a culmination of 18 months of preliminary informal yarns at various events. I was 

hearing from these men that they wanted their voices to be listened to and understood in a 

meaningful and positive way. 

It was an absolute honour and a privilege to be able to hear their stories and my relationship 

with these Aboriginal men allowed me to gain their trust and respect. In turn, the connection 
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we established allowed the men to be open and honest. Obtaining the rich data that the yarning 

sessions generated was only possible because of the time that was spent on establishing and 

developing these relationships. 

This chapter is structured using the five major themes that emerged from issues the men 

discussed during the research yarning sessions (Table 4.1). Please note this is the same as the 

earlier table (3.4) for ease of explanation.  

Table 4.1: Major themes, categories and codes related to the initial yarning sessions 

Major theme Categories (sub-themes) Codes (Issues arising from 
the initial focus groups) 

Aboriginal men’s attitudes 
towards health 

- Aboriginal health and 
family 
- Aboriginal men—
protectors and providers 

- Sense of inevitability and 
overcoming this sense of 
inevitability 
- Men’s complex cultural 
role as protector and 
provider 

Communication - Aboriginal men yarning 
with each other 
- Barriers to communicating 
with health professionals 

- Positive approach 

Commitment to change - Increasing commitment to 
change by overcoming 
barriers 
- Aboriginal men making a 
commitment to change 
- Supporting Aboriginal men 
to commit to changing 
health outcomes 

- Social determinants of 
health 
- Holistic approach to health 
- Easy access 
- Education sessions 
(straightforward 
information) 
- Basic education 
- Being told you’re at risk 
- Confidence 
- Correct mindset 
- Educated trainer 

Accessing health care - Fear limits access to health 
services 
- Fear is good at times to 
facilitate access to health 
services 
- Delaying access to health 
services 

- Culturally appropriate 
- Dysfunctional family 
- Frightened of going to 
AMS 
- Judgement (inappropriate 
language) 
- Lack of understanding 
- Not afraid 
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Major theme Categories (sub-themes) Codes (Issues arising from 
the initial focus groups) 

- Strategies that may 
increase Aboriginal men’s 
engagement with health 
services 

- Not caring  
- Political 
- Separate waiting room 
- Time factors 
- Unknown fear is good 
sometimes 
- Wait until something is 
wrong 
- White people 

Engaging Aboriginal men in 
health programs 

- Education and poor health 
outcomes 
- Culturally appropriate 
services 
- Motivation 

- Engagement 
- Empowerment 
- Health education 
- Health literacy 
- Supportive environment 
- Individual, families and 
communities 
- Yarning sessions 
- Positive outcomes 
- Disempowerment 
- Encouragement 

 

4.1 Aboriginal Men’s Attitudes Towards Health 

The two sub-themes ‘Aboriginal men protectors and providers’ and ‘Aboriginal health and 

family’ have been combined to highlight the factors that shape Aboriginal men’s attitudes 

towards health. 

4.1.1 Aboriginal and Torres Strait Islander Health and Family 

Aboriginal and Torres Strait Islander health is conceived holistically—encompassing mental 

health, physical, cultural and spiritual health. Land is central to the wellbeing of Aboriginal 

and Torres Strait Islander people. This holistic concept does not merely refer to the ‘whole 

body’ but is in fact steeped in the harmonised inter-relationships that constitute cultural 

wellbeing. Crucially, when the harmony of these inter-relationships is disrupted, ill health will 

occur (Gee, Dudgeon, Schultz, Hart & Kelly, 2014). Access to culturally appropriate health 
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care is a key component of improving health and wellbeing outcomes for Aboriginal and Torres 

Strait Islander people. 

Racism and discrimination, and the continuing disempowerment of Indigenous people, leads 

to the provision of health services that lack cultural sensitivity and limit access for Indigenous 

people (United Nations, 2010). Racism has been associated with depression, poor quality of 

life, psychological distress and substance misuse among Aboriginal and Torres Strait Islander 

people (Paradies, 2006; Pascoe & Smart Richman, 2009; Williams & Mohammed, 2009). It 

was evident in the yarning sessions that experiences of racism and a lack of cultural sensitivity 

by health care providers had led to poor physical and mental health, and an overall deterioration 

in the men’s health status. 

Continuing poor health may induce a sense of inevitability about chronic disease and illness 

(Mellor, McCabe, Ricciardelle, Mussap & Tyler, 2015), leaving Aboriginal men feeling 

disempowered in regard to their health concerns and health outcomes. Bruce and Neil 

emphasised this during the yarning sessions: 

Only one of my family has made it past 55. I’ve got an Aunty in … that’s the only one. The 

rest of ‘em all heart problems. Genetic. Can’t beat genetics. (Bruce) 

Well, well it’s hereditary isn’t it? My family has got it. I’m overweight; I’m Aboriginal. 

(Neil) 

These experiences of their brothers and sisters dying at a younger age had led to a sense of 

inevitability, altering the men’s views on premature death. Although John considered that 

Aboriginal people were strong and resilient, he seemed to question his own resolve to change 

behaviour despite seeing the effects of smoking within his community: 

Our people are a very strong, resilient people. We are that resilient that we get down to a 

point where a friend of ours died of cancer—you know—throw away the smokes. Wake up 

call. But doesn’t mean that before too long we are back on it again. (John) 

To be proactive in determining and managing their health needs, Aboriginal men need to be 

supported to contribute their knowledge, skills and authority to PHC initiatives and 

interventions (Thomson, Midford, Debuyst, & MacRae, 2010) within their communities, to 

change attitudes and behaviours that are detrimental to health: 
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We still haven’t got that—the final notice that we can live a little bit longer. And yet my 

brother, he is going on 70 now. It’s very rare for [anyone] in our family to go over 60. We 

are so used to it, it desensitises us. It’s getting to a point where we are accepting the inevitable. 

We have got to start changing. (John) 

John’s words highlight the fact that the impact of colonisation and marginalisation persists to 

this day and continues to disempower Aboriginal men (Anderson et al., 2007). The active role 

that Aboriginal men can and should play in defining their social roles both within their own 

communities and in the broader Australian society is important to consider (Thomson et al., 

2010). The National Male Health Policy (Australian Department of Health and Ageing, 2010) 

recognises the responsibility that Aboriginal men have for traditional practices, parenting and 

spirituality and the relationship that these factors have with health and wellbeing. Empowering 

men to fulfil these responsibilities and take ownership of their health, within their own 

community and in a broader Australian context, leads not only to healthier Aboriginal men but 

also to healthier Aboriginal communities. 

4.1.2 Aboriginal Men Protectors and Providers 

Aboriginal men have been wounded by multiple social and cultural factors since colonisation, 

including the loss of land, the loss of family and community members, and social 

marginalisation (Adams, 2006). These factors have had an enormous impact on Aboriginal 

communities and Aboriginal men in particular (Thomson et al., 2010). Colonisation and its 

consequences have devalued Aboriginal culture within Aboriginal communities and outside; 

and dispossessed and fractured Aboriginal families and communities (Adams, 2006). Older 

Aboriginal men over time have lost their well-defined and meaningful roles that carried 

authority and status, which has led to young Aboriginal men having fewer positive male role 

models (Pearson, 2004). The impact of social marginalisation has meant that many Aboriginal 

men have been unable to fulfil their protector and provider role, thus diminishing their status, 

self-esteem and sense of purpose within Aboriginal families and communities (Anderson et al., 

2007). The interplay of disempowerment, and loss of self-esteem and purpose, can mean that 

positive health care behaviour is considered a sign of weakness: 

We are the protectors and the providers and we are supposed to be tough. We don’t really 

access health care until we really, really need it. So that is a stigma or a barrier that we need 

to overcome in regard to programs and statistics to try and get guys to seek health care—even 

if it is only something small. (Sam) 
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The task is to challenge the status quo and change the behaviour of Aboriginal men in terms of 

accessing and utilising health services, through positive role modelling; this has been shown to 

have a positive effect on the health of individuals (Kowanko et al., 2012): 

I am meant to be leading by example and showing them certain things as to provide for the 

family for sure. That’s my job to look after them because it was till death do us part. Until I 

am 6 foot under … I am the Elder of the family. They’re within my circle. Whatever I do 

they’ll follow; whatever I say they respect. (Bob) 

Aboriginal Elders play a complex role in Aboriginal communities. They are the key decision 

makers within the community, teaching important traditional skills and customs and passing 

on knowledge and wisdom through sharing personal stories (Hampton & Toombs, 2013b). 

Even with this cultural authority as an Elder, it can be challenging to be the positive role model 

that is required: 

I won’t sit down in front of my boys and tell them what is wrong with me. I might say ‘son I 

just have a little bit of pain’ (hands to chest) and I let it go. So there’s the macho man that I 

was brought up with. My father died—had a big heart attack in his fifties but he was probably 

having little episodes of pain but didn’t show it. He acted as the breadwinner in the family so 

he had to stand up and be counted. So that is the sort of men I looked up to; my grandfathers, 

my uncles, they were all macho men. (Bob) 

Bob’s words highlight the complexity of the situation. He recognised that his own male role 

models (father & grandfather) were different from the role model he was trying to be for his 

children. This is an important issue because it is a barrier that limited Bob’s capacity to meet 

his responsibilities as a leader of change within his community. Changing inter-generational 

behaviours is a complex problem to address and the importance of culturally relevant 

communication strategies is fundamental to discussions about the health concerns and needs of 

Aboriginal communities (Hampton & Toombs, 2013a). 

4.2 Communication 

I tell a lot of young fella if you don’t get off that crap you are on, or if you are drinking too 

much, you are going to finish up ba-boom. [You need to] talk with the guys. (Bob) 

Clear, relevant and respectful communication is a vital factor to consider in improving health 

outcomes for Aboriginal people. Currently, the lack of effective communication with health 
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care providers is the primary barrier that Aboriginal people face when accessing health services 

(Hampton & Toombs, 2013b). A consequence of poor and/or inappropriate communication can 

be disengagement from accessing health services and associated negative health outcomes 

(Amery, 2017). Enabling communication between Aboriginal men in the community and 

ensuring culturally safe communication between Aboriginal clients and HPs are intrinsic 

factors in increasing men’s engagement with health services (Cass et al., 2002; Lowell et al., 

2012). The value of yarning and the importance of sharing knowledge between generations in 

Aboriginal communities are highlighted in Bob’s quote. 

4.2.1 Aboriginal Men Yarning With One Another 

Yarning is an Aboriginal cultural form of conversation that may be formal or informal. Yarning 

is used as a way of building trust through reciprocal sharing of stories, information and 

knowledge (Bessarab & Ng’andu, 2010). It is important to understand the ways in which 

Aboriginal men communicate and the strategies used for yarning; the conversations need to be 

truthful and to the point: 

What I notice is that we are very good at tickling each other’s ears… If someone is on the 

wrong footpath tell em. Say ‘brother you won’t have time to live if you keep going the way 

you are going—you are gonna die young’; ‘hey uncle you are looking a bit heavy there’ 

[overweight]. They tickle youse and they lay it on to you too soft you know, instead of giving 

you this is that and say bang—you’re going to finish up. There is no truth around anymore; 

we are not telling one another straight (talking). You need the hard old-fashioned truth. (Bob) 

‘Tickling ears’ was a metaphor for not being honest when yarning with other Aboriginal men. 

The suggestion was that there is a need to go beyond ‘the soft’ approach of yarning and get 

back to the old ways of communicating. 

HPs who are able to create a culturally safe space for communication and establish an effective 

rapport with clients will have a greater chance of facilitating behavioural change because the 

health information they provide is relevant to, and understood by, Aboriginal and Torres Strait 

Islander people (King, Desmarais, Lindsay, Pierart & Tetreault, 2015). 

4.2.2 Barriers to Communicating with Health Professionals 

Quality and safety of health care has been identified as a key aspect in improving health 

outcomes and is linked closely to effective communication (Lowell et al., 2012). The challenge 
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in achieving effective communication increases with the extent of cultural and linguistic 

difference between service providers and users. Participants in this study indicated that health 

professionals need to communicate in a positive way. Health services have a responsibility to 

Aboriginal people to deliver culturally appropriate health care that is both respectful and 

culturally competent (Biles & Biles, 2011). The language used by HPs may be perceived as 

critical and thus also plays a part in Aboriginal men not accessing health services: 

Yes it is for me personally because every time I go to the doctor it feels like ‘why are you 

here?’ So I think it is a stigma as blokes find it difficult to go to the doctor. They wait until 

there is something seriously wrong and then to be judged at that point by the doctor … ‘yes 

you do have a problem’. (Bruce) 

Culturally appropriate communication is essential when trying to engage Aboriginal men in 

health services. Communication by health professionals is often in the form of interrogation or 

being judgemental, which can obstruct communication and have a negative effect on 

Aboriginal people attending health services (Durey, Thompson & Wood, 2011): 

But these doctors think they are high and mighty so they still gotta talk all this shit. Another 

thing is the doctors talk too much over us. (John) 

Personally, for myself the three times that I have accessed this service in the last 12 months, 

I have felt like the doctors judged me. (Bruce) 

This type of judgemental approach and lack of cultural safety in appropriately communicating 

health issues can lead to Aboriginal and Torres Strait Islander people agreeing with the health 

professional but in reality, not understanding what the health professional means (Hampton & 

Toombs, 2013b). This experience of culturally inappropriate language used by health 

professionals was summarised by John: 

They [HPs] talk their lingo. We don’t know half of their lingo. They need to be a little bit 

more appropriate when it comes to us. Talk to us. (John) 

The absence of culturally appropriate communication in health care was further explored by 

one of the participants who described a perceived sense of mistrust and apprehension that 

Aboriginal people feel with non-Indigenous health professionals and the importance of 

building trusting and respectful relationships: 
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As soon as you put that white clinician in, you know as the Aboriginal person your blinkers 

go up. You put them straight up … your doors close and you lose that access. Doesn’t matter 

what it is, that first step to get them through the door. Then it’s word of mouth. (John) 

The presence of Aboriginal health care workers also plays a very important role in enabling 

effective, culturally appropriate communication (Conway, Tsourtos & Lawn, 2017): 

It is hard yards to keeping our culture intact when it comes down to giving our services. But 

we can only do [the] best we can and tell everyone that comes to AWAHS, and also other 

medical services, that there are blackfellas there. Blackfellas that care and blackfellas that get 

you the right service. (John) 

The inclusion of Aboriginal HPs in a health care team is an important factor influencing 

Aboriginal people’s access to health services. ACCHS provide culturally safe care delivered 

by staff—many of them Aboriginal—who feel known to clients; who understand the clients’ 

needs and respect culture; in an environment in which clients feel comfortable, supported and 

that they belong (Gomersall et al., 2017). 

Effective communication also plays an important role in supporting Aboriginal men to commit 

to changing their health behaviours and through this, their health outcomes. This 

communication begins within the community—between the men—and more importantly 

extends to include the health professionals. This topic of making ‘a commitment to change’ 

health behaviours emerged through conversations in the initial yarning sessions. 

4.3 Commitment to Change 

During the data analysis process, it became clear that three categories (sub-themes) should be 

clustered: ‘Increasing commitment to change by overcoming barriers’; ‘Aboriginal men 

making a commitment to change’; and ‘supporting Aboriginal men to commit to changing 

health outcomes’. This category grouping highlights the key factors that relate to improving 

health outcomes for men who want to commit to change, to improve their health outcomes. 

Aboriginal men, however, may be unsure where to start with this commitment to implement 

successful change. 
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4.3.1 Increasing Commitment to Change by Overcoming Barriers 

Social determinants of health influence the choices that Aboriginal men make when they are 

contemplating change. Barriers that Aboriginal and Torres Strait Islander people face in regard 

to changing their perspective on health and health care include cultural factors—such as 

perception of health, family and community; and geographical factors—including location and 

environment (Nelson, Abbott & Macdonald, 2010): 

So many problems within that family unit. You’ve got grandfathers, grandmothers looking 

after the children. You’ve got either the location—the area you are living in [or] the economic 

side of it—no money coming in. All that takes place. (John) 

The goals of ACCHS are to deliver holistic and culturally appropriate health services through 

enabling whole-of-community self-determination and individual spiritual, cultural, physical, 

social and emotional wellbeing, so that Aboriginal people can enjoy a good quality of life 

(NACCHO, 2019). ACCHS are therefore an important mechanism for addressing the barriers 

that limit access to health services and programs. This may be as simple as delivering health 

programs onsite to avoid the need for people to travel to appointments elsewhere. Sam’s 

comment was in regard to a local walking group for Aboriginal men: 

One of the successes was that guys were already coming here to AWAHS for the Men’s Shed 

… [no] transport needs. (Sam) 

Improving Aboriginal men’s access to health services and empowering them to make 

behavioural changes to improve their health and wellbeing requires a multi-layered and holistic 

health approach. In some instances, however, this approach is inadequate and the trigger to 

change is a personal adverse health event. 

4.3.2 Aboriginal Men Making a Commitment to Change 

Heart episode that was a negative experience … a big motivation! Six weeks I had cardiac 

rehab at the hospital—2 days a week. That was really good … yeah, yeah … wake up. (Sam) 

If you go and get ya test done—X-rayed for your chest—and you see a spot on there, that 

will give you a trigger. (Roger) 

Increasing the level of trust for Aboriginal and Torres Strait Islander people, and consequently 

their access to health care, can be achieved through building honest and respectful relationships 
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that show a commitment in the long term to improving health. Active engagement of a local 

Aboriginal community in decisions about their health care is fundamental to facilitating change 

in health behaviours (Durey et al., 2016). Health professionals must be prepared to listen to 

Aboriginal and Torres Strait Islander people’s needs, especially in regard to the challenges and 

limitations of short-term approaches and one-off attempts at improving health outcomes: 

Can I tell you something? What pisses me off is people come and see you and have a little 

session with you and then you don’t see them for another 2 years. (Bob) 

Well that is the tick-the-box approach that never works. We are not a box that needs ticking; 

we are not a number that needs to be assigned. I done my job you are now just a statistic. I 

am not a sheep I am a human being … so don’t come here talking crap to me. (Sam) 

There is an urgent need to change prevalent attitudes and beliefs about Aboriginal and Torres 

Strait Islander health care if we are to ensure long-term sustainable health outcomes. Successful 

long-term programs are initiated and maintained by local community members. An example of 

such a community-led physical activity and dietary modification program (involving local 

Aboriginal health workers, a diabetes educator and a sport and recreation officer) is the Looma 

Healthy Lifestyle Project in remote Western Australia (Rowley et al., 2000). 

In the current study, the exercise and health education program delivered in Phase 2 has the 

potential to provide the basis for a long-term solution to improving health and wellbeing 

outcomes for the local community, as it was tailored to meet the needs of local Aboriginal men. 

It is clear from Bob’s quote that previously there was a lack of interest among local health care 

providers: 

The whole thing is that we don’t have … this is the first time this has been done eh? Well 

there you go, because no one is interested. (Bob) 

To support an individual Aboriginal man to make lifestyle changes to benefit his health, a 

holistic infrastructure must be established to meet the needs of the broader group of men in the 

local community. 

4.3.3 Supporting Aboriginal Men to Commit to Changing Health Outcomes 

McMurray (2003, p. 296) defines the goals for Aboriginal health as ‘inclusive of access and 

equity in health care; greater connectivity between Aboriginal people and their advocates; 
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cultural sensitivity; cultural safety in all health care practices; community self-determination; 

and self-empowerment on the basis of capacity building’. Experience within a supportive 

environment can give Aboriginal men the knowledge and skills to support other Aboriginal 

men who want to improve their health outcomes. Bob identified the link between his own 

experiences in the health care sector and the importance of sharing this knowledge and giving 

back to the local Aboriginal community: 

It’s aimed within—what I found with me—and now I’m happy with what I’m doing because 

I can’t do any more. I want to be supportive to these fellas. I want to help them … I want to 

be good to the community. They call me Uncle and it builds me up. I am taking all that young 

stuff off them and it is going back into me. Making me feel good … I want to live until 90! 

(Bob) 

As an Elder, Bob has become a role model for Aboriginal men in his community through his 

experience with health services and finding his way through the cultural and communication 

barriers. This path has led to Bob feeling empowered and in turn he is able to facilitate a 

supportive environment for other men. Building capacity through enhancing health literacy for 

Aboriginal men is crucial to driving self-determination and self-empowerment at an individual, 

family and community level: 

Well say like my family … when all me cousins up there got their cholesterol and their sugar 

done. I didn’t say nothing to them … they just went and done it. And I said ‘oh that’s good’ 

… because family is really important. (Roger) 

Male role models within an Aboriginal community provide a powerful example of doing 

something positive that other family members and community can follow. Positive actions 

serve to illustrate to the broader community that barriers to better health and wellbeing can be 

overcome through engaging with health services. 

4.4 Accessing Health Care 

The following four categories illustrate various facets of Aboriginal men’s experience in regard 

to accessing health care: ‘Fear limits access to health services’; ‘Fear is good at times to access 

health services’; ‘Waiting to access health services’; and ‘Strategies that may increase 

Aboriginal men’s engagement with health services’. 
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4.4.1 Fear Limits Access to Health Services 

While the relationship between knowledge and behaviour is complex, most behavioural 

theories acknowledge that a person’s beliefs and attitudes have an important influence on their 

decision to access health care (Shahid, Finn, Bessarab & Thompson, 2009). Participants 

indicated that fear of the unknown was a big factor in not accessing health care: 

Now the people in my area, we are actually frightened to go. I really don’t want to know 

what’s going on with me. Probably scared shitless. (John) 

They just don’t want to know the unknown. (Bruce) 

The fear of being told that something is wrong is evidently a major factor that limits Aboriginal 

men’s engagement with health services and consequently denies their opportunity to contribute 

their knowledge, skills and authority to influence their health and wellbeing: 

It is a common thing right through the Aboriginal community; it doesn’t matter what 

community you go to. Aboriginal men don’t like people looking at them and telling them that 

they are going to die tomorrow. They’re frightened of dying and they don’t want to hear it. 

(Bob) 

One of the things we don’t see the doctors … we’re frightened. We don’t like that unknown, 

that possibility that the test might come in positive for something. That scares the shit out of 

us. (John) 

What put me off is my mum she passed away. She had six strokes and she had a massive 

heart attack. And my old man, he’s pretty crook too and I am frightened that if I go and get 

them tests done, they are goin’ to find something. I’ve been going along pretty good without 

anything and I think nothing’s wrong with me, you know? But if I go and have these tests 

done, they might find something wrong with me and then I might just go downhill from there. 

(Allan) 

Overcoming these personal fears can be a challenge but it is an important first step to changing 

behaviour and improving health outcomes: 

I had to go and get a heart check. I was frightened—I admit it. I did the tests and they said, 

‘no you are fine’. All that anguish beforehand and I’m thinking the worst scenario but as soon 

as I had the tests and they came back clean … mate it was just like the world got off me 

shoulders. So that’s when it happens. (John) 
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It is this personal fear and the contributing factors that need to be explored further. Not having 

the skills to deal with unfavourable information because of poor health literacy is likely to be 

one of the many reasons why Aboriginal men are not accessing health care (Lambert et al., 

2014). At times, however, fear can be a motivator to access services, especially after an adverse 

health episode. 

4.4.2 Fear is Good at Times to Facilitate Access to Health Services 

The culturally safe environment that was created in the two yarning sessions provided an 

opportunity for the men to open up and straight talk about their concerns in a supportive 

environment. The worries associated with being an Aboriginal man who is seen as a role model 

and having to be ‘tough’ were addressed earlier in this chapter. Jack is an Aboriginal Elder 

whose experience illustrates that fear led to positive change and a long-term commitment to 

improving his health and wellbeing: 

I reckon fear has got me thinking properly. I’ve got me grandkids and family to look after. 

And I know that if I get stuck into booze like I used to … it’s gonna affect me mind, affect 

me body and I won’t be able to handle it. I don’t want to go back down that path because you 

are a long time dead. (Jack) 

4.4.3 Delaying Access to Health Services 

Aboriginal and Torres Strait Islander men have been identified as comprising the lowest 

proportion of the Australian population using PHC services, deferring their access to health 

care until their health problem has significantly progressed (Adams & Danks, 2007; 

Department of Health and Ageing, 2013). Reasons for this are multifactorial and include issues 

related to service provision and access, perceived quality of the service and feeling culturally 

unsafe (Canuto, Wittert, Harfield & Brown, 2018; Isaacs, Maybery & Gruis, 2013). This can 

lead to Aboriginal and Torres Strait Islander men delaying access to health services until 

something is seriously wrong, or the misplaced belief that health concerns will not affect them 

at this stage, especially when they are still relatively young: 

Before I was diagnosed with diabetes, I didn’t access the service. I think I was 29 or 28. I just 

thought it would never hit me … like I wouldn’t get sick, you know. (Neil) 

Most young people think that it is not gonna affect me. Nothing is gonna happen to me—you 

thought you were bullet proof. (Bob) 
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Managing chronic disease is challenging and complex for individuals, communities and the 

health care system; it requires a wide range of health literacy skills and support from social 

networks (Lloyd, Bonner & Dawson-Rose, 2014). It has been reported that lower levels of 

health literacy among Aboriginal men manifest both as a lack of knowledge of the signs and 

symptoms of early disease progression, and as risk factors relating to chronic disease. This then 

leads to reduced likelihood of engaging in health promotion initiatives, lower medication 

adherence and an overall poorer health status (Berkman, Sheridan, Donahue, Halpern & Crotty, 

2011): 

Often the guys don’t access health care at the early stages because they wait to get actually 

sick, or where they can feel it or can’t move, or something is physically wrong before they 

seek health care. (Sam) 

The development of health literacy requires a person to engage with health information from 

different sources, understand what is required to access services to maintain good health and 

possess the skills to communicate within health care systems that are generally complex. 

(Guzys, Kenny, Dickson-Swift & Threlkeld, 2015). Health literacy is increasingly being 

acknowledged as a crucial factor in improving health outcomes, with an equally important 

focus on both the consumer and the health care system (Rheault et al., 2019). However, health 

literacy—including knowledge about disease progression—needs to be incorporated into a 

culturally appropriate framework that utilises a high level of Aboriginal and Torres Strait 

Islander community engagement and effective communication at all levels (Liaw et al., 2011). 

In addition to the impact of poor health literacy, the category ‘Delaying access to health 

services’ also reflects the men’s disempowerment and lack of capability for self-management, 

which may also be considered a factor in delayed engagement with health services: 

I would hope it’s not a heart attack but sadly it’s going to be a health emergency that spurs 

me into action. Because most of my health treatment that I’ve had for the shoulder operation, 

for the knee operations and stomach operation, they are all emergency treatments. It’s all 

emergency stuff. You get out you say ‘oh I’m fit, I am mended and away I go’. And you think 

‘I am going to do this’. I didn’t do my rehab properly last time and that’s why I have got pain 

now. I don’t lose the weight I should. So yeah I reckon—if I don’t do something—it will be 

an emergency situation and hopefully it’s not a heart attack or stroke. (Jake) 
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These views exemplify the importance of changing a mindset—from delaying access to health 

services to increasing access to health services —for cultural, social, political or economic 

reasons and the relevance of accessing health services in advance of an emergency situation. It 

is vital that the effort to facilitate this attitudinal change is holistic, involving the individual, 

community, HPs and health services. 

4.4.4 Strategies That May Increase Aboriginal Men’s Engagement with 

Health Services 

Some of the strategies that the participants suggested as potentially useful to increase 

Aboriginal men’s engagement with health services, aligns with previous research which 

identified that health services need to be culturally safe; this can include the employment of 

gender-specific staff and the provision of gender-specific services (Canuto et al., 2018; Isaacs 

et al., 2011). Specific suggestions offered by the participants included a separate men’s area in 

the AWAHS waiting room and providing a space at the AWAHS Men’s Shed for a male doctor. 

These options were considered as creating a safe space for Aboriginal men in an effort to 

increase their access to health services offered at AWAHS: 

They have a great waiting room here for a start but can you imagine what it would be like if 

they had a separate men’s and women’s area? And maybe offsetting a male doctor down here 

[AWAHS Men's Shed] instead of going to sit up there in front of all the females. (Sam) 

Attention was also given to the value of employing Aboriginal staff in Aboriginal Medical 

Services, to enhance cultural safety: 

I said for a start you haven’t got no blackfellas working there, so put someone behind the 

counter that we can identify [with]. Of all the years I have been working in Aboriginal health, 

I’ve only seen one Aboriginal doctor and we had a good rapport. (John) 

Enabling flexibility in regard to health service access has been shown to have a positive effect 

(Durey et al., 2016). This flexibility can include making it easier to get appointments by having 

out-of-hours clinics available on evenings or weekends: 

I guarantee if I know that there is a problem, I end up at the emergency after-hours doctor at 

the hospital. So I have to pay $70 to go there but if AWAHS was open to 7 pm I would be 

more inclined to go. Some Koori fellas work, some Koori fellas don’t work and if you are 
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workin’ you need to have that option of going on a Saturday morning, or going in the evening 

to see the doctor or nurse. (Jake) 

Increasing Aboriginal men’s access to health care and improving their health outcomes is 

paramount; this requires a multi-layered, holistic health approach. A fundamental component 

is engaging Aboriginal men in effective health promotion and education, to increase awareness 

and develop knowledge about improving their health and wellbeing. 

4.5 Engaging Aboriginal Men in Health Programs 

The key purposes of the two yarning sessions included exploring interest among the men for a 

cardiovascular health program and providing an opportunity for them to suggest what they 

would want to include in such a program. Three key categories were identified by the men as 

fundamental to a health program: cultural safety; incorporation of health education sessions; 

and ensuring that participants are motivated to attend the health program. 

PHC is well established as an effective and efficient model for providing a range of basic health 

services. Enabling access to essential PHC services is a key factor in improving health 

outcomes (Wakerman & Humphreys, 2011). Key components of PHC are ‘socially 

appropriate, universally accessible … includes health promotion, illness prevention, treatment 

and care of the sick, community development, and advocacy and rehabilitation’ (Australian 

Primary Health Care Research Institute, 2013). Harfield et al. (2018) identifies the 

characteristics of Indigenous PHC service delivery models via a scoping review. The dominant 

feature underpinning all characteristics of these models is ‘culture’. 

When health professionals are aiming to implement effective health programs to facilitate 

lifestyle changes, it is a fundamental requirement to provide a culturally safe and supportive 

environment (Durey et al., 2016). During the two yarning sessions, participants were asked 

‘what would you like to see in a culturally appropriate program that would make you want to 

access the program?’ By asking this question, the lead researcher was hoping to gain a better 

understanding of the type of health program and activities that would engage the Aboriginal 

men. The following quotes highlight the men’s desire and support for a program within the 

local community: 

And we’re going to make it [being healthy] fit back into our family—our part of family life. 

It’s drifting out of family life and we have got to find a way of putting healthy lifestyle back 



89 

into everyday life. We need a space that we can exercise in that is safe for us Aboriginal men. 

(Will) 

It is a journey and for a long period of time it is a lifestyle change. This education we get 

needs to come from the Elders down. We don’t support the Elders but the younger generation 

is not being supported either because they are under pressure as well to do all and be all. 

(Sam) 

It was apparent that this ‘support’ should aim to improve health literacy for the participants 

within a culturally safe environment. Participants were very clear that health education sessions 

needed to be incorporated into the exercise program, to enhance their knowledge and 

understanding of how and why they should improve their health and wellbeing outcomes: 

You see the thing is the ‘standing. Men don’t understand. This is what I believe … like 

diabetes. What’s the reaction of it? Or heart attacks? We don’t understand what makes 

diabetes? Or high blood pressure, or all these little sicknesses. We don’t sit down and ask 

about these sicknesses—we know nothing about ‘em. Old black men don’t know anything 

about what causes sugar diabetes … because we haven’t been told, we need to be told [how 

to improve health outcomes] in a way that we understand it. (Bob) 

Key to engaging Aboriginal men in health programs are culturally appropriate health 

promotion activities and specific health education delivered via a strengths-based approach, 

highlighting positive change in local Aboriginal communities (Mungabareena Aboriginal 

Corporation, 2016). Health professionals need to engage and empower people, not only by 

providing knowledge but also by enhancing confidence and helping people to acquire skills to 

manage their health conditions (Chen, Mullins, Novak & Thomas, 2016). The cumulative 

impact of ineffective health education and low levels of health literacy is evidenced through 

the beliefs of some Aboriginal men that nothing can be done to change their own health 

outcomes. This sense of inevitability has been discussed previously but is illustrated in this 

context to highlight the importance of self-worth, empowerment and self-determination in 

health programs: 

Yeah but see a lot of us might be thinking this is too late to be goin’ an’ startin’ these exercises 

and stuff. (Will) 
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A lot of us think that it’s not worth it. They reckon they are too far gone. You know what I 

mean? Being in ya forties … I always thought ‘nah that’s a bit late now’. But I’m right … 

I’m still kicking. (Allan) 

Effective health education and adequate health literacy allow people to make more informed 

lifestyle decisions, which can increase engagement with health services. Enhancing confidence 

and modifying attitudes towards health empowers and motivates a person to take that positive 

first step. 

Another key aspect that the participants identified was ensuring that the health program was 

able to motivate the participants, not only to begin the program but more importantly to 

maintain their motivation for 10 weeks. Education and positive health outcomes influence 

motivation at all levels—individual, family and community. Self-motivation is an important 

part of engaging Aboriginal men in health promotion programs: 

It’s got to be self-motivated—what you want. The only way that you will do that is if you can 

see some benefits in what you are doing. Not just because that is what the doctor or the health 

professional said. (Sam) 

Look mate I’d like to help you as much as I can but at the end of the day it’s up to the person 

as well. (Will) 

Finding ways to motivate and empower men and Aboriginal communities as a whole, is an 

important step towards achieving better health outcomes. An example of this positive 

motivation is the two yarning sessions that comprised Phase 1 of this study, informing the 

creation of the tailored exercise and health education program. 

Asking the question ‘what would you like to see in a culturally appropriate health program’ 

was the easy part. Far more complex was translating the men’s expectations into a culturally 

appropriate tailored exercise and health education program. The design, implementation and 

evaluation of this program is detailed in Chapter 5. 

4.6 Conclusion 

The two yarning sessions in Phase 1 served to reveal deep-seated issues that the men dealt with 

on a daily basis, including a lack of appropriate role models; self-perceived roles that hinder 

access to health care; and poor health literacy. The men also identified how these barriers could 
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be addressed as a positive step towards improving men’s health and Aboriginal health in 

general. The process of identifying these factors is important and congruent with Mellor et al. 

(2015), who explains that delivery of the most effective intervention and prevention programs 

can only be achieved by exploring local Aboriginal beliefs and attitudes relating to factors that 

contribute to poor physical health and a lack of engagement in healthy behaviours. 

The goal of this chapter was to answer the questions: 

1. Why do Aboriginal men of Albury Wodonga under-utilise the local AHS? 

2. What comprises a culturally appropriate, tailored exercise and health education 

program for Aboriginal men? 

In answering these questions, five key themes were explored; Aboriginal men’s attitudes 

towards health; communication; commitment to change; accessing health care; and engaging 

Aboriginal men in health programs. 

Chapter 5 presents Phase 2, which is the quantitative component of this study, designed to 

answer the following question: 

• Does a culturally appropriate tailored exercise and health education program decrease 

CVD risk markers in Aboriginal men aged 35–80 years?  
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Chapter 5: Findings - Changes in Physiological Parameters 

Associated with a Culturally Appropriate Tailored Exercise and 

Health Education Program for Aboriginal Men 

5.1 Background 

In Australia, CVD was reported as the leading cause of death from 2011 to 2015 for Aboriginal 

and Torres Strait Islander peoples; responsible for 24% of all deaths. The leading 

cardiovascular conditions contributing to a higher mortality rate are CHD, stroke and 

hypertensive disease. In 2012–16 the death rate for Indigenous men and women in the 25–35-

year age group was 13.5 times higher than for non-Indigenous men and women in Australia, 

excluding Tasmania for which there was no data. In the 35–44-year age group, the death rate 

was 10 times higher than for non-Indigenous men and women (AIHW, 2016b). 

Factors contributing to CVD among Aboriginal and Torres Strait Islander peoples are complex; 

they reflect a combination of broad historical, socio-cultural and economic factors as well as 

cardiac-specific risk factors (Penm, 2008). Cardiac-specific risk factors (except rheumatic heart 

disease) can be split into two categories: behavioural and biomedical. Behavioural factors are 

based on the person’s behaviour towards their health and include smoking, physical inactivity, 

poor nutrition and alcohol consumption. Behavioural factors can also be influenced by 

underlying social, economic, psychological and cultural factors. Bunker et al. (2003) highlight 

an important relationship between psychosocial factors and CVD. Social isolation, depression 

and a lack of social support were identified as the main contributors. Aboriginal and Torres 

Strait Islander peoples have been identified as an at-risk population whose social disadvantage 

is strongly associated with both psychosocial and modifiable risk factors, as identified by the 

AIHW (2015). Biomedical risk factors include hypertension, high blood cholesterol, obesity, 

diabetes and chronic kidney disease. These biomedical risk factors can be influenced by 

modifications to behaviour and lifestyle, including diet and physical activity, and the use of 

medical interventions. 

Physical activity programs have been shown to increase activity levels in the general population 

(Heath et al., 2012; Marcus et al., 2006); however, relevant studies include only a small 

percentage of Indigenous people, who are not reported separately (Brown, Mummery, Eakin 
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& Schofield, 2006; Colagiuri et al., 2010). Mendham et al. (2015) report findings from a study 

in Orange, NSW that demonstrated that a 12-week sports-based exercise program for inactive 

Aboriginal men improved biomedical risk factors associated with T2DM. A study conducted 

by Esgin (2017), a Noongar Aboriginal man from Perth, Western Australia examined how the 

provision and acceptance of exercise for Aboriginal men and women improved physiological, 

anthropometric features associated with metabolic syndrome in the Noongar community of 

Western Australia. The study found that employing strategies that are culturally appropriate is 

fundamental to the success of research programs and projects with Indigenous communities. 

Esgin (2017) was also the first to recruit both Aboriginal male and female participants for an 

exercise intervention implementing current guidelines for physical activity and involving close 

supervision by an exercise specialist, in a commercial health and fitness setting. The results 

showed that supervised exercise led to high levels of compliance and was effective in reducing 

risk factors associated with chronic disease in Aboriginal adults. Aboriginal and Torres Strait 

Islander people differ in cultural background, nutrition uptake and activity levels depending on 

where they live in Australia; therefore it is important to contribute knowledge to this under-

researched area of the effects of exercise and health education on cardiovascular risk factors 

for Aboriginal men. 

Chapter 4 aimed to answer the question ‘why do Aboriginal men of Albury Wodonga under-

utilise the local AHS?’ In addressing this question we have been able to unpack five key related 

themes: Aboriginal men’s attitudes towards health; communication; commitment to change; 

accessing health care; and engaging Aboriginal men in health programs. 

Phase 1 of the study (detailed in Chapter 4), played a key role in the design of this exercise and 

health education program that led to the five themes above emerging. Utilising these five key 

themes highlighted the key concept of listening to the needs of local Aboriginal men. It is clear 

that for an exercise and fitness program to be successful, it must fit around work and other 

commitments, as Jake suggested: 

One of the things that I struggle with, which doesn’t work, or I struggle to make it work, is 

coming to 5.30 knock off from work and clean up the shed and be filthy dirty from the work 

we do rush home and get changed and go to an exercise class or go to the gym. I find that a 

real struggle. (Jake) 

The purpose of Phase 2 of the study was to explore the effects of a culturally appropriate 

tailored exercise and health education program on physiological risk factors associated with 
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CVD for a group of Aboriginal men. Phase 2 involved quantitative data collection to enable 

the evaluation of physiological risk factors, prior to and following the exercise and health 

education program.  

 
As identified in Phase 1 findings (Chapter 4), a key requirement for the participants was that 

the program supported their needs throughout. Although it was important to meet the men’s 

needs, it was also relevant to design a program based on current evidence. Therefore, the length 

of the exercise and health education program was a key factor. Research has shifted the focus 

over time from prescriptive duration of a program to a more patient-centred focus, where 

exercise is prescribed as medicine, citing benefits to motivation, behaviours and goals (Segar, 

Guerin, Phillips & Fortier, 2016). Evidence pertaining to the duration of exercise programs 

frequently indicates 8-12 weeks as being optimal (Davey, Moore & Walters, 2014; Dimer et 

al., 2013; Esgin, 2017; Mendham, Duffield, Marino & Coutts, 2015; Canuto et al., 2012). As 

the findings in Chapter 4 identified, it is imperative that the most effective intervention and 

prevention programs need to identify and meet the needs of the participants. In this study, 

participants were able to commit to a 10-week program and therefore, design and 

implementation was focused to the men’s needs whilst also aligning with best practice. The 10-

week exercise and health education program was tailored to: include Aboriginal men only; 

offer health education sessions that encompassed the holistic model of health in easy-to-

understand language; address the physical needs of each participant in a group environment; 

and be easily incorporated into the men’s daily lives. Tables 5.1 and 5.2 outline the twice-

weekly exercise and health education sessions. 

Table 5.1: Exercise sessions 

Exercise sessions 

Monday Wednesday 

Warm up and cool down (on the stationary 
bike) 

Warm up and cool down (on the stationary 
bike) 

20–30 min of walking (tailored to each 
participant’s level) 

10 min of walking (tailored to each 
participant’s level) 

Low-moderate-intensity boxing (10–15 min 
duration) 

Self-paced circuit (30 min duration): 
Step ups 
Shoulder press 
Biceps 
Upright row 
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Squats 
Battle rope 
Incline push ups (normal push ups) 

 

Table 5.2: Education sessions 

Education sessions (Wednesdays) Facilitator 

Nutrition and healthy eating Non-Aboriginal dietitian 
(female) 

What is CVD? Aboriginal physiotherapist 
(male) 

Social and emotional wellbeing and its effects on CVD Aboriginal registered nurse 
(male) 

Diabetes management and the effects of diabetes on 
CVD 

Aboriginal podiatrist (male) 

AWAHS and the types of services that are offered to 
Aboriginal men 

Aboriginal registered nurse 
(male) 

5.2 Research Design 

This study employed a single group pre-post intervention design with a cohort of 10 Aboriginal 

men. All screening requirements were completed at baseline (pre-screening) and at 10 weeks, 

on the final day of the exercise and health education program (post-screening). A single group 

design may be utilised in a real-life clinical or community setting as it can enable a sense of 

inclusiveness and is optimal for a small sample size (Morgan & Morgan, 2009). This research 

design was considered most appropriate to evaluate the effectiveness of a 10-week exercise 

and health education program in reducing cardiovascular risk. 

5.2.1 Cardiovascular Risk Assessment 

The Australian Absolute Cardiovascular Risk Assessment Calculator (Figure 5.1) (NVDPA, 

2012a) was utilised to evaluate cardiovascular risk. This online assessment tool calculates a 

person’s risk of CVD within the next 5 years and is divided into three main categories 

(NVDPA, 2012b; Appendix 11): 

• High: >15% risk of CVD; 

• Moderate: 10–15% risk of CVD; 
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• Low: <10% risk of CVD. 

According to the NVDPA (2012b), this combined assessment of cardiovascular risk factors 

provides a more accurate estimate of overall individualised CVD risk than does assessment of 

each parameter in isolation. The physiological risk factors required to complete the Absolute 

Cardiovascular Risk Assessment Calculator are age; SBP; smoking status; TC; HDL 

cholesterol; diabetes status; and an ECG to determine left ventricular hypertrophy (LVH). 

Other physiological risk factors were also assessed for each of the participants, as detailed in 

the next section. 

 
Figure 5.1: Australian Absolute Cardiovascular Disease Risk calculator 

5.3 Phase 2A: Pre-screening 

5.3.1 Participant Recruitment 

Local Aboriginal men aged 35–80 years were invited to attend AWAHS for assessment of their 

CVD risk, facilitated through the use of health promotion posters (Appendix 12), personal 

contacts and yarning with men in the community. It is important to note that recruitment for 

Phase 2 was a lengthy process that occurred over a period of 8 months. Building trust and 

rapport with local Aboriginal communities requires authentic meaningful engagement and this 

is similarly so for an Aboriginal researcher who is known to, and accepted within, the 

community. 

Two information sessions were conducted at AWAHS as part of the pre-screening phase, to 

inform potential participants of the requirements for Phase 2 (Appendix 13). The consensus 
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from this pre-screening phase was that the Aboriginal men wanted two supervised exercise 

sessions per week (Monday & Wednesday mornings starting at 6.15 am and finishing at 7.15 

am, at the participants request). The Monday morning session consisted of a 1-hour exercise 

session (Table 5.1) and the Wednesday morning session was a combination of exercise and a 

20-minute health education session within the allotted time (Table 5.2). 

Seventeen Aboriginal men attended the pre-screening appointment at AWAHS and 10 of these 

men consented to participate in the exercise and health education program. There were multiple 

reasons why seven participants could not commit to the 10-week program, including ill health; 

job and family commitments; and time constraints (the early time did not fit into their 

schedule). Six of the 10 participants for Phase 2 had also participated in Phase 1. 

5.3.2 Health Assessment 

Prior to participation in the exercise and health promotion sessions, informed consent was 

obtained from each participant by the lead researcher following an explanation of the purpose, 

nature and potential risks associated with the exercise program (Appendix 1). 

A range of CVD physiological risk factors were assessed and recorded during a 60-minute 

appointment for each of the participants at AWAHS (Table 5.3). The Aboriginal registered 

nurse (male) conducted these tests in conjunction with the lead researcher who was present 

during these appointments. Samples of blood and urine were collected at both the pre- and post-

screening appointments. A 12-lead ECG was conducted by the Aboriginal male nurse.  

Table 5.3: Physiological data for the absolute cardiovascular risk assessment 

Absolute cardiovascular risk assessment parameters 

Gender  

Age (years) 

SBP (mmHg) 

Smoking statusa 

TC (mmol/L) 

HDL cholesterol (mmol/L) 

Diabetes status—fasting BGL (mmol/L)b 

12-lead ECG LVHc 
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a A smoker is classified as someone who is currently smoking or quit within the last year.  
b A participant with fasting plasma glucose of 7.0 mmol/L or greater was classified as having diabetes. 
c A manual printout of the ECG was analysed to assess the presence of LVH using the Modified Cornell 

Criteria, which involves examining the R wave in a vector location; if the R wave was greater than 12 mm in 

amplitude, LVH was diagnosed. 

5.3.3 Cardiovascular Disease Risk Classification 

CVD is the leading cause of death for Aboriginal and Torres Strait peoples and contributes to 

the burden of disease experienced by Indigenous peoples internationally. It is fundamental that 

increasing the quality and quantity of data − and improving prevention with an absolute CVD 

risk approach − must be a priority (Calabria et al., 2018). The NVDPA guidelines for the 

management of absolute CVD risk recommend that Aboriginal and Torres Strait Islander 

peoples aged 35–74 years be assessed for absolute CVD risk (compared with screening from 

45 years onwards for the non-Indigenous population). It is imperative that caution is applied 

when interpreting data obtained from the absolute CVD risk assessment for Aboriginal and 

Torres Strait Islander peoples. Calabria et al. (2018) found that a substantial proportion of 

people under 35 years of age are at high risk of CVD disease but are not targeted by current 

assessment guidelines, thus compromising CVD prevention for Aboriginal and Torres Strait 

Islander people. As the Absolute Cardiovascular Risk Assessment Calculator provides a more 

accurate assessment of risk than individual risk factors alone, it is reasonable to expect that 

management decisions informed by this assessment will improve health outcomes. 

Additional physiological risk factors assessed for each participant are listed in Table 5.4. The 

rationale for assessment of these risk factors was provided in Section 2.11.2. 

Table 5.4: Additional physiological risk factors 

Anthropometry & 
vascular function 

Blood markers Urine markers 

Weight (kg) Triglycerides (mmol/L) 8-iso-prostaglandin F2alpha 
(8-isoprostane) (pg/mL/mmol 
creatinine) 

WC (cm) LDL cholesterol (mmol/L) 8-OHdG (pg/mL/mmol 
creatinine) 

BMI (kg/m²) Glycated haemoglobin 
(HbA1c) (%) 

Interleukin 10 (IL-10) 
(pg/mL/mmol creatinine) 
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Blood pressure (mmHg) CRP (mg/L) Interleukin 1 beta (IL-1β) 
(pg/mL/mmol creatinine) 

 

5.3.4 Data Collection Methods 

5.3.4.1 Anthropometry Measurements and Vascular Function 

Each participant removed their shoes and was weighed on Rinstrom N310 electronic scales in 

light clothing. Body weight was recorded to the nearest 0.1 kg. Height was measured to the 

nearest 0.1 cm using a stadiometer. BMI was calculated from the height and weight of each 

participant and is independent of gender and age. WC was measured around the waist 1 cm 

above the iliac crest (WHO, 2011). 

Blood pressure was measured on one arm with the participant seated and rested for 5 minutes 

prior to taking the measurement using an Omron HEM-907 automated blood pressure monitor. 

The mean of three consecutive readings, 1 minute apart, was used to calculate blood pressure 

for each participant as per the American College of Sports Medicine guidelines (Thompson, 

Arena, Riebe & Pescatello, 2013). 

5.3.4.2 Blood Samples 

Participants attended AWAHS for a morning appointment after fasting overnight for 10–12 

hours. Fasting venous blood samples were collected from the median antecubital fossa for 

analysis of lipids, HbA1c, CRP and BGL. These samples were analysed at the Dorevitch 

Pathology Clinic in Albury, NSW. 

5.3.4.3 Urine Samples 

Mid-stream urine samples were collected onsite from all research participants, for the 

estimation of oxidative stress and inflammation markers. After collection, the urine sample 

containers were placed on ice before transportation to the CSU biochemistry laboratory where 

they were stored at –80ºC prior to sample analysis. 

5.3.4.4 Measures of Oxidative Stress and Inflammation 

Oxidative stress and inflammation was determined from urine samples by determining levels 

of 8-isoprostane, 8-OHdG, IL-10 and IL-1β using an enzyme-linked immunosorbent assay 
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(ELISA) kit provided by Elisakit.com™ (Jomar Pty Ltd). All oxidative and inflammatory 

markers utilised the same analytical principle. Standards and samples were bound to the 

specific antibody pre-coated on a microplate. A biotin-conjugated anti-human biomarker 

antibody was added and bound to human biomarker captured by the antibody. After addition 

of streptavidin-HRP (horseradish peroxidase) and substrate solution, colour development was 

measured according to the assay protocol. All measurements conducted on the inflammatory 

and oxidative stress biomarkers were carried out with a Thermo Scientific Multiskan FCTM 

(Thermo Fisher Scientific) and each was measured using an ELISA kit. Calibration, curve 

fitting and data analysis were carried out according to the manufacturer’s instructions, in the 

CSU biochemistry laboratory. 

5.4 Phase 2B: 10-week Exercise and Health Education Program 

5.4.1 Exercise Sessions 

The exercise prescription as detailed in Table 5.1 aligns with the 2004 National Heart 

Foundation’s recommendation of low–moderate-level resistance activity for people with well-

controlled and clinically stable CVD that is still current. This level of physical activity has been 

shown to improve muscular strength and endurance, and to enhance mental wellbeing (National 

Heart Foundation of Australia & Australian Cardiac Rehabilitation Association, 2004). 

Resistance training was incorporated into the exercise program as it has been shown to have 

positive effects on muscle strength, lean body mass, bone strength and vascular function 

(Williams et al., 2007) 

The exercise sessions were conducted twice a week (Monday & Wednesday 6.15–7.15 am) for 

10 weeks at Glen Park oval opposite AWAHS, under the supervision and guidance of the lead 

researcher, who is a physiotherapist. The 1-hour duration of each exercise session aligned with 

exercise guidelines suggested by Briffa et al. (2006), who demonstrated that patients with 

advanced CVD, and those who lack confidence or request group support, benefit from a short 

period (12 weeks) of supervised exercise two to three times per week. The authors suggested 

that such programs may help reduce anxiety, establish appropriate physical activity intensity, 

and enable monitoring of participant progress. 
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Day one of the 10-week exercise and health education program involved assessment of each 

participant’s baseline fitness parameters (Table 5.5). These baseline parameters were re-

assessed in week 10 following the final exercise and education session. 

Table 5.5: Fitness parameters 

Fitness parameters 

6MWT 

Squat endurance over 1 min—(normal and modified) depending on participant’s physical 
limitations. 

Push up endurance over 1 min—(normal and modified) depending on participant’s 
physical limitations. 

Shoulder press endurance over 1 min—(normal and modified) depending on participant’s 
physical limitations. 

Step-up (30-cm height) endurance over 1 min—(normal and modified) depending on 
participant’s physical limitations. 

 

5.4.2 Education Sessions 

The purpose of the education sessions was to provide effective health education that aligned 

with the needs of the participants. Bob reinforced the importance of health literacy: 

You see the thing is the ‘standing’. Men don’t understand. This is what I believe … say like 

diabetes. What’s the reaction of it? Or heart attacks? It’s like pain. We don’t understand what 

it’s all about. We don’t understand what makes diabetes, or high blood pressure or all these 

little sicknesses. We don’t sit down and ask about these sicknesses. (Bob) 

All staff members who facilitated the education sessions, except for the physiotherapist and the 

podiatrist, were employed at AWAHS. Involvement of AWAHS staff was an important factor 

in Phase 2 as it ensured that staff were able to build rapport with the participants and promote 

the services offered by AWAHS to a group of local Aboriginal men who typically did not 

utilise those services. Through engaging AWAHS staff in this study, the sustainability of this 

initiative was enhanced. 

It was vital that the needs of the participants were acknowledged and met to ensure that the 

participants were able to play an active role in managing their health. It is imperative that health 

care professionals provide a space in which participants feel able to participate and to share in 
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decisions if they want to, thus ensuring a good experience for those patients (National Clinical 

Guideline Centre, 2012). 

The five health education sessions were scheduled on a rotating basis, according to the 

participants’ wishes, with one session available on Wednesday of every week. This rotating 

schedule encouraged engagement and incorporated teaching strategies to ensure the men were 

able to play an active role in these education sessions. These health education sessions were 

designed to be interactive and creative to ensure close engagement of Aboriginal men through 

the sharing of common experiences of self-management attitudes, beliefs and knowledges 

through conversations (National Institute for Health and Clinical Excellence, 2015). 

An example of utilising a participant’s voice is from the dietitian education session. A common 

request from some of the participants was for healthy eating advice that was affordable and 

realistic; thus for part of the session, participants were encouraged to share their lived 

experience of an average daily diet. Another example arose during the education session on 

social and emotional wellbeing during which a participant was invited to yarn about his journey 

and experience of living with CVD. This was a powerful education strategy, particularly as all 

of the men had seen members of their family suffer the effects of premature illness and death, 

knowing that CVD can be prevented through lifestyle modifications. Listening to the 

participants’ voices during the education sessions enabled an understanding of their respective 

health journeys. Chapter 6 (Phase 3 findings) reinforces the appropriateness of using this 

yarning education strategy, which was highlighted through the men’s conversations around 

health literacy. 

A range of teaching and learning resources were utilised in the education sessions. Figure 5.2 

illustrates an interactive and creative resource known as ‘Feltman’, an education tool used to 

explain the pathophysiology of diabetes, including prevention and management (Victorian 

Aboriginal Community Controlled Health Organisation (VACCHO), n.d.) 
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Figure 5.2: ‘Feltman’ teaching resource 

During each of the education sessions, participants were provided with a healthy breakfast of 

muesli with low fat Greek yoghurt, fresh fruit and nuts (as advised by the dietitian) (Figure 

5.3). 

 
Figure 5.3: Healthy breakfast 

5.4.3 Attendance Rate 

Each of the 10 participants attended at least 17 of the 20 exercise and health education sessions 

with an overall attendance rate of 85% for the program. 
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5.5 Phase 2C: Post-screening 

Each participant who participated in the exercise and health education sessions was scheduled 

for their post-screening appointment at AWAHS, on the final day of the 10-week program. 

Each of the physiological risk factors was assessed during this 40-minute appointment by the 

Aboriginal registered nurse (male). During a 1-week period following completion of the 

program, the lead researcher spent up to 60 minutes with each of the Aboriginal men yarning 

about their individual results. Each participant was then referred back to their general 

practitioner (GP) at AWAHS to follow up with any of the physiological results that were 

outside of the normal range. Participants were provided with a copy of their physiological and 

fitness parameters (Appendix 14) and a copy of this report was scanned and uploaded to their 

personal electronic health record at AWAHS. 

5.5.1 Data Analysis 

Statistical analysis was performed using Microsoft Excel (Office 2013, Microsoft) and R 

Software version 3.4.4. Because of the small number of participants, the Wilcoxon signed rank 

test with continuum correction was used. Values are reported as median ± interquartile range 

(IQR). P < 0.05 was considered statistically significant for nonparametric testing. 

5.5.1.1 Absolute Cardiovascular Risk Assessment 

Absolute CVD risk category (high, moderate, low) is calculated on the basis of multiple 

physiological risk factors including age; SBP; smoking status; TC; HDL cholesterol; diabetes 

status; and an ECG to determine LVH (Table 5.3). Overall, the group data showed a statistically 

significant decrease in absolute cardiovascular risk in response to a custom-designed 10-week 

exercise and health education program (Table 5.6). 

Table 5.6: Median Absolute Cardiovascular Risk Assessment Calculator results pre- 

and post-10 weeks of training 

Variable Pre-program 
(median ±IQR) 

Post-program 
(median ±IQR) 

P 

Absolute 
cardiovascular risk  

11.00% ±10.75% 4.00% ±7.00% 0.03 
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A breakdown of the participants into the three risk categories—high, moderate and low—is 

illustrated in Table 5.7. 

Table 5.7: Median Absolute Cardiovascular Risk Assessment Calculator results by risk 

category 

Absolute 
cardiovascular risk 
assessment 

Pre-program 
(median ±IQR) 

Post-program 
(median ±IQR) 

P 

High (>15%) 
N = 2 

18.50 ±3.50% 11.00 ±7.00% 0.70 

Moderate (10–15%) 
N = 4 

 12.50 ±1.75% 10.00 ±1.50% 0.06 

Low (<10%) 
N = 4 

  2.50 ±1.00% 2.50 ±1.00% 1.00 

 

There was no statistically significant change in the stratification of participants across the three 

categories after 10 weeks of training. The greatest change in absolute cardiovascular risk was 

evident for the ‘moderate risk’ category, which was very close to significance. This is probably 

because of the small sample size and/or the extent to which risk factors such as cholesterol and 

BP are affected over the relatively short term. 

The 10-week period of combined aerobic and resistance training resulted in a reduction in TC 

and a statistically significant reduction in SBP (Table 5.8) and fasting BGL (Table 5.10). Six 

of the 10 participants had a decrease in SBP of >5%. Of the two participants who were initially 

classified in the high risk category, one was able to change his status over the 10-week program 

from high (>15%) to low (<10%) risk. This dramatic improvement was due primarily to a 

25.3% reduction in TC from 7.5 to 5.6. The second participant was still classified as high risk 

by the end of the program but managed to reduce his risk (from 22% to 18%) because of a 

decrease in SBP from 157 mmHg to 140 mmHg. Seven of the 10 participants had reductions 

in TC ranging from 4.8% to 25.3%. Two participants had slight increases in TC, by 2.3% and 

8.9%, respectively. One participant who had an increase in his TC (from 4.5 to 4.9) also had a 

decrease in his WC (by 5.8%) and SBP (by 10.1%). These changes are discussed further in 

Section 5.6. 
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5.5.1.2 Smoking Status 

Participants who ceased smoking during the 10-week program were still classified as smokers 

for the purposes of the pre- and post-CVD risk assessments; thus, smoking status was not 

compared before and after the program. 

5.5.1.3 Characteristics, Anthropometry and Vascular Function 

The 10-week exercise and health education program resulted in a significant decrease as a 

group in the participants’ WC, weight and SBP, although WC and SBP remained above the 

recommended normal range. BMI was also trending down but the pre–post-program difference 

was not statistically significant (Table 5.8). 

Table 5.8: Participant characteristics and anthropometry pre- and post-10 weeks of 

training 

Variable Normal range Pre-program 
(median 
±IQR) 

Post-program 
(median 
±IQR) 

P 

Participants (n) n/a 10 10 - 

Age (years) n/a 49 ±21.5 - - 

Height (cm) n/a 180.5 ±9.9 - - 

Weight (kg) n/a 106.65 ±37.7 104.60 ±33.02 0.030 

WC (cm) <94 123.5 ± 24.9 114.5 ±17.5 0.009 

BMI (kg/m²) 18.5–24.9 33.8 ±8.5 33.3 ±6.2 0.060 

Systolic BP (mmHg) <120 140.0 ±19.0 132.0 ±19.2 0.005 

Diastolic BP (mmHg) 80–90 79.0 ±12.3 83.5 ±9.8 NS* 

*NS, not significant 

Considering the small number of participants, it is instructive to consider pre- and post-program 

data for each participant. These data are illustrated graphically in Figures 5.4–5.9. 

The American Heart Association (2018) classifies SBP as: 

• Normal (<120 mmHg); 

• Elevated (120–129 mmHg); 

• Stage 1 (130–139 mmHg); 
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• Stage 2 (140 mmHg or higher); 

• Hypertensive crisis (higher than 180 mmHg). 

SBP demonstrated a reduction for all participants of 1.4–14.5%. Six of the 10 participants had 

a decrease in SBP of >5%. At pre-screening, five participants had SBP greater than 140 mmHg, 

and by the end of the 10-week exercise and health education program, each had reduced their 

blood pressure to 140 mmHg or below. 

Pre-screening SBP for the 10 participants was classified as normal (n = 2); elevated (n = 1); 

stage 1 (n = 2); or stage 2 (n = 5). Following the exercise and health education program, the 

SBP for the 10 participants was normal (n = 4); stage 1 (n = 4); or stage 2 (n = 2). Figure 5.4 

presents individual values for pre- and post-program SBP, showing that it declined for each 

participant during the program. 

 
Figure 5.4: SBP pre- and post-program 

Nine of the 10 participants in this study lost weight over the 10-week program, while 

participant 1 showed a weight gain of 1.64%, most likely because of a change in medication 

(Figure 5.5). Despite this participant gaining weight, his WC decreased by 2.10% (Figure 5.6). 

Nine of the 10 participants had a reduction in their WC of 2.10–10.60%; the other (participant 

3) had no change but was within normal limits (Figure 5.6). 
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Figure 5.5: Body weight pre- and post-program 

 
Figure 5.6: WC pre- and post-program 

For the group as a whole, the combined aerobic and resistance training, and change in dietary 

habits, resulted in a statistically significant decrease in WC (9.00%) and body weight (2.05%). 

5.5.1.4 Strength and Aerobic Fitness 

Participants showed statistically significant improvements in both upper and lower body 

strength as well as aerobic fitness (Table 5.9). The results suggest that some anthropometric 

variables are slower to change and may take more than 10 weeks of significant exercise 

involvement, to reduce. The variables most responsive to exercise in this study were weight, 

WC and SBP. 
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Table 5.9: Fitness parameters pre- and post-program 

Variable Pre-program 
(median ±IQR) 

Post-program 
(median ±IQR) 

P 

6MWT (m) 360 ±40 400 ±75 0.005 

Squats—1 min 29.0 ±7.7 45.5 ±12.2 0.005 

Push ups (incline)—1 min 28.5 ±5.5 39.5 ±8 0.005 

Shoulder press—1 min 44.5 ±22 68.5 ±30.7 0.009 

Step ups—1 min 24.0 ±9.5 36.5 ±13 0.005 

 

5.5.1.5 Fasting Blood Chemistry 

All 10 of the participants demonstrated a reduction in TC, LDL and triglycerides over the 10-

week program. The only statistically significant reductions, however, were for fasting BGL 

and HDL (Table 5.10). 

Table 5.10: Fasting blood chemistry markers pre- and post-program 

Variable Normal 
range 

Pre-program 
(median ±IQR) 

Post-program 
(median ±IQR) 

P 

TC (mmol/L) <4.0 4.45 ±1.4 4.30 ±1.12 0.057 

HDL (mmol/L) >1.0 1.25 ±0.45 1.10 ±0.27 0.035 

LDL (mmol/L) <2.0 2.60 ±1.2 2.55 ±0.97 0.092 

Triglycerides (mmol/L) <2.0 1.84 ±0.7 1.71 ±0.4 0.262 

HbA1C (%) <8.1 6.05 ±2.35 6.05 ±1.52 0.284 

BGL (mmol/L) 4.00–6.00 5.85 ±3.45 5.25 ±1.67 0.005 

 

Changes observed in TC levels demonstrated a reduction for 7 of the 10 participants. Two 

participants had increased TC at the end of the 10-week program. Figure 5.7 plots individual 

values for pre- and post-program TC. 
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Figure 5.7: TC pre- and post-program 

Of most interest is that 9 of the 10 participants had a reduction in HDL level by the end of the 

10-week program. There was a statistically significant decrease in HDL (p = 0.035) (pre 1.25 

±0.45, post 1.10 ±0.27) for the study group overall and this may be explained by an overall 

decrease in TC (not statistically significant). Figure 5.8 illustrates individual values for pre- 

and post-program HDL . 

  
Figure 5.8: HDL pre- and post-program 

The reduction in BGL for participants ranged from 2.2% to 44.6%. In the latter case, the 

individual participant 6 attained normal fasting BGL levels (beginning with very high pre-

exercise levels), which contributed to the significant result. The remainder of the group was 

within normal limits prior to commencement of the program and this was associated with good 

medication compliance. Normal fasting BGL is considered less than 5.6 mmol/L; pre-diabetes 
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is 5.6–6.9 mmol/L; and 7 mmol/L or greater is considered diagnostic of diabetes. Prior to the 

exercise and health education program, the participants’ distribution among BGL categories 

were normal (n = 4): pre-diabetes (n = 3); and diabetes (n = 3). Following the exercise and 

health education program BGL levels were normal (n = 6); pre-diabetes (n = 2); and diabetes 

(n = 2). Figure 5.9 illustrates individual values for pre- and post-program BGL. 

  
Figure 5.9: BGL pre- and post-program 

5.5.1.6 Inflammatory Biomarkers 

Changes observed in the inflammatory and oxidative stress biomarkers were not statistically 

significant in response to the 10-week program. There was a slight increase in CRP (1.5 ±1.75 

to 2.0 ±5, p = 0.5) but this was well within the normal range. There was a strong decrease that 

was not statistically significant for IL-10 (0.146 ±0.3 to 0.025 ±0.1, p = 0.2) as shown in Table 

5.11. 

Table 5.11: Inflammatory and oxidative stress markers pre- and post-program 

Variable Normal 
range 

Pre-program 
(median ±IQR) 

Post-program 
(median ±IQR) 

P 

CRP (mg/L) 0–10 1.50 ±1.75 2.0 ±5.00 NS 

IL-1β (pg/mL/mmol creatinine) * 0.054 ±1.100 0.031 ±0.300 NS 

IL-10 (pg/mL/mmol creatinine)  * 0.146 ±0.300 0.025 ±0.100 NS 

8-OHdG (ng/mL/mmol creatinine)  * 7.62 ±4.10 5.50 ±4.80 NS 

8-isoprostane (pg/mL/mmol creatinine)  * 119.65 ±42.80 125.68 ±28.90 NS 

*Please note there are currently no normal ranges for some of the inflammatory and oxidative stress biomarkers 

included in the study. 
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5.6 Discussion 

Calabria et al. (2018) highlights that the risk of CVD among Aboriginal and Torres Strait 

Islander peoples is high and that there needs to be priority given to increasing the quality of 

data collected to improve disease prevention through an absolute CVD risk approach. This 

phase of the study aimed to explore the effects of a 10-week, culturally appropriate, tailored 

exercise and health education program on the physiological risk factors associated with CVD 

risk in Aboriginal men. Being able to conduct this 10-week program in a regional city of NSW 

required a range of support including AWAHS health care staff in relation to the pre- and post-

screening and delivery of the health education sessions; and travel support to Glen Park for two 

of the participants and the lead researcher to facilitate the program logistics. As a result of this 

comprehensive support there was an average attendance rate of 85% across the 10-week 

program. This high attendance rate, in addition to the participants’ level of enthusiasm and 

willing engagement, resulted in improvements to their perceived health, cardiovascular 

physiology, body composition, strength and aerobic fitness. Preceding this 10-week exercise 

and health education program with a long period of yarning and relationship building during 

Phase 1 of the study highlights the importance of a PHC and culturally appropriate approach 

to improving health and wellbeing outcomes for Aboriginal men. 

5.6.1 Absolute Cardiovascular Risk Assessment 

According to the NVDPA (2012b), the Absolute Cardiovascular Risk Assessment Calculator 

provides a more accurate estimate of overall CVD risk than assessing each risk factor 

individually. The management goal is to reduce a person’s level of cardiovascular risk and 

thereby prolong life expectancy. According to Tonkin et al. (2005), moderate reduction in 

several risk factors is more effective in decreasing overall CVD risk than having a major 

reduction in a single risk factor. The combined aerobic and resistance training included in this 

10-week program resulted in a reduction in participants’ TC and a statistically significant 

reduction in fasting BGL and SBP. 

For the participants who were initially classified as high risk (18.5 ±3.5 to 11 ±7, p = 0.60) and 

moderate risk (12.5 ±1.7 to 10 ±1.5, p = 0.06), the improvement in absolute cardiovascular risk 

was likely due largely to the statistically significant reduction in SBP. For the high and 

moderate risk participants there was also a reduction in TC, which may reflect the slight 

decrease in HDL (but still within the normal limits). 
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Currently there are no published exercise training interventions reporting on changes in 

absolute cardiovascular risk assessment for Indigenous Australian populations. It is not 

possible to derive definitive conclusions about the clinical relevance of these findings. 

However, this study provides a small pool of values that can be utilised as a baseline for further 

research and the development of practice guidelines, with a key focus on participant 

engagement and the high attendance rate for the exercise and health education program 

(discussed in detail in Chapter 6). 

5.6.2 Anthropometry 

Regular physical activity has been shown to be effective in the prevention of chronic disease, 

particularly CVD (Warburton & Bredin, 2016). Over the last 15–20 years, exercise and health 

education programs implemented with non-Indigenous populations have shown a positive 

effect on participants’ body weight, blood pressure and glycaemic control (Mertens & Van 

Gaal, 2000; Neter et al., 2003; Shaw et al., 2006). A 2012 study that examined the effects of a 

12-week exercise and nutrition program for Aboriginal and Torres Strait Islander women 

(Canuto et al., 2012) reported modest reductions in weight and BMI. Esgin (2017) 

demonstrated that a 12-week supervised aerobic and resistance training program for Aboriginal 

men and women resulted in significant reductions in total body fat, waist and hip 

circumferences and waist-to-hip ratio. Mendham et al. (2015) demonstrated that a 12-week 

sports-based exercise program for inactive Indigenous Australian men reduced BMI, WC and 

waist-to-hip ratio relative to the control group. WC has been shown to be the best means to 

predict the risk of cardiovascular events (Wang & Hoy, 2004). 

For the group of men in this study, the combined aerobic and resistance training and change in 

dietary habits resulted in a statistically significant decrease in WC and body weight. These 

findings align with those of Mendham et al. (2015) who also identified a statistically significant 

decrease in WC and body weight following a 12 week exercise program. The results of this 

study also confirm findings published by Ho, Dhaliwal, Hills and Pal (2012) on the effect of a 

12-week combined aerobic and resistance training on cardiovascular risk factors; the greatest 

changes were seen for body composition, although the training regimen implemented in the 

current program was slightly different from that in the current study, and included lifestyle 

education. Ho et al.’s (2012) study of overweight and obese non-Aboriginal men and women 

implemented a combination of aerobic (15 minutes) and resistance training (15 minutes) for a 

total of 30 minutes on 5 days/week, with the mean age of participants being 53 years and 82% 
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(n = 17) being female. Mousavi et al. (2015) studied 1805 Middle East Caucasian men with a 

mean age of 48 years over a 6.6-year period and established a causal relationship between WC 

and CVD. It is important to note that men with WC over 94 cm are much more likely to have 

hypertension, dyslipidaemia and metabolic syndrome than are people with WC in the ‘normal’ 

range (Janssen, Katzmarzyk & Ross, 2004). 

Although data in the current study demonstrated a downward trend in WC for 9 of the 10 

participants, it is notable that eight participants still had WC greater than 94 cm at the end of 

the 10-week program. 

There is a well-established relationship between weight loss and decreased blood pressure 

(Mertens & Van Gaal, 2000; Neter et al., 2003). This study found a significant reduction in 

SBP by the end of the 10-week program but no change in diastolic blood pressure, although 

such a change is expected, as highlighted by O’Brien et al. (2002). In this study, all participants 

experienced reductions in their SBP ranging from 1.4% to 14.5%. A reduction in SBP to 140 

mmHg or lower is beneficial as it can reduce the risk of cardiovascular mortality and morbidity 

(Grossman, 2011). As in the current study, a 16-week study of Maori men and women 

(McAuley et al., 2003) showed a statistically significant improvement in SBP and a non-

significant improvement in diastolic blood pressure. 

In regard to BMI, there was a modest reduction of 1.5% for participants in this study. Seven 

participants had a commencing BMI of >30 kg/m2, which classified them as obese. An increase 

in BMI with overweight people has been shown to be associated with an increased risk of CVD 

(Wannamethee, Shaper, Whincup & Walker, 2004) and any reduction is beneficial for 

cardiovascular health. The modest reduction in BMI following this 10-week exercise and 

education program may provide the current cohort further motivation as they continue their 

involvement with an exercise program offered by AWAHS. Motivating factors are discussed 

in detail in Chapter 7. 

5.6.3 Strength and Aerobic Fitness 

The findings from this study included statistically significant improvements in both upper and 

lower body strength as well as aerobic fitness. There was a statistically significant increase in 

values for the 6MWT, consistent with findings of other exercise programs for Indigenous 

Australians. Dimer et al. (2013) reported an increase in the 6MWT for the 8-week program 



115 

conducted at the Derbarl Yerrigan Aboriginal Health Service. A point of difference from the 

current program was that of the 28 participants who attended the program in the Dimer et al. 

study, 64% were female. Davey et al. (2014) also demonstrated a significant improvement in 

the 6MWT with their 8-week program, which consisted of two 1-hour exercise sessions and a 

1-hour education session conducted with the Tasmanian Aboriginal Centre. 

The exercise intervention incorporated in this study resulted in significant increases in strength 

and aerobic fitness variables for each participant. In general, aerobic exercise has been shown 

to induce greater improvements in cardiorespiratory fitness and cardio-metabolic variables 

(Pescatello et al., 2015) than is seen with resistance exercise, which mainly affects muscular 

strength and has positive effects on body composition, such as muscle mass and bone density 

(Yang et al., 2014). This 10-week program included a combination of resistance and aerobic 

exercise training, which resulted in a statistically significant increase in strength and aerobic 

fitness, and consequently improved cardiovascular health outcomes. This finding aligns with 

that of a study conducted by Schroeder et al. (2019), which highlights that a combination of 

resistance and aerobic training may be of more value than either aerobic or resistance training 

alone, to decrease the risk factors associated with CVD. 

5.6.4 Fasting Blood Chemistry 

An exercise study involving 20 sedentary men over a 20-year period (initial age 30–51 year) 

examined the plasma levels of LDL, HDL, TC and triglycerides (Teramoto & Golding, 2009). 

The study concluded that regular exercise has positive outcomes in terms of plasma lipid levels 

and a reduction in CVD risk for middle aged to older adults. The greatest changes were evident 

in the first 12 months, with slow but gradual improvements continuing in subsequent years. In 

this study, changes observed in blood chemistry included non-significant reductions in TC, 

LDL and triglycerides. As discussed previously, it is more important for overall cardiovascular 

health to achieve a moderate reduction in several risk factors than a major reduction in a single 

risk factor (Tonkin et al., 2005). Improving a person’s fitness level is accompanied by positive 

changes in blood pressure, lipid profile and WC, which in turn decreases the risk factors 

associated with CVD over time (Lee et al., 2012). Improvement of fitness in this study, albeit 

with minimal weight change for participants, aligns with data from a study conducted by 

Thompson, Crouse, Goodpaster, Kelley, Moyna & Pescatello, (2001) in which a single session 

of physical activity decreased plasma triglyceride concentrations. A longer period of 
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observation throughout an extended exercise program may be required to identify positive 

changes in cholesterol and other biomarkers in this Aboriginal men’s group. 

Fasting BGL was the only marker that showed a statistically significant reduction in this study, 

with BGL decreasing over the 10-week program for each participant. Research has shown that 

even small elevations in BGL in the case of pre-diabetes may lead to inflammation, oxidative 

stress and tissue damage (Al-Aubaidy & Jelinek, 2010) and persistently elevated BGLs leads 

to an increase in free radicals via multiple biochemical pathways. Free radicals are responsible 

for the microvascular complications of diabetes and the pathogenesis of atherosclerotic 

macrovascular disease (Levitan, Song, Ford & Liu, 2004). BGL reduction over a 10-week 

program is an important finding of this study. Zisser, Gong, Kelley, Seidman and Riddell 

(2011) reported that physical activity can increase insulin sensitivity in the acute and long term, 

decreasing BGL and body fat and, therefore, decreasing the risk of CVD. As this exercise and 

health education program resulted in a statistically significant decrease in the participants’ 

BGL, WC and body weight, it was clearly successful in reducing some of the modifiable risk 

factors associated with CVD. 

5.6.5 Inflammatory and Oxidative Stress Biomarkers 

There is minimal published data on the effects of exercise interventions on inflammatory and 

oxidative stress biomarkers for Aboriginal men (Sushames et al., 2016). This study resulted in 

no statistically significant changes in inflammatory and oxidative stress markers in response to 

a 10-week exercise and health education program. This finding is similar to that in a study 

conducted by Mendham et al. (2015), which demonstrated that a 12-week sports-based exercise 

program for inactive Indigenous Australian men did not lead to changes in anti- and pro-

inflammatory cytokines. However, the non-significant decrease in 8-OHdG in the current study 

suggests that the program may have had a positive effect on reducing oxidative stress, which 

may have become more pronounced if the exercise program had been longer and more 

vigorous. Currently there is no published data on the effects of exercise interventions on 

oxidative stress markers for Aboriginal men. Research by Nojima et al. (2008) in Japan 

demonstrated that moderate-intensity exercise for 30 minutes, three times per week for 12 

months resulted in a statistically significant decrease in 8-OHdG for patients with T2DM, 

suggesting that a longer-term program with Aboriginal men may have similar outcomes. 
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Research has shown that significant changes in inflammatory cytokines (CRP, adiponectin and 

tumour necrosis factor alpha) through exercise training are associated with a significant 

reduction in weight loss but the authors in those studies were unable to state definitively 

whether the changes in these inflammatory biomarkers were due to the benefits of exercise or 

by the weight loss associated with the exercise (Marcell, McAuley, Traustadóttir & Reaven, 

2005; Nicklas et al., 2004). A more recent study by Beavers et al. (2015) suggests that a 

reduction in inflammatory cytokines (CRP and IL-6) is not achieved by exercise intervention 

but rather is directly related to loss of fat mass; indicating that significant reductions in 

inflammatory cytokine levels can be obtained with more than 5% loss of fat mass. One possible 

reason why this study showed no significant changes in inflammatory biomarkers following 

the 10-week exercise and health education program (although IL-10 and IL-1β did show 

moderate decreases) is that the overall weight loss for the participant group was less than 2%. 

The moderate decrease in IL-10 aligns with a study conducted by Barry et al. (2018), which 

showed that moderate-intensity continuous training had a moderate effect on reducing IL-10, 

and overall short-term exercise training may decrease anti-inflammatory cytokine 

effectiveness. 

An exercise program over a longer period, or a more intensive exercise program, may have a 

stronger effect on oxidative stress and inflammatory markers. A study by Balducci et al. (2010) 

on clients with diagnosed type 2 diabetes and metabolic syndrome showed that a 12-month 

high-intensity aerobic and resistance training program conducted twice per week led to a 

statistically significant improvement in inflammatory cytokines. High-intensity interval 

training (HIIT) may also have a more significant effect in short-term programs, such as the 

current one. A study by Kaspar et al. (2016) comparing the acute inflammatory response of a 

single bout of endurance training and HIIT for healthy individuals reported an improvement in 

IL-1β, IL-6, IL-10 and CRP. HIIT may present a valid alternative to endurance training for 

people who are short on time or prefer a HIIT program to achieve similar health benefits as 

with endurance training (Kaspar et al., 2016). HIIT may be an option for future exploration 

with Aboriginal men who are unable to commit to a low–moderate-intensity program because 

of competing time commitments and may also lead to quicker and more sustainable reductions 

in BGL, and inflammatory and oxidative stress markers. 
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5.7 Conclusion 

This culturally appropriate tailored 10-week exercise and health education program was 

associated with a decrease in absolute CVD risk factors in Aboriginal men. There was a 

statistically significant increase in strength and aerobic fitness, and statistically significant 

decreases in participants’ WC, body weight, SBP and BGL. Because of the small sample size, 

caution should be applied when reviewing the results of this 10-week program. Further 

investigation with a larger cohort is required to evaluate if an exercise program over a longer 

period, or one with more intensive activity, may have a greater impact on blood pressure, 

oxidative stress and inflammatory markers to reduce CVD risk. By utilising the PHC approach 

and implementing an exercise and health education program delivered in a culturally safe way, 

this study shows that effective and consistent participation is achievable. Further studies are 

required to examine the long-term effects of exercise and health education on cardiovascular 

risk factors and also the sustainability of a culturally appropriate tailored exercise and health 

education program. 

Chapter 6 explores the experiences of Aboriginal men who participated in the exercise and 

health education program and presents findings from Phase 3 of this study. The purpose of this 

final stage was to explore, in broad terms, the experiences of Aboriginal men who participated 

in Phase 2 and to gain further insight into the reasons for the success of this program.  
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Chapter 6: Findings - Commitment 

What have you done different to get the commitment from the fullas? 

 ——multiple AWAHS staff members 

This chapter details the final stage of this ‘exploratory sequential design’ mixed methods study. 

Phase 3 questions emerged through the application of a constructivist grounded theory 

approach; a cyclical process using an iterative process of data collection, analysis and theory 

building (McCann & Clark, 2003). By utilising this iterative approach to data generation, each 

phase of the study informed the next. This research design aligns with a social constructivist 

view of knowledge co-creation by people and communities, which is highly pertinent to 

Aboriginal and Torres Strait Islander research. 

The purpose of this chapter is to explore, in broad terms, the experiences of Aboriginal men 

who participated in the culturally appropriate tailored exercise and health education program 

(Phase 2) and to gain further insight into the reasons for success of this program. The attendance 

rate for the exercise and health education program was 85%—each participant attended at least 

17 of the 20 exercise and health education sessions. 

The chapter epigraph highlights a question that was asked of me many times during the study. 

In addressing this question, I discussed with AWAHS staff members the importance of the 

principles of Aboriginal research, with a key aspect being the development of respectful 

partnerships between participants and myself as an Aboriginal researcher (Rigney, 1997). To 

engage the Aboriginal men in this study, I built these partnerships through listening to their 

needs and wants; gradually this led to their ownership and control of the exercise and health 

education program. 

A group yarning session and four one-to-one interviews generated the data for this final phase 

of the study and four major themes emerged from analysis of these rich data (see Chapter 3): 

health screening; group exercise; education sessions; and participant messages to health 

professionals. Table 6.1 reiterates the issues that the men discussed to remind the reader how 

these were clustered as categories/sub-themes, and collapsed into major themes. 
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Table 6.1: Major themes, categories/sub-themes and issues from the yarning session and 

one-to-one interviews 

Major theme Categories (sub-themes) Codes (issues arising from 
the group yarning session 
and the one-to-one yarning 
sessions) 

Health screening - Pre-screening 
- Post-screening 

- Listening to their needs 
- Positive reinforcement 
- Stagger post-screening 

Group exercise - Men only 
- Motivation 
- Relationship building 

- Shame 
- Empowerment 
- Self-determination 
- Competitiveness; 
mateship/camaraderie 
- Commitment 
- Seeing progress 

Education sessions - Positive aspects 
- Confidence and attitudes 
towards health 
- Empowerment 

-Provide food during 
yarning session 
- Health literacy 
- Wider dissemination 
- Health promotion 

Participants messages to 
health professionals 

Positive aspects of the 
program: 
- Facilitator 
- Tailored program to meet 
the needs of the participants 
- Community and mateship 
- Sustainability of the 
exercise and health 
education program 

- Being organised and on 
time 
- Creating authentic 
meaningful relationships 
- Individual needs of the 
participants 
- Supportive environment 
 

 

6.1 Health Screening 

In Phase 1 of the program, the men identified key areas as important to focus on, which 

included concerns around not accessing AWAHS because of inflexibility of appointments and 

time constraints; reasons why they had previously experienced difficulties in accessing health 

care; increasing the men’s access to AWAHS for a general health assessment; and strategies 

that may increase Aboriginal men’s engagement with AWAHS. The sub-themes of ‘pre-
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screening’ and ‘post-screening’ highlight some key aspects of the Aboriginal men’s experience 

in this study. 

6.1.1 Pre-program Screening 

Ensuring that the pre-screening process for the exercise and health education program was 

streamlined, user friendly and time efficient was paramount in demonstrating that we2 had 

listened to the Aboriginal men during Phase 1 of the study and addressed their needs. This 

assessment process also ensured that the components of the 10-week program could be 

delivered by AWAHS. For example, a few of the men discussed the idea of a male doctor 

utilising the Men’s Shed as a way of creating a safer space for Aboriginal men to access 

AWAHS services. We were not able to achieve this outcome, but we were able to ensure that 

each of the men was screened by the Aboriginal male registered nurse and that blood collection 

was carried out onsite at AWAHS (which is not standard practice). Bruce explained how his 

previous treatment at AWAHS differed from the health screening conducted as part of this 

study: 

One of the biggest issues I mentioned to you before was sick of having blood tests … and 

then they go ‘oh no we didn’t test for that’. I had three blood tests within a fortnight because 

I would get the form … it would be a week … oh yeah I will get round to it. Nah, don’t do 

it. And then the doctor needs the blood test before he can tell you if you are healthy or not, 

or you need to change this. So, a one stop shop—when you do the blood test—get it all at 

once. The screening for this program allowed all the tests to be done at AWAHS in one 

session, which was so much easier. (Bruce) 

One stop shop, you get it all at once. It’s no good relying on cuz [GP or health professional] 

saying you come back in a fortnight and we will do this screening then. (Harry) 

Even with the implementation of a streamlined screening process, a time commitment for 

attendance was still required from the participants and this is important to acknowledge: 

The initial screening for me was fine and I think the first one was easier than the second one. 

In saying all that, it was still a lot of time though. (Trevor) 

The men’s commitment to attend the health screening was utilised as a form of motivation to 

encourage ongoing engagement in the exercise and health education program, as time 

 
2 ‘We’ refers to a collective including the primary researcher, AWAHS staff and AWAHS chief executive officer. 
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constraints and cultural commitments can be a factor in Aboriginal men not accessing and 

engaging in health services. It was important for the study design that individual participants 

were re-assessed at week 5 of the exercise and health education program, for recording of body 

weight, WC, 6MWT and strength test results. The physical changes that men were seeing at 

the week 5 screening, with reference to their baseline assessment, indicated an improvement 

for most participants and was an important factor in facilitating their motivation and continuing 

engagement in the program: 

I think that 5-week mark … everybody lost a lot of centimetres and lost some weight. I don’t 

think anybody didn’t lose some weight. So everyone was happy that day. It was quite a good 

day. (Trevor) 

Everybody needs runs on the board I think. Five weeks is just enough—it is the halfway 

mark. People might think you aren’t getting any benefit out of it and so you give them the 

boost. Like ‘oh shit I am getting up at 5 o’clock in the morning’… I am getting something 

out of it! (Donny) 

6.1.2 Motivation 

This section considers some of the participants’ thoughts and feelings about how the group 

exercise and health education program enabled and enhanced their motivation for physical 

activity: 

I knew everybody there nearly … it wasn’t like I was starting with a new group. After 6 years 

[of not] getting out … never did anything physical and I paid the price with my big fat belly. 

So I was just looking for that little thing to get me motivated. (Jade) 

Many Aboriginal men have been deprived of their provider role, which diminishes their status, 

self-esteem and sense of purpose (Anderson et al., 2007), which can lead to a lack of motivation 

for self-care. Aboriginal family and positive peer influence/support have been shown to 

enhance Aboriginal community participation (Nelson et al., 2010; Thorpe, Anders & Rowley, 

2014). 

This peer influence/support can also be considered informal peer mentoring, the benefits of 

which include increased self-esteem; increased motivation; increased community involvement; 

and improved health for both peers and peer mentors (Australian Government Attorney 

General’s Department, 2003). 
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The value of a group for peer support should not be underestimated. A study of older adults 

who participated in a group exercise program reported a range of benefits for those receiving 

peer support, compared with those not receiving support. There was an improvement in 

physical wellbeing, enhanced social participation, increased level of activity and improved 

overall health and wellbeing (Dorgo, Robinson & Bader, 2009). The Aboriginal men in this 

study emphasised the value of peer support to enhance motivation: 

I was impressed because it got me involved not just with myself but with others. When I am 

by myself I am basically doing nothing; if I am with a group I am doing something. (Donny) 

You know the best part about it was getting there early. When I saw all the fellas getting there 

early … some of us were trying to beat one another. It motivated us—be up there ready, 

training and somewhere to go. (Bob) 

What’s different this time is we all pushed each other. We were all looking forward to 

catching up with each other again … it was about us. Everything just gelled and it worked. It 

was the brotherhood in unison. We are all different ages, but we were all like one; we were 

one within each other. We were all spurring each other on … we were all in. It was about 

encouragement … showing each other we can do this. (Harry) 

‘It was about us’ highlights the value of social and community connection for Aboriginal 

people, in maintaining cultural values and traditions that underpin strong Aboriginal 

communities (Department of Prime Minister and Cabinet, 2012). Encouraging community 

participation through sport and leisure activities is important as these opportunities strengthen 

community links and provide a vehicle for positive self-expression, and improved health and 

wellbeing outcomes (Thorpe et al., 2014). 

It was apparent that a sense of competition and mutual support increased the men’s motivation 

during the exercise and health education program. There was also another perspective of not 

letting your ‘mates’ down: 

You know it’s not a tangible thing, and you can’t explain it but it has all got to do with group 

dynamics and one bloke not wanting to let the squad down. There were a few times when I 

couldn’t go because of work and I felt like I was letting people down by not being there. 

(Jade) 

Oh you can’t underestimate how the group dynamic worked. It bought the group together and 

almost compelled people to commit. And I don’t know how you do that … I don’t think you 
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set out to do that but it just happens naturally. If it’s a good thing and people feel comfortable 

and they are happy, then I think they’re the key ingredients. We were [happy and] everyone 

got an outcome! (Donny) 

Motivation is fundamental to implementing effective change in health behaviour. Seeing the 

progress made by individuals in this group was a key component of maintaining motivation for 

all of the men. This aligns with research conducted by Sushames (2018), who identified that 

the motivation of Aboriginal people in a regional community of Far North Queensland was 

centred on improved outcomes associated with physical activity, weight loss and improved 

fitness: 

The encouragement we got from each participant with a little joke … like encouraging Bob 

to get 60 shoulder presses instead of 40 with the medicine ball you know! That was just by 

sheer will and pushing that he achieved that. We had great results with Gary knocking 11 

centimetres off his stomach and you know I lost 5 and for me that’s two sizes in pants. That’s 

an amazing thing to fit into clothes that I haven’t fitted in for 5 years. (Geoff) 

Klinck et al. (2005) identified that peer mentoring has a long history among Aboriginal people 

in Canada and is based around shared societal and cultural values. The term ‘mentoring’ is not 

usually used in Aboriginal and Torres Strait Islander communities; instead the key concepts of 

family, kinship and Elders providing guidance and support is culturally ingrained (Klinck et 

al., 2005; Warburton & Chambers, 2007). Aboriginal Elders are the key decision makers within 

communities and pass on knowledge and wisdom through sharing kinship stories (Hampton & 

Toombs, 2013b). It was paramount that Elders were involved in this exercise and health 

education program because their participation inspired the younger men: 

My outlook on life has improved. I think that motivation from seeing the Elders pushing 

themselves and having a joke with the young fella doing his thing. So yeah, seeing Uncle 

running—just an inspiration to push yourself further through the 10 weeks. And the energy 

levels as well; when I first started I wanted to go home and have a sleep. Like the first hour 

session, oh this is going to kill me! But the old fellas, the Elders, motivated me to say look I 

can do this and stick it out. (Bruce) 

To have those old fellas involved with the program, you know our Elders really having a go 

with all the exercises. That was our inspiration, determination and motivation. (Harry) 
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Geez these old fuckers (pardon the French) but still, it’s about them showing us. And us 

giving something back to them. And showing them ‘hey you are our inspiration’; you are 

what makes us tick [keep going]. (Trevor) 

The inspiration of seeing the Elders participate in the program was a key aspect of the success 

of the program. The involvement of Elders was also important first because they were 

considered ‘elderly’ and thus defied the stereotypes of ageing by being active and physically 

involved; and second, as community leaders, the Aboriginal Elders were actively leading by 

example. 

6.1.3 Post-program Screening 

Changing health attitudes and health behaviours requires an in-depth understanding of what 

the needs are for an individual person or community. This search for understanding began at 

least 12–18 months prior to Phase 1 data collection. It was important that I found the time to 

yarn with the fullas and get to know them regarding their perceptions and understanding of 

health and wellbeing. During this time, the principal researcher was able to build trust with the 

fullas that allowed the co-creation of culturally safe research practice. This close relationship 

enabled honest discussions about the men’s experience of the exercise and health education 

program. 

As discussed in Chapter 5 (Phase 2), each participant who participated in the exercise and 

health education sessions was scheduled for their post-screening appointment at AWAHS, on 

the final day of the 10-week program. During a 1-week period following completion of the 

program, the lead researcher spent up to 60 minutes with each of the men yarning about their 

individual results. The principal researcher adopted a strengths-based approach to discuss the 

absolute cardiovascular risk assessment, anthropometry and vascular function, strength and 

aerobic fitness, blood chemistry and inflammatory biomarker changes with individual 

participants, answering any questions they had. The men valued this opportunity for discussion 

at their individual follow-up session: 

Oh I would like to see the improvement. You are telling fellas what their baseline is and there 

is achievement that they have beaten that … or [they have the opportunity to ask] why didn’t 

I meet my expectations? (Trevor) 



126 

For me the confidence it gave, going back to the doctor and saying this is what has changed. 

And to have those results from July/August and the blood test done last month … you know 

the 10 weeks was just phenomenal for me. (Bruce) 

I thought that was really valuable—like when you were talking to me in terms of overall 

health. Well it was looking pretty positive … so I already felt positive straight away. I knew 

some of the things I was looking at were a bit negative … kind of looking into myself as to 

why they were negative. (Donny) 

The post-screening process provided space and time for the participants to reflect on both the 

negative and positive aspects of these changes. The negative aspects for the men included either 

putting on a small amount of weight or not losing as much weight as they were hoping to. The 

positive changes noted were an improvement in overall strength and aerobic fitness; a 

significant decrease in WC; a sense of accomplishment in completing the program; and 

motivation to continue with an active lifestyle. 

The process of the pre- and post-program health screening for most participants provided 

positive reinforcement of the benefits of the exercise and health education program. It enabled 

the participants to gain a deeper understanding of their health and wellbeing in a supportive 

environment, and to visualise physical and physiological changes. These conversations allowed 

each participant to reflect on the journey they undertook with the program, including an 

improvement in their health and wellbeing outcomes, and in their understanding of the positive 

and negative factors that influence health and wellbeing. Taking ownership of a health and 

wellbeing programme within their community increased their empowerment to positively 

affect their health and wellbeing. This is explored further in Chapter 7. 

Bruce talked about the change in his body appearance, which was a powerful motivating factor, 

even in the absence of weight loss: 

So changing our physical appearance. I lost 5 centimetres off my stomach and lost two sizes. 

I might not have lost weight, but I am changing my dimensions. (Bruce) 

Donny used the screening process to gain an understanding of what was happening at both the 

physical and physiological level: 
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It is a motivation because I have only ever had my bloods done when the doctor has required 

it. I am more interested now because I want to know what is different about me. I can see it 

here [points to stomach] but I can’t see it inside. (Donny) 

By incorporating pre- and post-screening during Phase 2, the men were able to see the positive 

effects of the exercise and health education program. Donny’s quote illustrates the value of 

effective, culturally safe health education in improving health literacy levels. 

Esgin (2017), highlights that successful program design and implementation needs to include 

three aspects: cultural sensitivity, cultural awareness and cultural safety. When these three 

aspects inform a health education program this ensures that Aboriginal voices are privileged 

and truly listened to. In this study, the ‘men only’ group exercise program was successful in 

creating a culturally safe space. 

6.2 Group Exercise 

The three sub-themes ‘Men only’, ‘Motivation’ and ‘Relationship building’ are inter-linked to 

emphasise key factors relating to Aboriginal men’s health in the group exercise sessions. 

Aboriginal health needs are conceived as a combination of access and equity in health care; 

greater connectivity between Aboriginal people and their advocates; cultural sensitivity and 

cultural safety in all health care practices; community self-determination; and self-

empowerment on the basis of capacity building (McMurray, 2003). This study contributes an 

additional perspective of ‘behaviours’ to facilitate positive health outcomes: 

Seeing the blokes texting and talking about getting a lift and keen … and driving the next 

person on and the next person seeing … and some of those Elders they were really pushing 

themselves. It was good to see that in the community and being a part of that overall. The 

health stuff is the focus but it is the add-on stuff too. It’s the mateship; it’s being involved 

with the community, which is the main part I think … the better health outcomes of that. 

(Trevor) 

It was of fundamental relevance to the design of this study that we were able to create a group 

exercise program that was owned by the Aboriginal men and met their needs: 

Seeing the older fellas doing it … seeing Uncle who is older than all of us doing normal push 

ups and talking a bit silly and having a good time. He never missed a session. So socially I 

think it was really beneficial as well. (Trevor) 
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It became apparent that these exercise sessions were more valuable than just an opportunity to 

work out but also provided a safe space for socialisation and enhancing motivation. This is 

explored further in Chapter 7. 

A systematic review of 13 studies on exercise and health programs for Indigenous people in 

Australia and New Zealand, while demonstrating an improvement in health outcomes, reported 

issues with recruitment, retention and adherence to the program (Sushames, Engelberg & 

Gebel, 2017). Some of the studies in the systematic review reported completion rates of less 

than 60%. Reasons for these limitations included personal health challenges; access to 

transport; competing obligations; travelling for work or education; and medical appointments 

(Coppell et al., 2009; Davey et al., 2014). The comparatively high (85%) rate of participation 

in the exercise and health education program and 100% engagement with pre- and post- 

program screening in the current study is indicative of a successful program design that was 

created by the participants and facilitated by the lead researcher. 

As discussed in Chapter 4, effective intervention and preventative health programs need to 

follow a health model that is culturally relevant to Aboriginal and Torres Strait Islander 

communities (Durey et al., 2016). Findings from Phase 1 of this study identified clearly that 

the men wanted the exercise and health education program to be ‘men only’. 

6.2.1 Men Only 

A key theme that emerged throughout this research (from pre-consultation to Phases 1, 2 & 3), 

was that the program needed to include Aboriginal men only. Primarily this was because of 

some feelings of shame among the men; however, they also recognised the potential for the 

men ‘showing off’ in front of women in the group and getting distracted from the exercise 

itself, which could be detrimental to the effectiveness of the program: 

Men’s [exercise] only because if you get women involved it is gonna be, ‘oh the shame’ … 

or ‘do this’ and ‘ah look at me show off’. So, there is either the show off scenario, or the 

shame scenario because I know myself I am going to shame … like doing stuff in front of 

women because I don’t have the body shape. (Donny) 

All male group … I don’t like females … you either going to show off or not participate, so 

your motivation is going to go down. (Bruce) 
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A couple of things I really like about the program … the fact that it is just men only. Going 

back to the stats about men not accessing the service … until that gets addressed we need to 

stick with just the men only. I think if women are involved there is more chance [it will] turn 

into a social event [rather] than being there to exercise. (Jade) 

However, because of staffing at AWAHS, a female dietician was involved in the exercise and 

health education program. Although she was in attendance for only 2 of the 10 education 

sessions (she did not attend the exercise sessions), this was a concern for a few of the 

participants as they did not feel comfortable yarning in front of a woman. As discussed earlier 

in this chapter, it is important to identify the concerns of participants in advance to ensure that 

cultural sensitivity, cultural awareness and cultural safety are at the forefront of program design 

and implementation. Enabling ownership of the health education and exercise program created 

a sense of empowerment for the men, which in turn enhanced self-determination. By creating 

this safe space for the men and providing a platform for privileging their voices, this program 

also precipitated a shift in their thinking about health outcomes for Aboriginal men: 

I think if it was my program I would have it just for men at the moment. Yeah there are a lot 

of the women who still need access to services, but they are a lot more engaged than us fullas. 

And it is about engaging Aboriginal men. I think it is important [that we target Aboriginal 

men] as our health outcomes are always poorer due to a lot of things. We have got to be [the] 

protectors and the fear about showing that you are sick and the fear of finding out there is 

something bad. And seeing our Elders pass away early not addressing those issues … it is 

important that we have a space for just us fullas. (Trevor) 

Trevor’s quote is important because it indicates that he was motivated to consider ownership 

of the program. Sustainability of this exercise and health education program is explored in 

Chapter 7. 

6.2.2 Relationship Building 

Relationship building is a contributory factor in enhancing attendance rates for exercise 

programs. A study exploring the factors influencing attendance in a structured physical activity 

program for Aboriginal and Torres Strait Islander women in an urban setting (Canuto, 

Spagnoletti, Cargo, D’Onise, Esterman & McDermott &, 2012) found that the atmosphere in 

classes had a significant impact on the participants’ program experience. The women found the 
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attitude of the group to be positive with like-minded Aboriginal people in a supportive 

environment. Participants in the current study expressed similar views: 

Not only that I interacted with all you young fellas being an old fella myself with the other 

old fella, Gary. I really enjoyed it. (Bob) 

I often go to the Men’s Shed and see the fullas on a monthly basis but it kind of just 

strengthens that relationship within the group. And even new people from the area you know 

that has a way of strengthening the community. So you might start with the program and you 

drop the pebble in the water but the ripple effect has an impact on people broader and then 

onto the community in a positive way. (Jade) 

That’s the same with this group. Whether they know each other or not … they are different 

once they get to know each other and then at the end you can’t shut them up. (John) 

Relationship building was a key aspect of the exercise program and it also translated to the 

weekly health education sessions, in which participants were able to share some of their 

personal journeys in an informal setting. This sharing of stories allowed the men to gain a better 

understanding of the challenges involved in managing their health. It also provided time and 

space for the participants to debrief and yarn about what they had been coping with in regard 

to their health and wellbeing: 

By week 10, we were not only just joking but we were actually talking about the issues that 

we were facing. And that’s a big thing getting blokes to open up and say ‘look, yeah I’ve got 

an issue’ or ‘how as a group can we deal with this?’ We supported each other as a group. 

(Bruce) 

Creating a safe and trusting environment has been identified as a key aspect of developing and 

sustaining positive relationship building through informal peer mentoring (Brownson & 

Heisler, 2009; Paasse & Adams, 2011). Relationships among the Aboriginal men were further 

developed through the interactive education sessions. 

6.2.3 Education Sessions 

As discussed earlier in this chapter, a successful health education program for Indigenous 

Australian people must be informed by cultural sensitivity, cultural awareness and cultural 

safety (Esgin, 2017). These key concepts were at the forefront of the design and delivery of 

each of the 10 health education sessions (Table 6.2): 
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They [health professionals who delivered the education sessions] were down to earth and 

how we understood it as black fullas. Yeah it was very normal, wasn’t it? It wasn’t 

sophisticated … it was excellent. (Bob) 

This quote is a useful illustration that culturally appropriate health education is more likely to 

be well received, and it is important to relate this back to the Aboriginal men’s needs that 

emerged from Phase 1 of the study. 

Table 6.2: Education sessions 

Education sessions (Wednesdays) Facilitator 

Nutrition and healthy eating Non-Aboriginal dietitian 
(female) 

What is CVD? Aboriginal physiotherapist 
(male) 

Social and emotional wellbeing and its effects on CVD Aboriginal registered nurse 
(male) 

Diabetes management and the effects of diabetes on 
CVD 

Aboriginal podiatrist (male) 

AWAHS and the types of services that are offered to 
Aboriginal men 

Aboriginal registered nurse 
(male) 

 

6.2.4 Positive Aspects 

The positive aspects of the education sessions are highlighted here to illustrate the effectiveness 

of a culturally responsive approach: 

People would come in and talk about their particular area in a hands-on way. I thought that 

was really good; it [visual presentations] had an impact. It is different when you are sitting 

there and listening to somebody talking about why this and why that [effects your health] … 

sort of emphasises why you are there in the first place. (Jade) 

The breakfast on Wednesday was a good thing. You could sit down and yarn with the 

people—the dietician, podiatrist or whoever was doing the speaking. Not just that this is the 

lifestyle choice but this is some of the things that you can do with your breakfast. So that 

education about lifestyle change, about eating smaller portions, proper meals throughout the 

day and drinking lots of water was really good. (Bruce) 
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It was identified earlier in Phase 1 (Chapter 4) by some of the participants that increasing their 

level of trust can be achieved through building honest and respectful relationships through 

active engagement of local Aboriginal communities in making effective decisions about their 

health care. This is fundamental to facilitating health behaviour change. Jade and Bruce 

highlight the importance of creating health education sessions that are culturally responsive to 

participants needs. It is known that effective health education can increase access to health 

services, improve confidence and attitudes towards health and empower a person to take 

positive steps (Australian Commission on Safety & Quality in Health Care, 2014). 

6.2.5 Confidence and Attitude Towards Health 

Typically in Australia, health education and health promotion programs are created and 

delivered from a Western perspective that does not align with the values and beliefs of some 

Aboriginal people (Nelson et al., 2010). As the interactive health education sessions in this 

study were informed by the requirements of the participants, it was pleasing to see that the 

men’s confidence was enhanced and their attitudes towards health and wellbeing improved, as 

they were able to see the results of their efforts: 

Well I think that we all recognised that we had a problem. Each one had a problem with being 

overweight, or sick. Because I had a pretty crook problem too—I lost a bit of weight; I lost 

my gut. (Bob) 

Yeah I was still doing it then walking and stuff. Well my mind opened up more. Having the 

dietician come and speaking with the lads too, and James coming, it really made me think 

about life and sick of putting weight on and just not doing nothing about it. (Harry) 

Well see I’ve looked at myself and said I want to get to [a certain age]. And if I can get to 

100 … maybe I can get to 90. Because I know I am still in that risk factor but this program 

has changed my attitude [towards improving my health], my way of thinking and my mindset. 

The education sessions have been an eye opener for me. (Colin) 

Being able to enhance the health literacy of these men through the program highlights the value 

of culturally appropriate health education and the impact this can have on self-determination. 

This is empowering not only for the individual but also for their family and the broader 

community (Australian Commission on Safety & Quality in Health Care, 2014). 
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6.2.6 Empowerment 

The education sessions provided a culturally safe environment for the men to yarn about their 

health journeys and related concerns. The context for the following quote is the Aboriginal 

Men’s Shed located at AWAHS. A few Aboriginal men had come into the Men’s Shed and 

Paul, empowered by his increasing confidence and improved health literacy, started yarning 

about the importance of getting a ‘check-up’: 

We had a few guys that came in here that were crook eh! We said to them ‘hey bud you want 

to go up and see the doctor’. The bloke said ‘oh I haven’t been to the doctor for a long, long 

time’ and I said ‘you want to go and just get a check-up … just see how you are going’. They 

go up there and get a check and say ‘hey, I’ve got high blood pressure’. Other bloke said ‘oh 

I got sugar’… I never thought I had sugar’. (Paul) 

Aboriginal Elders in particular have an important role to play in disseminating a positive health 

message to the wider community. By ensuring that our Elders are health literate, positive 

lifestyle choices and health behaviours can be promoted and disseminated through Aboriginal 

communities, ensuring the survival of knowledge and wisdom through shared kinship stories 

(Hampton & Toombs, 2013b): 

Those Elders who were involved with the program, they might see half of the community 

over a month’s span. So they’re connecting with a lot of people. You can pass on that health 

information in a general sense to a wide audience by trying to engage that core group of 

people. You can send out those positive health messages through our Elders. (Trevor) 

So you have health promotion there all the time [through the Elders]. They’re pushing this 

message across as you are trying to build this up and then get to a point where you feel like 

it is really strong. Then it would be lasting. (John) 

Aboriginal men were empowered and their voices privileged in this study. The exercise and 

health education program created a safe space and time for the participants to highlight key 

aspects of the program that need to be shared with health professionals. 

6.3 Participants’ Messages to Health Professionals 

I think keeping it a men’s group because you felt so comfortable straight away; [this] was 

one of the biggest things that made it a success with being just blokes. (Trevor) 
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This study achieved an 85% participation rate for the exercise and health education program, 

and ‘men only’ is an important take home message. This section discusses the key factors that 

led to the success of this program, to guide future decision making within the program and to 

ensure the program’s sustainability. 

6.3.1 Positive Aspects of the Program 

6.3.1.1 Facilitator 

A key aspect of the program highlighted as important by the participants was the facilitator. 

The development of authentic, meaningful relationships between a facilitator and program 

participants is essential. Ensuring that a health professional takes the time to build these 

relationships will increase the likelihood of a long-term commitment from Aboriginal men 

towards positive lifestyle choices and health behaviours. It is important to acknowledge that 

even though the facilitator (lead researcher) in this study was an Aboriginal man living and 

working within the local community, a considerable investment of time was still required to 

build these respectful relationships, which enabled open and honest communication with the 

participants. The facilitator for such a program must also demonstrate a genuine commitment 

to the participants: 

Somebody that is so committed to our wellbeing, being there, on time, setting it up, pulling 

it down [exercise equipment], is a great way of motivating us. Been to other programs where 

the trainers didn’t turn up prepared, didn’t have a program, we just did our own thing. So that 

was a really positive aspect. (Bruce) 

We went at our own pace but you still motivated us by being there—having the appropriate 

people come in and talk to us, giving it to us at our level—that is where you get that 

commitment from us. (Jared) 

If it wasn’t for you Bro [facilitator], we wouldn’t have got into it. And it’s you motivating us 

… come on Bro come and do this, you can do it … that was the inspiration for me. That was 

the kicking point, the starting point for me. (Harry) 

The facilitator takes the time to yarn with me and it makes me feel like they really care. There 

is this fulla who actually wants me to go and do this program. Not just a flier that you see on 

another email that is sent out to everybody. So, the time and effort you as the facilitator took 

was a big factor. (Jade) 
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6.3.1.2 Tailored Program to Meet the Needs of the Participants 

It was important to participants that the program was tailored to meet the needs of each of the 

men. Even though the exercise was group based, it was appropriate that each participant was 

provided with a program that met their specific requirements and was within their physical 

capabilities: 

The other thing that I liked about the program was that you managed to tailor it based on 

everyone’s individual needs. We weren’t all at the same level and we had the chance to push 

ourselves even further. So you were able to identify who needed to be pushed and say ‘you 

can go an extra couple of laps’ or whatever. And somebody older … in your seventies and 

eighties just being there was good! They weren’t pushed too hard … the Elders didn’t need 

to be pushed that hard. (Jade) 

There were no big expectations; you allowed us to go at our own pace and you knew what 

we could individually do. You didn’t make it about that one person—or what you wanted—

you made it about everyone. You weren’t expected to do what you couldn’t do; you were 

expected to do what you could do. (Steve) 

Ensuring that the individual needs of participants were met was paramount in enabling a 

positive experience for each man in the program. Achieving an appropriate balance between 

individual attainment and peer support in this program helped to strengthen relationships 

between the Aboriginal men. This capacity building for individuals, groups and community 

through self-empowerment aligns with Aboriginal health principles (McMurray, 2003). 

6.3.1.3 Community and Mateship 

Another key message from the participants to health professionals is the need to focus on the 

value of community and mateship to provide a culturally safe environment. McCabe, Mellor, 

Ricciardelli, Mussap and Hallford (2016) identify that community, social networks and culture 

are the core components of a culturally safe environment that can improve health and wellbeing 

for Aboriginal and Torres Strait Islander people. These social connections and community 

ownership play an important role in engaging with physical activity (Bamblett, 2011): 

It was more. It wasn’t an exercise group, it wasn’t a gym—it was fun! Just a bunch of us 

getting together, taking the piss out of everybody, just yarning up. (Donny) 
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That camaraderie—the brotherhood—men sticking together [and saying] ‘we’ve done it’. We 

are connected; we are a group and we are getting stronger. And hopefully in the future we 

will have more and more [fullas join the group]. (Bruce) 

I enjoyed the mateship. It was the mateship first that I think engaged everyone and the health 

outcomes were a by-product of it. That’s what was important to them and I think it does build 

that engagement. (Trevor) 

The importance of community and mateship for Aboriginal men must not be overlooked. 

Through the participants’ positive experiences, the group was able to identify key aspects 

within the exercise and health education program that allowed a sense of ownership and 

empowerment to be fostered to improve their health and wellbeing. This control and ownership 

of the exercise and health education program by Aboriginal men incorporates cultural ways, 

which in turn has played a key part in the future direction of the program through self-

determination (Blignault & Williams, 2017). 

6.3.1.4 Sustainability of the Exercise and Health Education Program 

Empowerment of the Aboriginal men through this program enabled personal control over their 

health and wellbeing, and facilitated conversations about ownership of the program and future 

decision making. The participants identified that the program should not be a one-off, short-

term project but rather a lifestyle change project. It was evident that there was some anxiety 

among the men about the next phase of the project and who might facilitate it: 

Now we have started, we can probably extend on that further. I think that continuing the 

program is really an important part of it. (Bob) 

I reckon a lot of us—like the ones that have done it—are going to go again. We are the 

inspiration to all men. Look out to our brotherhoods and say ‘hey fellas if we can do it, you 

can do it’. It is about determination; it is about your self-confidence and self-worth. How 

about come and check it out? Come and join the group. You will enjoy being together and 

[the] good camaraderie. (Harry) 

There is momentum with the program to evolve and be stronger. I think it is just about making 

sure you have someone who is going to drive it. If it is not you (Brett) then I think the young 

sports guys that come through CSU would be great and this is something that AWAHS needs 

to take on long term. (Trevor) 
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Trevor highlighted the importance of AWAHS listening to the needs of local Aboriginal men 

within the community. What is clear from this program is that if you truly listen to the needs 

of the local community, and the community creates a project based on their needs, you will 

engage local community members. 

The final discussion point in this chapter focuses on issues raised by the participants about the 

local AHS in regard to increasing Aboriginal men’s engagement with AWAHS: 

I wonder if you would get the benefit if you focused more on strengthening the relationship 

between us and the staff at AWAHS; getting the AWAHS staff—especially the male 

workers—to buy into the program. It makes the guys feel culturally safe accessing the 

[health] services as they have built a relationship with the workers through an informal place. 

(Trevor) 

I think getting AWAHS staff involved in the program as participants would be good because 

[they] can get to know people in the community. They’re the front line … if you are working 

for a place like AWAHS, every staff member has responsibility to service their community. 

Sometimes they have to sit there in AWAHS and wait for people to come to them but they 

should be promoting [services] to their friends and family. When there are programs being 

run they should be out there being seen, you know? I think that’s part of their job. This isn’t 

the mainstream service … this is different. (Jade) 

Jade made an extremely important point about a key difference between ‘mainstream’ health 

services and ACCHS. Health professionals working within ACCHS have a responsibility to 

become ‘involved’ with the community on a different level. Trevor’s comment about getting 

the male workers at AWAHS to ‘buy into the program’ to create culturally safe relationships 

aligns with the findings from a systematic review undertaken by Gibson et al. (2015). The 

review considered qualitative and quantitative evidence about enablers and barriers to the 

implementation of PHC interventions for Indigenous people with chronic diseases in Australia, 

New Zealand, Canada and the United States. The review highlights that Indigenous health 

workers’ roles extend beyond their position descriptions, and identifies the importance of 

becoming part of the community to enhance culturally safe practice. 

This final quote from Bob clarifies why health professionals should listen to the needs of the 

local community and focus on building trust to enable positive outcomes for the whole 

community. 
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Well you know as soon as you build that trust [with] the doctors … would be a fantastic idea 

and then they have got that relationship. They [clients] know that person as an individual. I 

[did] a 10-, 20-week exercise program … I know who he is; I know his family; I know he is 

going to be genuine. He is going to tell me exactly what’s going on and I can trust him. He is 

going to be empathetic with my issues. And [if] Joe Blow has got a problem … encourage 

[him] to go and see [the] doctor because he is a good bloke. (Bob) 

6.4 Conclusion 

The goal of this chapter was to answer the question: 

• What is the experience of Aboriginal men who participate in a culturally appropriate 

tailored exercise and health education program? 

In addressing this question, four key themes were explored: the importance of the pre- and 

post-screening process; the value of Aboriginal men participating in ‘men only’ group exercise; 

the key aspects involved in creating and delivering culturally responsive education sessions; 

and participants’ messages to health professionals. 

Chapter 7 is the discussion chapter, which presents a synthesis of the study findings as four key 

categories, illustrated in a Strong Men model. This model is a visual representation of the 

themes that have emerged during the course of this study and their inter-relationships, which 

inform the grounded theory.  
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Chapter 7: Strong Men 

7.1 Introduction 

The driving force behind this study was a lack of evidence relevant to physical activity and 

health outcomes for Aboriginal and Torres Strait Islander people; limited evidence to evaluate 

the effectiveness of physical activity programs on the risk markers for CVD; and a negligible 

focus on Aboriginal men and their engagement with health services. CVD for Aboriginal and 

Torres Strait Islander people is responsible for one-third of all deaths, with these occurring at 

a younger age than for non-Indigenous Australians (AIHW, 2016a). Adverse CVD outcomes 

for Aboriginal and Torres Strait Islander people result from complex inter-relationships 

between risk markers and environments; barriers to health care access; and inequalities in the 

provision of evidence-based care (Brown et al., 2015). To reduce CVD morbidity and mortality 

for Aboriginal and Torres Strait Islander people, the approaches need to be holistic—

addressing risk and disease progression across the continuum (Brown et al., 2015). 

Using an exploratory sequential mixed methods approach, this study was designed as three 

iterative phases: Phase 1—an initial qualitative phase; Phase 2—quantitative data collection as 

part of a 10-week exercise and health education program; Phase 3—a qualitative phase to link 

together the three components. Data for each of the three phases were analysed using a 

constructivist grounded theory approach. This chapter presents a synthesis of the research 

findings presented in Chapters 4, 5 and 6, in the form of a theoretical model. 

7.2 Strong Men Model 

The Strong Men model (Figure 7.1) was inspired by a painting that was gifted to the lead 

researcher by one of the Aboriginal men who was a participant in this study (Appendix 15). 

The painting is a representation of the participants’ experience within the program. The 

participants named their group Strong Men as a way of representing the strength they were able 

to build as a community of Aboriginal men. The Strong Men model was co-created by the 

participants and the lead researcher. It is circular, to represent a yarning circle, and each element 

of the model has been constructed to represent four equally important categories: 

• privileging Aboriginal men’s voices 

• influencing Aboriginal men’s attitudes towards health and changing health behaviours 
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• culturally safe practice for Aboriginal men’s health and wellbeing 

• sustainable model of practice. 

The interdependence of these four categories is important to acknowledge as each element 

relies on the other three elements to ensure the health and wellbeing of Aboriginal men. 

 
Figure 7.1: ‘Strong Men’ model highlighting inter-relationships among the four themes 
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Table 7.1: Explanation of the elements comprising the ‘Strong Men’ model 

The outside circle represents the CVD 
exercise and health education program 
(Strong Men).  

 
Working outwards, the inner circle 
represents the men sitting around and 
having a yarn in a culturally safe 
environment.  
The images of traditional food represent the 
importance of healthy eating. 

 
The ochre-coloured dots represents the 
connection to Mother earth. 

 
The two images of Aboriginal men holding 
spears represent the strength of Aboriginal 
men as protectors and providers. 

 

 

7.3 Privileging Aboriginal Men’s Voices 

As discussed in detail in Chapter 3, the principles of Indigenous research (also referred to as 

Indigenist research) underpinned this study, to ensure that the voices of Aboriginal men were 

privileged. 

Indigenist research is a form of social enquiry based on the principles and philosophies of 

indigenous peoples, adopted by Indigenous people and designed to be conducted by 

Indigenous people within their own communities. Its primary purpose is to allow Indigenous 

people to represent their worlds in ways they can only do for themselves, using their own 

processes to express experiences, realities and understandings that are unique to Indigenous 

society, history and culture. It achieves this purpose by drawing on Indigenous philosophical 

understandings of the world and places itself against what is seen as an imposed (Western) 
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view that does not acknowledge Indigenous ontology and epistemology (Coghlan & Brydon-

Miller, 2014, p. 2). 

The key principles of Indigenist research include (Martin-Booran Miraboopa, 2003, p. 205): 

• recognition of our worldviews, our knowledges and our realities as distinctive and vital 

to our existence and survival; 

• honouring Aboriginal social mores as essential processes through which we live, learn 

and situate ourselves as Aboriginal people in our own lands and when in the lands of 

other Aboriginal people; 

• emphasising the social, historical and political contexts which shape our experiences, 

lives, positions and futures; 

• privileging the voices, experiences and lives of Aboriginal peoples and also Aboriginal 

lands. 

Privileging of Aboriginal voices in research immediately shifts the emphasis from object to 

participant/expert. While this has been theorised by key scholars (Martin-Booran Miraboopa, 

2003; Rigney, 1997) it is often difficult for the researcher to determine if Aboriginal voices 

have been privileged, because of Western models of research being employed. Historically, 

research with Aboriginal people—using non-Indigenous paradigms of thinking and led by non-

Indigenous researchers—has created a disconnect between the researcher and the ‘researched’ 

(Cochran et al., 2008; Martin-Booran Miraboopa, 2003; Rigney, 1997). A lack of cultural 

safety may lead to research outcomes that are not always culturally responsive and have a 

negative impact on the health and wellbeing of the participants. 

This study created a culturally safe space for the voices of Aboriginal men to be placed at the 

forefront of the research design, utilising the process of yarning. This approach created a sense 

of ownership for the participants from the beginning of the study and continued throughout. 

Aboriginal researchers use yarning to develop and build relationships that are accountable to 

the people participating in research (Bessarab & Ng’andu, 2010). Yarning shifted the balance 

of power from the researcher to the Aboriginal men and enabled strengths-based conversations 

to take place about health and wellbeing. A culturally safe space enabled honest conversations 

and peer support for the men, empowering them to reflect on factors that influence Aboriginal 

men’s attitudes towards health and health behaviours. Providing the space and time for 

participants to be actively engaged in decision making processes from the outset facilitated co-
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creation of the study and enabled increasing self-confidence, capacity building and self-

determination. This has been shown to increase people’s empowerment to implement effective 

change (Durey et al., 2016). 

Phase 1 of this study identified that Aboriginal men were not engaging with their local ACCHS 

on the basis of three elements: feeling culturally unsafe because of poor communication from 

health professionals; their own personal attitudes towards health, which included their 

perceptions of Aboriginal health and wellbeing and the roles they play as protectors and 

providers for family and community; and lower levels of health literacy that affected their 

confidence to engage in conversations regarding their health and wellbeing. The health and 

wellbeing of Aboriginal and Torres Strait Islander people is affected negatively by health 

services delivering care that is culturally inappropriate; for example, being subjected to victim 

blaming (seen as the problem) and negative stereotyping, which limits access to health services 

(Sherwood, 2009; West, 2012). 

Historically, the Aboriginal men in this study had felt culturally unsafe accessing their ACCHS 

because of the experience of negative communication from some of the non-Indigenous health 

professionals within the ACCHS they access. This was perceived as judgemental and a form 

of interrogation, creating a sense of mistrust and apprehension, thus rendering the men unable 

to gain control over factors and influences that affected their health and wellbeing. The 

consequences of poor communication can be evidenced as disengagement with health service 

access (Amery, 2017; Hampton & Toombs, 2013b). Therefore, it was essential that Phase 2 

(exercise and health education program) adopted a strengths-based communication approach 

that was culturally appropriate. The success of this approach was evidenced through the high 

attendance rates and sustained engagement of the participants throughout the program. 

Creating a space for Aboriginal men to have their voices heard and privileged facilitated a 

sense of control over their health and wellbeing. Through creating a culturally safe space and 

enabling group ownership of the exercise and health education study, a supportive environment 

was created to empower the men to make effective changes to their health and wellbeing. 

Positive communication is known to play a vital role in empowerment (WHO, 2010). The value 

of group support has also been shown to be effective in improving health and wellbeing 

outcomes for Aboriginal and Torres Strait Islander people (Conway et al., 2017) and was 

relevant to the low attrition rate from the exercise and health education program. 
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This 10-week program provided a culturally supportive environment within a community 

group setting, which in turn empowered the men to contribute their cultural knowledge, skills 

and ideas. The men’s decision making in regard to the logistics of the exercise and health 

education program—frequency, time, type of education sessions and men only—relied on 

group consensus rather than each individual making their own decisions. While individual 

outcomes were important, the men wanted to work together in a group setting. This aligns with 

research conducted by Esgin (2017) who found that group training was the most preferred 

structure of training with a key focus on health outcomes. A key difference with this study was 

that the Aboriginal men only wanted to train with other men. This is important to highlight 

because it contributes new knowledge about the relevance of cultural understanding in regard 

to group physical activity. This study highlights the needs of Aboriginal men for a community 

that fosters a sense of belonging, to improve their health and wellbeing. 

Integral to the success of this exercise and health education program was the consultation, 

participation and contribution of knowledge by the Elders who were involved in this study. 

Consultation with Aboriginal Elders to ensure community expectations and concerns were 

being met was vital, as Elders are the key decision makers within communities who pass on 

their knowledge through sharing (Hampton & Toombs, 2013b). The Elders provided a sense 

of inspiration, determination and motivation for the other participants because of their ongoing 

commitment to the study. Previous studies highlight the importance of consulting community 

and Elders prior to implementation of an initiative, but a key difference with this study was 

that Elders actively participated in the 10-week program. Their involvement with younger 

Aboriginal men from the community created a sense of belonging for all of the participants, 

and allowed developing relationships within the group to become stronger. This relationship 

development through all three phases of the study was integral to the success of this program, 

as it enabled each participant’s voice to be heard, privileged and acted on. 

Aboriginal communities through social and cultural networks can create a sense of community 

ownership through empowerment, to increase health and wellbeing outcomes (Bamblett, 2011; 

McCabe et al., 2016). This study highlights that enabling ownership and shared leadership 

empowered each individual and also the community of men as a whole. There was clear 

evidence of Aboriginal men caring for, and looking out for, each other. This is a very important 

finding because a loss of sense of self-esteem and sense of purpose within family and 

community can manifest as lateral violence within Aboriginal communities. Lateral violence 
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leads to individuals and communities of Aboriginal people feeling unsafe (Clark, Augoustinos 

& Malin, 2016) and may take the form of gossiping, bullying, social exclusion, organisational 

conflict and at times physical violence (Clark & Glover, 2019). This study was successful in 

creating an opportunity to counter these negative factors through improving the participants’ 

attitudes and values relating to health and wellbeing; allowing Aboriginal men to review their 

roles and responsibilities within their community; and increasing their self-esteem and self-

determination. 

These themes of empowerment and self-determination align with the key values underpinning 

PHC in ACCHS for the past three decades: 

Essential health care based on practical, scientifically sound, socially and culturally 

acceptable methods and technology made universally accessible to individuals and families 

in the communities in which they live through their full participation at every stage of 

development in the spirit of self-reliance and self-determination. (National Aboriginal Health 

Strategy; National Aboriginal Health Strategic Working Party, 1989, p. 43) 

Privileging Aboriginal men’s voices created a sense of ownership of the exercise and health 

education program, and empowered the men to take greater control of their health and 

wellbeing. Participation in co-creation of this study was fundamental to influencing their 

attitudes towards positive health behaviours and in turn the attitudes of the broader Aboriginal 

community. 

7.4 Influencing Aboriginal Men’s Attitudes Towards Health and Changing 

Health Behaviours 

The interplay of socioeconomic, environmental and behavioural determinants of health is key 

to Closing the Gap Refresh (AIHW, 2015; Australian Government 2017, 2020). The most 

effective intervention and prevention programs can only be achieved by investigating local 

Aboriginal beliefs and attitudes relating to factors that contribute to poor physical health and 

lack of engagement in healthy behaviours (Mellor, McCabe, Ricciardelle, Mussap & Tyler, 

2015). 

A key point of difference in this program is that there was pre-engagement and consultation 

with local Aboriginal men, long before Phase 1 of the program was implemented. Engaging 

the men to commit to changing their health behaviours was the culmination of a 3-year process 
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of collaboration, not merely a 10-week exercise and health education program. The three-phase 

exploratory sequential mixed methods design respected the men’s perspectives from the start 

and enabled their health beliefs, attitudes towards health and health behaviours to be evaluated 

over time. This is important because attitudes and beliefs are not static but change over time. 

Identifying the needs and wants of the Aboriginal men was a key aspect of Phase 1, to build 

commitment and motivation for change and in turn break down some of the negative barriers 

associated with changing health behaviours. 

At the core of being Aboriginal are the practices of relatedness, or ‘connectedness’. To achieve 

success in influencing the men’s attitudes towards health and changing health behaviours, it 

was essential to understand their ways of being, knowing and doing. Martin-Booran Miraboopa 

(2003) describes ways of being as existing within a network of relations among ‘Entities’ that 

are reciprocal and determine rights to be earned, bestowed and enacted through rites to country, 

self and others. No individual knows all; each person has sets of knowledge that fulfil particular 

roles in contribution to society as a collective. Ways of knowing are learned and reproduced 

through processes of listening, sensing, viewing, reviewing, reading, watching, waiting, 

observing, exchanging, sharing, conceptualising, assessing, modelling, engaging and applying. 

Ways of doing (a synthesis of ways of being and knowing) are expressed through individual 

and group identities and roles (Martin-Booran Miraboopa, 2003). A group environment was 

critical to the effectiveness of this exercise and health education program; it enabled ways of 

doing, which was important in relation to influencing the men’s attitudes towards health and 

changing their health behaviours. Being part of a culturally safe group of Aboriginal men 

enhanced the men’s sense of connectedness with each other, enabling group support for the 

success of each individual. 

To explore the men’s changing behaviour during this program, aspects of the transtheoretical 

model (TTM) are relevant as this model enables a social cognitive perspective on health 

behaviour change. The TTM describes the behavioural factors and stages of exercise behaviour 

and changes over time (Buckworth, Dishman, O’Conner & Tomporowski, 2013) and is 

explained through four constructs: stages of change; decisional balance; self-efficacy; and 

processes of change (Middelkamp, Van Rooijen, Wolfhagen & Steenbergen, 2016). The 

process of change is particularly relevant to this program and is described through five stages 

(Fallon, Hausenblas & Nigg, 2005): 
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• pre-contemplation (no intention of changing a behaviour problem within the next six 

months); 

• contemplation (intending on changing behaviour in the next six months); 

• preparation (preparing to change behaviour in the next 30 days); 

• action (behaviour change has been made within the previous six months);  

• maintenance (behaviour change has been sustained for greater than six months, with 

lower chance of relapse). 

The risk, however, of considering change as occurring in stages is that the process can be 

perceived as linear, which ignores the complexity of behavioural change. Behavioural change 

in relation to Aboriginal ways of being, knowing and doing is not a linear process. Despite this 

limitation, the TTM does provide a useful structure to evaluate the men’s engagement with the 

exercise and health education program. Prior to the 10-week exercise and health education 

program, the men were at different stages of the behavioural change process: some were 

contemplating or preparing for change while a few were already at the action stage. Progress 

through these stages of change is influenced by the core constructs of decisional balance and 

self-efficacy (Kroll, Keller, Scholz & Perren, 2011). Decision making was originally 

conceptualised by Janis and Mann (1977) as a balance between the potential gains (pros) and 

losses (cons) of changing health behaviour. 

Decision making in the TTM is described as a decisional balance construct and can influence 

health behaviour change positively or negatively, when a person is in the process of learning a 

new behaviour. Decisional balance has been shown to shift throughout the stages of change. 

For example, in the pre-contemplation stage of change, the potential gains (pros) from changing 

health behaviour are outweighed by the potential losses (cons). In the contemplation stage, the 

potential gains and losses tend to be equal, which can make a person unsure about changing 

their health behaviour. In the preparation and action stages, the potential gains generally 

outweigh the potential losses and in the maintenance stage, the potential losses are outweighed 

by the potential gains, which can lead to a decreased risk of the person relapsing into poor 

health behaviours (Prochaska, Nigg, Spring, Velicer, & Prochaska, 2010). Through 

connectedness of the group and the safety created by a strong sense of belonging, the men were 

able to examine the positive aspects of changing their health behaviour patterns—benefits for 

self, benefits for others, self-approval and approval of others; and also reflect on negative 

aspects of change such as losses for self, losses for others, self-disapproval and the disapproval 
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of others. It is important to remember that the connectedness of these men was enabled prior 

to and during Phase 1 of the program. During this early phase of the study, the men identified 

that Aboriginal men’s health is a complex issue and explored the barriers to behavioural 

change, including a lack of appropriate role models; self-perceived roles that hinder access to 

health care; and poor health literacy. The potential gains (pros) that the men wanted 

incorporated into Phase 2 included Aboriginal men only exercise and health education sessions; 

health education sessions that encompassed a holistic model of health in easy-to-understand 

language; exercise sessions that addressed the physical needs of each participant within a group 

environment; and exercise and education that could be easily incorporated into the men’s daily 

lives. 

It was evident that the men drew strength from watching each other progress through the stages 

of change, but equally important was the opportunity to see that others also struggled at times. 

This shared struggle and strength increased the men’s ability to self-regulate through the 

decisional balance stage of behavioural change. Designing a three-phase study centred around 

a 10-week program allowed time for the men to perceive that their potential gains (pros) of 

exercise and health education would outweigh the potential losses (cons). Enabling adequate 

time was a crucial factor in facilitating a change in health behaviours for each of the 

participants. These positive health behaviour changes were associated with the men’s 

increasing self-confidence and self-efficacy. 

It is important when considering health behaviour change, that a person’s sense of self-efficacy 

is increased. High levels of perceived self-efficacy make it more likely that a person will both 

initiate and maintain their positive behavioural change (Middelkamp et al., 2017). It was 

apparent in this study that the men’s sense of self-efficacy developed over time. Phase 1 of the 

study explored reasons why the men considered that they had limited access to AWAHS. It 

became evident that the men did have ideas about how they could address this perceived lack 

of access, which was having a negative effect on their health and wellbeing. However, what 

the men lacked was a platform through which to voice their thoughts, concerns and ideas. What 

was really important was to ensure that the men’s ideas were transformed into action, in the 

form of a culturally safe 10-week exercise and health education program. The men’s direct 

involvement in developing and implementing the exercise and health education program was 

fundamental to enhancing each man’s self-confidence and self-efficacy. It was clear that this 
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increase in self-efficacy created a strong sense of commitment from the men to Phase 2 of the 

study. 

During the 10-week exercise and health education program, the men were seeing changes in 

their physical appearance (anthropometry), and their strength and aerobic fitness levels were 

increasing. These visible changes were very important in building the men’s confidence in 

themselves as well as their sense of self-worth. It was, however, Phase 3 of the study that 

demonstrated the biggest shift in the men’s self-efficacy as they yarned about their experiences 

of participating in the exercise and health education program. They were able to provide key 

information to explain why the program was a success, and discussed issues relevant to guiding 

the future direction of the program to ensure its sustainability. This inter-relationship between 

empowerment, self-efficacy and positive influence on attitudes towards health and changing 

health behaviours is important to highlight. 

Most of the Aboriginal men who participated in this study had limited prior knowledge of 

CVD. Therefore, it was important that the men were able to gain this information in a format 

that enhanced their understanding of the impact of CVD and how to limit its effects. It is 

relevant that the information provided to the men in the health education sessions aimed to 

improve their level of control over modifiable determinants of health. It is known that people 

with a limited or very low level of health literacy do not understand why the inter-relationship 

between lifestyle factors (diet and exercise) is fundamental to achieving ideal health and 

wellbeing (Hoerara, 2013). Improving health literacy allows people to make more informed 

lifestyle decisions, thereby reducing the economic burden of CVD and the avoidable chronic 

diseases that reduce quality of life (Rheault et al., 2019). To address the men’s identified need 

to improve their health literacy, the health education sessions in the 10-week program were 

delivered using language that was relevant and aligned with their worldviews as Aboriginal 

men. These health education sessions provided the time and space for the men to yarn about 

their health and wellbeing. In turn, these conversations increased their levels of self-confidence, 

which was integral to improving self-efficacy. Creating a culturally safe space for the men to 

receive new knowledge afforded each of them a greater sense of control over their own health 

and wellbeing. This sense of control and self-determination is crucial to enhancing a person’s 

self-efficacy to overcome personal, social and environmental barriers, influencing their attitude 

towards health, and changing their health behaviours by increasing their capacity to exercise. 
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This focus on the ‘processes of change’ aligns with the fourth construct of the TTM, which 

includes both cognitive processes (consciousness raising, dramatic relief, environmental re-

evaluation, self-re-evaluation and social liberation) and behavioural processes (counter-

conditioning, helping relationship, reinforcement management, self-liberation and stimulus 

control) (Dishman, Vandenberg, Motl & Nigg, 2010). To create health behaviour change, a 

person needs to engage in these cognitive and behavioural processes. Throughout this three-

phase study the processes of change were enabled, even if they were not overtly discussed as 

such. A useful example to illustrate the cognitive process of consciousness raising3 arose 

during Phase 1 when the men’s discussion focused on access to AWAHS and their subsequent 

development of the exercise and health education program. An example to illustrate ‘social 

liberation’4 is the men’s yarning during Phase 1, which explored the loss of Aboriginal men’s 

provider and protector role and how this served to diminished their status, self-esteem and 

sense of purpose within their family and community. 

Behavioural processes that can be described as helping relationships that combine caring, trust 

and openness to support health behaviour change were also facilitated through this study. 

During the exercise and health education program it was evident that the men established caring 

and trusting relationships with each other, more broadly creating a sense of community in 

which they were supporting each other. Having a ‘men only’ space was important in enabling 

these relationships to develop. Counter-conditioning is a behavioural process that requires the 

learning and understanding of healthier behaviours that can replace problem behaviours. It was 

clear from the findings in Phase 1 of the study that the men did not want exercise individually  

for the 10-week program. They were adamant that they needed education sessions to support 

the exercise sessions, so that they could improve their health literacy. 

The positive health and wellbeing outcomes from the exercise and health education program 

influenced the men’s attitudes towards health and changing health behaviours. This adds to the 

current body of knowledge that successful physical activity programs require venues that are 

culturally safe, secure and as inclusive as possible (Esgin, 2017). The exercise and health 

education program in this study was conducted within the realms of ACCHS and it was clear 

that the ownership of this program was one of the first opportunities that these men had 

 
3 Involves an increasing awareness of the causes, consequences and solutions for a health and wellbeing behaviour 
issue. 
4 An increase in social opportunities for people who are deprived or oppressed (Prochaska, Redding & Evers, 
2015). 
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experienced to provide input to, and take leadership of, a health initiative. The effectiveness of 

Aboriginal health programs is linked to the extent to which Aboriginal communities and 

practitioners lead and engage in the design and execution of health interventions and programs, 

which goes well beyond providing ‘a venue’ and focuses much more on health leadership in a 

safe venue. 

This study is an exemplar for how Aboriginal leadership and program ownership can create a 

sense of empowerment; positively influencing participants’ attitudes towards health, changing 

their health behaviours and increasing their engagement with an AMS. Through the men’s 

leadership and self-empowerment, their access to AWAHS was improved. Access had been a 

long-standing concern for these men with identified issues pertaining to recruitment, retention 

and adherence to physical activity programs offered by the service. Many health intervention 

studies cite <60% program completion rates for participants due to a number of factors 

including sorry business, transport issues, limited community infrastructure and not having a 

culturally safe environment (Sushames et al., 2016). Therefore, it is imperative that researchers 

are able to gain an understanding of an Aboriginal community’s culture, needs and 

environment (Esgin, 2017) to ensure that prospective participants have individual capabilities 

and the program will meet their needs. If the needs and wants of the individuals and the group 

as a whole cannot be accommodated by the planned initiative, this is very likely to lead to 

issues of poor attendance and low completion rates. This is congruent with previous research 

that investigated the effectiveness of ACCHS and concluded that the provision of effective 

health services for Aboriginal people requires ACCHS to be accessible and attentive to the 

needs of their clients, not just to deliver evidence-based medicine (Thompson et al., 2015). 

This study also illustrates that positive health and wellbeing outcomes for Aboriginal men are 

achievable within a culturally safe space. The exercise and health education program had a 

consistently high attendance rate (85%) across the 10-week period. Creating the space and time 

to identify and understand the key influencing aspects that would facilitate an increase in the 

men’s level of engagement was fundamental to the success of the program. Equally important 

was ensuring that the lead researcher was able to increase the level of trust with the participants, 

and this meant actioning what the men identified as important aspects. 

To positively influence health and wellbeing for Aboriginal people, health services need to 

respect Aboriginal ways of being, knowing and doing. This involves identifying an 

understanding and incorporating social cognitive perspectives of health behaviour change. This 
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program illustrates the inter-relationships between an exercise and health education program, 

health literacy, self-efficacy and the importance of creating a culturally safe environment in 

influencing Aboriginal men’s attitudes towards health and improving their health behaviours. 

These factors enabled Aboriginal men to take the lead and empower themselves, facilitating 

the self-determination of Aboriginal people and communities through the provision of 

culturally safe and responsive health care (Davy et al., 2016). 

7.5 Culturally Safe Practice for Aboriginal Men’s Health and Wellbeing 

PHC is a well-established and effective model for meeting the needs of clients by providing a 

range of health services (Australian Primary Health Care Research Institute, 2013). A strong 

PHC sector is essential for the health and wellbeing of a population, and is associated with 

better population health, reduced costs of health care provision and greater efficiency within 

the system (Australian Primary Health Care Research Institute, 2013). NACCHO (2020) 

defines PHC for Aboriginal and Torres Strait Islander peoples as: 

a holistic approach which incorporates body, mind, spirit, land, environment, custom and 

socio-economic status … an Aboriginal cultural construct that includes essential, integrated 

care based upon practical, scientifically sound and socially acceptable procedures and 

technology made accessible to Communities as close as possible to where they live through 

their full participation in the spirit of self-reliance and self-determination … it is a 

comprehensive approach to health in accordance with the Aboriginal holistic definition of 

health. (para. 6). 

For health services to meet the health needs of Aboriginal and Torres Strait Islander people, it 

is essential that there is community control and ownership; clinical and decision making input 

from Aboriginal and Torres Strait Islander staff; and deliver of care models that embrace 

Aboriginal and Torres Strait Islander knowledge systems (Gomersall et al., 2017). Delivering 

innovative, comprehensive PHC is a critical goal of NACCHO and part of its 10-point plan 

towards better health outcomes for Aboriginal and Torres Strait Islander people by the year 

2030 (NACCHO, 2013). 

Increasing access to appropriate PHC services through ACCHS is vital, as the literature 

demonstrates that a long-term relationship between patients and their PHC provider is positive 

for health outcomes and enhances health system efficiency (Australian Government, 2013; 

Thompson et al., 2014). This study illustrates that by providing a culturally safe environment 
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and incorporating the principles of PHC, health and wellbeing outcomes can be improved for 

participants in health education programs. An additional beneficial outcome of this study is 

that the relationship between each of the men and AWAHS has been enhanced. This is due in 

part to the cultural safety that the men experienced in the exercise and health education program 

but also to the ability of AWAHS to gain a better understanding of the men’s needs and 

therefore be more responsive and flexible in meeting these needs. An example of this was 

ensuring the health assessment screening processes were completed in a single visit and blood 

samples were taken onsite at AWAHS and not offsite at a pathology clinic, which was normal 

practice. This outcome aligns with that from Thomas, Zhao, Guthridge and Wakerman’s (2014) 

study, which reported that improved access to PHC that is responsive to the needs of Aboriginal 

and Torres Strait Islander peoples is associated with better health outcomes and is more cost 

effective (Thomas et al., 2014). 

The ethos of Aboriginal community control in health focuses on Aboriginal people owning 

decisions, having a say in their health and having the opportunity to provide feedback relating 

to their health and wellbeing (NACCHO, 2019). Community control is essential in improving 

Aboriginal and Torres Strait Islander health outcomes as it empowers Aboriginal and Torres 

Strait Islander individuals, families and communities, strengthens connection to culture and 

reduces the damaging effects of colonisation and government policies (Blignault & Williams, 

2017). To positively influence the health and wellbeing of Aboriginal and Torres Strait Islander 

peoples, health services need to respect cultural beliefs and support the dignity, self-esteem and 

self-determination of Aboriginal and Torres Strait Islander people and communities, thereby 

giving the community control over their health services (Blignault & Williams, 2017). This 

study exemplifies the ethos of a community-led health initiative and demonstrates the processes 

required to enable community control of a culturally safe program for Aboriginal men. 

A systematic review conducted by Gomersall et al. (2017) considers qualitative evidence about 

Aboriginal and Torres Strait Islander clients’ perceived value of PHC in ACCHS, compared 

with mainstream health services. The three key themes reported by Gomersall et al. (2017) 

were: 

• ACCHS unique accessibility (welcoming environment, flexible, responsive and 

proactive approach to care provision); 
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• culturally safe care—described by clients as care delivered by staff, many Aboriginal, 

who feel known to clients, understand client needs and respect culture, in an 

environment where clients feels comfortable, supported and that they belong; 

• comprehensive care that is responsive to holistic health needs of the clients and 

community. 

While all ACCHS seek to deliver holistic PHC to their communities, there are many inherent 

challenges. Through exploring their own experiences of non-engagement with PHC services at 

AWAHS, the Aboriginal men were able to identify three key factors that they considered 

fundamental to a successful cardiovascular health program: cultural safety; incorporation of 

health education sessions; and ensuring that participants were motivated to attend the health 

program. These three factors align well with the themes proposed by Gomersall et al. (2017). 

As discussed in the Phase 1 findings (Chapter 4), it was imperative that the design of the 

exercise and health education program was responsive to the men’s concerns about accessing 

and utilising PHC services at AWAHS. This approach is evident from the beginning of the 

study, when it was ensured that access to the three phases of the study was flexible to 

accommodate each of the participant’s needs. For example, in Phase 2A (pre-screening) it was 

imperative that each of the men was able to have their full health assessment (anthropometry, 

blood and urine collection) completed in a single visit to AWAHS. The men identified that 

they would prefer their health assessments to be conducted by an Aboriginal man (registered 

nurse) and that the appointments should be as early as possible in the day to ensure there were 

no side effects from fasting. While these requests may seem reasonable, it was clear that there 

had previously been challenges for AWAHS in providing the flexibility required to enhance 

access for local men. 

Considering the previous negative experiences of the men in regard to AWAHS, it was 

important that their concerns were addressed in a culturally safe way from the start of the 

program. Walker, Schultz and Sonn (2010) highlight the important role of cultural safety in 

enhancing individual and collective empowerment, and therefore providing further pathways 

to Aboriginal self-determination: ‘Cultural safety is about practitioners and services working 

to enhance rather than diminish individual and collective cultural identities, and empower and 

promote individual, family and community wellbeing’ (p. 201). By ensuring that the men’s 

concerns were heard and the program was designed to meet their needs, this study demonstrated 

a responsive and proactive approach to implementing a health initiative. This approach 
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privileged the voices of disempowered Aboriginal men and empowered them to the point where 

the study employed a true partnership approach, enabling person-centred care through 

community control. For example, the men were able to determine what they could realistically 

achieve in the 10-week exercise and health education program and the various elements were 

designed around their capacity. 

In contemporary health care, the focus of health professionals should be person centred. This 

approach to care is considered a way of enabling health equality (Wolff & Boyd, 2015). The 

value of person-centred care include empowering people with choice and autonomy to make 

health decisions that work for them. The exercise and health education program in this study 

enabled comprehensive and responsive intervention with a key focus on strengths-based 

outcomes for the individual and the group collectively. By providing a series of education 

sessions delivered in conjunction with the exercise sessions, this study was able to provide 

holistic person-centred health care that improved health and wellbeing outcomes for each of 

the men. 

A culturally safe environment that enables the expression of cultural identities/elements has 

been shown to improve health and wellbeing outcomes for Aboriginal and Torres Strait 

Islander people and must include community, social networks and culture as core components 

(McCabe et al., 2016). This culturally safe exercise and health education program was created 

from the ‘ground up’; it was driven by the men rather than being dependent on the health 

facility’s requirements, recommendations and needs. It is often the case that state and 

commonwealth funding requirements do not meet the needs of local Aboriginal communities 

(Martini et al., 2011). This ‘ground up’ research approach aligns with the United Nations 

Declaration on the Rights of Indigenous People (UNDRIP) and the WHO in their definition of 

accessing and receiving culturally safe care (Cargo et al., 2019) 

A systematic review by MacLean, Ritte, Thorpe, Ewen and Arabena (2017) highlights that 

enabling the expression of cultural identities/elements (visiting country and cultural sites; 

education in traditional cultural practices; hunting, fishing and eating bush foods; traditional 

games; yarning and sharing cultural stories; reinforcing Elder authority) can improve health 

and wellbeing outcomes for Aboriginal and Torres Strait Islander people. The iterative design 

of this study allowed the necessary time for the lead researcher to truly understand the needs 

of this group of Aboriginal men and to respect their culture. The exercise and health education 

program incorporated cultural elements; for example, two Elders provided their cultural 
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authority on matters relating to ‘men’s business’. This cultural knowledge was fundamental in 

regard to leading discussions about having only men participate in the program and navigating 

the challenges of having a female dietitian deliver two of the education sessions. The group 

education environment facilitated the sharing of stories through yarning and these stories were 

both cultural and educational. Participants were sharing social stories that were also educational 

about their own journeys in navigating different health services, in particular ACCHS. A 

consistent concern for the participants was that they had previous negative experiences 

associated with accessing their respective ACCHS, and commonly this was because of negative 

comments from some health care practitioners. These adverse experiences are at odds with 

findings of research conducted by Gomersall et al. (2017) on clients’ perceived value of PHC 

for Aboriginal and Torres Strait Islander people. 

Cultural safety may be conceived of as a reflective model. It requires HPs to explore and 

identify how assumptions, reality and cultural perspectives affect the health care that is 

provided (Molloy & Grootjans, 2014). To work in a model of cultural safety, the 

researcher/facilitator/practitioner needs to be critically reflexive.5 In this study, cultural safety 

was assured through deep listening to ensure that the voices and safety of the men was 

prioritised. This approach aligns with the findings from a systematic review conducted by 

Dahlberg, Hamilton, Hamid and Thompson (2018), which found that it is important to capture 

participants’ knowledge and views on participating in health and wellbeing programs. A key 

difference in this study was the prospective approach; the men’s views and knowledge on 

accessing health services were elicited in Phase 1, implemented in Phase 2 and their experience 

evaluated in Phase 3. The outcomes of this study align with published research in which 

participants were more likely to access PHC services because of a range of factors including 

an increase in convenience; perceived quality of care; and feeling culturally safe with the health 

staff and service (Adams, Collins, Dunne, de Kretser & Holden, 2013; Canuto et al., 2018; 

Isaacs et al., 2013). 

Ensuring culturally safe practice for Aboriginal men’s health and wellbeing requires Aboriginal 

community control and ownership. This study illustrates that delivering an innovative and 

comprehensive PHC program, owned and controlled by a group of Aboriginal men in the 

community, can increase engagement with ACCHS and in turn facilitate positive health and 

 
5 A component of cultural competence that enables health professionals to essentially look inward to then be 
looking outward (Biles & Biles, 2020). 
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wellbeing outcomes. Enabling access to health services in the first instance, and ensuring the 

continuing engagement of Aboriginal men in the longer term, is a key requirement for 

improving health outcomes. Facilitating this access and engagement into the future requires a 

sustainable model of practice that is created by community and implemented by ACCHS. 

7.6 Sustainable Model of Practice 

A sustainable model of practice is dependent on participants having control over their own 

health and wellbeing. This final component of the Strong Men model links together the other 

three categories: privileging Aboriginal men’s voices; influencing Aboriginal men’s attitudes 

towards health and changing health behaviours; and culturally safe practice for Aboriginal 

men’s health and wellbeing. The interdependence of these four categories is key to the success 

of a health initiative that can improve health outcomes for Aboriginal men and sustain these 

gains into the future. 

The sustainability of any exercise and health education program is dependent on the 

implementation of these key requirements to ensure culturally safe and responsive health care. 

The National Aboriginal and Torres Strait Islander Health Workforce Strategic Framework 

2016–2023 (Commonwealth of Australia, 2016) shares a vision with the National Aboriginal 

and Torres Strait Islander Health Plan 2013–2023 (Australian Government, 2013) and guides 

service delivery through: 

an Australian health system that is free of racism and inequality, and where all Aboriginal 

and Torres Strait Islander people have access to health services that are effective, high quality, 

appropriate and affordable; and that the health system is comprised of an increasing 

Aboriginal and Torres Strait Islander health workforce delivering culturally-safe and 

responsive health care. (p. 7). 

Sustaining community-based healthy lifestyle programs for 5 years or longer, however, is 

especially challenging in the context of the many social and economic problems that exist in 

Aboriginal and Torres Strait Islander communities (AIHW, 2012). Socially, men generally 

have lower participation rates in physical activity than women (O’Hara, Phongsavan, 

Venugopal & Bauman, 2011). Research conducted by Wenitong, Adams and Holden (2014) 

found that engaging Aboriginal men in primary care settings was more of a challenge than 

engaging Aboriginal women. Wenitong et al. (2014) also highlight logistical barriers including 

a lack of transport, which was important to address for the men in this study, to enable their 
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access to the exercise and health education sessions. Additional barriers identified to limit 

physical activity among Aboriginal and Torres Strait Islander peoples—including being judged 

by others when in public spaces; the cost of attending these programs; and limited accessibility 

(Hunt, Marshall & Jenkins, 2008)—were also important to consider in regard to the 

sustainability of this program. 

The National Aboriginal and Torres Strait Islander Health Workforce Strategic Framework 

2016–2023 (Commonwealth of Australia, 2016) identifies that adequate and culturally 

appropriate recruitment and retention of staff is crucial for ensuring the continuity and 

sustainability of culturally appropriate service delivery. Capacity building facilitated by 

ACCHS is a key aspect of ensuring the sustainability of pilot health initiatives once researchers 

have departed. This requires the involvement of community members in the early stages of 

program development, to ensure their investment in its design. Community involvement has 

been shown to increase a program’s effectiveness, relevance and sustainability (Stirman et al., 

2012). This program was created in partnership with local Aboriginal men facilitated by the 

lead researcher, and received support from key stakeholders within the local community. This 

included approval from the AWAHS Board of Directors to conduct research; participation of 

health professional staff within AWAHS who provided screening and logistical support with 

the physiological parameters (non-Aboriginal dietitian, Aboriginal registered nurse, Aboriginal 

podiatrist, GP); and support from administrative staff. The provision of culturally safe support 

from local ACCHS is foundational to ensuring the sustainability of a health promotion initiative 

for Aboriginal men.  

 

Reciprocity with community is an important factor to consider if a health initiative is intended 

to last for more than a few months. The most powerful expression of reciprocity in this study 

was the men’s desire that the program should not be a one-off, short-term project but rather a 

longer-term health and wellbeing initiative. To address this major challenge of ensuring that 

these long-term goals are achievable, ongoing funding and commitment is required from 

ACCHS. It is important that an organisation sees the benefit of sustaining the outcomes of a 

research program that enhances the health and wellbeing of Aboriginal and Torres Strait 

Islander communities. This is a very challenging space as ACCHS receive funding primarily 

from the federal government (Khoury, 2015) and the majority of funding is generally short 

term (1–3 years), contractual and competitive (Donato & Segal, 2013; Dwyer, Lavoie, 
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O’Donnell, Marlina & Sullivan, 2011). The very nature of this funding can also limit the self-

determination of local Aboriginal communities as there are generally strict requirements placed 

on how the funds are utilised. These limitations, therefore, can decrease the cultural 

responsiveness of ACCHS (Peiris et al., 2012). It is a fundamental need that service models 

should be funded accordingly with a focus on Indigenous knowledge systems and socio-

cultural needs relevant to local Aboriginal communities (Wakerman & Shannon, 2016). 

7.7 Conclusion 

This chapter presented a synthesis of the research findings presented in Chapters 4, 5 and 6, in 

the form of a theoretical model. The Strong Men model emerged from the experiences of a 

group of Aboriginal men and illustrates four key domains important for improving health and 

wellbeing: privileging Aboriginal men’s voices; influencing Aboriginal men’s attitudes 

towards health and changing health behaviours; culturally safe practice for Aboriginal men’s 

health and wellbeing; and sustainable model of practice. This study illustrates that Aboriginal 

men’s health is a complex issue that needs to be addressed by truly listening and understanding 

the barriers that hinder access to health care. To deliver an effective and sustainable exercise 

and health education program, Aboriginal men need to be empowered to have an active voice 

in improving their health and wellbeing. 

Chapter 8 is the final chapter, and provides recommendations for health professionals, ACCHS 

and researchers; strengths and limitations of the study; recommendations for future research; 

and a reflective summary. 
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Chapter 8: Recommendations, Strengths and Limitations of the 

Study and Reflective Summary 

8.1 Introduction 

This is the final chapter of the thesis; it provides an overview of the strengths of this study and 

identifies the key limitations. The following recommendations for health professionals, 

ACCHS and researchers working with, or intending to work with, Aboriginal and Torres Strait 

Islander communities are based on the study findings. Ideas for future research projects are 

also included. The final section is a reflective summary that serves to reflect on what I have 

learned during this research journey of walking between my world as an Aboriginal man and 

the academic world, and the strength and resilience of my people and culture. 

8.2 Strengths of the Study 

8.2.1 Research Design 

This study utilised an Indigenous research framework with a constructivist grounded theory 

approach to explore the experiences of Aboriginal men who participated in creating, 

developing and implementing a tailored cardiovascular exercise and health education program. 

As hoped for at the outset of this study, the utilisation of a constructivist grounded theory 

approach was a strength as it facilitated the building of respectful relationships between the 

researcher and the Aboriginal men. The researcher constructs theory through interaction with 

the participants, rather than discovering theory through the data (Charmaz, 2006). The 

Indigenous Research Framework was a key aspect of the study, strengthening the study design 

by informing research with and not on Aboriginal people. Utilising this framework ensures that 

research outcomes and benefits can be negotiated by and with the respective communities. A 

constructivist perspective aligns closely with the Indigenous Research Framework by 

privileging Aboriginal and Torres Strait Islander voices and promoting Aboriginal and Torres 

Strait Islander people and communities from ‘object’ to ‘participant/expert’. 

Another strength of the study was the utilisation of the ‘exploratory sequential design’ mixed 

methods approach. A mixed methods research design relies on multiple forms of data 
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collection, which enriches understanding of the issue of concern and enhances validity of the 

findings (Morse & Niehaus, 2009). Mixed methods research is considered superior in 

illuminating a complex problem, compared with either a qualitative or quantitative approach 

used alone (Creswell & Poth, 2017). The design of a prospective three-phase study is certainly 

a strength to be highlighted; each of the three project phases was designed to complement the 

others and the results from each phase informed subsequent phases of the study (Creswell & 

Poth, 2017). This research design enabled the men to have ownership of, input to and control 

over the exercise and health education program. In turn, this ownership ensured the creation of 

a culturally safe space in which the men’s voices were privileged. 

8.2.2 Participant Recruitment and Engagement 

The recruitment process employed for this study is important to identify as a strength. A 

process of homogeneous convenience sampling was used in Phase 1 to invite Aboriginal men 

to participate in the study, to share their lived experience. Phase 2 recruitment for the exercise 

and health education program was a lengthy process that occurred over a period of 6 months. 

Building trust and rapport with local Aboriginal communities requires authentic meaningful 

engagement and this is similarly so for an Aboriginal researcher who is known to, and accepted 

within, the community. The Aboriginal men who participated in the exercise and health 

education program had the opportunity to provide in-depth feedback about their experiences 

during Phase 3 of the study. As discussed in Chapter 6 (Phase 3 findings), the exercise and 

health education program had a participation rate of 85% throughout the 10-week period. This 

very high retention rate is a further strength of this study and can be attributed to the fact that 

the men’s needs were met in a culturally safe environment. 

8.3 Limitations of the Study 

In any research, study limitations must be considered in regard to the rigour of the research 

design and the trustworthiness and credibility of the findings (see Chapter 3) (Polit & Beck, 

2017). This study has a number of limitations that should be considered. Ideally a randomised 

control trial (RCT) would have been chosen as the most appropriate design for the exercise and 

health education component (Phase 2) of this study, as this allows variables to be controlled to 

maximise internal validity (Bickman & Reich, 2015). A wait-listed control group design was 

discussed by the research team in the very early stages of this study design but was judged to 

be unfeasible because of the relatively small number of Aboriginal men available for 
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recruitment and the lengthy timeframe for the study. Further, it is important to note that RCTs 

are not always appropriate in the context of Aboriginal and Torres Strait Islander research 

because of ethical concerns about allocating half of the participants to a control group who do 

not receive the intervention, as well as the consequent benefits of information sharing among 

small communities (Sushames et al., 2016). 

16 Aboriginal men participated in Phase 1 of the project and 10 participated in the exercise and 

health education program. Although these men were from a single regional area—Albury 

Wodonga, NSW—they were from different Aboriginal Nations. It is to be expected that 

Aboriginal men from different geographical locations will have had different life experiences 

and hold diverse beliefs about health and wellbeing. The men’s experiences and perspectives, 

therefore, cannot be considered representative of all Aboriginal men. It is acknowledged that 

the sample size for this study is a limitation and the Strong Men model needs to be empirically 

tested across rural, regional and metropolitan locations to be validated with other groups of 

Aboriginal men. 

The 10-week duration of the exercise and health education program is also an important 

limitation to acknowledge in regard to the study design. Despite this timeframe being the men’s 

preference for this pilot program (as outlined in Chapter 4), a longer-term initiative would have 

enabled a period of follow up with the men at 12 months to evaluate the sustainability of their 

health and wellbeing outcomes. The exercise program continues to run but limitations of 

research candidature and thesis submission precluded a 12-month follow up with the men. 

8.4 Recommendations 

Recommendations arising from this study are presented under the four themes of the Strong 

Men model and are intended for several audiences: health professionals, both Aboriginal and 

non-Indigenous; ACCHS; and researchers working or wanting to work with Aboriginal and 

Torres Strait Islander communities. 

8.4.1 Privileging Aboriginal Men’s Voices 

Health professionals and health services need to ensure that culturally safe spaces are created 

for Aboriginal men’s voice to be privileged. The privileging of Aboriginal and Torres Strait 

Islander voices in research as well as in health service delivery shifts the position of people 

from being an object to a participant/expert. The Indigenous Research Framework and the 
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ethos of ACCHS need to be at the forefront of the design of health and wellbeing initiatives 

and also health service delivery for Aboriginal and Torres Strait Islander peoples. 

It is vital that health professionals are able to identify and understand the unique needs of the 

community in which they work. In understanding these needs, it is a further fundamental 

requirement that these needs are addressed. This must occur in an environment where 

participants feel culturally safe. Accommodating these needs may mean that gender is a 

specific consideration when offering a health service or implementing a health promotion 

program. For example, some Aboriginal men will only access a health program if it is 

facilitated by a male practitioner. Additionally, it is important to accept that there may be 

situations in which Aboriginal people only want health projects to be delivered by Aboriginal 

practitioners, and this should be respected. This factor requires that health professionals and 

ACCHS explore a range of options for delivery of health and wellbeing projects. It is also 

crucial that interdisciplinary teams are utilised in these situations, to ensure that specific 

community needs are met. When health professionals and ACCHS create the space and time 

to identify the values and beliefs of individuals in a program, this enables the privileging of 

Aboriginal voices. This empowerment of Aboriginal people will lead to increased engagement 

with health services and is more likely to precipitate a positive and sustainable change in a 

person’s attitudes towards health and health behaviours. 

8.4.2 Influencing Aboriginal Men’s Attitudes Towards Health and Changing 

Health Behaviours 

ACCHS and health professionals need to ensure that they have a clear understanding of the 

needs of their local Aboriginal community. This can be achieved by creating the time and space 

to yarn with community members. It is also important to be confident in advance that ACCHS 

and/or a health professional has the capacity to meet these needs, to be able to influence 

attitudes towards health and enable positive health behaviours. 

It is imperative that a researcher gains an understanding of a local Aboriginal community’s 

culture, needs and environment (Esgin, Hersh, Rowley, Gilroy & Newton, 2019) and 

recognises that participants have individual capabilities. If a researcher does not pay attention 

to this understanding, the needs and wants of the participants cannot be accommodated and this 

can lead to issues related to low self-efficacy, poor attendance for health initiatives, and low 

completion rates for health and wellbeing programs. For example, group ownership of the 
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program in this study led to positive behavioural change: benefits for self and others; self-

approval; and approval of others. 

The need for medical treatment for biological and physiological aspects of illness is 

fundamental but the biomedical approach should occur within a social context. Most 

behavioural theories acknowledge that beliefs and attitudes have an important influence on an 

individual’s decision to access health care (Shahid et al., 2009). It is important for health 

professionals to understand Aboriginal ways of being, knowing and doing (Martin-Booran 

Miraboopa, 2003) when considering the four key constructs of behavioural change (stages of 

change; decisional balance; self-efficacy; and processes of change). More importantly, it is 

necessary for practitioners to understand how these constructs can work to either inhibit or 

enable effective health behaviour changes for Aboriginal men. 

8.4.3 Culturally Safe Practice for Aboriginal Men’s Health and Wellbeing 

It is fundamental that health professionals and health services create a culturally safe 

environment for clients to access. To create this safe space, it is crucial that health professionals 

have an understanding of who they are, their own culture and how their attitudes and beliefs 

inform the environment in which they work. Equally, it is crucial that HPs understand their 

power to create and foster culturally unsafe practice. This knowledge developed through 

critical self-reflection on actions, thoughts and beliefs as a health professional is key to 

challenging taken-for-granted practice in health care, to improve access and outcomes for 

Aboriginal clients and communities. 

8.4.4 Sustainable Model of Practice 

A sustainable health promotion program requires ACCHS to be responsive to the needs of the 

local community. It is essential that capacity building is factored into programs from both a 

logistical perspective and a research perspective. For example, it is appropriate that a physical 

activity project is conducted by a qualified professional (physiotherapist, exercise physiologist, 

fitness instructor). To build capacity, a health professional employed by ACCHS could be 

assisted financially to undertake relevant professional development as part of a long-term plan 

to deliver a sustainable exercise and health education program. 

To ensure the development of research capacity within Aboriginal and Torres Strait Islander 

communities, Aboriginal researchers must lead health research programs and ensure the 
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inclusion of Aboriginal health professionals in the research team. Additionally, it is important 

that any non-Indigenous researchers involved with Aboriginal and Torres Strait Islander 

research are mentored adequately and educated about culturally appropriate research. 

Researchers need to ensure that they adopt a strengths-based research design focusing on: 

• Community participation/engagement. It is imperative that local communities are 

engaged at the earliest possible stage—in the early phases of discussion around the 

potential for conducting a research project. This early engagement ensures that the 

research is relevant to the local community and there is input and ownership from a 

local community perspective. 

• Relationships. Researchers need to be aware that community participation/engagement 

is a lengthy process that is relational. By factoring in adequate time to create and sustain 

relationships, the researcher can build a relationship of trust and respect within the local 

community. This approach is much more likely to deliver valuable research outcomes 

and enable program sustainability. 

8.5 Recommendations for Future Research 

This study has highlighted areas that require further exploration and generated more questions: 

• What are the experiences of other regional and metropolitan Aboriginal communities 

who participate in a culturally appropriate tailored cardiovascular exercise and health 

education program? 

• Aboriginal people are not a homogeneous group so it is important to identify and 

understand the experiences of other Aboriginal communities in regard to developing 

and implementing a cardiovascular exercise and health education program. More data 

are required to build the evidence base and inform future work to improve Aboriginal 

men’s health and wellbeing. 

• What would be the effects on the physiological risk factors associated with CVD for 

Aboriginal men in a longer-term program? 

• Considering that a 10-week program yielded changes in some of the physiological risk 

factors for cardiac disease, it is important to investigate the effects of exercise and 

health education on these risk factors over a longer period to assess the sustainability 

of a range of initiatives. 
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• What can health services do better to increase access for Aboriginal men? What are the 

enablers and barriers (viewed using a strengths-based approach) for Aboriginal men 

accessing health services? 

This study has identified the enablers and barriers for local Aboriginal men and has facilitated 

the privileging of Aboriginal men’s voices through ensuring their ideas were implemented in a 

program. Using a strengths-based approach shifts the ‘blame’ of why Aboriginal men are not 

accessing health services back onto the health service, to consider what they can do better. 

8.6 Reflective Summary 

This research journey has privileged Aboriginal men’s voices and it is now up to us as health 

professionals to ensure that when we research with Aboriginal communities we adopt and 

implement research designs that ensure that Aboriginal ways of being, knowing and doing are 

at the forefront of research (Martin-Booran Miraboopa, 2003). 

I chose to use the Indigenous Research Framework to inform the research with and not on 

Aboriginal people, to provide outcomes and benefits as negotiated by and with the respective 

communities in conjunction with a constructivist grounded theory approach that facilitated the 

building of respectful relationships because theory is constructed through interaction with the 

participants—rather than discovering theory through the data. Yarning was utilised as the 

principal data collection method. 

This research has revealed that Aboriginal men want to have an active voice in improving their 

health and wellbeing outcomes. The findings led to generation of a Strong Men model (Figure 

7.1) that highlights the four key categories that emerged through the three phases of the study: 

privileging Aboriginal men’s voices; influencing Aboriginal men’s attitudes towards health 

and changing health behaviours; culturally safe practice for Aboriginal men’s health and 

wellbeing; and a sustainable model of practice. It represents the experiences of a small group 

of Aboriginal men who participated in a tailored cardiovascular exercise and health education 

program. This study has served to inform my local ACCHS to change the way in which health 

services are provided to Aboriginal men to enhance their access and level of engagement with 

their health and wellbeing. Ideally, this model would be implemented, tested and validated with 

other Aboriginal communities as it provides a working example of how to implement a 

strengths-based approach to Aboriginal men’s health and wellbeing. 
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I am clearly aware as an Aboriginal man that I am in receipt of privileged information that has 

been passed down from our ancestors. Within this research I have had a transformative journey. 

I have learned that if I step outside my comfort zone and provide a space for local Aboriginal 

men to enhance their health and wellbeing, we as an Aboriginal community can create effective 

change. My research journey has been a challenge. At times I have struggled to put words down 

on paper, but seeing the effects of the program inspired me to progress and continue with my 

journey guided by my ancestors. The strength and resilience of my local community to keep 

‘turning up and showing up’ is something I need to share with the wider community because 

we as Aboriginal peoples have the answers and solutions to improving our health and 

wellbeing. 

Finally, I hope I have shown Bob and the other Aboriginal men who participated in this project 

that someone is interested! 
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Appendix 5: Invitation to Participate and Information Sheets (Phase 1) 

Dear Participant 

Thank you for taking the time to read this invitation to participate in the project titled: 

An exploration of a tailored cardiovascular exercise and education program for Indigenous 

Australian men in a regional centre 

My name is Brett Biles. I am an Aboriginal man originally from Brewarrina, I am a 

physiotherapist and working at Charles Sturt University (CSU), I am currently studying my 

Doctor of Philosophy with CSU in Albury Wodonga. 

What is this study about? 

The purpose of this study is to develop a purpose designed cardiovascular exercise and 

education program to evaluate the effectiveness of this program and to explore the mens’ 

experience. 

What does participation involve? 

Phase 1 

The first phase of this study will involve the participation of Aboriginal men aged between 35-

75, in the Albury Wodonga area, in a focus group discussion. The purpose of these groups is 

to discuss the reasons why Aboriginal men underutilise the local Aboriginal Medical Services 

and to provide ideas in order to develop a purpose designed cardiovascular and education 

program. The focus group involves about 20 Aboriginal men getting together in a group and 

having a yarn to discuss these ideas. The focus group will last for 1 – 1.5 hours. 

The focus group will audio-taped with the permission of everyone involved. If you decide to 

participate in a focus group you will be given the opportunity to review the transcript of the 

discussion to check for accuracy. 

Where will interviews be conducted? 

The focus groups will be conducted at either the Aboriginal Lands Council in Albury or at the 

Albury Wodonga Aboriginal Health Service (AWAHS) in Albury. During the focus group you 
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will only be asked to disclose information that you are comfortable with. You will always be 

able to refuse to answer a question and can also turn the digital recording off at anytime. 

How will the information be used? 

The information you provide will be analysed and used to inform the development of a 

cardiovascular exercise and education program. It will also form part of a PhD thesis and may 

also be published in an academic journal. The information will also be made available to 

AWAHS so that it may provide insight into Aboriginal mens’ health concerns. However, your 

contribution will remain anonymous in any publications 

How will my privacy be protected? 

Your name will be changed along with any other information that may identify you. All 

material with your details on it will be stored in a locked filing cabinet and on a password 

locked computer. These will be located in a locked office at Charles Sturt University. Only the 

researcher and supervisors listed below will have access to these documents. 

Is there a risk in participation? 

In the public reporting real names will not be used. Stories you share may be retold using a 

different name. As much as possible, the researchers will leave out details that might identify 

you as the speaker of a story. There is a chance that other people who know you may be able 

to guess that a particular story or words are yours. 

Who are the researchers and how do I contact them? 

The research is being conducted by Brett Biles, PhD candidate in the School of Community 

Health, Albury- Wodonga Campus, Ph: 0260519612 email: bbiles@csu.edu.au 

Brett’ supervisors are: 

Dr Herbert Jelinek in the School of Community Health, Albury- Wodonga Campus Ph: 

0260519219, email: hjelinek@csu.edu.au and 

Dr Caroline Robinson in the School of Community Health, Albury- Wodonga Campus Ph: 

0260519242, email: corobinson@csu.edu.au 

What happens now? 

mailto:bbiles@csu.edu.au
mailto:hjelinek@csu.edu.au
mailto:corobinson@csu.edu.au
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If you would like to participate please contact me on the following email address: 

bbiles@csu.edu.au or by phone on 02 60519612 and together we will identify a time that suits 

for the focus group session. 

If I have any further enquires you can contact me or any of my supervisors. 

Thank you for your time, 

Cheers 

Brett Biles 

 

NOTE: Please note if you have any questions concerning this research project you can contact the principal 

researcher, the Chairperson or CEO of the Albury Wodonga Aboriginal Health Service or the Chairperson of the 

Aboriginal Health & Medical Research Council Ethics (AH&MRC) Committee as follows: The Chairperson, 

AH&MRC Ethics Committee, PO Box 1565 Strawberry Hills NSW 2012. Telephone: (02)92124777. 

Charles Sturt University’s Human Research Ethics Committee (HREC) has approved this project. If you have any 

complaints or reservations about the ethical conduct of this project, you may contact the Committee via: The 

Executive Officer, HREC Office of Academic Governance, Charles Sturt University, Panorama Avenue, Bathurst, 

NSW, 2795. 

Telephone:(02)63384628Fax:(02)63384194,  
Any issues you raise will be treated in confidence and investigated fully and you will be informed of the outcome. 

  

mailto:bbiles@csu.edu.au
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Appendix 6: Participant Consent Form (for Phases 1–3) 

AH&MRC ETHICS COMMITTEE 

MODEL CONSENT FORM 

INDIVIDUAL PARTICIPANT 

Project: “An exploration of a tailored cardiovascular exercise and education program for 

Indigenous Australian men in a regional centre” 

Principal Researcher: Brett Biles……………………………………. 

Research Organisation: Charles Sturt University…………………. 

I, …………………………………….………………………………………………………. 

Have consented to participate in the above research project on the following basis: 

1. I have received the Participant Information Statement and have had the opportunity to 

ask questions. I understand the purpose of the research and my involvement in it. 

2. I have the right to withdraw my consent and cease any further involvement in the 

research project at any time without giving reasons and without any penalty. This will 

not affect any services that I receive. 

3. Any information I provide during the course of this research will remain confidential. 

Where the results of the research are published, my involvement and my personal 

results will not be identified 

4. I understand that interviews may be audio-taped or videotaped, but the tapes will be 

secured and then destroyed at the completion of the project. 

5. I understand that if I have any complaints or questions concerning this research project 

I can contact the principal researcher, the Chairperson or CEO of the local Aboriginal 

Community Controlled Health Service; or the Chairperson of the AH&MRC Ethics 

Committee as follows: 

The Chairperson 

AH&MRC Ethics Committee 
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P.O. Box 1565 

Strawberry Hills NSW 2012 

Telephone: 9212 4777 

----------------------------------------------------------------------------------------------------------------

- 

Name: …………………………………………………………………………………………. 

Signature ………………………………………………..… Date ………….……………….. 

Witnessed by ……………………………..……………… Date …………………………... 

----------------------------------------------------------------------------------------------------------------

- 

Researcher’s signature : …………………………………………… 

Date …..………………… 
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Appendix 7: Questions Used for Research Topic Yarning 

A sample of the questions are listed below: 

Have you ever used any services at AHS in the past? What services did you access? 

Tell me about your experiences when you accessed the AHS? 

Have you accessed the AHS in the last 6 months? If not why? 

Did you feel comfortable when you accessed the AHS? If so Why? And if not why? 

Will you access the AHS in the future? 

What can be done to increase your chances of accessing AHS in the future? 
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Appendix 8: Grounded Theory Data Analysis Processes 

Initial/open coding Open coding employs a line-by-line analysis so that as many codes 
as possible are uncovered. Line-by-line coding ensures that each 
participant’s data are critically and analytically examined 
(Charmaz, 2006; Glaser, 1992). As codes are compared to the 
previous data they are validated by their repeated presence in the 
data. Initially open codes are considered by the researcher to be 
provisional and are often modified as comparison with other data 
continues during the analytical process (Charmaz, 1994b; Glaser, 
1978; Glaser & Holton, 2004; Strauss, 1987). Throughout the 
process of open coding, data are compared with all other data; this 
is referred to as constant comparative data generation and analysis.  

Constant comparative data 
generation and analysis 

Constant comparative data generation and analysis are fundamental 
features of grounded theory (Charmaz, 2006; Corbin & Strauss, 
2008; Glaser, 1978; Glaser & Strauss, 1967). It consists of 
repetitively comparing one piece of data with all others that may be 
similar or different to conceptualise possible relationships between 
them, while remaining sensitive to the interpretations and meanings 
given to the experience by the participants. Constant comparative 
data generation and analysis begin immediately following data 
generation (Charmaz, 2006; Glaser, 1978; Glaser & Strauss, 1967). 
As the description of each category emerges, constant comparison 
moves from comparing more data with previously coded data (i.e. 
open codes), to comparing data with the properties of each 
category. This comparison leads to an integration of the knowledge 
of the properties of each category and the conditions under which 
the experiences occur (Glaser & Strauss, 1967). When categories 
are well defined, theoretical coding begins. 
Open coding and the constant comparison of data lead to the 
creation of categories. Memos and images are records of thoughts 
about codes, categories and their connections. To incorporate those 
categories into a theory, their relationships to each other are 
identified through theoretical coding. 

Memos Memos are records of thoughts about codes, categories and their 
connections (Charmaz, 2006) and are used throughout the constant 
comparative analysis to note ideas and reflect, but they have no 
predetermined course (Birks et al., 2008, p. 69; Locke, 2001; Mills 
et al. 2006a). Charmaz (2006, p. 86) suggests two methods to assist 
in writing memos: clustering, a form of diagramming the properties 
of a category or process; and free-writing to get ideas on paper, 
with an open mind. 

Theoretical sensitivity Theoretical sensitivity is the ability of the researcher to be sensitive 
to the data and the emerging categories of the theory (Charmaz, 
2006; Glaser, 1978, 1992; Mills et al., 2006b). Literature and the 
lived experience are important sources of theoretical sensitivity, but 
the researcher should continually assess that the emerging theory is 
grounded in data (Bryant & Charmaz, 2007; Strauss, 1987; Strauss 
& Corbin, 1998) and co-constructed with participants. Theoretical 
sensitivity can also be linked to insider research. Being an 
Aboriginal man (insider) and combining this with grounded theory 
allows the data to emerge without forcing it; when insider research 
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and grounded theory are combined, the theoretical sensitivity of the 
researcher evolves. 
Open coding and the constant comparison of data lead to the 
creation of categories. Memos and images are records of thoughts 
about codes, categories and their connections. Cultural sensitivity 
then allows the researcher to be sensitive to the data and emerging 
categories. To incorporate those categories into a theory, their 
relationships to each other are identified through theoretical coding. 

Advanced/theoretical 
coding 

Theoretical codes are used to conceptualise how categories 
relate to each other (Charmaz, 2006). As the theory starts to 
emerge new data generation leads to less modification of 
categories. Modifications to the emerging theory begin to 
clarify and elaborate the theory, rather than create major 
change to the theory. Consistencies in categories are 
identified and specific conceptual labels are created in an 
effort to describe them clearly but more succinctly (Charmaz, 
2006; Glaser & Strauss, 1967). 
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Appendix 9: Excerpt of Field Notes for Phase 2 Exercise and Education 

Program 

Week 1 

Monday: 

Group text message sent to each participant Sunday afternoon as a reminder. 

I woke up at 4 am!! Anxious and apprehensive about starting the program (hoping some fullas 

would turn up!!) 

We had 9 fullas turn up for the first session (weather was pretty ordinary—on/off raining and 

a big storm at 1 am) 

Had a brief yarn about what the sessions will entail. 

Yarned to each participant in regard to the risks associated with exercising and the signs and 

symptoms to look out for). Using the Borg RPE scale. 

We completed some baseline exercise testing: 

6MWT 

Squats 

Push ups 

Step ups 

Shoulder press 

This session ran for approximately 45–50 minutes. 

Some participants were very apprehensive about starting the programs due to differing levels 

of fitness and feeling a bit shamed! We spoke about that you are only competing against 

yourself and no one else. As much as it is a group environment each program is tailored to meet 

your needs. 
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From observing most fullas enjoyed the social aspect of yarning and doing some exercise 

together. 

I have viewed the older participants completing the session (it appears that the benefit they are 

getting out of the exercise session is beneficial on the level of yarning and socialising). 

Listening to a few of the young fullas it appears they are getting motivation and inspiration out 

of watching and being around the old fullas. 

1 participant exercise tolerance is extremely low due to comorbidities BUT the social aspect of 

the group appears to be having a positive impact on him 

Week 5: 

Monday 

Group text message sent to each participant Sunday afternoon as a reminder (Hi all. Week 5 

starts tomoz!! Halfway through our first of many programs!! It’s meant to rain tomoz but we 

will do the exercise undercover. Wednesday will be our re-testing session (compare to your 

first session 5 weeks ago!). We will also do a weigh-in and waist circumference measurement. 

See you all tomoz. 

Started raining extremely heavy at 2 am (was unsure if the fullas would turn up) 

Had 10 fullas turn up today! 

10-minute bike warm up 

15-minute walk 

Did a circuit today (30 seconds work 30 seconds rest) – completed 4 cycles of this. 

Step ups 

Shoulder press 

Biceps 

Upright row 

Squats 
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Battle rope 

Incline push ups (normal push ups) 

This was the most interactive session we have had (a lot of encouragement, joking, talking silly 

happening). 

One participant mentioned he was extremely flat over the weekend, unsure why. He also 

mentioned he went grocery shopping and went to go down the chocolate and lolly isle (started 

and then turned around as he felt he didn’t need to go down the aisle!! Also said that he tried 

to drink coke zero—had 1 sip and it tasted crap!!) 

Wednesday 

Group text message sent to each participant Tuesday afternoon as a reminder. 

Alarm woke me up at 5.30 am! 

Had 10 fullas turn up today 

We completed baseline testing (compare against week 1 testing): 

We completed some baseline exercise testing: 

6MWT 

Squats 

Push ups 

Step ups 

Shoulder press 

Complete weigh-in  

Completed waist circumference measurements. 

Every participant increased their exercise tolerance compared with week 1. 

Most participants lost some weight and every participant decreased their waist circumference! 

The vibe within the group today was very positive post the re-testing!! 
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Education Session 

Session three 

Food and cardiovascular risk 

Which foods effect cholesterol level? 

This was a very interactive session today with a lot of yarning relating to the foods affecting 

cholesterol levels and participants yarning about different examples! 
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Appendix 10: Phase 3 Sample of Semi-structured Themed Questions 

A sample of the semi-structured themed questions is provided below: 

What was your impression of the 10-week program? 

What did you like about the program? 

What did you not like about the program? 

What has this program done differently to get the commitment from you fullas? 
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Appendix 11: Cardiovascular Risk Score—What Does it Mean? 
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Appendix 12: Phase 2 Health Promotion Poster 
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Appendix 13: Invitation to Participate and Information Sheet (Phases 2 and 

3) 

Dear Participant 

Thank you for taking the time to read this invitation to participate in the project titled: 

An exploration of a tailored cardiovascular exercise and education program for Indigenous 

Australian men in a regional centre 

My name is Brett Biles. I am an Aboriginal man originally from Brewarrina, I am a 

physiotherapist and working at Charles Sturt University (CSU), I am currently studying my 

Doctor of Philosophy with CSU in Albury Wodonga. 

What is this study about? 

The purpose of this study is to explore the reasons why Indigenous men of Albury Wodonga 

underutilise the local Aboriginal Medical Services, to evaluate the effectiveness of a 

cardiovascular exercise and education program and to explore the mens’ experience of this 

program. 

What does participation involve? 

Phase 2 

Screening: 

Phase two of the study involves the participation of Aboriginal men in the Albury Wodonga 

area aged 35-80, in a screening program to assess their likelihood of developing cardiovascular 

disease (heart disease) in the next 5 years. The screening process involves assessment of: blood 

pressure, smoking status, total cholesterol, high density lipids cholesterol, diabetes, and 

biochemical markers which are associated with cardiovascular disease. An electrocardiogram 

to assess left ventricular hypertrophy will also be performed. 

This screening involves a blood test with approximately 40 ml of blood being removed from 

you. 
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This comprehensive cardiovascular assessment can determine the risk of a person developing 

cardiovascular disease within the next five years. 

The risk categories are: High – greater than 15% risk of CVD within the next 5 years; Moderate 

– 10-15% risk of CVD within the next 5 years; Low – less than 10% risk of CVD. 

Phase 2 

Recruitment: 

If your results indicate that you are in the moderate or high risk category you will be invited to 

attend an exercise and education program at the Albury Wodonga Aboriginal Health Service 

(AWAHS). This program will be conducted by an Aboriginal physiotherapist and will be up to 

12 weeks in duration. Each session will last for approximately 1 hour. 

Where will the screening and exercise and education sessions be conducted? 

The screening program and the exercise and education sessions will be conducted at the Albury 

Wodonga Aboriginal Health Service in Albury. 

How will the information be used? 

The information you provide will be analysed and published as a thesis. It may also be 

published in an academic journal. The information will also be made available to AWAHS so 

that it may provide insight into Aboriginal mens health concerns. However, your contribution 

will remain anonymous. 

How will my privacy be protected? 

Your name will be changed along with any other information that may identify you. All 

material with your details on it will be stored in a locked filing cabinet and on a password 

locked computer. These will be located in a locked office at Charles Sturt University. Only the 

researcher and supervisors listed below will have access to these documents. 

Is there a risk in participation? 

With the screening, testing heart function using an ECG apparatus may lead to participants 

showing an allergic reaction to the alcohol swab or to the electrode attachment. This is avoided 
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because of the short recording period used (less than 5 minutes) or by not conducting the test 

in line with your request. 

In the public reporting real names will not be used. Stories you share may be retold using a 

different name. As much as possible, the researchers will leave out details that might identify 

you as the speaker of a story. There is a chance that other people who know you may be able 

to guess that a particular story or words are yours. 

Who are the researchers and how do I contact them? 

The research is being conducted by Brett Biles, PhD candidate in the School of Community 

Health, Albury- Wodonga Campus, Ph: 0260519612 email: bbiles@csu.edu.au 

Brett’ supervisors are: 

Dr Herbert Jelinek in the School of Community Health, Albury- Wodonga Campus Ph: 

0260519219, email: hjelinek@csu.edu.au and 

Dr Caroline Robinson in the School of Community Health, Albury- Wodonga Campus Ph: 

0260519242, email: corobinson@csu.edu.au 

What happens now? 

If you would like to participate please contact me on the following email address: 

bbiles@csu.edu.au or by phone on 02 60519612 and together we will identify a time that suits 

for screening session. 

If I have any further enquires you can contact me or any of my supervisors. 

Thank you for your time, 

Cheers 

Brett Biles 

NOTE: Please note if you have any questions concerning this research project you can contact the principal 

researcher, the Chairperson or CEO of the Albury Wodonga Aboriginal Health Service or the Chairperson of the 

Aboriginal Health & Medical Research Council Ethics (AH&MRC) Committee as follows: The Chairperson, 

AH&MRC Ethics Committee, PO Box 1565 Strawberry Hills NSW 2012. Telephone: (02)92124777. 

mailto:bbiles@csu.edu.au
mailto:hjelinek@csu.edu.au
mailto:corobinson@csu.edu.au
mailto:bbiles@csu.edu.au
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Charles Sturt University’s Human Research Ethics Committee (HREC) has approved this project. If you have any 

complaints or reservations about the ethical conduct of this project, you may contact the Committee via: The 

Executive Officer, HREC Office of Academic Governance, Charles Sturt University, Panorama Avenue, Bathurst, 

NSW, 2795. 

Telephone:(02)63384628Fax:(02)63384194,  
Any issues you raise will be treated in confidence and investigated fully and you will be informed of the outcome. 

 

Invitation to Participate and Information Sheet 

Dear Participant 

Thank you for your previous participation in the cardiovascular exercise and education 

program. 

This information sheet explains the final phase of the study. 

What does participation involve? 

Phase 3: 

Phase three of the study involves the participation of Aboriginal men who have participated in 

the exercise and education program conducted at the Albury Wodonga Aboriginal Health 

Service (AWAHS). If you would like to take part, you will be asked to participate in a one-to-

one interview or focus group taking approximately 1 hour to complete. During the interview, 

you will be asked about your experiences of the exercise and education program and your 

health in general. The interviews will be audio-taped for later transcription. You will have the 

opportunity to review your interview transcript for accuracy and to make any changes you 

wish. 

Where will the interview be conducted? 

The interview or focus group will be conducted at AWAHS or a place that is suitable for you. 

During the interview you will be only asked to disclose information that you are comfortable 

with. You will always be able to refuse to answer a question and can also turn the digital 

recording off at anytime. 

How will the information be used? 
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The information you provide will be analysed and published as a thesis. It may also be 

published in an academic journal. The information will also be made available to AWAHS so 

that it may provide insight into Aboriginal mens health concerns. However, your contribution 

will remain anonymous. 

How will my privacy be protected? 

Your name will be changed along with any other information that may identify you. All 

material with your details on it will be stored in a locked filing cabinet and on a password 

locked computer. These will be located in a locked office at Charles Sturt University. Only the 

researcher and supervisors listed below will have access to these documents. 

Is there a risk in participation? 

In the public reporting real names will not be used. Stories you share may be retold using a 

different name. As much as possible, the researchers will leave out details that might identify 

you as the speaker of a story. There is a chance that other people who know you may be able 

to guess that a particular story or words are yours. 

Who are the researchers and how do I contact them? 

The research is being conducted by Brett Biles, PhD candidate in the School of Community 

Health, Albury- Wodonga Campus, Ph: 0260519612 email: bbiles@csu.edu.au 

Brett’ supervisors are: 

Dr Herbert Jelinek in the School of Community Health, Albury- Wodonga Campus Ph: 

0260519219, email: hjelinek@csu.edu.au and 

Dr Caroline Robinson in the School of Community Health, Albury- Wodonga Campus Ph: 

0260519242, email: corobinson@csu.edu.au 

What happens now? 

If you would like to participate please contact me on the following email address: 

bbiles@csu.edu.au or by phone on 02 60519612 and together we will identify a time that suits 

for the interview.If I have any further enquires you can contact me or any of my supervisors. 

Thank you for your time, 

mailto:bbiles@csu.edu.au
mailto:hjelinek@csu.edu.au
mailto:corobinson@csu.edu.au
mailto:bbiles@csu.edu.au
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Cheers 

Brett Biles 

NOTE: Please note if you have any questions concerning this research project you can contact the principal 

researcher, the Chairperson or CEO of the Albury Wodonga Aboriginal Health Service or the Chairperson of the 

Aboriginal Health & Medical Research Council Ethics (AH&MRC) Committee as follows: The Chairperson, 

AH&MRC Ethics Committee, PO Box 1565 Strawberry Hills NSW 2012. Telephone: (02)92124777. 

Charles Sturt University’s Human Research Ethics Committee (HREC) has approved this project. If you have any 

complaints or reservations about the ethical conduct of this project, you may contact the Committee via: The 

Executive Officer, HREC Office of Academic Governance, Charles Sturt University, Panorama Avenue, Bathurst, 

NSW, 2795. 

Telephone:(02)63384628Fax:(02)63384194,  
Any issues you raise will be treated in confidence and investigated fully and you will be informed of the outcome. 

 

  



 
 

Appendix 14: Example of Participants’ Physiological Parameters Pre- and Post-exercise and Health Education 

Program 

Participant name 

AGE SBP TC HDL LDL chol/HDL 
ratio 

TRIGLYCERIDES DIABETES HBA1C 
% 

CRP 
mg/L 

BGL 
mmol/L 

WEIGHT BMI WC 

78 157 4.4 0.9 3 4.9 1 No 6.6 1 6 109.3 34.8 127 

79 140* 4.5 0.9 3.2 5.0 0.9 No 6.5 2 5.7* 105.9* 33.8 116* 

 

  



 
 

Pre-program Screening 

 

 

  



 
 

Post-program Screening 
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Appendix 15: Original Painting 
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